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Abstract 

The question asked in this study is how do stakeholders collaborate to support the 

development of clinical competence in undergraduate nursing students in the acute 

care setting? In 2015, a Bachelor of Health Science (Nursing) programme underwent 

two audits. The first audit carried out by Janice Muller, an independent auditor from a 

private consulting company, focused on the clinical model being used within the 

programme.  The second audit was carried out by the Nursing Council of New Zealand 

in accordance with the regular accreditation and monitoring of AUTs pre-registration 

programme. Both audits questioned the effectiveness of stakeholder collaboration in 

relation to student learning in the clinical setting. Feedback from clinical partners 

highlighted a desire to be more actively involved with student learning experiences. 

The study explored the complexity of values and beliefs along with contextual factors 

that enable and constrain stakeholder collaboration between student nurses, 

registered nurses in clinical practice, and academic clinical educators. Gaining insight 

into this complexity helps to explain how stakeholders collaborate. Using interpretive 

description (ID) underpinned by complexity theory (CT), data were collected through 

focus groups and individual interviews, and analysed using a Complex Adaptive System 

(CAS) principle framework. Interpretative analysis identified collaboration occurs on a 

contextually influenced continuum comprised of five interrelated dimensions: ‘the 

individual(s)’, ‘the relationship’, ‘clinical practice’, ‘acute care environment’, and 

‘clinical education’. Within these interrelated dimensions are notions related to values 

and beliefs, as well as other factors that both enable and constrain collaboration.  

Findings show that student nurses are usually positioned on the peripheries of 

collaboration, even though they are central to the purpose of interaction between 

stakeholders. Valuing stakeholder relationships and the registered nurses’ clinical 

responsibilities will enable organisations to invest in collaboration by providing 

protected time for both patient care and student learning. Teaching students how to 

collaborate with other stakeholders will empower them to meet their learning needs 

within this complex system. Helping students to develop both confidence and 

competence is key to creating a safe learning and practice environment for all 

stakeholders, including patients. Attending to these recommendations early in the 
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students’ programme of study will improve outcomes for students as they progress 

through their nursing programme and become registered nurses.  
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Chapter 1  INTRODUCTION 

As an experienced nursing lecturer in a Bachelor of Health Science (BHSc) nursing 

programme, the quality and delivery of undergraduate nursing education has, and 

continues to be, a priority for me. This thesis presents doctoral research undertaken to 

explore a significant aspect of undergraduate nursing education—the complexity of 

stakeholder collaboration in clinical education for undergraduate nursing students. 

Using an interpretive description (ID) approach underpinned by complexity theory, 

(CT) findings identified a collaborative context comprising five interrelated dimensions, 

influenced by notions held by stakeholders. Notions are ideas that reflect the values 

and beliefs held by individual stakeholders, as well as ideas related to environmental 

factors which influence interactions between stakeholders. Chapter one introduces the 

impetus and background for the study and provides key definitions. The study aims, 

research questions, methodology and methods will be outlined, along with my own 

position within the research topic and process. Finally, the structure of the thesis itself 

will be presented.  

Impetus for the Study 

In 2015, the Department of Nursing at AUT University underwent two audits. The 

first audit carried out by Janice Mueller, an external consultant, provided a review of 

AUT’s clinical placement models for undergraduate nurses (Mueller, 2015). The 

Nursing Council of New Zealand (NCNZ) then carried out a routine monitoring audit 

of the entire BHSc nursing programme (NCNZ, 2015). With 16 similar programmes of 

nursing education throughout New Zealand, the NCNZ (2015) is responsible for 

ensuring all Tertiary Education Providers (TEPs) are implementing curricula that 

produce nursing graduates who are safe to practice. One recommendation from the 

second audit was for AUT to “undertake a review of the clinical model including 

Clinical Educator roles with a view to increasing their presence and accessibility 

within clinical areas” (NCNZ, 2015, p. 4). The NCNZ (2015) report also noted there 

was “limited evidence of triangulation between the clinical experience staff and 

academic staff in the final assessment against the Council competencies” (p. 16). 

Moreover, the report identified that clinical providers wanted more involvement 
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with university clinical educators (CEs) when they were supervising students on 

clinical placement, and improved liaison and collaboration at a strategic level.  

Mueller’s findings had already highlighted the need for greater collaboration 

between the university and clinical placement providers, the rationale being to 

optimise student learning and improve stakeholder relationships. However, I 

believed, more importantly, that greater collaboration needed to occur closer to the 

student’s learning experience—between the student nurse, registered nurse, and the 

academic clinical educator. The potential positive outcome of more effective 

collaboration is the production of graduates who are well prepared to transition into 

beginning registered nursing practice. More effective collaboration may also identify 

students who are not progressing as expected earlier in their nursing programme. In 

order to understand how collaboration influences student outcomes, I needed to 

establish how stakeholders currently collaborate to support the development of 

clinical competence in undergraduate nursing students. For the purpose of this 

study, I therefore focused on a triad of stakeholders i.e., the student nurse (SN), the 

supervising registered nurse (RN), and the academic CE employed by the university.  

Terminology: Defining Key Terms 

Collaboration: Daniels and Khanyile (2013) defined collaboration as 

a process in which autonomous actors interact through formal and informal 

negotiations, jointly creating rules and structures governing their relationships 

and ways to act or make decisions on the issues that brought them together. It 

is a process involving shared norms and mutually beneficial interaction. (p. 956) 

 This definition is appropriate for this study because it reflects the complexity inherent 

in clinical learning and recognises the contribution of values, beliefs (shared norms), 

rules and structures influencing the ways in which stakeholders work together.  

Competence: The NCNZ (2020) have defined competence as “the combination of 

skills, knowledge, attitudes, values and abilities that underpin effective performance 

as a nurse” (p. 33). While there appears to be significant critique of a clear definition 

for the term competence (Fernandez et al., 2012; Lingard, 2009), I am using this term 

in the study because it is currently used by nursing students and RNs referring to 
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assessment of SNs’ clinical practice (NCNZ, 2020). Competence is also the premise of 

the HPCAA (2003). 

Stakeholders: Gerwel Prochers and Bodhanya (2015) defined stakeholders as “a 

group of people who work together to accomplish a common goal” (p. 2507). These 

authors bring to attention that stakeholders may have a shared objective but at the 

same time are working towards competing goals. This definition is appropriate for 

the study because there is the shared objective between stakeholders of providing a 

good learning opportunity for students, alongside the competing goals of providing 

patient care and participating in assessment processes for students. 

Background to this Study 

Formal nursing education in New Zealand commenced in 1883 when Wellington and 

Auckland hospitals introduced the Nightingale system of lady probationer training 

(Kinross, 1984). At this time, nurses learned much about obedience (Lusk et al., 2001). 

However, the training focused on more than obedience and included “control of the 

environment, nutrition, hygiene and the prevention of cross infection” (Kinross, 1984, 

p. 194). Since 1883, nursing education has undergone many changes for a variety of

reasons. It is important to explore this history because learning about the past, helps 

to shape the future of nursing education in New Zealand (Birchenall, 2003). Knowledge 

of how nursing education has developed over the intervening years, between 1883 

and 2022, empowers those involved to actively contribute to current developments 

because it explains the complexity of the profession (Madsen et al., 2009). 

Additionally, Manchester (2015) believes that understanding the past enables nurses 

to reach their full potential. This section explores the evolution of nursing education in 

New Zealand to ascertain how the profession has come to where it is today. 

Consideration will be given to the social, political, and legal contexts that have 

influenced the changes, while making relevant international and professional 

comparisons. 

Nursing in New Zealand was legislated in 1901 when the profession responded to the 

introduction of the New Zealand Nurses Act and became the first country in the world 

to register nurses (Lusk et al., 2001; Wood & Nelson, 2013). At this time, the 

educational design, based on the Nightingale Model, was a hospital based, 
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apprenticeship-style training that originated in England (Woodham-Smith, 1952). The 

global influence of Florence Nightingale provided the foundations for significant 

similarities in nursing education across New Zealand (NZ), Australia, the United 

Kingdom (UK) and the United States of America (USA) (Lusk et al., 2001). Nursing 

students were employed by hospital boards and trained for a period of three to four 

years as part of the nursing workforce. In NZ, at the end of this training and 

employment, the students sat a State Examination that enabled them to become RNs. 

Significant influences on nursing during this time were external stakeholders such as 

the medical doctors and hospital administrators who dictated and managed what 

nurses learnt (Kako & Rudge, 2008; Matejski, 1985). However, one influential nurse, 

Hester Maclean, the founder and first editor of the NZ Nursing Journal Kai Tiaki, 

challenged this domination (Wood, 2008). Maclean, who originated from Australia, 

published journal articles written by both doctors and nurses attempting to spread 

what constituted best practice of the time. According to Maclean (1908, as cited in 

Anonymous, 2008) the purpose of the then NZ Nursing Journal was to create a bond 

that connected all nurses, as well as creating a method of communication aimed at 

improving the work and knowledge of the profession. It could be argued this was an 

early form of collaboration between nurses for the development of current and future 

nurses.  

In 1912, it was suggested by a doctor at Auckland Hospital that nursing education 

should be situated within a university as recognition of its professional status (Kinross, 

1984). However, Maclean was not in agreement because she believed that hospital-

based training was appropriate for nurses who wished to devote themselves to caring 

for the sick. She was open to the idea that nurses aspiring for leadership and 

educational roles may benefit from post-graduate (PG) studies; however, she did 

nothing to promote the implementation of such education at this time. Wood (2015) 

identified World War I as a time when nurses were exposed to settings and 

circumstances that were starkly different from the environment in which they had 

trained. What nurses were learning was dependent upon the setting in which they 

were employed. Thus, there was significant variation in what they knew and how this 

impacted the quality of the care provided (Wood & Nelson, 2013). During this period, 
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NZ nursing education was under review, and it lead to a time of great innovation in the 

1920s. 

The first significant change occurred in 1920, when the Department of Health was 

restructured and the first Division of Nursing was formed (Kinross, 1984). Maclean 

took on the position of chief nurse within the Division of Nursing but only remained in 

the post for two years before retiring. Jessie Bicknell took over and began making plans 

to move nursing education into universities. In 1925, Otago University launched a 5-

year Diploma of Nursing. Kinross (1984) described the Diploma as a “sandwich-type 

programme” (p. 194), with the first two years focusing on learning sciences, the 

following two years in hospital training, and the final year back in the university 

specialising in either hospital or public health nursing. However, the Diploma was short 

lived and closed in 1927 due to financial constraints.  

Another dominant focus of this era was on the standardisation of a nursing curriculum 

across NZ’s 27 hospital-based training programmes (Lusk et al., 2001; Wood, 2008; 

Wood & Nelson, 2013). From the 1930s, nurses began to have greater influence on 

nursing education and practice. Nurse leaders established what is now recognised as 

the beginnings of evidenced-based practice through the distribution of procedural 

instructions. Distribution of surveys to RNs ascertained what was common and 

effective in practice, and it was from this informal research that the procedural 

instructions were developed. However, Wood and Nelson (2013) reported concerns 

that nursing education focused on technical aspects of practice, which limited the 

thinking capacity of nurses and did not promote the individuality of patient care 

needed to provide high quality levels of care. 

During the 1940s, schools of nursing situated within the hospitals implemented a 

standardised nursing curriculum. Wilkinson (2006) described her training in the 1940s 

as commencing with an initial period of three months which included weekly visits to 

the wards. The focus of learning was relevant to the duties of the nurses at the time 

such as bed making, washing patient lockers, and mopping the floor. After this initial 

period, some students became residents of the onsite nursing home for the remainder 

of their four-year training, enabling full immersion into the profession while off as well 

as while on duty. The education provided over these four years included lectures 
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usually held in off duty time. This is in contrast to Feeney (2013) who recalled that, in 

the 1950s, formal tuition occurred off the wards for weeks at a time. Immediately 

following these ‘study blocks’, students would work for periods of 3-4 months on the 

wards. Wilkinson (2006) reflected that student nurses (probationers) were poorly paid 

given the nature of the work and their long hours but that complaints were rare 

because they viewed their work as something worthwhile. 

It is evident that there was already a shift in the education of nurses between 1940 

and 1950. The work and, therefore, education of probationers up to the 1960s 

continued to include menial tasks such as cleaning and meal distribution (Manchester, 

2015). Nurses in training were awarded substantial levels of responsibility, such as 

being left in charge of wards, and, therefore, patients, overnight. This isolation of 

nurses in training highlights the lack of collaboration provided to support their practice 

development. Judy Kilpatrick, a well-known nurse leader in NZ, remembers her 

experience as a junior nurse in the 1960s as a time of survival (Cassie, 2016). Yet 

neither Cassie nor Manchester discuss the safety implications of having junior nurses, 

with very little knowledge or experience caring for patients. Wilkinson (2006) does 

refer to the mistakes that young nurses made and Wood (2008) expressed concerns 

about the standard of nursing care provided by probationers as being a driving force 

behind standardisation of nursing practices. However, the attempt to standardise 

nursing practice and education progressed slowly over a period of at least six decades 

and remains problematic today.   

A number of other contextual factors influenced changes to nursing education during 

the mid-1900s. O’Connor (2014) suggested that hospital training was no longer 

adequately preparing midwives for practice and it can be presumed that the same 

could be said for nurses. Developments in practice were not being implemented by 

those who were employed to use them because there was insufficient understanding 

of how new technologies worked and/or affected patient care. Hughes (1969, as cited 

by Anonymous, 2008) acknowledged that the education of nurses needed to respond 

positively for the future of nursing. The key message from Hughes was that nursing 

practice was changing at such a pace that nursing educators needed to prepare nurses 

who were curious to find information for themselves, rather than following 



7 

instructions on how to nurse. Doing so would require nurses to develop a higher level 

of knowledge and thinking, compared with expectations of nurses at that time. 

Changes during the 1970s were possibly the most significant in the history of nursing 

education in NZ. At the start of this decade, nursing education was divided into general 

nursing and psychiatric/mental health nursing (Prebble, 2001). In 1971, at the 

invitation of the World Health Organization, Dr Helen Carpenter, a Canadian nursing 

academic, was asked to review how nurses were educated in NZ. Her report found that 

the hospital-based training system was “outdated and no longer suited to the needs of 

students or health services” (Carpenter, 1971, p. 9). Carpenter cited a number of 

reasons for this finding, including developments in health, changes to the roles and 

expectations of women, and improvements in education. Prebble (2001) expanded on 

the rationale for change at this time, identifying high dropout rates of student nurses, 

poor standard of teaching, unnecessarily regimented nursing practice, and a 

curriculum that did not align theory with where and what nursing students were 

experiencing in practice. As in NZ, the USA also went through a review process which 

criticised the treatment of students as employees (Orsolini-Hain & Waters, 2009). 

Carpenter’s (1971) main recommendation for NZ was for one nursing programme 

situated within universities which included both general and mental health nursing: 

hence, the creation of comprehensive nursing education.  

There was, however, debate about the validity of the Carpenter report. The NZ Public 

Service Association (NZPSA) (1974), which represented both psychiatric nurses and 

many general and obstetric nursing students, was quick to point out that Carpenter’s 

recommendations were based on her own experience of the Canadian education 

system and there was no evidence to suggest that the new system was effective in 

Canada, let alone NZ. There was also criticism of the committee formed to respond to 

Carpenter’s recommendations. It was believed that educators heavily influenced the 

committee and there was no representation from the NZPSA on behalf of nurses and 

students in practice. Despite these concerns, NZ began to introduce diploma level 

comprehensive nursing programmes into polytechnic institutions in 1973 (Lusk et al., 

2001; O’Connor, 2014). It was proposed that these programmes should be two and a 

half years long, with half of this time spent in clinical practice settings (NZPSA, 1974). 

The goal of these changes was that NZ would produce graduates who were well 
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prepared to work in any practice setting. Yet, it is important to note that, for the next 

two decades, NZ operated a dual system of nursing education: certificate from 

hospital-based apprenticeship and a tertiary qualified diploma.  

Once hospitals were staffed by ‘diplomates’ (an informal name given to nurses who 

graduated from polytechnics with diplomas), the role of the RN changed (Wood & 

Nelson, 2013). The higher level of education lifted the nursing profession and nurses 

began to take on more responsibility. The District Health Boards (DHBs) were happy for 

nurses to use their newfound scientific knowledge by increasing their scope of practice 

and taking on tasks previously assigned to medical staff. While potentially perceived as 

valuing the nurse’s ability to practice at a higher level, there was potential exploitation 

of nurses as well (Jacobs & Boddy, 2008)—because nursing could be viewed as a 

cheaper workforce, it could be manipulated politically. 

The NZ health reforms of the 1980s were an attempt to create a more efficient health 

system (Jacobs & Boddy, 2008). Nursing was not immune to changes that occurred at 

this time, especially in nursing leadership roles. Brinkman (2006) reflected back to 

when the ‘Division of Nursing’ within the Department of Health had 16 staff, including 

seven nurse advisors who worked primarily on matters that affected nursing, such as 

policy development and legislation revision. They were also advisors to DHBs and 

education providers, along with influencing planning of the nursing workforce.  

However, the structure of the Division of Nursing was eroded and nursing was left with 

one lone person to represent all of NZ’s nursing concerns. This resulted in nursing 

becoming less visible and effective at the political level. These political changes 

significantly impacted professional changes in the 1990s, when all nursing education 

shifted to tertiary educational providers and entry to the register required that all 

applicants had an undergraduate bachelor’s degree in nursing (Jacobs & Boddy, 2008; 

Lusk et al., 2001).  

Concurrently, there was a drive to further increase the professional status of nurses 

practicing in NZ (Cassie, 2016). Likewise, Australia justified their transition to tertiary-

based education as being related to past knowledge limitations, a narrow focus of 

practice provided by hospital-based training, and the desire of nursing to lift its 

professional status (Fetherstonhaugh et al., 2008; Harwood, 2011). Yet, according to 
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Madsen et al. (2009) curricula in Australia were not adequately addressing identity 

development in nursing students. The inability of students to recognise that they were 

joining the ‘family of nursing’ was problematic.  Madsen et al. (2009) pointed out that 

this ‘family’ had a past that significantly influenced nurses’ practice. They claimed that 

this aspect of professional development was being squeezed out in time-precious 

curricula, giving precedence to the technical skills of nursing practice.  

Both nursing practice and nursing education are in a constant state of evolution. The 

Ministerial Taskforce on Nursing established in 1998 by the Minister of Health was an 

acknowledgement that contextual barriers were preventing nurses from reaching their 

full potential (Jacobs & Boddy, 2008). Since then, to support nurses to work to their 

potential, advanced education and practice roles such as nurse specialist and nurse 

practitioner have been established. Yet how advanced education and practice roles 

provide collaborative opportunities to support development is not clear. Jacobs and 

Boddy (2008) referred to the New Zealand Nursing Organisation’s perspective that 

experience alone is insufficient for confirming advanced nursing practice positions. 

Practice experience must be supported with ongoing PG study, acknowledging the 

lifelong relationship between clinical practice and the ongoing formal education of 

nurses. However, there is disagreement. Hardcastle (2006) challenged the idea that PG 

education, in the form of university papers, is appropriate for all nurses, 

acknowledging that over half of the RNs employed in the year 2000 were hospital 

trained and not prepared for the academic demands of PG study. That is not to say 

that they would never be ready; rather, they had to find ways to transition into PG 

study.  

Some nurses chose to embark on bachelor’s degrees, while others were given 

provisional entry into PG programmes, based on the notion that years of clinical 

experience had promoted a higher level of thinking required for PG study. Professor 

Jenny Carryer, a leader in nursing academia in New Zealand, supported Hardcastle’s 

(2006) perspective, suggesting PG papers often included within Nurse Entry to Practice 

(NEtP) programmes set up to support new graduate nurses to transition into their 

practice roles, can be seen as a distraction (Cassie, 2015). Conversely, McKillop et al. 

(2016) claimed there are significant advantages attached to PG education. They 

reported that nurses participating in PG study demonstrate greater critical thinking, 
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increased confidence, enhanced patient assessment, are more likely to advocate for 

patients, and make fewer medication errors. Over time, the one consistent perspective 

is the divergent views on how best nurses should be educated.  

While the NZ Nurses Act underwent various amendments during the 20th century, it 

was superseded by the Health Practitioners Competency Assurance Act (HPCAA) 

(2003). The new legislation was designed to “protect the health and safety of members 

of the public by providing for mechanisms to ensure that health practitioners are 

competent and fit to practise their professions” (Vernon et al., 2011, p. 103). In 

response to this legislative change, in 2004 the NCNZ set up four distinct nursing roles 

and attached scopes of practice (Jacobs & Boddy, 2008)—nurse assistants, enrolled 

nurses, RNs, and nurse practitioners. The most common of these roles is the RN who 

has the responsibility of supervising nurse assistants, enrolled nurses, and student 

nurses.  

Unfortunately, the current system of educating students for registered nursing 

practice is not without its problems. Rae Brooker, a nurse who trained in the late 

1950s claimed that the current training system is very specialised (Manchester, 2015). 

This perspective of Brookers is somewhat ironic given the notion that this was the 

perception of hospital-based training with its lesser emphasis on community and 

mental health nursing. Brooker also suggested that current nursing students are not 

exposed to the companionship provided among nurses when they lived in the nurses’ 

home on hospital grounds. This companionship offered ongoing opportunities for 

students to collaborate in their learning through the sharing of stories once they were 

off duty (Anonymous, 2008). There is a sense that nursing students were previously 

more immersed in learning about the profession than they are today.  

This suggestion may be substantiated with the variety of competing demands for 

attention and the reduced clinical hours that university structures enable. Auckland 

University of Technology (AUT) currently offers a three-year Bachelor of Health Science 

(BHSc) degree in nursing. Yet, when accounting for semester lengths, students are only 

engaged in formal education for approximately six 12-week semesters in total. This 

equates to 3,300 hours over three years, with only 1208 hours offered in clinical 

practice (see appendix D). In NZ, the Nursing Council requires candidates to have 
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completed a minimum of 1100 hours clinical experience, with a maximum of 1500 

hours (NCNZ, 2022). AUT offer only 120 hours more than the minimum requirement of 

1100 hours. While this is more than the minimum required 800 hours in Australia 

(Australian Nursing & Midwifery Accreditation Council, 2012), it demonstrates that 

student nurses are currently engaged in clinical practice for a fraction of the three 

years previously attached to the hospital-based nursing training. Furthermore, the 50-

50 theory-clinical proposal of the 1970s is no longer required. 

While NZ maintains a 3-year undergraduate requirement, Australia, the UK, and the 

USA all offer 4-year degrees alongside the option of a 3-year degree; or, in the case of 

the USA, the option of a 2-year associate degree. NZ has addressed this difference in 

length through the implementation of the NEtP which is offered to a large percentage 

of new graduate nurses in their first year of employment. This is an area of nursing 

education/practice that has received a great deal of attention in the literature, with 

generally pleasing results on staff retention rates and improved levels of practice 

(Cassie, 2015; Haggerty et al., 2012, 2013; McKillop et al., 2016; Tuckett et al., 2015). 

However, the issue of quality and effectiveness of the 3-year degree programmes 

remains in question because NEtP does not assist those graduates who gain 

employment in settings where the programme is not available. While considering 

insufficient time as a limitation to learning, this is further exacerbated when the quality 

of clinical learning during that time is also impacted (Harwood, 2011; Lamont et al., 

2015; Williams, 1992). Furthermore, the financial demands on most contemporary 

university students means that students are also often holding down a part-time job. 

For many, this may distract from ‘becoming’ a nurse.  

In summary, it could be argued that the system currently preparing the future nursing 

workforce in NZ is fragmented and inadequate, limiting the opportunities for students 

to gain confidence, achieve competence, and develop a strong professional identity. It 

is, therefore, not surprising that the expectation that today’s nursing graduates will ‘hit 

the ground running’ is unrealistic (Harwood, 2011).  

History of Collaboration in Nursing Education in NZ 

To understand the current situation more fully, it is important to recognise how the 

history of nursing education has contributed to contemporary stakeholder 
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collaboration. In response to the Carpenter Report (Carpenter, 1971), nursing 

education in NZ transitioned from hospitals into the tertiary sector between the 1970s 

and 1990s (Jacobs & Boddy, 2008; Lusk et al., 2001). It was argued that nursing 

education needed to incorporate higher levels of critical thinking, reasoning, and 

knowledge (Wood & Nelson, 2013). Yet, during this transition, some practicing RNs 

were advised not to interact with the student nurses from the educational institutes 

because it would “tarnish their thinking” (ADHB Senior RN, personal communication, 

October 3, 2017). This would suggest that a precedent was set for limited, if any, 

collaboration between stakeholders and I wonder if remnants of this belief persist 

today. It is imperative that the values and beliefs underpinning stakeholder 

collaboration are identified, along with other contextual factors, in order to better 

understand what influences stakeholder interactions.  

It is also important to recognise there is recent history of collaboration between 

stakeholders. In 2009, Auckland District Health Board (ADHB) instigated the ‘student 

integration model’ for two Tertiary Education Providers (TEPs), one of which was 

AUT (Spence et al., 2012). This clinical model focused on students becoming part of 

the clinical healthcare team. Evaluation of the student integration model 

demonstrated that the model strengthened relationships between TEPs and the 

DHB. However, this finding focused on relationships between organisations rather 

than individual stakeholders as such. Furthermore, when the NCNZ refers to 

triangulation, it suggests that three stakeholders are involved in this relationship. 

Yet, in their monitoring report to AUT, they only identified two stakeholders—clinical 

staff and academic staff. I believe the SN is the third stakeholder in this triangulation. 

In order to strengthen the collaborative relationships within the clinical learning 

environment for SNs, it is essential that all three stakeholders are acknowledged at 

the individual level. That is, the SN, the RN, and the CE.   

Attempts at collaboration were also evident during a clinical visit with some AUT CEs 

and students in 2017. I observed the CEs making a concerted effort to collaborate with 

other clinical staff members, visiting with ward nurse educators and RNs before 

interacting with the student. However, several CEs had difficulty locating the 

appropriate staff, let alone being able to collaborate with them. These examples 

support the findings of the 2015 audits and suggest that little had changed in the two 
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years since 2015. The triangulation that the NCNZ expects is not always evident in 

practice. Rather, various stakeholders attempted to collaborate and support the 

development of clinical competency in undergraduate nursing students, but there 

seemed to be factors that impeded stakeholders from collaborating. Identifying the 

factors that enable and constrain stakeholder collaboration was, therefore, an 

essential prerequisite to more effective collaboration. 

Study Aims 

While AUT’s Department of Nursing has implemented some strategies to address the 

triangulation required by the NCNZ, further exploration of how stakeholders 

collaborate is necessary. This study explores current collaborative practices, seeking 

understanding of the complex factors enabling and constraining stakeholder 

collaboration, ensuring that underlying values, beliefs, and assumptions become 

transparent. Results from this study will inform the process of facilitating stakeholder 

relationships with the aim of benefiting SNs’ learning experience and the 

development of clinical competence in acute care settings. This, in turn, will benefit 

not only the graduating student nurse, but also the patients and the teams with 

whom nursing graduates will work in the future. 

Research Questions 

The main research question for this study is: How do stakeholders collaborate to 

support the development of clinical competence in undergraduate nursing students 

in the acute care setting? The following sub-questions are designed to help answer the 

main research question: 

• How do the key stakeholders interact to support nursing students in the clinical

setting?

• What values and beliefs underpin stakeholder collaboration and support of

nursing students?

• What factors enable and constrain stakeholder collaboration?

• How does stakeholder collaboration affect nursing students’ clinical learning?

• Who are the other stakeholders who support nursing students in this clinical

setting?
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Study Design 

As I approached the design of this study, I knew I wanted to expose the complexity of 

stakeholder collaboration in undergraduate clinical nursing education, identifying the 

multitude of factors that influence how stakeholders interact. This included revealing 

the values and beliefs of individual stakeholders along with other factors within the 

context that impacted collaboration. In order to capture this complexity, a qualitative 

research approach was required. While I explored a number of possible qualitative 

approaches, including case study and phenomenology, I chose to use Interpretive 

Description (ID) because it resonated with the constructivist epistemology 

underpinning this study. ID is a research methodology which originated in nursing, 

with overtones of other qualitative methodologies such as ethnography, grounded 

theory, and phenomenology (Thorne, 2016). The flexibility of ID enabled me to explore 

the factors influencing stakeholder collaboration, while at the same time honouring 

the complexity inherent within this topic. Recognising that I was researching a complex 

topic, I supported the study with complexity theory (CT) as outlined by Brand et al. 

(2015). These medical researchers provided a framework that helped to identify the 

various factors that contribute to a Complex Adaptive System (CAS), along with 

explanation of how the system itself operates. Brand et al. (2015) developed the 

framework within a clinical setting, incorporating many of the elements that I wanted 

to explore. Thus, it provided a suitable theoretical framework to form the basis for the 

data analysis phase of this study.  

In order to capture the perspectives of the three stakeholder groups, focus groups and 

individual interviews were used. Participant recruitment initially posed challenges; 

however, using two approaches to data collection enabled greater flexibility for 

participants to share their views and experiences on this topic.  

Positioning Myself Within the Study 

Thorne (2016) recognised that the qualitative researcher using ID is in a position of 

influencing all stages of the study. As a RN and nursing lecturer, I recognise myself as 

being an ‘insider’ within the topic being studied. This position brings advantages, such 

as having familiarity with the context and people I needed to recruit for my study. As a 

RN previously working in clinical practice, there were times when I worked alongside 
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SNs embarking on their clinical experience within the acute care setting. With 20 years’ 

experience as a nursing lecturer, I have had a variety of roles supporting and assessing 

students during clinical placement, along with supporting the CEs while they worked 

with students and RNs. One of these roles was as clinical leader, responsible for the 

clinical component of the BHSc nursing programme. This role required me to work 

closely with the CE team employed at AUT, as well as develop relationships with 

stakeholders within the DHB, usually at a management level rather than with RNs 

directly working with students on clinical placement in the wards. This role gave me 

insight into the bigger picture of the stakeholder relationships and some of the values, 

beliefs, and other factors that impacted stakeholders’ ability to collaborate. I saw first-

hand, and from the side-line, both the challenges and the benefits of stakeholder 

collaboration. My personal experience of developing stakeholder relationships 

informed my thinking and interpretation of the topic. However, I was cautious that my 

position did not unduly bias data analysis. To ensure trustworthiness of the research 

process, I implemented strategies such as: completing a presuppositions interview, 

being challenged by my supervisors when they recognised my bias, and use of the CT 

framework provided by Brand et al. (2015). These strategies enabled me to remain 

open to new insights within the data.  

Although I am no longer in the clinical leader role, I have a vested interest in the topic 

because I still believe in the importance of providing high-quality learning experiences 

across the whole undergraduate nursing programme, including clinical practice. 

Knowing that improvement in collaborative relationships within clinical placements 

has the potential to improve learning experiences for SNs, which may also result in 

quality nursing graduates, was the catalyst for this study.  

Structure of the Thesis 

The thesis is structured over nine chapters as follows. 

Chapter one  

Chapter one is the introductory chapter which explains the impetus and background of 

this study, along with key definitions. The aims of the study, research questions, 

methodology and methods are introduced, and I explain my position within the study. 

An overview of the thesis is presented.  
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Chapter two 

Chapter two presents what is already known about clinical learning for nursing 

students. Using a traditional literature review approach, two literature searches were 

completed; the first prior to commencing this study and the second towards the end of 

the study. Literature highlights the complexity inherent in this topic, including the 

purpose of clinical education, clinical models used within the NZ context, and recent 

changes due to the global pandemic. I also explore the importance of stakeholder 

relationships in nursing education, the various pedagogical approaches used, as well as 

the limitations of previous research studies related to clinical learning. I highlight 

relevant gaps in the literature to provide justification for this study.  

Chapter three 

Chapter three explains how I came to decide on ID as the methodology for the study. I 

identify alternative approaches that were considered and explain why they were not 

selected. I also justify why I chose to underpin the methodology with CT. In the latter 

section of this chapter, I expose personal assumptions about the topic which were 

identified through a presuppositions interview with my supervisors prior to 

commencing the study.  

Chapter four 

Chapter four describes the study methods, including the processes related to gaining 

ethical approval and locality agreements with clinical and educational organisations. I 

explain how participants were invited, selected, and recruited; how data were 

collected and analysed; and discuss issues of rigour and trustworthiness.  

Chapter five 

Chapter five is the first of four findings chapters. It provides a brief overview of the 

collaborative context, a metaphorical space wherein collaboration can occur between 

stakeholders, along with the various notions that influence how stakeholders interact. 

It was important to describe the whole collaborative context, including all five 

interrelated dimensions before explaining in greater detail, each of these dimensions 

in the following findings chapters. Due to the complexity of the topic and findings, I 

outline how findings will be presented.  
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Chapter six 

Chapter six describes two interrelated dimensions of the individual(s) and the 

relationship along with the inherent values, beliefs, and assumptions, identified as 

notions that matter. These notions have the capacity to both enable and constrain 

collaboration between stakeholders.  

Chapter seven 

Chapter seven articulates a further two interrelated dimensions: nursing practice and 

acute care environment, again revealing the notions that matter within each 

dimension. The focus is on the context in which collaboration occurs, highlighting the 

contextual factors that enable and constrain collaboration between stakeholders.  

Chapter eight 

Chapter eight describes the fifth interrelated dimension: clinical education. It focuses 

on the notions related to the purpose of collaboration between stakeholders, which is 

to promote the development of clinical competence in undergraduate nursing 

students in the acute care setting. Continued emphasis is placed on what enables and 

constrains collaborative relationships between stakeholders.  

Chapter nine 

In chapter nine I bring together the five interrelated dimensions in order to discuss the 

dynamic nature of the findings. Using the CAS principle framework used by Brand et al. 

(2015), along with examples provided from the study findings, the complexity of 

stakeholder relationships is revealed, emphasising that collaboration between these 

people, within this context, for this purpose, sits within a CAS. Using the metaphor of a 

continuum, I explain how this CAS both enables and constrains collaboration between 

stakeholders highlighting the importance and relevance of my findings. I finish the 

chapter by offering recommendations to promote effective collaboration while 

acknowledging factors that cannot be changed within the collaborative context. Study 

limitations are identified along with future research potential.  

Conclusion 

This introductory chapter has provided a summary of the research topic, impetus for 

the study, and background context related to nursing education and collaboration 
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within stakeholder relationships. The aims of the study, the research questions, 

methodology, and data collection and analysis methods used have been outlined. I 

have acknowledged my position within the research and briefly explained how the 

thesis is structured. Chapter two provides a review of the literature related to clinical 

education for nursing students, considering various aspects that may impact 

stakeholder collaboration.  
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Chapter 2  LITERATURE REVIEW 

Introduction 

In this chapter, I present the results of a traditional literature review (Chinn, 2021). I 

have explored the literature related to clinical learning of nursing students, 

highlighting the complexity inherent in educational and health systems working 

together. I start by outlining the search strategy used to obtain relevant literature, 

providing rationale for presenting a traditional review. I then explore the purpose of 

clinical education and three models commonly used in NZ to provide clinical learning 

experiences for SNs. This includes consideration of recent changes due to the COVID-

19 pandemic. I also explore the importance of relationships between stakeholders in 

clinical education and the role of the supervisory and role-model relationships.  

Discussion of pedagogical approaches used in the clinical setting is presented, noting 

the importance of experiential learning and the use of reflective practice to promote 

competency in nursing practice. Barriers to learning along with concerns related to the 

quality of the clinical learning environment are considered.  Throughout this chapter, I 

explore the limitations of previous research approaches to justify the need for this 

research study.  

Strategy for Literature Search 

In preparation for embarking on this study, a review of the literature related to clinical 

learning was undertaken. I chose to present a traditional literature review which is 

usually triggered by an area of interest or concern in order to find out what is already 

known about the topic and to identify a gap in the literature (Chinn, 2021). Literature 

reviews using this approach enable a respectful critique of the literature and provide a 

comprehensive synthesis presented in a way that is logically aligned with the purpose 

of the review (Thorne, 2016). In relation to this study, the comprehensive nature 

acknowledged the complexity of the topic and enabled me to include literature that 

was both directly and indirectly aligned with my study. Chinn (2021) has provided 

guidelines to ensure objectivity and transparency in the traditional review process, 

including describing the procedures followed in the review, establishing a timeframe, 

and elements for inclusion. The remainder of this section outlines the processes that I 

followed, along with inclusion criteria, providing transparency to my literature review.  
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In April 2017, I accessed two databases commonly used in nursing literature—CINAHL 

Plus with full text (via EBSCO) and SCOPUS. I then used the search terms ‘clinical 

learning’ OR ‘clinical model’ OR ‘clinical experience’ AND ‘student nurse’. These terms 

needed to be present in the title or abstract. The relevance of selected literature was 

determined using the following inclusion criteria: 

• Published within the last 10 years (2007-2017)

• Focus on acute or hospital placements

• English language

• Primary research or literature review

• Pedagogical or relational perspectives

• Must be available

Results from each database search are identified in Table 1 below: 

Table 1: Results from first literature search 

Database Number of articles that met 
search criteria 

Number of articles that met 
inclusion criteria 

CINAHL Plus with Full Text 
(via EBSCO) 

60 7 

SCOPUS 555 60 

SCOPUS yielded such a large number of results that I decided to limit the results to the 

time period 2013-2017. Although 555 articles were identified, only 60 met the 

inclusion criteria. Sixty articles were identified in CINAHL, only 7 met the inclusion 

criteria.  

This same search strategy was repeated in 2022 to ensure that recent literature was 

incorporated into the literature review. I noted that CINAHL Plus was now called 

CINAHL Complete. Dates of publication needed to be amended in the inclusion criteria 

to between 2018 and 2022. Results from the repeated literature search are identified 

in Table 2 below.  
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Table 2: Results from second literature search 

Database Number of articles that met 
search criteria 

Number of articles that met 
inclusion criteria 

CINAHL Complete (via EBSCO) 10 2 

SCOPUS 989 59 

A total of 128 articles were selected from both searches for inclusion in the review, 

demonstrating that the topic of clinical learning is well researched and documented. 

When reviewing the literature, I noted the country and context in which the reported 

research was undertaken. I was particularly interested in the research approach used 

in each study and the main findings as they related to the purpose of clinical 

education, clinical education models, stakeholder relationships, and pedagogical 

approaches in the clinical setting. These areas of interest provided the framework for 

this chapter.   

The Purpose of the Clinical Learning Experience in Nursing Education 

Clinical education has a significant role in the development of SNs. The clinical learning 

experience contributes to the consolidation of practice knowledge and skills which are 

reflective of competent nursing practice (Adjei et al., 2018; Basour Adam et al., 2021; 

Berhe & Gebretensay, 2021; Cooper et al., 2015; Flott & Linden, 2016; Glynn et al., 

2017; Hill et al., 2020; Hilli et al., 2014; Mikkonen et al., 2022; Ramsbotham et al., 

2019). Opportunities to reduce the gap between theory and practice are provided 

when students can apply their learning with real patients in practice (Birks et al., 2017; 

Brand, 2020; Kim, 2007; Mamhidir et al., 2014; Nielsen, 2016; O’Mara et al., 2014). 

Clinical learning also contributes to the socialisation of the SN into the clinical team 

(Hilli et al., 2014; O’Mara et al., 2014) which includes exposing students to the culture 

of nursing (Liljedahl et al., 2016) and helps students to develop confidence in their 

nursing practice (Cooper et al., 2015; Flott & Linden, 2016; Grobecker, 2016; Ó 

Lúanaigh, 2015). Ultimately, the purpose of clinical education is to prepare the student 

to become a competent RN who contributes to the workforce (Glynn et al., 2017). 

Despite the reported benefits of clinical experience within nursing education, concerns 

continue to be raised about graduates’ readiness for practice (Flott & Linden, 2016; 
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Hegney et al., 2013; Kumm et al., 2016). This suggests that the transition from hospital 

based to tertiary education has not been the panacea that the Carpenter Report 

(1971), as discussed in chapter one, was expecting. Various factors are believed to 

contribute to graduates not being work ready, one being insufficient clinical exposure. 

Hegney et al. (2013) argued that increased clinical hours would help to improve 

readiness for practice. However, increasing hours alone does not address the quality of 

that experience (Adjei et al., 2018; Beddingham & Simmons, 2016; Bergjan & Hertel, 

2013; Dimitriadou et al., 2015; Doyle et al., 2017; Liljedahl et al., 2015; Papastavrou et 

al., 2016; Ramsbotham et al., 2019). Another factor that negatively impacts the quality 

of students’ clinical learning is stressors both within and outside clinical placements 

(Adjei et al., 2018; Andrew et al., 2022; Jansson & Ene, 2016). These stressors distract 

students from their learning and, in response, students tend to focus on completing 

clinical tasks rather than developing critical thinking for nursing practice, which further 

limits their learning experience (Adjei et al., 2018; Nielsen, 2016). Several authors have 

suggested that the structure of clinical education experiences can address these issues 

(Ekstedt et al., 2019; González-Garcia et al., 2021; Ramsbotham et al., 2019). For this 

reason, consideration of the various clinical models is required.  

Clinical Education Models 

The shift of nursing education from clinically based apprenticeships to tertiary 

education providers required considering how clinical learning would be integrated 

with theoretical learning. Over time, a number of clinical education models have been 

used. These include preceptor models (Dahlke et al., 2016; Ebu Enyan et al., 2021; 

Hegenbarth et al., 2015; Hilli et al., 2014; Jansson & Ene, 2016; Kim, 2007; McClure & 

Black, 2013; McSharry & Lathlean, 2017; Renda et al., 2022; Smith & Sweet, 2019), 

mentorship models (Brand, 2020; Brown et al., 2020; Cassidy, 2009; Chen et al., 2016; 

Coventry & Hays, 2021; Heinonen et al., 2019; Mikkonen et al., 2022), and Dedicated 

Educational Units (DEUs) (Glynn et al., 2017; Grealish et al., 2018; Greene & Turner, 

2014; Hardy et al., 2015). While other models are identified in the literature, most 

recently these three have dominated the NZ context, thus are worthy of further 

exploration.  
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The Preceptor Model 

The term ‘preceptor’ can be defined as an individual, usually a RN, who provides 

support and clinical instruction for an individual SN during their clinical placement 

(Dahlke et al., 2016; Ebu Enyan et al., 2021; Hilli et al., 2014). The preceptor model 

usually involves the SN being allocated to work alongside a clinical RN. Assisting SNs to 

connect theory to practice, through application of knowledge and skills, is a key 

element of the role of the preceptor (Grealish et al., 2018; Kim, 2007; McClure & Black, 

2013). In the preceptor model, academic support is also offered by faculty who provide 

supervision of students, both directly and indirectly. Furthermore, the faculty role 

includes being responsible for assessment of the student and support for the RN 

preceptors (Dahlke et al., 2016; Ebu Enyan et al., 2021; Papastavrou et al., 2016), 

suggesting that the RN has fewer responsibilities related to student assessment and 

that they may not be able to prioritise their preceptor role (McClure & Black, 2013; 

McSharry & Lathlean, 2017). Concerns are raised when there are insufficient resources 

for preceptors and the role is not recognised adequately (Ebu Enyan et al., 2021). Lack 

of preparation for preceptors is highlighted when RNs report feeling stressed in 

anticipation of precepting students, an addition to their clinical role increasing their 

workload (Doyle et al., 2017; Grealish et al., 2018; Jansson & Ene, 2016; Mamhidir et 

al., 2014; Ó Lúanaigh, 2015). It is argued that the one-on-one nature of the relationship 

between the RN and student is a strength of the preceptor model (Birks et al., 2017; 

Hilli et al., 2014; Kim, 2007; Smith & Sweet, 2019). However, students often work with 

a variety of preceptors over the course of their clinical placement, limiting the benefit 

of a one-on-one preceptor model (Cooper et al., 2015; Jansson & Ene, 2016). It is 

possible that working with a variety of preceptors would also adversely impact 

stakeholder collaboration; however, this is not specifically discussed in the literature.  

The Mentorship Model 

‘Mentoring’ can be defined as a relationship between two nurses, one more 

experienced than the other, that is advantageous to both parties (Coventry & Hays, 

2021). While mentoring often refers to inducting RNs new to a clinical setting, in the 

literature related to SNs, mentorship is presented almost synonymously with 

precepting, with the terms mentor and preceptor being used somewhat 

interchangeably (McClure & Black, 2013). Therefore, it is not surprising to see 
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similarities in these roles. For example, mentors are responsible for helping students 

apply theory to practice (Brand, 2020). Mentors also require the support of the 

academic staff (Papastavrou et al., 2016) and are still required to integrate their 

teaching role with their patient care role (Brand, 2020; Devlin & Duggan, 2020). 

However, some differences are noted. Mentors are required to provide a greater 

commitment to the professional development of the student than preceptors (Brand, 

2020; Kim, 2007; McClure & Black, 2013). Developing a deeper and more meaningful 

relationship between student and mentor suggests that the mentorship relationship 

requires more time to develop than the preceptor relationship (McClure & Black, 

2013). Mentors also embrace the students’ place within the clinical setting, providing 

them with a sense of belonging within the team (Brand, 2020). As a consequence of 

this deeper relationship, some authors suggest that a mentor has the clinical 

competence and responsibility to assess the student (Christiansen et al., 2021; 

Papastavrou et al., 2016). Yet, in Norway, the academic support role is also involved in 

the assessment of students within the mentor model (Christiansen et al., 2021). This 

can result in the mentor taking a passive role in the assessment of students which can 

result in divergent assessment results from different stakeholders (Christiansen et al., 

2021). Conversely, recent changes in the UK suggest that the mentor should not assess 

the student; rather, the mentor should only facilitate learning within the clinical setting 

(Brand, 2020; Brown et al., 2020). The assessment of nursing students in clinical 

placement thus remains a concern for all stakeholders.  

In some European countries, the mentor is required to be qualified to take on the role 

(Mikkonen et al., 2022). This requirement commenced in Germany (Bergjan & Hertel, 

2013) before being implemented in the UK (Brand, 2020; Brown et al., 2020; Devlin & 

Duggan, 2020). Qualified mentors are expected to take a reduced clinical load to 

enable dedicated time to supporting nursing students (Devlin & Duggan, 2020). An 

allocation of time and being qualified would suggest that the mentor is both prepared 

for and understands how to support student learning. Yet, learning in the clinical 

setting is taken for granted, reflecting limited understanding of how mentors actually 

support student learning (Brand, 2020). This may be due to factors such as insufficient 

time, staff, and understanding of role expectations, all of which constrain mentors’ 

ability to fully engage in their responsibilities (Devlin & Duggan, 2020). A lack of 
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consideration of how the mentor collaborates with the student and CE is noted within 

the literature.   

It is important to note that both the preceptor and mentorship models focus primarily 

on the role of the RN, possibly due to the student being dependent upon the RN to 

help interpret and facilitate learning opportunities (Brand, 2020; Ó Lúanaigh, 2015). 

Consideration of the relationship as one of equal standing between all stakeholders, 

including the student and academic support, appears to have been an impetus for the 

development of DEUs.  

DEUs 

DEUs are developed through a collaborative partnership between academic and 

clinical organisations with the intent of creating a positive clinical learning 

environment for students (Glynn et al., 2017; Grealish et al., 2018; Greene & Turner, 

2014). DEUs were established to address concerns regarding the gap between theory 

and practice that were evident in the previously used clinical models, and because 

nursing practice and patient care had become increasingly complex (Glynn et al., 

2017; Grealish, et. al., 2018). Immersing students in the ‘real-life’ of nursing practice, 

working with RNs at the bedside, is believed to assist development of a competent 

future workforce (Glynn et al., 2017).  

A significant difference between other models and DEUs is that the latter has overt 

philosophical underpinnings that promote a learning environment alongside care 

requirements of patients (Glynn et al., 2017; Grealish et al., 2018). Students learn 

about the realities of nursing (Greene & Turner, 2014) and, instead of focusing on 

tasks alone, they develop the critical thinking skills required in nursing practice 

(Glynn et al., 2017; Grealish et al., 2018). Additionally, RNs are more accountable for 

clinical learning through a modified mentor role, which includes both assessment 

and feedback for the student (Greene & Turner, 2014; Glynn et al., 2017). It is 

important to note that considerable preparation is required for DEUs to be successful 

(Glynn et al., 2017). Additionally, ongoing academic support is provided to the RN 

preceptor or mentor rather than the students (Greene & Turner, 2014; Glynn et al., 

2017); although some would suggest that academic support is still required for 

development of students’ reflective learning capacity (Grealish et al., 2018).  
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Limitations related to the DEU model include financial considerations (Greene & 

Turner, 2014). There is a belief that more RNs are required with the increased 

workload of teaching in this model; however, Greene and Turner (2014) reported 

that investment of time provided early through an orientation and clear setting up of 

the model means that staff and students quickly adjust to the increased workload. 

Thus, no additional RNs are required and the model is budget neutral.  

Another potential limitation of the DEU model relates to the number of organisations 

involved in its establishment. Relying on a robust level of collaboration between a 

single clinical setting and a single educational provider is seen as a strength of the 

model (Grealish et al., 2018). However, when there is more than one clinical setting 

or educational provider, the clarity of expectations between collaborative partners 

may be lost (Grealish et al., 2018). Furthermore, increased demands from 

educational providers seeking clinical placements from a broader range of placement 

providers requires DEUs to review the model to ensure it is sustainable (Grealish et 

al., 2018). This is the situation in Auckland, New Zealand, with five educational 

providers now placing students across three DHBs at any one time.  

Choosing a Clinical Model 

Numerous factors must be taken into consideration when choosing a clinical model; 

for example, the length of the clinical placement, which can be influenced by 

availability of placements and the financial costs of clinical access (Birks et al., 2017). 

Most of the time, clinical access is provided in blocks, usually weeks at a time (Adjei et 

al., 2018; Birks et al. 2017). Block models are favoured by clinical staff who are more 

likely to take ‘ownership’ of the student and their learning, especially for senior 

students who are deemed more confident (Birks et al., 2017), and reinforced by 

students who prefer longer clinical placements (González-Garcia et al., 2021; 

Ramsbotham et al., 2019). In other models, access is more sporadic and distributed 

over reduced days each week (Birks et al., 2017). Distributed models are preferred for 

junior students who need time away from clinical to reflect on their learning 

experience and help link theory to practice (Birks et al., 2017). However, shorter 

placements can be challenging for students who are developing effective relationships 

with the RNs (Gilbert & Brown, 2015). Unfortunately, the focus tends to be on how 

clinical placement experiences are structured, rather than how stakeholders work 
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together to support student learning (Hendricks et al., 2016). In order to maximise 

clinical learning opportunities for SNs, more consideration needs to be given to how 

stakeholders work together to support the development of clinical competency in 

undergraduate nursing students.  

The Impact of COVID-19 

More recently, since 2019, the arrival of COVID-19 has required stakeholders to 

reconsider how to implement clinical access and learning during the current pandemic 

(Beauvais et al., 2021; Diaz et al., 2021; Duprez et al., 2021; Godbold et al., 2021; 

McSherry et al., 2021; Ulenaers et al., 2021). Initially, students were removed from 

clinical placement in the hopes of protecting them from contracting the virus (Beauvais 

et al., 2021; Diaz et al., 2021; Michel et al., 2021). Clinical learning was replaced with 

remote or online learning (Diaz et al., 2021; Leighton et al., 2021; McSherry et al., 

2021; Michel et al., 2021). Internationally, researchers began to explore how being a 

student during the pandemic was impacting their learning experiences (Diaz et al., 

2021; Duprez et al., 2021; Godbold et al., 2021; Ulenaers et al., 2021). Findings showed 

that students preferred clinical learning experiences to screen-based simulations 

(Leighton et al., 2021) and that online forms of learning are not an adequate 

replacement for clinical experience (Michel et al., 2021). Equally, while many students 

experienced fear in response to the pandemic, there was also an increased resilience 

and commitment by these same students towards becoming nurses of the future (Diaz 

et al., 2021; Duprez et al., 2021; McSherry et al., 2021).  

Recognising the negative impact that the pandemic was having on student nurses’ 

clinical learning, it was deemed essential that the production of competent nursing 

graduates was maintained (Beauvais et al., 2021; Duprez et al., 2021). Students, while 

needing protection, still needed to be educated and graduate to meet workforce 

demands (Beauvais et al., 2021). Collaboration between educational institutions, 

registration boards, and placement providers, along with workforce development and 

union representatives, was essential (Beauvais et al., 2021; McSherry et al., 2021). 

Decisions on how to maintain clinical learning experiences for student nurses during 

the pandemic needed to occur quickly, mindful of the emotional stress for students 

during a pandemic, as well as the unique learning opportunities the pandemic 

provided (Duprez et al., 2021; Godbold et al., 2021; Michel et al., 2021; Ulenaers et al., 
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2021). Safety of patients and the students themselves was a concern (McSherry et al., 

2021). Importantly, these factors provided a new lens for viewing how to structure 

clinical learning for students.  

In the UK, this resulted in student nurses being offered the opportunity to be 

employed as “high-level health care assistants” (Godbold et al., 2021, p. 103186). 

Some third-year students were in favour of this opportunity, because they felt a sense 

of duty towards patients, the health system, the nursing profession and their future 

colleagues (McSherry et al., 2021). However, becoming a member of the pandemic 

workforce was problematic. In Belgium, the supervision of nursing students was 

reviewed due to reduced staffing and increased workloads that were a consequence of 

the pandemic (Ulenaers et al., 2021). Students reported feeling tension between their 

employment status and student role (McSherry et al., 2021). They initially felt 

unprepared for their positions and did not have time to meet their student obligations 

(Godbold et al., 2021). However, students also reported the benefits of a revised 

model: four days practice with one day study wherein they felt able to contribute to 

patient care and developed confidence over time (Godbold et al., 2021; McSherry et 

al., 2021). They also reported feeling better prepared for their RN role following 

experience as healthcare assistants during the pandemic (Godbold et al., 2021; Michel 

et al., 2021). It seems, therefore, that immersion in the clinical setting enhanced their 

sense of belonging. Feeling part of the team highlighted the importance of 

relationships in the clinical education of student nurses.  

Importance of Relationships in Clinical Education 

The importance of fostering and maintaining purposeful relationships between 

stakeholders who are involved in clinical learning in nursing education cannot be 

underestimated (Adjei et al., 2018; Beddingham & Simmons, 2016; Bisholt et al., 2014; 

Brown et al., 2020; Cassidy, 2009; Chan et al., 2017; Gilbert & Brown, 2015; McSherry 

et al., 2021; Papastavrou et al., 2016). When the relationship between stakeholders is 

positive, students feel a sense of belonging in the clinical setting (Gilbert & Brown, 

2015). Positive relationships are also associated with sharing power between 

stakeholders (Chan et al., 2017). Students generally report satisfaction with their 

clinical learning if they have a positive caring relationship with the RNs with whom 

they work, irrespective of other factors (Papastavrou et al., 2016; Subke et al., 2020). 
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For these reasons, some authors suggest that students should be allocated to RNs who 

are more experienced and have a positive attitude towards their teaching role (Chan et 

al., 2017; Gilbert & Brown, 2015). Such RNs possess the skills required to support 

students as they encounter challenges associated with being new in a busy clinical 

setting (Gilbert & Brown, 2015). However, other authors suggest that students should 

be taught how to set up and manage such relationships (Cooper et al., 2015). Indeed, 

Doyle et al., (2017) argued that placement and educational providers along with 

students all have a responsibility to ensure that the clinical placement provides a 

positive learning experience. How that responsibility is actioned by individual 

stakeholders is not explicitly identified. Instead, Doyle et al., (2017) make 

recommendations at an organisational level which do not include students despite 

them being regarded as a stakeholder in their own learning.  

One factor that impedes the development of effective relationships is the constancy of 

a single RN allocated to work with a nominated student (Birks et al., 2017; Cassidy, 

2009; Cooper et al., 2015; Dahlke et al., 2016; Jansson & Ene, 2016). Literature 

reinforces the notion that learning is more effective when the student works 

consistently with the same RN. However, working with a variety of RNs can also expose 

the student to more various ways of practice, which can be beneficial (Cooper et al., 

2015). RNs’ workloads appear to be the main barrier to constancy and can result in the 

student being ignored (Dahlke et al., 2016; Jansson & Ene, 2016); thus, preventing the 

development of a positive relationship between student and RN (Cooper et al., 2015). 

Length of placement is another factor, with short or sporadic placements constraining 

stakeholders from developing effective relationships due to a lack of constancy (Adjei 

et al., 2018; Gilbert & Brown, 2015). Furthermore, some RNs are overtly unwelcoming 

of students, once again creating a barrier to effective positive relationships (Brown et 

al., 2020). Such negative relationships impact student learning and impose increased 

risks for the students, staff, and patients. This is problematic because all RNs have a 

responsibility to supervise SNs during clinical placement, either in a preceptor or 

mentor role. This responsibility is outlined in the Nursing Council of New Zealand 

competencies for RN practice (NCNZ, 2016). 
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Supervision and Role-Modelling in Clinical Relationships 

Supervision of nursing students is a vital component of their clinical learning and is 

dependent upon the relationship students have with the RN preceptor/mentor 

(Bergjan & Hertel, 2013; Bisholt et al., 2014). Positive relationships between 

stakeholders promote a sense of safety for students, enabling them to ask questions to 

develop both safety in practice and their own knowledge (Hilli et al., 2014). 

Furthermore, a positive relationship, reflected through being welcoming, 

approachable, and caring, can enable the student to raise practice concerns with their 

RN (Brown et al., 2020). These behaviours reflect some of the hallmarks of effective 

collaboration.  

However, not all students have positive RN supervisory relationships (Dimitriadou et 

al., 2015). Using a quantitative approach to explore the clinical learning environment 

and supervision (CLES) of nursing students in clinical placement, Dimitriadou et al. 

(2015) identified six different approaches to supervision of nursing students: not 

having a named supervisor, having a named supervisor but unhelpful relationship, a 

named supervisor who changed during the placement, having various supervisors 

depending on shift and place, a named supervisor with several students, and a named 

supervisor with a helpful relationship. The first three approaches usually result in a 

negative supervisory relationship. The remaining three were more positive. These 

same authors also found that most students valued their relationship with their 

supervising RN over their nurse teacher. These findings again demonstrate how 

important relationships are in clinical learning for SNs. 

Conversely, Hill et al., (2020) in their study on Collaborative Learning in Practice (CLIP), 

found that when the supervisory role was approached from a coaching perspective, 

students spent less time developing relationships with the RN. Instead, students took 

more ownership of their clinical role and provided support to fellow students, which, 

in turn, more effectively prepared them for their graduate nursing role. Additionally, 

not all students value the importance of being supervised. Another quantitative study 

that evaluated the clinical learning environment, supervision and nurse teacher 

(CLES+T), from the students’ perspective across all three years from one nursing 

programme, found that only 54% of students thought supervision was important in 

practice (Bergjan & Hertel, 2013). This ambivalent finding may be due to where the 
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students were within their programme of study. Third year students in another study 

using the same CLES+T quantitative scale, expressed desire to practice independently, 

feeling frustrated when not given the opportunity to practice without direct 

supervision (Bisholt et al., 2014).  

Experience over the student years naturally shifts students’ dependence on the RN for 

supervision and guidance to being empowered to self-direct their own learning (Kim, 

2007). This reflects scaffolding of learning to ensure that learning opportunities reflect 

where the student is positioned in their development (Grealish et al., 2018). It seems 

that supervision is something that occurs on a continuum, with students who are new 

or junior requiring more supervision compared with senior students or students who 

have had more clinical exposure. Knowing when and how to move along this 

continuum is something that stakeholders need to collaborate on, but this is not 

overtly discussed. Instead, it is noted that RNs are not sufficiently prepared to identify 

learning for students (Grealish et al., 2018). 

Role-modelling within clinical relationships is also helpful to student nurses 

(Dimitriadou et al., 2015; Grobecker, 2016; Hilli et al., 2014; Mathe et al., 2021; Ó 

Lúanaigh, 2015; Tomietto et al., 2016). Role-modelling demonstrates essential nursing 

skills and can contribute to students’ learning of humanistic and ethical attributes of 

nursing practice, as well as development of their emotional intelligence (Mathe et al., 

2021). Students perceive RNs as both positive and negative role-models (Grobecker, 

2016). Ensuring that the student is allocated a positive role-model promotes a safe 

practice environment (Dimitriadou et al., 2015) and has been shown to be a great 

motivator for students’ learning (Ó Lúanaigh, 2015; Tomietto et al., 2016). RNs have a 

responsibility to role-model a professional nursing identity and enable clinical learning 

for students (Ó Lúanaigh, 2015). However, there are limitations noted with role-

modelling. For example, negative role-models can adversely influence the 

development of a student’s professional identity (Mathe et al., 2021). Additionally, if 

the student takes an observational role with their allocated role-model, support is 

often required by the academic staff to help the student make sense of what they are 

encountering (Morrison & Brennaman, 2016). There is a reliance on students actively 

learning through observation of their role-model (Mathe et al., 2021) but students 
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cannot learn through observation only; therefore, consideration of the pedagogical 

approach used in clinical learning must be explored.  

Pedagogical Approaches in the Clinical Setting 

Experiential Learning 

The dominant pedagogical approach used in clinical settings is experiential learning, 

because of the ‘authentic’ or ‘real-life’ working conditions provided (Bergjan & Hertel, 

2013; Birks et al., 2017; Bisholt et al., 2014; Killam & Heerschap, 2013; McSharry & 

Lathlean, 2017). Experiential learning provides students with the opportunity to apply 

theory to practice while caring for real patients in the clinical setting (Killam & 

Heerschap, 2013). Benefits of the ‘real-life’ learning experience include managing shift 

work, taking responsibility for patient care, and adapting to changing circumstances 

(Birks et al., 2017). Doyle et al., (2017) referred to this as a rehearsal for the future RN 

role of SNs. Contributing to the success of experiential learning is the idea that SNs are 

welcomed on to the ward by clinical staff and educators (Doyle et al., 2017; Subke et 

al., 2020) where they will become part of the team (Bergjan & Hertel, 2013; Birks et al., 

2017). Being included in the team creates a pedagogical atmosphere which enables 

RNs to invest in student learning, providing a safe atmosphere with less hierarchy 

where the student feels cared for (Bergjan & Hertel, 2013; Subke et al., 2020). 

However, this is dependent upon the RN having some understanding of educational 

theory (Chen et al., 2016; McSharry & Lathlean, 2017) and acceptance that mistakes 

are interpreted in relation to the fact that students are learning (Doyle et al., 2017).  

When students are provided with ‘authentic’ or ‘hands-on’ learning experiences, there 

is concern that it may increase the risks for students, clinical staff, and patients (Killam 

& Heerschap, 2013; Ó Lúanaigh, 2015). Ó Lúanaigh, (2015) suggested this is related to 

the unpredictable nature of practice within the acute care setting. For this reason, 

exposure to hands-on experience is usually staircased. Students first observe RNs, then 

switch to being observed by the RN (McSharry & Lathlean, 2017). Students are, 

therefore, dependent upon RNs, allowing them to be involved in the delivery of care 

(Flott & Linden, 2016). Consequently, RNs act as gate keepers. Some may only delegate 

menial tasks to students, limiting development of their clinical competence (Adjei et 

al., 2018; Ironside et al., 2014; Killam & Heerschap, 2013). Such hesitancy may also 
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manifest in clinical settings offering fewer placements for students (Fletcher & Mayer, 

2016) or only offering placements where there are limited opportunities for students 

to actively participate in care (Bisholt et al., 2014). These restrictions limit the 

development of students’ confidence (Killam & Heerschap, 2013).  

A lack of control over the learning opportunities to which students are exposed can be 

referred to as “education by random opportunity” (Ironside et al., 2014, p. 185). 

Prioritisation of patient care by RNs results in many missed learning opportunities 

(Hendricks et al., 2016). While the clinical setting may be busy and unpredictable, 

limiting the possibility of structured learning for students by RNs who are unwilling to 

provide students with the full exposure of experiential learning exacerbate these 

limitations to student learning (Killam & Heerschap, 2013). Unfortunately, this 

situation creates a vicious cycle of potentially producing graduates who have had 

insufficient clinical exposure to develop competent nursing practice.   

Reflective Practice 

Another pedagogical approach frequently used in combination with experiential 

learning for nursing students is reflective practice (Cassidy, 2009; Chan et al., 2017; 

Fletcher & Mayer, 2016; Hilli et al., 2014; Ironside et al., 2014; Jansen et al., 2021; 

Jansson & Ene, 2016; Matshaka, 2021; McSharry & Lathlean, 2017; Needham et al., 

2016; Netto & Silva, 2018). Reflective practice was originally developed by Schön, 

(1983, 2016) in response to a divide between theory taught at university and what 

professionals thought was important to know in practice. Defined as a pedagogical tool 

to bring theory and practice together (Jansson & Ene, 2016; Netto & Silva, 2018), 

reflective practice enables individuals to critique their own, and others’, practice; gain 

insight into their behaviour, actions and decisions; which then influences future 

actions (Jansen et al., 2021; Jansson & Ene, 2016; Matshaka, 2021; McSharry & 

Lathlean, 2017; Needham et al., 2016). Reflection can occur in the moment, known as 

‘reflection in action’, as well as after an event, known as ‘reflection on action’ 

(Needham et al., 2016; Nielsen, 2016; Schön, 1983, 2016). As a pedagogical approach 

that contributes to knowledge development, reflective practice supports students in 

identifying their own strengths and weaknesses, promoting ongoing professional 

development (Cassidy, 2009; Jansen et al., 2021; Matshaka, 2021; Nielsen, 2016).  
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In the UK, there is a requirement for students to use a critical reflective approach to 

analyse their practice to both problem solve and support clinical decision making 

(McSharry & Lathlean, 2017). Reflective practice enables the student to explore their 

thoughts and feelings which inform their nursing practice in a holistic manner, taking 

into consideration both the art and science of nursing practice (Cassidy, 2009). In turn, 

this enables the student to reflect on their performance as a form of self-assessment 

against competencies for nursing practice (McSharry & Lathlean, 2017). 

However, there are challenges for students when they are expected to achieve 

purposeful reflective practice on their own. As with other pedagogical approaches, 

students need to be guided through this educational approach, either by an RN or with 

academic support from the educational provider (Cassidy, 2009; Grealish et al., 2018; 

McSharry & Lathlean, 2017; Netto & Silva, 2018). A student having reflective dialogue 

with a more experienced person about their own practice exposes students to 

perspectives that they may have otherwise not have considered (Fletcher & Mayer, 

2016). Furthermore, being able to talk openly is dependent upon a positive 

relationship between these stakeholders which includes RNs recognising their own 

limitations and acknowledging that they are also learning (Cassidy, 2009). The RN also 

needs to be able to stimulate thinking through questioning and engage the student in 

higher level critical thinking (Fletcher & Mayer, 2016; McSharry & Lathlean, 2017; 

Netto & Silva, 2018). Netto and Silva (2018) referred to the interactive dynamic when 

teachers reflect actively with students, with the intention that the behaviour of one 

will create a change in the other. However, learning through reflective practice can be 

compromised with insufficient time and competing priorities such as patient care 

(McSharry & Lathlean, 2017). It takes time for stakeholders to engage in meaningful 

reflection; and for some stakeholders, including students, time is viewed as better 

spent completing tasks (Ironside et al., 2014).  

Barriers to Learning in the Clinical Setting 

While the purpose of clinical education has been outlined above, along with the 

importance of the stakeholder relationship, there are contextual factors that create 

barriers to the pedagogical approaches; for example, clinical settings have their own 

culture (Birks et al., 2017; Cooper et al., 2015; Doyle et al., 2017; Flott & Linden, 2016). 

Birks et al. (2017) noted that, in some instances, the culture pertains to preconceived 
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ideas related to student status which is reinforced by the student uniform. Sometimes 

student status can result in students being used as an extra pair of hands, rather than 

being primarily present in the clinical setting to learn (Chen et al., 2016; Dadgaran et 

al., 2013). Interestingly, findings from a reflective qualitative inquiry study that 

explored third-year students’ early transition into practice, due to COVID-19, found 

that the removal of supernumerary status provided students with the opportunity to 

take initiative, develop skills, and build confidence (McSherry et al., 2021). While the 

study also found that students appreciated the support offered in supernumerary 

status, the preceding finding suggests that it can be a barrier to student learning.  

Staffing is another contextual factor that directly impacts the pedagogical approaches 

explored above (Beddingham & Simmons, 2016; Hegenbarth et al., 2015). While lack of 

continuity in students working with the same RNs can negatively impact the 

relationship between stakeholders, it can also have a negative impact on the student’s 

learning experience (Birks et al., 2017; Jansson & Ene, 2016). A mixed method study 

that explored student perspectives of what helped and hindered their clinical learning 

found that students felt stuck in their learning, constantly proving themselves capable 

to different RNs (Jansson & Ene, 2016). A lack of continuity can result in students 

having to negotiate conflicting ideas about how nursing is practiced as well as a lack of 

clarity about the student’s scope of practice (Birks et al., 2017). For these reasons, 

there is a strong belief that both staff and the environment need to be prepared for 

the student’s arrival (Birks et al., 2017). Preparation includes the need to consider how 

these contextual factors may impact stakeholder collaboration, which is another area 

that appears under researched.  Instead, the focus related to clinical learning appears 

to be on the quality of the learning experience (Atakro et al., 2019; Basour Adam et al., 

2021; Beddingham & Simmons, 2016; Bergjan & Hertel, 2013; Berhe & Gebretensaye, 

2021; Birks et al., 2017; Bisholt et al., 2014; Brand, 2020; Cooper et al., 2015; Flott & 

Linden, 2016; Hegenbarth et al., 2015; Ironside et al., 2014; Smith & Sweet, 2019). 

Quality of Learning 

Concerns about the quality of learning invariably relate to the quality of the clinical 

learning environment (Adjei et al., 2018; Beddingham & Simmons, 2016; Bergjan & 

Hertel, 2013; Dimitriadou et al., 2015; Doyle et al., 2017; Liljedahl et al., 2015; Nepal et 

al., 2016; Papastavrou et al., 2016; Ramsbotham et al., 2019; Subke et al., 2020; 
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Tomietto et al., 2016; Warne et al., 2010; Ziba et al., 2021) which is constructed 

predominantly through stakeholder relationships, as previously discussed (Bergjan & 

Hertel, 2013; Dimitriadou et al., 2015; Doyle et al., 2017; Papastavrou et al., 2016). 

There are many other factors that contribute to the clinical learning environment, 

some of which are encompassed within the research tool known as the CLES+T scale 

(Bergjan & Hertel, 2013; Bisholt et al., 2014; Dimitriadou et al., 2015; Doyle et al., 

2017; Ekstedt et al., 2019; González-Garcia et al., 2021; Khan et al., 2020; Nepal et al., 

2016; Papastavrou et al., 2016; Tomietto et al., 2016; Warne et al., 2010; Ziba et al., 

2021). Taking a quantitative approach, researchers use this tool to ascertain SN 

perspectives of five categories that influence the quality of their clinical learning 

environment: pedagogical atmosphere on the ward, premises of nursing on the ward, 

leadership style of the ward manager, supervisory relationship, and the role of nurse 

teachers (Bergjan & Hertel, 2013; Bisholt et al., 2014; Doyle et al., 2017; Tomietto et 

al., 2016; Warne et al., 2010). Using a Likert scale, respondents either agree or 

disagree with statements made about each category. Interestingly, Bisholt et al. (2014) 

found students valued hospital placements over other clinical settings because they 

believed more meaningful learning occurred in hospital wards. Students claimed that 

other settings, such as Primary Health Care (PHC), provided limited opportunities to 

meet their learning outcomes. Yet, despite this difference in the quality of learning, 

students reported feeling satisfied with their clinical placement.  

Other researchers also found students were satisfied with their clinical placements 

(Doyle et al., 2017; Papastavrou et al., 2016; Warne et al., 2010). However, it is not 

clear how students can be satisfied when their anticipated learning needs are not 

met—other than to suggest that students may not have full insight into what learning 

is available in different settings or what is important to learn. This assumption can be 

supported by Ironside et al. (2014), whose descriptive qualitative study found that 

students tended to miss the complexity of learning available when caring for patients 

in a busy hospital setting. These authors attributed this finding to students equating 

‘doing’ with ‘learning’. The finding that students are satisfied also does not correlate 

with the belief that students are not adequately prepared for clinical practice once 

graduated, as previously discussed. 
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While the CLES+T research tool has been used internationally to ascertain student 

satisfaction with the quality of their learning experience, adding to its validity as a 

research tool (Bergjan & Hertel, 2013; Doyle et al., 2017; Nepal et al., 2016; Tomietto 

et al., 2016), there are some limitations which need to be considered. Liljedahl et al., 

(2015) believed that this quantitative approach does not account for the complexity 

inherent in clinical learning. This may be why some researchers added opportunities 

for participants to include qualitative statements at the end of the survey (Bisholt et 

al., 2014; Doyle et al., 2017). Other researchers have tried to capture the perspective 

of another stakeholder within the same study, such as the clinical RNs working with 

students (Tomietto et al., 2016). However, Tomietto et al. (2016) used a different 

quantitative tool from the CLES+T which focused on work engagement of RNs, 

effectively asking very different questions of this stakeholder group.  

Liljedahl et al. (2016) noted that the quantitative approach did not adequately capture 

learning from the constructivist perspective, which needs to consider dynamic 

interactions between the student and their learning environment. Accordingly, other 

authors have chosen to use only a qualitative approach to explore quality of clinical 

learning for nursing students (Atakro et al., 2019; Beddingham & Simmons, 2016; Birks 

et al., 2017; Chan et al., 2017; Cooper et al., 2015; Dadgaran et al., 2013; Dahlke et al., 

2016; Glynn et al., 2017; Liljedahl et al., 2016). A qualitative approach enables greater 

flexibility to encompass a broader range of factors that may influence the quality of 

learning.  

Some authors have explored student perceptions of elements such as comparing 

different clinical models (Birks et al., 2017), experience of being mentored (Brand, 

2020; Heinonen et al. 2019), power dynamics in the student-teacher relationship (Chan 

et al., 2017), what is helpful and unhelpful in clinical placements (Cooper et al., 2015), 

along with how broader sociocultural factors influence motivation for, or access to, 

clinical learning (Andrew et al., 2022; Dadgaran et al., 2013). Others have chosen to 

examine perspectives of other stakeholders. For example, what clinical faculty staff 

believe supports or hinders clinical learning for students (Dahlke et al., 2016), 

preceptor evaluation of a new learning facilitation role (Beddingham & Simmons, 

2016), preceptor sense of being prepared for their preceptor role (Hoffman & Daniels, 

2020), preceptor experiences of assessing students in clinical placements (Christiansen 
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et al., 2021), and the challenges RNs face as they mentor or precept student nurses 

(Devlin & Duggan, 2020; Ebu Enyan et al., 2021; Hagqvist et al., 2020). Another 

qualitative descriptive study explored the nurse managers’ perception of 

multigenerational mentoring (Coventry & Hays, 2021). Interestingly, King’s (2019) 

descriptive phenomenological study included two stakeholder participants—students 

and academic lecturers—and explored these stakeholders’ experiences of what 

constituted ‘reasonable adjustments’ for students with disabilities, such as dyslexia, in 

clinical practice.  

The diversity of qualitative studies reported in the literature highlights the complexity 

of the clinical learning experience for SNs. Including participants from only one 

stakeholder group could be viewed as a further limitation of these studies. It would be 

helpful to know how all stakeholders perceive this complexity and whether they 

understand and value the diversity of issues at play. Knowing how stakeholders 

collaborate to navigate the diverse and complex factors inherent in quality learning 

would help with evaluating the current approaches to supporting development of SNs’ 

competence in practice. It is clear there is limited evidence within the literature.  

Absence of Collaboration Between Stakeholders for Student Learning 

There is limited evidence regarding the role of stakeholder collaboration in relation to 

student learning. Glynn et al. (2017) explored collaboration between the tertiary 

education provider and the clinical placement provider only; while Beauvais et al. 

(2021) considered collaboration that occurred at a Nursing Council and Nursing 

Association level. Hendricks et al. (2016) reported on interprofessional collaboration as 

it relates to improved patient care rather than student learning, with student learning 

being a consequential benefit. Despite the plethora of literature which focuses on the 

students’ perspective of their learning experience, it seems the student is notably 

absent in studies about collaborative relationships. Students want to be actively 

involved in their clinical learning (Ó Lúanaigh, 2015). While students need to learn how 

to collaborate with different people as a skill required in nursing, this skill also enables 

them to take responsibility for their own learning (Hendricks et al., 2016; Liljedahl et 

al., 2015; Mamhidir et al., 2014).  
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The importance of the tripartite stakeholder relationship within clinical education 

needs to be considered (Grealish et al., 2018; Hardy et al., 2015; Tomietto et al., 2016; 

Warne et al., 2010). However, despite recognising the importance of this collaborative 

relationship, there is a failure to include all stakeholders in research studies. Tomietto 

et al. (2016) go so far as to note this as a limitation to their study, which included 

students and RNs only. There appears to be only two studies that include clinical 

nurses, faculty, and students (Grealish et al., 2018; Hardy et al., 2015). The two studies 

used three different data collection methods, one for each group of stakeholders. 

Hardy et al. (2015) gave students a quantitative tool—the Clinical Learning 

Environment Inventory (CLEI)—similar to the CLES+T scale. Academic staff were sent 

an open-ended questionnaire and RNs were invited to participate in a focus group. The 

aim of the study was to evaluate a DEU clinical model developed around a professional 

partnership between these stakeholders; however, the authors note the poor 

response rate of participants across all stakeholder groups as a limitation and that for 

the student group, this was their first clinical placement. It could be argued that 

limitations already identified for the use of a quantitative tool used with student 

participants is exacerbated when students have limited clinical experience. 

Dimitriadou et al. (2015) and Nepal et al. (2016) believed having second year 

participants in their study was beneficial because their prior clinical experience 

provided them with a source of comparison. 

The second study to include all three stakeholders, was a feasibility study of a new 

clinical model—the Collaborative Clusters Education Model (CCEM)—implemented in 

an Australian health service (Grealish et al., 2018). The CCEM was designed to support 

student learning by placing the student with an RN who then exposed the student to 

learning opportunities during patient care, as well as offering academic support to the 

student using a reflective practice approach, both individually and within a group. It is 

not clear how this model differs from previously explored preceptor or mentor models 

of clinical education, other than to have a specific facilitator role which seems to be 

similar to the current academic clinical educator role used in New Zealand.  

Responsible for problem solving during the implementation phase of the CCEM, the 

implementation reference group comprised 15 members, including nursing students, 

new graduate RNs, RNs who worked in learning facilitator roles, managers, academics, 
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and researchers (Grealish et al., 2018). Data were collected from participants in 

different ways, at different times, and about different aspects of the project. Students 

provided feedback about the quality of their clinical placement at the end of their 

practicum. The reference group reported on how the model was being accepted during 

its implementation, and learning facilitators shared their experiences of the model 

followed by recommendations for improvement. However, the authors only reported 

findings from the facilitator group. Further, data collected from the students were 

shared with the reference group, which may have biased data collected from them. 

While collaboration is a central tenant of this model, it is difficult to know how all 

three stakeholders collaborated to support student learning, other than from the 

facilitators’ perspective, which included encouraging students to be active learners and 

RNs to include students in their workplace. This seems to be a rather simplistic 

approach to collaboration and does not reflect the complexity of the clinical context.   

More recently, consideration of collaboration in research has occurred in response to 

changes required following COVID-19 (Hill et al., 2020; McSherry et al., 2021). Hill et al. 

(2020) acknowledged the importance of educational and clinical relationships, and the 

need to consider the perspectives of all stakeholders in clinical education of nursing 

students. Reporting on a new clinical learning model being implemented in the UK—

the Collaborative Learning in Practice (CLIP) model—Hill et al. noted this model had 

philosophical underpinnings that enabled groups of students to provide care under the 

supervision of a RN coach. Their mixed methods study compared the CLIP model of 

clinical education to the mentorship model previously used in the UK. Data were 

collected through surveys and focus groups with student participants and individual 

interviews of other stakeholders who included individuals involved in the oversight or 

management of the model. Most notably, ward managers and clinical coaches who 

worked with SNs on the ward were excluded from this study. This seems to be 

contradictory to their original position of valuing the perspectives of all stakeholders.  

An appreciative inquiry study highlighted the opportunity to establish a tripartite 

collaborative relationship during COVID-19 (McSherry et al., 2021). This research 

focused on the experiences of third year student nurses working in a hybrid model of 

clinical learning, where they were employed, yet still students. The authors were 

interested in noting from the students’ perspective if they were sufficiently prepared 
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to work within this emergency situation given their preceding undergraduate 

education. Only including the students’ perspective in this study appears to be a 

limitation, given that the authors had recognised the tripartite collaborative 

relationship required to establish this hybrid model.   

Conclusion 

This chapter has presented a review of the literature as it relates to the clinical 

education of nursing students. I began by exploring the purpose of the clinical learning 

experience in nursing education. Current clinical models used within the New Zealand 

context were outlined, including the preceptor model, mentorship model, and the DEU 

model. Consideration of factors that influence choice of model have been 

incorporated, along with recent changes that were implemented in response to the 

global COVID-19 pandemic. Recognising that the stakeholder relationship is central to 

the quality of the clinical learning experience, literature that explored this 

phenomenon was also included. I then explored pedagogical approaches commonly 

used in clinical education for nursing students—experiential learning and reflective 

practice. Consideration of what contributes to a clinical learning environment was 

required as it impacts the quality of the learning experience.  

Throughout this chapter, I presented the various approaches to research reported in 

the literature, providing critique to these approaches and the limitations in their 

findings, offering justification for my study. There is a significant gap in the literature 

related to how stakeholders collaborate to support the development of clinical 

competency in undergraduate nursing students. My aim is to address this gap, using ID 

underpinned by CT. The following chapter outlines the philosophical and theoretical 

underpinnings of the study. 
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Chapter 3  PHILOSOPHICAL AND THEORETICAL UNDERPINNINGS 

Introduction 

I begin this chapter by exploring the epistemological positions that inform the 

methodological approach used to study how stakeholders collaborate to support 

undergraduate nursing students to develop clinical competency. I then explain the 

methodological approach used—ID (Thorne, 2008), justifying it in relation to other 

approaches considered. I will explain how this research approach was informed by CT 

(Brand et al., 2015). Finally, I identify my own assumptions, exposed through the 

literature review and a presuppositions interview.    

Epistemological Assumptions 

Assumptions regarding research and the construction of knowledge are important to 

identify and explain to ensure the findings from any research are internally consistent. 

Researchers usually begin with consideration of the broader overarching 

epistemological position or research paradigm. Denzin and Lincoln (2000) suggested 

that the researcher is guided by an established epistemological paradigm, underpinned 

by an established set of beliefs. However, Crotty (1998) claimed that to justify the 

chosen methodology and methods the researcher must acknowledge their own 

assumptions about how truth and knowledge are constructed.  

I begin by noting that epistemology is defined as being “concerned with what we can 

know about reality (however that is defined) and how we can know it” (Willis, 2007, p. 

9). Willis (2007) further suggested that epistemology is an essential underpinning for 

research, recognising that the researcher (or knower) is guided by their position within 

the research process, therefore making knowledge contextually situated.  

Interpretivism is the paradigm underpinning this study. Willis (2007) claimed that 

interpretivism is an approach which recognises that human behaviour is an indirect 

response to environment; that people are influenced by the perception of their 

subjective reality of how they see the world around them. This includes consideration 

of how others see the individuals who are being studied and the individual’s 

perception of this perspective of other. Willis (2007) cited Kant (1781/2003) who 

asserted that individuals do not understand the world around them until they have 
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interpreted their experience with it. Therefore, interpretivism is influenced by one’s 

culture and history because these are the frameworks used for such interpretation 

(Crotty, 1998). 

Constructivist epistemology is a branch of the interpretivist paradigm. One assumption 

is that the construction of knowledge occurs through mindful engagement with the 

selected topic; that it is socially constructed. Thorne (2008) supported this assumption, 

believing that individuals’ realities are built through experiences of engaging with both 

the environment and the people within it. This means that there are multiple truths 

because different people construct different meanings from the same situation. Taking 

an interpretivist-constructive approach to the exploration of the topic being studied, I 

am able to highlight what might enable and/or constrain effective collaboration 

between stakeholders. Identifying barriers to effective collaboration enables the 

utilisation of strategies to address these barriers or review expectations related to 

collaboration between stakeholders. In this study, I seek to identify who the relevant 

stakeholders are and how they collaborate. I am looking for the reasons why they 

choose to interact the way they do with other stakeholders, specifically what are the 

values and beliefs that underpin the clinical learning of undergraduate nursing 

students. My aim is to identify the historical and cultural context that influences 

stakeholders’ thinking and behaviour.  

Methodology 

The following sections outline the process I undertook in choosing the most 

appropriate methodology for this study. I then present ID as a methodology and justify 

its selection. 

Choosing a Suitable Methodological Approach 

During the design phase of this study, three methodological approaches were 

considered. First, case study was explored. While case study method appeared to align 

with the research questions, it was difficult to articulate the boundaries of the case. 

Forcing the boundaries of the ‘case’ indicated that it was unsuitable for my study. The 

second approach considered was phenomenology. This was a fleeting consideration 

because although the topic could be considered a phenomenon, phenomenology’s 

intention is to find meanings as lived in relation to the topic. The intention of this study 
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is to identify how stakeholders collaborate, along with factors that enable and 

constrain collaboration. The third consideration was ID which stems from research 

methodologies such as ethnography, grounded theory, and phenomenology 

(Sandelowski, 2000; Thorne, 2008); thus, it has overtones of these methodologies. This 

methodological approach is well suited to complex topics within health care settings 

and the aims of my study. ID assists researchers to illuminate the layers of reality that 

form the clinical practice context. Following exploration of ID, a decision was made to 

use this approach in the study.   

ID 

The literature review highlights that the clinical learning setting is complex and 

contains multiple realities for various stakeholders. Given that the focus of this study 

relates to how stakeholders collaborate to support the development of clinical 

competence for undergraduate nursing students, a topic firmly embedded in the 

clinical practice world, ID is an appropriate methodological fit. ID is a qualitative 

research approach that attends to “complex experiential questions that are relevant to 

nursing… but which are not readily answered by traditional qualitative methodologies” 

(Hunt, 2009, p. 1285). According to Thorne (2008), ID illuminates knowledge relevant 

to the realities of the practice world. Hunt (2009) claimed that ID aims to develop 

knowledge that is relevant to nursing practice within the clinical setting. Capturing 

these realities through the data collection phase enabled me to gain insight into how 

stakeholders collaborate and the factors that enable or constrain collaboration, 

including the values and beliefs of the stakeholders. Thorne et al. (1997) proposed that 

ID offers an alternative methodology for the development of nursing knowledge 

because it facilitates recognition of what is common and unique within nursing 

practice. Thorne (2016) further stated that studies designed using ID can explore 

various components of a topic which helps to construct an understanding of the topic 

that respects inherent complexity.  

My research question straddles two complex worlds (Holmboe, 2018)—the clinical 

world of healthcare and the academic world of education. Clinical is where patient 

care is provided and clinical learning takes place. Yet, the world of education also 

influences the students’ learning experience while in clinical practice. Therefore, I 

needed a methodology and methods that could account for this complexity. I also 
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needed to use a theoretical framework that helped me capture this complexity, while 

not losing sight of the research questions. CT provided the theoretical perspective for 

such exploration.  

Theoretical Perspective: CT 

Thorne et al. (1997) previously warned against the potential for theory to dominate 

and the intent of the study to be lost. However, more recently, there is 

acknowledgement of the usefulness of ‘analytic frameworks’ including previously 

constructed theory and research (Burdine et al., 2021). Given the complex nature of 

the topic being studied, the use of CT as an analytic framework is appropriate. CT is 

difficult to define because of its use in variable contexts. Originally developed for 

mathematical and physical sciences (Jorm et al., 2016; Walton, 2016), CT then moved 

into the fields of business and management in the 1970s and 1980s (Morrison, 2002), 

and is now well established in the field of social sciences (Gerwel Proches & Bodhanya, 

2015), including education (Kincheloe & Berry, 2004). CT can be defined as a collection 

of entities which are connected or related and combine to contribute to a single 

system or organisation (Byrne & Gallaghan, 2014). Morrison (2002) viewed CT more 

simply as “a theory of survival, evolution, development and adaptation” (p. 6). CT is 

particularly helpful when exploring situations related to relationships and interactions 

(Kincheloe & Berry, 2004; Thompson et al., 2016). Jorm et al. (2016) claimed that CT is 

useful within the health care system due to its focus on relationships, adaptation, and 

collective learning, and its understanding of challenges within collaborative practice. 

Chandler et al. (2016) elaborated, claiming that CT helps to explain the numerous 

interactions of different levels of the healthcare system, including the organisational 

level and the individual level, and rationalises outcomes or consequence that are 

unexpected.  

Brand et al. (2015) believed that healthcare settings are complex because of the 

relative freedom of the individuals working in this context. This freedom means that 

interactions can be somewhat unpredictable and non-linear. That is, individuals can 

interact with a number of different people at different times in a non-routine or 

random way. Due to this non-linear interdependence between individuals, Holmboe 

(2018) referred to hospitals as CASs. A CAS is one where there is interconnectedness 

between individuals; meaning the actions of one individual can influence the clinical 
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context of another individual. CT enabled me to gain insight into the interactions of 

stakeholders and how they self-organise to collaborate (or to survive) at any given 

time. It also enabled consideration of the contextual influences in both the clinical 

setting and the educational context, along with their inherent demands and agenda. 

Brand et al.’s (2015) CAS Principle Framework 

Using literature related to CT in social sciences and healthcare settings, Brand et al. 

(2015) developed the CAS principle framework to explore the complexity of a 

workplace system as it related to creating healthy workplaces. The CAS principle 

framework is a presentation of factors that interplay, constantly moving and evolving 

depending on the individuals and the circumstances in which they are interacting. 

These interactions between individuals and the context in which they are interacting 

create a system. This system, in turn, has the power to influence individuals’ 

behaviour. At the same time, the behaviour of individuals also can influence the 

environment. Therefore, a system within this study is considered dynamic and 

emergent. CAS principles are not presented in any particular order because it is not 

possible to create such order within a complex system. Instead, the CAS principles 

come together in different ways at different times. This was particularly helpful for me 

because, as a logical and pragmatic person, I initially wanted to create a flow chart to 

show how each CAS principle interacted. However, once I began data analysis, I came 

to understand that this was impossible and would not validate the complexity of the 

system in which stakeholders were trying to support the development of clinical 

competency in undergraduate nursing students. Key features of CAS principles, as 

interpreted by Brand et al. are outlined in Table 3 below.  
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Table 3: Key features of CAS principles as described by Brand et al. (2015) 

CAS principle Key features of the principle 

Interrelatedness 
and distributed 
control 

Recognises that all factors within the system are ‘coevolving’ 

The behaviour of individuals evolves in response to various elements 
within the environment 

Control is not reflected through the hierarchy within the system, nor 
does it occur ‘bottom-up’ 

Individuals cannot be empowered to make change, rather the context 
needs to be set up to enable change to happen 

Concerned with quality and quantity of interactions between staff 

Order generating 
rules 

Internalised rules that influence how individuals behave within the 
system  

Rules can be shared by those who work together or belong to the same 
organisation/profession 

Includes values, beliefs, expectations, assumptions, and priorities 

Rules can both enable and constrain behaviour of individuals 

Edge of chaos Recognises that change occurs in the space between chaos and order 

If the system is too ordered, status quo is maintained 

If the system is too chaotic, change will not occur as the individuals will 
feel too overwhelmed 

Innovative order generating rules have the capacity to hold the system 
on the edge of chaos so that change can occur 

A desire to see a change in behaviour in the system should focus on 
what both enables and constrains the system 

Concerned with how staff currently manage change within the system 

Self-organisation The ability of the system to create an organised pattern of behaviour 

Patterns of behaviour ‘emerge’ from within as a result of the 
interrelatedness of individuals within the system, not from external 
influence or being controlled by authority 

Interactions are enabled and constrained by order generating rules 

Attractor patterns Patterns of behaviour encouraged and enabled through particular 
conditions in the workplace or system 

A change to the conditions may ‘attract’ individuals to create a new 
pattern of behaviour 

Understanding what draws people to behave in a particular way is 
helpful when introducing change in the system 

Re-inforcing 
feedback loops 

Patterns of behaviour demonstrated by individuals within the system, 
provide feedback to the system to reinforce that pattern of behaviour 

This ‘feedback loop’ reinforces current behaviour to continue 

Helpful to know what reinforces behaviour if change is desired 



48 

CAS principle Key features of the principle 

Co-evolution of 
system and its 
environment 

Recognises the interplay between the system and the environment 

Environmental factors influence individuals’ behaviour within the 
system. At the same time, the behaviour of individuals within the 
system can influence the environmental factors 

Change at the local level can influence change at all other levels of the 
system; likewise, change at a broader level of the system can cause 
change at the local level  

An understanding of the broader system (e.g., the organisation) helps 
to identify what might enable and constrain change at a local level of 
the system (e.g., the ward) 

Sensitivity to 
initial conditions 

How the system currently exists, provides the starting point for change 
within the system, highlighting that the features of a CAS are 
dependent upon the context 

Any difference in context at any given time will result in the individuals 
responding in a different way from any other time 

Takes into consideration the physical environment of the system 

Creation of 
adjacent 
possibilities and 
awareness of 
path dependency 

Historical behaviour of the system determines current behaviour 

Current behaviour determines what is possible in the future 

What is possible in the future is determined by the dynamics in the 
system at the time, which need to be taken into consideration when 
making changes 

An Explanation of How the CAS Principles Were Applied in This Study 

While the above CAS principles provided a framework for analysis, the principles on 

their own could not answer the research question. I therefore created my own 

framework of questions (see Appendix E) mindful of the CAS principles and the study 

aims. During the data analysis, I repeatedly asked these questions as I reviewed 

transcripts. This process of asking questions of the data helped me to identify the 

values and beliefs held by stakeholders, along with other factors, all of which enable 

and constrain collaboration between stakeholders. Interpreting these findings helped 

to explain how stakeholders collaborate to support the development of clinical 

competence in undergraduate nursing students in the acute care setting. The CAS 

principle framework enabled me to manage the multitude of notions that were 

relevant to this study without losing sight of the complexity of the topic or the 

research questions.  
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Exposing My Assumptions: Review of Literature and Presuppositions 
Interview  

Before commencing data collection, congruent with the interactionist assumption of ID 

(Thorne, 2008), it was important to acknowledge that I already possessed 

understandings of the research topic that would influence the choices made about the 

research process (Hunt, 2009). One practice to address this issue is the requirement 

for the researcher to explore their preconceptions about the topic (Hunt, 2009; Thorne 

et al., 1997). This can be partially attended to through a literature review. While 

reading the literature pertaining to this study, I kept notes about what the literature 

was saying and my thoughts/assumptions about the topic. This process was quite 

broad initially, but as the scope of the study was refined, there was a need to go back 

over some of the earlier literature to recapture more specific thoughts/reactions to 

the literature. I also needed to acknowledge that I had personal experience of the 

topic under investigation. Therefore, I captured my preconceptions via an interview 

with two of my supervisors which was tape-recorded and transcribed before data 

collection began (Hunt, 2009; Thorne et al., 1997).  

Analysis of the presupposition interview identified personal beliefs, along with the 

assumptions that I held about stakeholder relationships in clinical education for 

undergraduate nursing students based on prior experience with all three stakeholder 

groups. Because I was a SN myself 30 years ago and, from my perspective as both a RN 

working clinically and precepting students and as an academic at the university 

supervising students while on placement, I can confidently state that the clinical model 

of student supervision in New Zealand is relatively unchanged. Prior experience 

enabled me to understand each role, and question the systems and individuals 

involved. Thorne (2016) suggested that prior experience in the field may result in 

findings that are “beyond mere ‘opinion’ and in fact are based on recognisable 

methods for empirical reasoning” (p. 111).  

Yet, there are personal limitations. While I am hard working, I expect everyone else to 

have a strong work ethic. Stakeholders may, therefore, not measure up to my 

expectations of what it means to ‘work hard’ and to collaborate as effectively as they 

could. This means that I may be overly critical in my interpretation of how I look at the 
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data gathered. It was essential to be open to understanding the perspective of others, 

especially when they did not match my preconceived ideas or expectations.  

The following assumptions were identified during the presuppositions interview: 

1. The acute care environment is ‘always’ busy, due to a ‘lack of RNs’ trying to care

for patients with a high acuity.

2. There are ‘competing agendas’ or ‘different philosophies’ (values and beliefs)

held by different stakeholders, such as:

i. RNs are busy and patients are their priority at the expense of supporting the

development of clinical competency in the SNs they work with, despite there

being a legal obligation to support student development in practice.

ii. SNs’ priorities are to pass, ahead of learning for practice. For example,

students sometimes claim that environments are not good for learning; yet I

believe learning is available in all environments/situations. Some

environments/situations require the student to see things from a different

perspective rather than through the lens of assessment.

iii. CEs understand both above perspectives so spend a lot of time negotiating

the ‘competing agendas’ of the RN and SN. I believe that the CE values

learning for practice over passing; yet they still have the ultimate

responsibility to pass or fail students. I also believe that CEs act as a conduit

between the RN and SN; yet they are present the least often in clinical.

3. There is a perceived hierarchy between stakeholders which may negatively

affect relationships or limit the potential for stakeholders to collaborate.

4. There is a perceived risk associated with being an SN and having a student

working with the RN in clinical practice. It is also true that there are positives to

having a student working with the RN in clinical because it can strengthen the

RN’s practice.

5. CEs carry the least clinical risk, but also the most power in relation to student

achievement.

6. The cultural makeup of the nursing workforce may influence how stakeholders

interact. For example, locations of ‘training’ such as hospital or tertiary institute,

and/or ethnicity/country when the RN was educated. The student population is

culturally diverse and may match the workforce population, but the focus will
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be on expectations of practice within the New Zealand cultural context, in 

accordance with the NZNC competencies.  

Recognising the above strengths, limitations, and assumptions further supported my 

use of the CAS principle framework as a tool to help expose me to the unexpected. 

While I had my own interpretation of the framework, it enabled me to see the topic 

through a lens other than my own.  

Conclusion 

This study is underpinned by an interpretive-constructivist epistemology. ID is the 

methodological approach, guided by CT, using a CAS principle framework. Personal 

assumptions about the topic have been identified, highlighting beliefs about myself, 

others and the complexity of the clinical context. My understandings of clinical 

learning and collaboration within clinical learning for undergraduate students have 

been informed by personal experiences in all three stakeholder roles over the past 30 

years. The assumptions and beliefs presented, together with the philosophical and 

theoretical underpinnings of this study, have informed the research design and 

methods as further explained in the following chapter.   



52 

Chapter 4  STUDY DESIGN & METHODS 

Introduction 

Chapter four outlines the research design, methods, and data analysis processes used 

in the study. I begin by explaining the consultation processes undertaken to ensure 

that I worked with the appropriate stakeholders. I then outline the ethical 

considerations, including obtaining ethics approval and access agreements. Following, I 

describe the study participants, including inclusion criteria and an explanation of how 

they were recruited. Discussion of challenges faced during recruitment will be shared. 

In the next section I outline the methods of data collection; namely focus groups and 

individual interviews. The processes followed for data analysis are described, enabling 

the reader to understand how the findings emerged. Finally, I outline the processes 

followed to ensure rigour of findings in this qualitative study.  

Consultation Processes 

During the design phase, I consulted with a number of stakeholders relevant to the 

study. First, I met with representatives from Waitemata District Health Board (WDHB) 

and ADHB, where AUT places students for clinical experience, to discuss my plans for 

the project. Responses were supportive, suggesting that the research would 

potentially be valuable for improving future collaboration between stakeholders. I was 

allocated a sponsor at ADHB to support the research project within that context. Later 

in the research process I reconnected with relevant stakeholders at WDHB and 

obtained formal access to recruit RN participants working within that DHB.  

Consultation with Kawa Whakaruruhau Komiti (KWK) at AUT also occurred. There was 

the suggestion that potentially Māori participants may prefer to participate in an 

individual interview instead of a focus group. This was subsequently factored into the 

design of the study and participants were given a choice of how they would prefer to 

participate. A Komiti member also offered their services to any Māori participants who 

wished to be supported while participating in the study. Three stakeholders identifying 

as Māori participated in this study within a focus group. I am not aware if they sought 

additional support.   
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When embarking on doctoral research at AUT, all candidates must develop a proposal 

which is reviewed by two experienced academics. Feedback from this consultative 

process suggested that more detail be provided in relation to how the participants 

would be identified and recruited, as well as refining the focus of the study. I 

completed this process and made the relevant adjustments in response to the 

feedback. 

I then met with an AUT ethics committee (AUTEC) representative. We discussed how 

best to balance my concerns about including participants with whom I had a direct 

working relationship, with the need for these participants to be involved. I recognised 

the importance of including clinical educators from AUT as participants in this study; 

after all, this is where the original catalyst for the problem was acknowledged. 

Strategies aimed at protecting participants who are vulnerable are described next.  

Ethical Considerations 

The main ethical consideration needing to be addressed was the vulnerability of 

potential for participants who had a pre-existing relationship with me due to my role 

as an AUT nurse lecturer/clinical leader at the time of data collection. I recognised that 

the potential participants may feel vulnerable due to a power imbalance between 

myself as the primary researcher and those participants with whom I had a direct 

working relationship. Following discussion with the AUTEC representative, strategies 

were implemented into the study design to address potential power imbalance for 

these participants (see participant recruitment section).  

To ensure safe and appropriate access to recruit RN participants from the DHBs, I also 

obtained locality access agreements. Initially this was approved by ADHB (project 

number A+8062). Later, access was approved by WDHB (project number RM14322).  

While no formal access agreements were required from each of the three universities 

in Auckland, out of courtesy I contacted relevant nursing leaders from the universities 

seeking their support and permissions. Each leader of the three university nursing 

programmes supported the study and gave approval to recruit both students and 

academic staff who support students in clinical through relevant contact people in 

their organisations.   
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Participants 

In keeping with the expectations of NCNZ, I limited study participants to the triad of 

stakeholders that form the ‘triangulation’ that NCNZ (2015) allude to in their 

monitoring report. This included SNs, RN preceptors, and academic CEs. While the 

report itself identifies ‘clinical providers’ and not necessarily RNs overtly, I interpreted 

that the RN was best placed to fit within the picture of collaboration because they are 

directly involved with the clinical teaching and supervision of students. 

Purposive sampling was initially implemented. Theoretical sampling, as discussed by 

Thorne et al., (1997), was also used for some individual interviews, providing access to 

participants who were best placed to answer the questions being asked as well as 

participants who appeared to offer dichotomous perspectives, thus capturing the 

complexity of the topic.  

Inclusion Criteria 

Students: Had to be a currently enrolled at an Auckland university and completed or 

about to complete their second-year nursing placement in an acute hospital setting at 

one of the two Auckland regional DHBs. 

RN preceptor/mentors: Had to be a RN who worked with second year nursing students 

in an acute hospital placement at one of the two Auckland regional DHBs within the 

past 2-years. 

Academic CEs: Had to be an academic CE who worked with second year nursing 

students in an acute hospital placement at one of the two Auckland regional DHBs 

within the past 2-years. 

All participants needed to be able to speak conversational English. 

Participant Recruitment 

Potential participants were accessed via social and professional networks within one 

local DHB and three universities within the Auckland region. I used emails via location 

sponsors who informed potential participants about the study. I asked the DHB 

location sponsor to distribute recruitment posters (Appendix F) within the acute care 

settings, on medical and surgical wards within the DHB. Potential participants were 
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invited to contact me or my primary supervisor if they were interested in more 

information about the study and/or to express an interest to participate. Sponsors 

from educational institutes also distributed recruitment posters in a manner they 

deemed most appropriate for both their student population and CE group.  

I designed the recruitment phase processes to be managed by my primary supervisor, 

in case there were potential participants who did not feel comfortable contacting me 

directly. Information pertaining to this option was available in the recruitment 

advertisement. As participants contacted either myself or my primary supervisor, they 

were provided with a participant information sheet (Appendix G), in the first instance, 

and consent forms for both focus group and individual interview (Appendix H). They 

were then asked to confirm if they were still interested in participating in the study. 

This eliminated any sense of coercion to participate in the research. All participants 

with whom I had a pre-existing relationship were also offered the opportunity to have 

someone other than me carry out the data collection. None of the participants who 

volunteered took up this offer, with all participants accepting my role as researcher. 

There were four RNs and one SN who expressed initial interest in the study but did not 

respond when they were sent further information. The remaining 11 SNs, nine CEs, 

and seven RNs all consented and participated in either a focus group or individual 

interview. At the time of data collection, all participants were allocated a code that 

reflected their role (e.g., RN for registered nurses, CE for clinical educators, and SN for 

student nurses), followed by a number unique to them. I used these codes throughout 

the findings chapters when sharing direct quotes and/or when referring to individual 

participants to maintain confidentiality.  

Challenges to Participant Recruitment 

Recruitment for participants across all groups began in mid-2018 during which time 

there was significant unrest with many RNs involved in industrial action that had 

commenced earlier that year (NZNO, 2018a). RNs were dissatisfied with their working 

conditions and were expending energy negotiating better working conditions within 

their employment agreements. Furthermore, this was also the middle of winter in New 

Zealand, a time when the DHB hospitals are notoriously overburdened with patient 

admissions. Thus, RN recruitment was slow because they were more focused on the 
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industrial action and managing the increased winter workload, than volunteering to 

participate in research, and no RNs expressed interest in participating. In August 2018, 

the industrial action concluded with bargaining achieving a new agreement (NZNO, 

2018b). September brought a change of season as winter changed to spring. Again, I 

tried recruiting RN participants only to find those who were engaged in PG study had 

assessment deadlines looming. Once again, timing was not right for RN participant 

recruitment.  

I also struggled to recruit SNs in 2018, possibly due to reasons related to assessment 

demands. However, during the second half of 2018, I managed to complete two CE 

focus groups and interviewed four individual SN participants as well as two individual 

CE participants. Early 2019, I decided once more to try and recruit RN participants. I 

also decided to widen the pool of potential RN participants. I requested ethics 

approval be amended and obtained a locality agreement at a second DHB within the 

Auckland region. In March 2019, I completed the first RN interview. While the 

participants did not flood in, there was intermittent interest. I carried out a second RN 

interview in May 2019, a SN focus group and two SN interviews in July 2019, with my 

fourth RN participant being interviewed in March 2020. Three more RN participants 

came forward in May 2020, thanks to a colleague who shared my recruitment poster 

with clinical colleagues. This drew data collection to a close, with 27 participants 

volunteering to share their experiences of collaborating with other stakeholders. A 

detailed timeline of these focus groups and interviews can be found in Appendix I. 

Methods of Data Collection 

The following sections describe the different methods of data collection used in the 

study. Methods included focus groups and individual interviews. I also share the 

indicative questions used in both, providing some adaptations that were required 

depending on which cohort of participants was being interviewed. Essentially the 

intent of the questions were the same.    

Focus Groups 

In keeping with the notion that knowledge is socially constructed, and to honour the 

complexity of the topic, initial data were intended to be gathered through focus group 

discussions (Powell & Single, 1996; Thorne, 2008). Thorne (2008) claimed that focus 
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groups enable a process that produces “certain kinds of social knowledge, such as 

beliefs and attitudes that underlie behaviour” (p. 131). A strength of focus groups is 

that they offer the opportunity for participants to validate data as they emerge (Then 

et al., 2014); that is, ideas can be confirmed or countered as participants raise them. 

Sandelowski (2000) noted that focus groups enable the researcher to gather a wide 

range of perspectives. A benefit of smaller focus groups is that the complexity of the 

topic studied can be highlighted (Krueger & Casey, 2015). Honouring the complexity of 

the topic was particularly important in this study.   

To promote group dynamics that foster open conversations, focus groups should 

contain participants that are homogenous (Doody et al., 2013b; Kellmereit, 2015; 

Krueger & Casey, 2015). That is where participants have similar demographics such as 

age, ethnicity, and social class. Kellmereit (2015) referred to the notion of ‘broad 

homogeneity’. Rather than the narrower scope that might be achieved when 

considering age, ethnicity, and social class, broad homogeneity describes participants 

who share a common experience or background. Broad homogeneity was the 

approach taken in this study. All participants had experience collaborating with 

stakeholders in the clinical setting to support the development of clinical competency 

in undergraduate students but they came from diverse age groups and a variety of 

ethnic backgrounds and social classes. Demographic data related to participants is 

captured within Appendix J. Doody et al. (2013b) referred to the concept of 

‘segmentation’—having multiple focus groups, each covering a different category of 

participant. The concept of ‘segmentation’ fitted with this study because I constructed 

focus groups according to participants’ role within the triad of stakeholders. That is, 

there were groups just of SNs or CEs. Focus groups never included a mixture of these 

participants because I was aware of a potential power imbalance between 

stakeholders which may impact their ability to speak freely in the group.  

There are three cautionary notes to consider when using focus groups for data 

collection. First, there is consensus that focus groups should not be used as an efficient 

way to replace individual interviews (Doody et al., 2013a; Then et al., 2014; Thorne, 

2008). Second, group dynamics are unpredictable, with participants having varying 

levels of engagement or energy, or hesitant to share their perspective if they are with 

others they do not trust or are dominated by (Doody et al., 2013a; Then et al., 2014; 
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Thorne, 2008). Third, there are the logistics of getting a group of people together, 

especially ones who are busy with clinical practice (Then et al., 2014). To address some 

of these potential issues, Doody et al. (2013b) have provided clear guidelines on how 

to set up focus groups to ensure that they are effective. They suggested that significant 

planning and preparation is required and highlighted the role of the facilitator as being 

vital to the success or demise of the experience. While I am an experienced 

educational facilitator, with previous experience working with groups of students in 

the classroom, this was the first time that I had used this method to gather research 

data. Therefore, as I analysed the data, I needed to consider the possibility that gaps 

would remain in the data at the end of the focus group process.  

My intention was to set up six focus groups, two for each ‘role’ identified within the 

stakeholder relationship as outlined above (i.e., 2 SN groups, 2 groups of RNs who 

precept students, and 2 groups of CEs who visit with SNs while on clinical placement). 

Noting Then et al.’s (2014), warning regarding the challenges of getting a group of 

people together for a focus group, I offered two opportunities for focus group 

discussion hoping this would improve participant involvement. This strategy worked 

well for CE participants. Two focus groups were held, one with three CE participants 

and one with four CE participants. I was also able to arrange one focus group for four 

SN participants. However, due to the challenges recruiting RN participants, I was not 

able to hold any RN focus groups.   

Initially I planned to use the services of an experienced group facilitator to run the 

focus groups that included participants with whom I had a direct or perceived 

relationship. Participants were given the option of participating through an external 

group facilitator; yet all chose to interact directly with me as the researcher. To negate 

any sense of coercion during the focus group, these were run with the support of a 

research assistant who was not known by participants. The research assistant noted 

dynamics in the group, such as order of responses to questions and body language 

responses that were not captured through voice recordings.  

I initially aimed to have between 5 and 10 participants per focus group. This number is 

supported by Kellmereit (2015) who stated that the number of participants should be 

“small enough that everybody can share their insights but large enough so that there is 
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enough diversity of perceptions” (p. 46). However, due to the challenges with 

recruitment described above, I decided to work with smaller focus groups. In hindsight, 

the smaller groups were better when taking into consideration the purpose of the 

study and the complexity of the topic (Krueger & Casey, 2015).    

Thorne (2016) warned about using focus groups for data collection, suggesting that 

there is a social dynamic that may incline participants to be reluctant to share views 

that differ from the group. Conversely, in each focus group, I witnessed participants 

openly disagreeing with the perspectives of others, sharing an alternative viewpoint. 

While this did not happen all the time, it suggests that the participants felt comfortable 

with others in attendance, where they felt able to present divergent perspectives. 

Therefore, while the potential for this limitation of the focus group is acknowledged, I 

do not believe it was a significant limitation of the study.  

Individual Interviews 

I had originally planned to include individual interviews using theoretical sampling. 

Prior to recruiting participants, I was aware that there was a risk that participants 

within a focus group may think alike or have had similar experiences, limiting the 

complexity of data gathered (Thorne, 2008). This is particularly so when participants 

are self-selecting to take part in a study because it may only be those who have had 

positive collaboration experiences who choose to participate. Therefore, I thought that 

individual interviews would help extend understandings of an aspect that may arise 

out of the focus groups (Hunt, 2009; Thorne, 2008). I was also open to the participants 

self-selecting the method of participation that suited them, as per my conversation 

with the Kawa Whakaruruhau Komiti. I quickly found that this data collection approach 

was useful for participants who were unable to attend a focus group.  

Individual interviews were conducted with 14 individuals from all participant groups, 

including four individual SN interviews, two CE interviews, and seven RN interviews. A 

further interview was held with two SNs simultaneously. I chose to consider this 

opportunity for data collection as an individual interview, held with two participants. 

Where the focus group enables a conversation to occur between participants with the 

researcher stepping back to take more of an observational stance at times (Krueger & 

Casey, 2015), the interview with SN09 and SN10 did not result in such an interaction. 
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Instead, it was more reflective of two participants, each taking their turn to answer the 

questions asked.  

Indicative Questions 

The following list of indicative questions was used for both the focus groups and 

individual interviews. These questions were developed from a combination of the 

research questions and the CAS principle framework. 

1. Who do you interact with to support undergraduate SNs in the clinical setting?

2. Tell me how you interact with these stakeholders.

3. Tell me about an interaction that went well.

4. Why do you think this interaction went well?

5. Tell me about an interaction that didn’t go so well.

6. Why do you think this interaction did not go so well?

7. What are your values and beliefs about clinical learning for undergraduate

nursing students and collaboration between stakeholders?

8. If you could, what would you change about how you collaborate with other

stakeholders?

While the above questions related well to the RN and CE groups, question one was 

slightly modified for the SN group, to: Who do you interact with to support your 

learning in the clinical setting? This did not change the intent of the question being 

asked and yielded similar responses to the other two groups.  

While the above list of questions was used as a starting point and were generally 

included overtly in most focus groups and individual interviews, follow up questions or 

requests for further elaboration were also made. Once participants responded to the 

questions, I often presented my interpretation of what was being said. This enabled 

participants to either agree or disagree with the interpretation, allowing for further 

clarification or explanation if it did not accurately reflect their intentions. At times, the 

participant had included the answer to a later question within their answer. For 

example, why an interaction went well was included when they answered the request 

to tell me about an interaction that went well.  
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Data Analysis 

This section outlines the processes of data analysis, including the transcription of the 

focus groups and individual interviews. It begins with a brief description of challenges 

getting started with analysis, followed by a description of the phases of data analysis 

used. 

Transcribing Data 

Once the focus groups and individual interviews were completed, the digitally audio-

taped recordings were transcribed by a professional transcriber who had signed a 

confidentiality agreement. Transcription was completed as each focus group meeting 

or individual interview was finished, so that insights gained from the initial data 

collection methods could influence the following ones (Hunt, 2009). This process also 

guided the need for individual interviews, especially in the case of CE participants.  

Analysing Transcripts: Getting Started 

On receipt of the transcript, the first step in the analysis process was to clean the 

transcript. This included editing for clarity and ease of reading, without losing the 

intent or meaning of what the participants said. Furthermore, all identifiers were 

removed from the transcript to ensure anonymity because participants sometimes 

used specific names related to people, a specific hospital, or DHB. This process 

provided me with an opportunity to both listen to the recording of the focus group or 

interview while reading the transcript. Thorne (2016) warned that at this early phase 

of working with data some researchers focus in on specific words or phrases, which 

can be both helpful and hindering. It can influence the researcher to look for antithesis 

ideas or not. Instead, Thorne suggested that the researcher remain open to seeing the 

whole picture. 

Once transcripts were cleaned, I started to work with them. In keeping with 

interpretivism and drawing from CT, my data analysis was guided by the principles of 

CAS (Brand et al., 2015). This nine-principle framework that explains how complex 

systems operate was intended to enable me to construct findings that answered my 

research questions. As I read through the first transcript, I pulled out data as it related 

to each CAS principle, placing the raw data into a spreadsheet, with one page used for 
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each CAS principle. I immediately noted that this process was repetitive, and I found 

myself just describing what the participant had said, rather than interpreting what they 

were saying in relation to the CAS principles or research questions. I also felt 

constrained by the structure of an excel spreadsheet. Intuitively, I knew that this 

approach to data analysis was not right. As Thorne (2008) claimed, nurses are 

generally not satisfied with just a description of events, instead we like to find meaning 

through “associations, relationships and patterns” (p. 50), likening this to the clinical 

reasoning nurses use within clinical practice. Following discussion with my supervisors, 

I decided to try cutting up the transcripts and allocating the data into envelopes, with 

each envelope reflecting a CAS Principle. Again, this did not feel right. I realised that 

the data were not easily pulled apart this way because sections of data did not 

necessarily fit within only one CAS principle. Rather, data highlighted the integration of 

the CAS principles. Furthermore, there was a sense that I was trying to match findings 

with principles without fully interpreting what the participants were telling me. Thorne 

(2016) stated:  

Interpretive description requires an analytic form that extends beyond taking 
things apart and putting them back together again. It requires that we learn to 
see beyond the obvious, rigorously deconstructing what we think we see, 
testing hunches as to how it might fit together in new ways and taking some 
ownership over the potential meaning and impact of the outcomes that we 
will eventually render as findings. (p. 156)  

Thorne’s (2016) methodology enabled me to slow the data analysis processes to 

ensure the interpretations were consistent and robust. I needed to find a more 

effective way of interpreting the data to identify elements of each CAS principle, while 

honouring the integration of the principles at the same time.  I decided to listen again 

to what the participants were saying by re-reading their transcript, then interpret their 

message against the entire CAS principle framework. It was too soon and too difficult 

to consider the principles in isolation. Furthermore, it would not do justice to CT if I 

pulled the whole apart too early. This enabled me to embark on several phases of data 

analysis.  

Phases of Data Analysis 

There were, in total, three phases of data analysis. Phase one helped me to interpret 

the data as the CAS principles related to each other, while phase two enabled the 
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identification of the unique elements of data as they related to each CAS principle. 

Phase three facilitated bringing the contribution of each participant together to find 

common and divergent views and develop findings that provided answers to the 

research questions. Figure 1 below provides a brief overview of each phase. Further 

explanation of each phase follows.   

Figure 1: Three phases of data analysis 

For each transcript of raw data:

• Review clean copy of transcript
• Extract sections of raw data from 

transcript and interpret them in 
relation to the CAS principle 
questions

• Code CAS principles in red
• Code elements of the CAS principle 

in green
• Underline specific details that 

reflect each element of the CAS 
principle

For each interpretation of data:

• Use  Find  function on word 
document to draw out data from my 
interpretation using specific search 
terms 

• Identify frequency of terms used
• Identify if interpretation aligns with 

purpose of research, providing 
justification if not included 

• Collate interpretations as they relate 
to each CAS principle element

For all collations of the  order generating 
rules  CAS principle element:

• Carry out a thematic analysis for this 
one CAS principle

• Group ideas that are the same or 
similar together

• Locate ideas that are related to each 
other next to each other

• Identify overarching themes that 
create the 5 interrelated dimensions 
of the collaborative context

Phase 1:
Interpreting and coding

Phase 2: 
Deconstructing the interpretation

Phase 3: 
(Re)constructing the findings

 

Analysis Phase 1: Interpretation and Coding  

To begin, I created a list of responses which enabled me to generate a list of 

stakeholders involved in supporting SNs in clinical learning from the perspective of the 

participants. This list of stakeholders can be found in Appendix K and will be discussed 

in chapter six under the notion ‘interactions matter’.  

Following interpretation of participant answers to question one, I then reviewed 

answers to the remaining questions. Using a word document, I would take a section of 

data from the transcript, placing it in a textbox so that it stood out from the analysis, 

and then type my interpretation of that data below. An example of this process can be 

seen in Appendix L. The use of the CAS principles facilitated working back and forth 

between the data (transcript) and my interpretation, helping to identify evidence in 

the data of the various unique aspects of the principles along with the interplay of the 

principles as they related to collaboration between stakeholders. Analysis involved 

‘going back and forth’ between data and the CAS principles, ensuring that each piece 

of data were analysed to its full potential at this point in time.  

However, trying to remember all nine principles was challenging and I feared that any 

distraction could prevent me from doing justice to the interpretation. To address this 

concern, I developed a list of questions relating each CAS principle specifically to my 
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study (Appendix E). While these questions provided me with a framework for 

repeating my analysis of each transcript for phase one, there were additional benefits 

of using the questions at this stage. First, the natural human inclination to forget the 

approach to interpretation over the course of time was reduced given that data 

analysis spanned a significant timeframe. Second, the questions helped to elicit an 

interpretation as it related to the CAS principle framework, while at the same time 

enabling more open interpretation to occur because the last question helped me to 

see what else might be relevant beyond the CAS principle framework. Ellis (2011) 

highlighted that a bonus of using a CAS framework is that it opens up the researcher to 

accept all perspectives, while at the same time allowing interpretation that brings 

together a more holistic view of what is happening. Recognising that there may be 

important findings not captured by the CAS principles, I chose to keep my eye out for 

different possible findings, labelling each as a ‘new finding’. Finally, this approach 

increased my ability to type directly on the computer rather than writing with pen and 

paper. Clarity of thinking and ease of flow worked better for me as I interpreted the 

data while typing.  

Coding of interpretations was also used (Thorne, 2016). I decided to colour code my 

interpretation text red when I could see specific CAS principles coming through in the 

analysis. If the data were referring to an element of a CAS principle, such as values, 

beliefs, or assumptions, all elements of order generating rules, this was coloured 

green. I underlined the specific detail interpreted from the data that represented these 

elements, such as a specific value, belief, or assumption. Examples of this coding can 

be seen in Appendix L. 

Phase one data analysis process was completed for every focus group and individual 

interview, except for two individual interviews. I decided not to include one RN 

participant in this phase of data analysis because during the interview, the participant 

seemed to take the opportunity to discuss a variety of topics that were not clearly 

related to the study. I felt that their intention for participating did not align with the 

aim of the study. The second transcript omitted from data analysis was one obtained 

from the two SN participants. Reading through their transcript, it seemed there were 

no new perspectives being offered; rather, they appeared to repeat a number of 

points already raised by other SN participants. I still included another SN participant 
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following the dual interview because this person was the only Pasifika participant in 

the study and appeared to bring in an alternative perspective.   

At times, I found myself wondering where this process would lead and whether I 

would be able to elicit meaningful answers to my research questions. Nevertheless, I 

continued because it intuitively felt right. I believed I was honouring the whole while 

identifying the unique. Over time, I developed confidence that this process would 

eventually tease out the detail of how stakeholders collaborated to support the 

development of clinical competence in undergraduate nursing students in clinical 

practice.  

Analysis Phase 2: Deconstructing the Interpretation 

Phase two exemplified the evolutionary approach to data analysis that is welcomed by 

this qualitative methodology. Sorting through the codes from phase one enabled me 

to deconstruct the whole. Thorne (2016) believed this phase enables the researcher to 

re-engage with the data that is similar, as a way of testing the codes applied, validating 

it along the way to ensure that the best approach is being taken. This phase also 

generated preliminary meanings from the data (Thorne, 2016). Using the word 

documents from phase 1, and the ‘Find’ function on the Word document, I began 

searching for use of CAS principle titles. For example, I searched for ‘order generating 

rule’. I began by noting the number of times I used this term. The purpose for using 

numbers helped keep track of where I was up to during this phase of data analysis. 

However, I was more interested in how I had used it and what I had said about it. I 

copied and pasted the relevant sentences related to each CAS principle from the phase 

1 analysis document across to the phase 2 document. An example of phase 2 can be 

viewed in Appendix M.  

I then proceeded to review what I had said about that particular CAS principle and 

noted if there were any key terms that reflected that principle in the data. Using these 

key terms, I searched through the phase 1 document again for how I had interpreted 

each CAS principle, once again copying and pasting relevant sentences across to the 

phase 2 document. Not all sentences were transferred to the phase 2 document, for a 

variety of reasons. Sometimes the way I had used terms did not relate to the CAS 

principle being reviewed. For example, when I referred to the construct of ‘values’, I 
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sometimes used this term to denote a collective comment about ‘these values’, rather 

than identifying specific values. Other times the term was captured in the raw data or 

within the research question.  

Concurrently, I developed a list of key terms related to the CAS principles generated 

from interpretation of the data in phase 1, with the intention that this list would be 

able to provide guidance as I embarked on phase 2 analysis for the next transcript. 

Having tried various ways of interpreting and linking my preliminary findings to the 

CAS framework, I decided upon a final list of key terms used in phase 2 data analysis 

(see Appendix N). 

Movement of the data in phase 2 enabled me to analyse what was dominant in the 

data (what was discussed by participants multiple times) and what was unique (what 

might have been a one-off point of view). It also enabled me to deconstruct the data as 

it related to a specific CAS principle, so that I came to understand each principle on its 

own and how it related to the integrated practice of collaboration between 

stakeholders. Maintaining the use of ‘other’ at the end, enabled me to collate 

interpretation I had labelled as a ‘new finding’ maintaining an openness to identifying 

ideas and perspectives that did not fit within the CAS principle framework, along with 

key terms that specifically related to my research questions, such as clinical learning.   

Once phase 2 was completed for the first focus group I moved on to phase 3 to test 

how data analysis would progress. The following section outlines the evolution of 

phase 3. This was most important phase because it generated the findings for the 

study.  

Analysis Phase 3: (Re)constructing the Findings 

I initially intended on carrying out phase 3 as each phase 2 was completed. However, 

as I moved forward with the next transcript I made the decision to leave phase 3 until I 

had completed phases 1 and 2 for all transcripts. I wanted to stay closer to the 

processes associated with phases 1 and 2. Moving to phase 3 too early would delay 

engagement with the raw data and may result in an altered interpretation to phases 1 

and 2 data analysis. I did not want early ‘findings’ closing my eyes to seeing possible 

alternative findings. Therefore, I put this early venture into phase 3 aside, and started 

phase 3 again after all phases 1 and 2 analysis processes had been completed.  
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When I resumed phase 3 analysis, I felt somewhat overwhelmed with the amount of 

preliminary interpretations I had produced. With four CE transcripts, six SN transcripts, 

and six RN transcripts, each having nine CAS principle documents for phase 2 plus the 

‘other’ document for new findings, I had a total of 160 documents. I decided to start 

with ‘order generating rules’ because these appeared to provide the foundation of 

how a CAS operates and would help me to answer one of the main research questions: 

what values and beliefs underpin stakeholder collaboration and support of nursing 

students?  

Using a spreadsheet, I collated the phase 2 data and created a list of all the ‘order 

generating rules’ identified, which included values and beliefs of participants (see 

Appendix O for an example of this phase). There were 113 values identified by the CE 

participants, 83 values identified by the RN participants, and 65 values identified by 

the SN participants. Combined, this provided me with 261 values to analyse. I then 

took a thematic analysis approach to identify study findings.  

Using iterative reasoning to identify patterns from the analysis (Thorne, 2016), I 

printed off all pages related to each element in the CAS principle. I cut them up into 

their individual points and, using a very long table, clustered them when ideas were 

similar or the same or related to each other (see Appendix P). As piles of ideas grew, I 

gave them names or titles, so that they were easily recognised as being related to a 

previously established idea; and, if not, they were either put on their own or placed to 

one side for later review. At the same time, I used a white board to enable a more 

concise understanding of the complexity of the whole. I found that all ideas related to 

the CAS principle of ‘order generating rules’ fitted within five over-arching themes: 

‘the individual’, ‘relationships’, ‘learning’, ‘nursing practice’, and ‘acute care clinical 

environment’. These themes enabled me to identify a continuum of guiding rules and 

other factors that inform stakeholders on how and when to collaborate. They also 

explain how they balance the tensions between these rules and factors. The nature of 

these findings will be presented in the following 4 chapters.   

Ensuring Rigour and Trustworthiness of the Research Process 

In taking a constructivist epistemological methodological approach, the research 

process is open to bias which may affect the quality of findings (Thorne, 2016). 
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Schwandt et al. (2007) suggested this is because I am framing the interpretivist process 

within prior experience of what I believe to be true, a position from which I am not 

able to remove myself. Therefore, I need to justify the interpretation through criteria 

that measure the rigour of the research process, reflecting trustworthiness of the 

research findings (Burdine et al., 2021; Lincoln & Guba, 1986, 1988; Moule & 

Goodman, 2014; Schwandt et al., 2007; Thorne, 2016).  

Rigour and trustworthiness of the qualitative interpretive research process can be 

established through quality criteria, developed by Lincoln and Guba in 1985 (Moule & 

Goodman, 2014; Schwandt et al., 2007). The first quality criteria relates to credibility, 

which can be defined as producing interpretations that are a true reflection of 

participants’ views or experiences (Moule & Goodman, 2014). Thorne (2016) referred 

to this as ‘representative credibility’. One strategy to achieve credibility is triangulation 

(Moule & Goodman, 2014; Schwandt et al., 2007; Thorne, 2016). The inclusion of 27 

participants from three different stakeholder groups, contributes to the triangulation 

through cross-checking data from different participants. Moule and Goodman (2014) 

identified another strategy for credibility, which involves the researcher immersing 

themselves in the culture being studied. It could be argued that my previous and 

current experience in the field of clinical education for nursing students positions me 

in a way that adds credibility to the research process.  

Lincoln and Guba (1986) and Thorne (2016) suggested that the credibility of any 

research study is provided through details of the research processes used, including an 

explanation of how findings emerged from my interpretations. Providing a detailed 

description of the research process has the potential to reflect transferability which is 

another quality criterion (Moule & Goodman, 2014; Schwandt et al., 2007). Chapter 

four has outlined the details of my research processes. Readers will be able to 

determine the level of transferability of findings based on variations of context and 

how these may differ from the context of this study. I would argue that there are some 

findings which may be transferable; however, to suggest that all findings are 

transferable neglects acknowledgement of CT. Kincheloe and Berry (2004) noted that 

knowledge derived from CT does not produce a picture of absolute truth; rather, it 

comes with an understanding that there is a past and a future which will reflect the 
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constant evolution and emergent nature of truth and knowledge. This brings me to the 

final quality measures of dependability and confirmability.  

Dependability and confirmability go hand in hand (Moule & Goodman, 2014). If the 

quality measure of confirmability can be achieved, then data can be considered 

dependable. Confirmability refers to the objectivity maintained by the researcher 

throughout the research process (Moule & Goodman, 2014). The three phases of data 

analysis, outlined above, demonstrate the strategies I employed to ensure 

dependability and confirmability of the findings in my study, primarily reflexivity and 

an audit trail maintained throughout the research process (Burdine et al., 2021; Moule 

& Goodman, 2014). Reflecting on the research process, both internally and with my 

supervisors, helped ensure that personal biases were not influencing the study 

findings. I also consistently considered the alignment between my research question, 

methods of data collection, and analysis. Internal reflections were recorded in real 

time in my doctoral notebooks and as notes during the electronic data analysis phases. 

I verbally shared these reflections with my supervisory team who were able to validate 

the insights I gained through this reflexive process. Hence, changes made during the 

data analysis phase of the study provide transparency, enhancing the rigour and 

trustworthiness of findings (Thorne, 2016). 

Conclusion 

In this chapter I have provided details of the research design, methods, and data 

analysis processes used in the study. I have included a description of the consultation 

processes undertaken to ensure that I worked with the appropriate stakeholders 

impacted by my study. I outlined the ethical considerations, including obtaining ethics 

approval and access agreements. I have described the study participants, including 

inclusion criteria and explained how they were recruited. Challenges faced during 

recruitment were shared before information was provided about methods of data 

collection; namely focus groups and individual interviews. Three phases of data 

analysis were described, enabling the reader to understand how the study findings 

were generated. Finally, I outlined the processes I followed to ensure rigour and 

credibility of findings in this qualitative research project. In the following four chapters, 

I present the findings of this study, beginning in chapter five with an overview of the 

whole.  
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Chapter 5  STAKEHOLDER COLLABORATION: INTERRELATED 
DIMENSIONS 

Introduction 

Chapters five, six, seven, and eight present the findings from this study. Chapter five 

starts by revisiting the research questions. I then introduce the collaborative context as 

a whole, formed by five interrelated dimensions that create the context in which 

collaboration occurs. These five interrelated dimensions capture the complexity of 

how stakeholders collaborate to support the development of clinical competence in 

undergraduate nursing students in the acute care setting. Chapter six describes two 

interrelated dimensions, ‘the individual(s)’ and ‘the relationship’. Both dimensions 

centre on the people in the stakeholder relationship, hence the title of chapter six is 

‘people matter’. Chapter seven focuses on a further two interrelated dimensions, 

‘clinical practice’ and ‘acute care environment’. These dimensions describe the context 

of the stakeholder relationship; thus, the title of chapter seven is ‘context matters.’ 

Finally, chapter eight, titled ‘purpose matters’, describes the interrelated dimension— 

‘clinical education’—which focuses on the purpose of the stakeholder relationship. 

Each interrelated dimension takes into consideration findings that highlight the values 

and beliefs that underpin stakeholder collaboration and support nursing students in 

the clinical setting, along with other factors that enable and constrain collaboration.   

Revisiting Research Questions 

To ensure that the findings correlate with the research questions of the study, it is 

timely to revisit the latter. The primary research question was; How do stakeholders 

collaborate to support the development of clinical competency in undergraduate 

nursing students in the acute care setting? 

This question was supported by five sub-questions: 

• How do the key stakeholders interact to support nursing students in the clinical

setting?

• What values and beliefs underpin stakeholder collaboration and support of

nursing students?

• What factors enable and constrain stakeholder collaboration?
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• How does stakeholder collaboration affect nursing students’ clinical learning?

• Who are the other stakeholders who support nursing students in this clinical

setting?

The Collaborative Context: Interrelated Dimensions 

Data from focus groups and individual interviews interpreted within Brand et al.’s 

(2015) CAS principle framework enabled the identification of five interrelated 

dimensions. According to Brand et al., interrelated can be defined as elements and/or 

individuals who are interconnected and have reflexive relationships with each other. 

The Oxford English Dictionary (2022), defines dimension figuratively as, “any of the 

component aspects of a particular situation, especially one newly discovered; an 

attribute of, or way of viewing, an abstract entity.” The five interrelated dimensions 

this study identified as contributing to the collaborative context are: ‘the individual(s)’, 

‘the relationship’, ‘nursing practice’, ‘acute care environment’, and ‘clinical education’ 

(as shown in Figure 2 below). The collaborative context is a metaphorical space 

wherein collaboration may or may not occur between stakeholders. Collaboration 

occurs on a continuum, with informal interactions at one end and formal interactions 

at the other. These collaborative interactions are intended to support the 

development of clinical competency of undergraduate nursing students. While 

collaboration can occur through enabling factors, at times it does not occur due to 

constraining factors. When collaboration does not occur, the collaborative context still 

exists because the context for it remains. The opportunity for collaboration is still 

present but is dependent upon the relative impact of enabling and constraining 

factors.  

Figure 2 shows the five interrelated dimensions and how they relate to each other. 

Curved bidirectional arrows between each dimension signal the influence that one 

dimension may have on another dimension. At the same time, each dimension 

influences how individual stakeholders collaborate within the collaborative context, as 

shown with curved unidirectional arrows aimed towards the collaborative context. 

These unidirectional arrows start within the interrelated dimension and move in 

towards the collaborative context; but then loop back, showing that what happens in 

the collaborative context can, and does, impact each interrelated dimension. I chose to 

use curved arrows because they show that collaboration between stakeholders is a 
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dynamic interaction. Curved arrows denote movement and flexibility, which 

symbolises the movement and flexibility stakeholders require to collaborate. 

Figure 2: The collaborative context: Interrelated dimensions of stakeholder collaboration 

The Individual(s)

The Relationship

Clinical Practice
Acute Care 

Environment

Clinical Education

THE
COLLABORATIVE 

CONTEXT

Notions Inherent Within Interrelated Dimensions 

Notions or ‘ideas’ were identified from combined stakeholder values, beliefs, and 

other factors within the clinical context. The notions that influence stakeholders in 

their interactions with each other were found to enable or constrain collaboration 

between stakeholders. These five interrelated dimensions, influenced by various 

notions, create a context where collaboration occurs in different ways, depending on 

the individuals involved and the notions that are relevant at any given time.  
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Writing Up Findings 

When it came time to presenting the findings of this study, I faced a significant 

challenge. As expected, the findings themselves were complex because that is the 

nature of what was being explored. Capturing the common ideas enabled me to create 

Figure 2 above. While there are only five interrelated dimensions, there are a variety of 

notions within each dimension. Within each notion, there are divergent perspectives 

held by stakeholders who participated in this study. I needed to find a way to explain 

the common and shared perspectives within each notion; and, at the same time, 

honour the unique or divergent views of individuals. Therefore, the findings chapters 

have been written in a way that exemplifies shared perspectives as well as individual 

ideas about stakeholder collaboration. Direct quotes support the explanation of 

findings where perspectives were shared. When there are contrasting or alternative 

perspectives, I refer to ‘some stakeholders’, ‘one stakeholder’, or ‘another 

stakeholder’ to acknowledge this variation in findings. This may or may not be 

supported with a direct quote. When a direct quote is not provided, the variation will 

be included within the description of findings.  

Another challenge related to presenting findings in the linear manner that textual 

presentation requires. While the five interrelated dimensions provide some logic and 

the notions within can be viewed at times as building on each other, this is not how 

stakeholders actually collaborate. Rather, as expected in a CAS, stakeholders interact 

in a dynamic and reflexive way, responding to the people, the context, and in relation 

to the purpose for interacting. 

Conclusion 

The overview of findings in this chapter, describes how the interrelated dimensions 

form a metaphorical space where collaboration can occur between stakeholders. 

Notions within each interrelated dimension have the capacity to influence how 

stakeholders interact, effectively enabling or constraining collaboration. The following 

chapters explain each interrelated dimension in detail, highlighting the notions 

relevant to each dimension and explaining how they influence stakeholder 

collaboration.  



74 

Chapter 6  PEOPLE MATTER 

Introduction 

Chapter six describes the notions identified within the two interrelated dimensions of 

the collaborative context— ‘the individual(s)’ and ‘the relationship’. Both dimensions, 

highlighted in red in Figure 3, are focused on the PEOPLE in the stakeholder 

relationship. These two dimensions recognise that stakeholders are individual people 

who develop relationships with other stakeholders in order to collaborate, which 

highlights that people matter in the collaborative context.  

Figure 3: The collaborative context: Interrelated dimensions related to people 

The Individual(s)

The Relationship

Clinical Practice
Acute Care 

Environment

Clinical Education

THE
COLLABORATIVE 

CONTEXT

Articulation of the notions within each dimension exposes the values and beliefs, along 

with other factors that enable or constrain collaboration to support undergraduate 

nursing students in the acute care setting. These notions highlight what matters to 
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stakeholders when they interact or collaborate with others. Notions related to these 

two dimensions are identified in Table 4. 

Table 4: Interrelated dimensions – notions that matter in the individual(s) and the 

relationship 

Dimension 1 Notions Dimension 2 Notions 

The individual(s)  Being different matters The relationship  Connection matters 

 Emotions matter  Rapport matters 

 Attitudes matter  Trust matters 

 Choice & responsibility   Respect matters 

 matter  Continuity & consistency 
matters 

   Interactions matter 

The Individual(s)  

The individual can refer to a single stakeholder, expressed as ‘an’ individual or ‘the’ 

individual. ‘Individuals’ can refer to a collection of single stakeholders, either from one 

stakeholder cohort or across stakeholder cohorts. Stakeholders belong to one of three 

identified groups: RNs, CEs, and SNs, because study participants were identified as 

belonging to one of these three stakeholder groups for recruitment purposes. 

Although three stakeholder ‘groups’ are identified, the study also highlighted 

individual members within each of the three identified stakeholder groups as being 

‘individual’ stakeholders. Shared commonalities by individual stakeholders within each 

stakeholder group highlight the unique role each group has in collaboration. 

This study found that individual differences derive from past experience and the 

various identifying demographics that individuals bring to the clinical setting, such as 

their gender, ethnicity, and culture. Individuals also experience a variety of emotions in 

response to being in the clinical setting and having to work with other individuals. In 

response to these emotions, individuals may demonstrate attitudes that illustrate their 

values and beliefs about nursing practice and clinical learning. Ultimately, individual 

stakeholders can choose, or not, to collaborate with others, which for some is driven 

by a sense of responsibility. Differences, emotions, attitudes, choice, and responsibility 

are all notions that both enable and constrain collaboration. The following paragraphs 

explore the first interrelated dimension of ‘the individual(s)’ and associated notions in 

further detail.  
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Being Different Matters 

All participants believed that all stakeholders differ and that the differences matter. 

Identifying difference occurs because “people routinely classify themselves and others 

based on social categories such as age, gender, race, and status” (Tsui et al., 1992, p. 

550). Wilson (2014) expanded on this understanding to include ethnicity, culture, 

religion, class, sexual orientation, and abilities. In Aotearoa New Zealand, differences 

have historically been noted in comparison to a white heterosexual male, the 

dominant ethnic group (Cain, 2017). Differences between stakeholders in this study 

stem from demographic traits such as age, gender, and ethnicity, along with 

background, education, and personal life of the individual stakeholder. Furthermore, 

differences in individuals can present themselves through different personalities and 

working styles. While being different can sometimes be viewed negatively, as a 

challenge to collaboration, the findings from this study highlight that being different is 

something to be recognised and valued. 

See you have got to remember with the RNs, they are not all white 
middle-class Europeans. Same with the SNs. There is Indian and 
Chinese and Filipinos and all that to contend with. (CE08) 

Well, you get the confident outgoing SN; you get the shy, very smart 
but internalised SN; you get the middle; and then you get a SN who is 
clearly excelling and very good at what they do! (RN05) 

So, then the poor SN has to go with someone else, and then has a 
completely different style of RN that he or she has to work with that 
day. (RN01) 

You as an SN, are not homogenous. You are unique and amazing and 
incredible and different, and I want you to see your patients in exactly 
the same way. (CE09) 

Believing that everyone is different is generally viewed positively and valued by 

stakeholders. As one CE stakeholder notes: being different reflects the population for 

whom RNs care. It is also apparent that there may be challenges associated with 

working with individuals who are different from them. For example, CE08 above refers 

to ‘contending’ with individuals from different ethnicities. Some stakeholders believe 

that various individual stakeholders’ personalities can either promote or constrain 

collaboration between stakeholders. One student stakeholder understands that they 
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will need to work with a variety of personalities, while recognising that there may be 

some with whom they may not get along.  

While participants in this study believe that all stakeholders will differ, some 

stakeholders have expectations and assumptions that there will be commonalities 

between stakeholders from the same cohort. For example, CE06 holds an expectation 

that SNs will all need to be learning the same things or will be required to perform in 

the same way.  

At the end of the day all the SNs sit the State exam… they have all 
reached the same outcome. I know people are sort of against 
standardisation, but I think when you look at patient safety, if we 
were all learning and doing the same thing the same way, it would 
make the whole process, the whole health system a lot safer. (CE06) 

Expectations related to standardisation can create tension when valuing the 

differences of individuals. This suggests that stakeholders all have unique starting 

points and learning needs, highlighting the erroneous assumption that everyone needs 

the same input to get to the same end point. These tensions can contribute to the 

individual stakeholder experiencing emotions that may enable and/or constrain 

collaboration between stakeholders; therefore, the notion of ‘emotions matter’ is 

discussed next.   

Emotions Matter 

Participants believe that stakeholders experience a variety of emotions which can 

impact how individuals present. Being scared and frightened are emotions experienced 

by all stakeholders but are dominant within the SN cohort. Fear can arise from the 

unknowns that come with being new to the clinical setting and/or working with 

someone new. Not knowing what to expect of oneself, or what others may expect of 

you, reduces self-confidence. Furthermore, there is the fear of making a mistake. 

Stakeholders in this study know that mistakes can result in serious consequences. 

Because she knew that this was our first actual hospital placement, so 
she understood that comes with its own set of expectations. It is a big 
scary thing to go into your first placement. You are like, what is this, 
what is that? I do not know this. Do not stab yourself with a needle. 
(SN08) 
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Most second years… get overwhelmed and they are frightened 
because the RN expects the SNs to know this and expects them to do 
that. (CE02) 

A lot of SNs are quite tentative to do things like answer the phone, 
page a doctor or ask a co-ordinator for something… I think they want 
to do these things, but I think they feel intimidated in the workplace 
because they are afraid of doing the wrong thing or not being able to 
answer a question. (RN07) 

For the SN cohort, there is the added fear of failing; that is, not meeting the standards 

of practice required to demonstrate competency in practice, as expected by the CE or 

RN. While the fear for the SN rests on the possibility of failure, the SN also fears the CE 

or RN because they are the stakeholders who will judge success or failure.  

I would dread the whole three days or whatever, before she came in. I 
would feel sick with worry that she was going to turn up. I could not 
really relax. (SN05) 

I kind of got scared, just because of the pressure. In the beginning it 
was like, ok you are doing well, and then, no you are not doing it 
right… I felt there was so much pressure on what we need to give… I 
just felt a bit scared after that because I do not know what to tell her 
or what she is expecting of me… I was scared of failing definitely. 
(SN11) 

CE02 highlights the possibility that RN stakeholders may fear being seen as being 

incompetent preceptors. This assumption was confirmed by RN01.   

The fear of disconnection, the fear of not being worthy of connection. 
So, if you are not going to speak out because you might be deemed as 
being incompetent as a preceptor because you are not coping, and 
you are weak and you are not professional, then you will shut down 
and say nothing. (CE02)  

If you told me today you want this and this, I have tried my best to 
achieve all that with you. Then, if you still fail your course then you 
cannot turn around and say, well she was a shit preceptor. (RN01) 

Sometimes the fear experienced is due to assumptions made about others. For 

example, SN08 remembers how an experienced RN presented herself in a way that she 

initially found scary. 
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I had an RN who I was not with… she was quite strong headed, like 
she could be a bit scary… I had never worked with her and then when 
my RN was off, she goes, I will work with you. I ended up working 
with her and she was not as scary as I thought, she was alright. 
(SN08) 

It was not until SN08 had to work with this ‘scary RN’ that they realised that their fear 

was based on unfounded assumptions. The assumptions seemed to relate to the 

hierarchy of stakeholders in the clinical setting. Those in positions of power can induce 

fear in others, especially SNs. 

Oh, I was scared of the third year SN. (SN08) 

Yeah it was interesting the way she had stepped into the culture 
already, the hierarchy, like I am a third year, hurry up. (SN07) 

Assumptions can result in stakeholders experiencing varying degrees of anxiety. Other 

emotions experienced by stakeholders included frustration and feeling like a burden. 

There were days you felt like, I do not even know what I am doing, 
and other days you are like: ‘man I could nail that, just let me do it’. 
And the other RN would let you do it but that one will not, so you are 
frustrated all shift. (SN05) 

A lot of RNs would rather just keep everything politically correct and 
do not want to upset anyone, even though, deep down inside they are 
really annoyed and frustrated. (RN01) 

The only thing that would deter me would be that they are too busy 
because I hate being a bother and asking a question when they are 
obviously busy and I am just another chore. (SN01) 

RNs are busy and that needs to be acknowledged so that we are not 
another impediment to their day, another burden to tick off. (CE04) 

Negative emotions such as fear, anxiety, and frustration usually constrain 

collaboration. While it is important to recognise these negative emotions within 

individual stakeholders, it seems just as important to recognise the positive emotions 

that influence collaboration or are an outcome of collaboration.  

Personally, I felt at that point, you feel kind of rewarded, you feel 
happy that there is this turn around, that the SN is getting it. (CE07) 
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Positive emotions such as feeling rewarded and happy can be reflected in an 

individual’s demeanour and non-verbal communication, conveying positivity through 

being friendly and approachable, demonstrating a willingness to work with others. 

Positive emotions enable collaboration between stakeholders which, in turn, can have 

a positive impact on SN learning.  

The coordinator was happy with the SN to go with the RN and the RN 
was also happy for that… everybody was very keen to have this SN 
work with them…happy to involve them and to help them with what 
they wanted to achieve… I think we have a very willing team of senior 
staff as well who are quite keen to involve others and they are willing 
to take SNs on and show them things. (RN07) 

I think it would be good too before going into placement if the RNs 
are expecting us, to get the RNs to put their hands up, to be happy to 
take a SN on. (SN06) 

If you are a friendly and approachable person I think it would take 
less time to feel comfortable, teaching someone and being taught by 
someone. (SN01) 

While these emotions are felt within the individual, they can also be reflected 

externally through a change in behaviour. The demeanour of the individual 

stakeholder may reveal the emotions of the stakeholders. Additionally, the demeanour 

of the individual may convey their attitude towards something, leading to the next 

notion: ‘attitudes matter’.  

Attitudes Matter 

Individual stakeholders demonstrate attitudes which reflect their personal values and 

beliefs about collaboration and clinical learning for undergraduate SNs. Stakeholders 

can demonstrate a ‘positive’ or a ‘negative’ attitude. In this study, stakeholders valued 

individuals who demonstrated positive attitudes. Such attitudes were believed to 

illustrate a high level of professionalism, reflecting a motivation to collaborate with 

other stakeholders. This is exemplified by stakeholders who demonstrate enthusiasm 

and passion towards the development of nursing practice, both their own and that of 

others.  

Some SNs were particularly proactive, very willing and that was very 
apparent to the staff in the unit. Everybody was very keen to have this 
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SN work with them and were quite happy to involve them with what 
they wanted to achieve. I think that made a big difference because 
you know as much as I understand the position that the SNs are in, 
not all SNs are as forthcoming and proactive. (RN07) 

SNs are expected to demonstrate an attitude of ownership and be proactive about 

their learning. For CE04, SNs who take ownership of their learning help to maintain the 

CE’s positive image. 

In terms of feedback, what has worked really well for me is getting 
the SN to embrace where they are at. What I mean by that is they 
take ownership of their progress. Rather than me being the director, 
you are not achieving, my question is open. How do you think you are 
doing? I know they are not doing well, but I want to hear from the SN 
… I find that a great way of figuring out where their insight is and it 
means they take ownership, rather than me telling them and I am this 
horrible CE. (CE04) 

Conversely, demonstrating a negative attitude constrains collaboration with other 

stakeholders.  

There was an SN who I worked with late last year, and they were 
open about the fact that this area of practice was not where she 
ideally wanted to be placed. Sadly, that became very apparent 
through their day-to-day practice. (RN07) 

I had so many complaints from the ward, from the preceptors about 
their attitude and the way they would not work with the preceptors. 
(CE07) 

You know when you meet someone, instantly you know whether you 
are welcome or you are not welcome. Some RNs have got that 
‘resting bitch face.’ Some are quite vocal “I do not want an SN.” The 
RN is just wanting to do her own thing, get the work done. (RN01) 

Attitudes often convey unspoken thoughts through non-verbal communication which 

informs other stakeholders about the individual’s intentions, as well as values and 

beliefs about nursing practice and clinical learning. Ultimately, individual stakeholders 

have the capacity to choose how they present themselves. Some stakeholders choose 

to communicate an attitude that is negative in the hope they will not be required to 

collaborate. For others, the internal motivation to collaborate is driven by a sense of 
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responsibility to others, thus leading to the next notion of; ‘choice and responsibility 

matter’.    

Choice and Responsibility Matter 

Individual stakeholders make choices about how and when to interact with others in 

the clinical setting.  At times, making a conscious choice to collaborate requires a 

concerted effort because the stakeholder may be challenged by their own emotions 

and attitudes as well as what they are interpreting from others.  

I mean I choose to go and see all my wards; I am sure every other CE 
does. I choose to go and introduce myself and see them… so that we 
are not just another face. (CE09) 

It is just a whole lot of stuff had to happen for the SN to get there. The 
CNM [charge nurse manager] had to realise there was something 
going on with this kid and take it on board. They could have easily just 
flicked them off as another SN. The SN had to hear those words but 
also be able to come out of the feedback that was negative and 
realise that they did have what it took. Then the SN had to turn it 
around and get back on to that ward knowing that the CNM had been 
sending us emails, you know she could have been really embarrassed. 
(CE08) 

This example shows that the CNM could either ignore the SN’s behaviour or do 

something about it. Choosing to get in touch with the CE may have been driven by a 

sense of responsibility felt by the CNM but it was still a choice. The CE could have kept 

the feedback to themselves or shared it with the SN. Once the CE provided the SN with 

the feedback, the SN then chose how to respond to that feedback. In this situation, the 

SN could have chosen to ignore the feedback, become defensive about the feedback, 

or embraced the feedback. For the SN, the choices may have been driven by internal 

and personal motivation towards their learning and relationships with others.  

At other times, it is a sense of responsibility that guides stakeholder interactions.  

There is an expectation by most stakeholders that RNs will feel a responsibility to 

collaborate with both the SN and CE because of the requirements for clinical 

competency set out by NCNZ (2020). Evidence shows some stakeholders take this 

responsibility seriously. 
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You would expect it to be engrained. They have responsibility for 
public safety at the end of the day being an RN... it is part of their 
responsibility but not everyone wants to be a preceptor. It is part of 
the role that they are there to do whether you like it or not, you have 
SNs… they do not get to choose. (CE01) 

If they are second year, if they have got anything that they need to 
do, like blood transfusions or something like that, they have never 
seen before, I will see if there is anything available, even if it is not 
with me. The SN can go with one of my colleagues for that period of 
time, just before we get started so that I can make sure that the SNs 
goals are met. (RN06) 

In some instances, RN stakeholders are not driven by a sense of responsibility. Rather, 

there is a conscious choice to not collaborate with other stakeholders. This choice is 

not only overt but accepted by the CNM. Other times, the choice is taken away due to 

contextual factors. 

The CNM has staff that they will give SNs to versus other RNs they 
would prefer not to. That is not due to reasons of incompetence or 
anything, it is just some RNs have been there for 30 years and they 
want to do their own thing and they have made that known. But 
when we do get high numbers of SNs… pretty much everyone is left 
with an SN, so that choice is taken out of the picture. (RN05) 

Generally, stakeholders, as individuals, have some control over how they choose to 

behave and interact. However, SNs may not experience this sense of control due to 

their status as a student. Consequently, they may choose behaviours that keep other 

stakeholders happy even when this is not in their best interest for learning.  

I just needed to step back, be quiet, shut up for a minute and then 
figure out what their personality is like. I then arrange myself around 
their personality… I find if they like you, you learn more and 
everything works out better after that… I feel like you learn how to 
play the game. You orientate your way to how they want it done, how 
the university wants it done. I feel like there is a sort of humbleness in 
accepting how other people do things. And my philosophy of it is, I 
learn how to do it the university’s way and then when I become an RN 
myself, I learn how to do it my way. (SN02) 

Some SNs have a personal background and experience that enables them to take more 

responsibility and make choices that promote their development. In the following 
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example, SN04 felt confident enough to say “no” to an RN in order to maximise 

learning.  

I worked with an RN that I probably had more of a personality clash 
with. I found that he treated us like, I guess it was more of a hierarchy 
thing. It was less about learning and more about, ‘you go clean that 
bed’, or ‘you go take that sheet out’, or ‘go take them to the toilet’… 
that is how he was in general because even when you were not with 
him, if he saw an SN he said, ‘that bed over there needs changing’, 
and you are like, sorry, I am in the middle of doing this with this 
current patient so no I cannot do that. (SN04) 

While stakeholders negotiate the tension between having freedom of choice and 

feeling a sense of responsibility to others, there is some acceptance of the belief that 

some things are beyond the control of one individual. Stakeholders recognise that they 

are working within a collaborative relationship with others, which leads to the second 

interrelated dimension: ‘the relationship’.   

The Relationship  

Recognising that the behaviour of an individual may impact others, there are notions 

related to relationships which stakeholders’ value. Having a relationship with another 

stakeholder requires a sense of connection with the other. Connecting with other is 

enhanced through values associated with rapport, trust, and respect. Furthermore, 

continuity in working with others and consistency of expectations of each other 

enhances collaborative interaction. At the same time, there is significant evidence of a 

lack of continuity and consistency in some stakeholder relationships, causing 

stakeholders to seek alternative relationships to achieve consistency. Interactions can 

be formal and informal, again, highlighting the need for ‘other’. It is recognised that 

although there can be single relationships between two stakeholders, there is a 

multitude of connections. 

Connections Matter 

To have a relationship with another stakeholder there needs to be a sense of 

connection with other. Connection can be referred to as a “perception of mutually 

valuing, feeling close to, feeling comfortable with and being cared about by others” 

(Cornine, 2020, p. 15). Developing connections with other stakeholders begins with 

getting to know the other stakeholders.  
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I need to know them first. How could I think of the task that I will give 
to them if I do not interact with the SNs that I am handling? (RN04) 

I think that understanding where everybody in the team comes from, 
is just as valuable as knowing the cardiovascular system. It is just as 
valuable understanding who your HCA is… because if you are having 
to work with them, I think it is just as important knowing them as 
knowing your CNM… I think they have as much to contribute as does 
your CNM. (CE09) 

I had an RN that was really good. Because she was Samoan, and she 
was in her first year of graduating… I think just on a cultural level, she 
was kind of familiar to me. Her way of learning I kind of connected 
with, more than the other RNs… the older RNs I found it quite difficult 
to connect or feel comfortable with. (SN06) 

I felt like she kind of got my learning and understood that I was on the 
level that I was on. She then guided my practice and encouraged me a 
lot. She was quite soft spoken as well and reminded me of a few 
people I worked with, so we kind of clicked straight away. (SN08) 

While developing connections between the RN, CE, and SN is given some priority, 

findings showed that connecting with others goes beyond this triad of stakeholders. A 

broader base of stakeholders was identified, including the CNM and others from the 

university. 

There was a physio I got friendly with because she was associated 
with my cousin who is a physio at the same hospital, so we just made 
a connection that way. (SN05) 

Then my second port of call is usually my CNM, who is really invested 
in SNs on our ward and making sure that they get a really good 
experience out of their placements. (RN06) 

They were really understanding of the difficulties of the position they 
were putting me in as an educator. Realising that I was now sitting 
between the university’s expectations, the hospital’s expectations, 
and the ward’s expectations, they allowed me to go away and talk to 
the paper leader, then come back. I thought that they genuinely cared 
about what was going to happen to that SN. (CE09) 

Connections between stakeholders are reinforced through meaningful one-to-one 

interactions. Such interactions often highlight a sense of being needed by other. 
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Furthermore, when connections are supported with effective interpersonal 

communication between stakeholders, the voices of all stakeholders are valued. 

When we initially meet, I ask them about who they are, how long they 
will be with us on this placement, what year they are and what stage 
they are at, what previous placements they have had, and what their 
current level of practice is, what their intended learning outcomes are 
for this placement, if they have any. (RN07)  

I guess where I was coming from was more giving them a platform 
and a voice. So, the RNs have a voice, and we have a voice… For me it 
is that open dialogue. Both parties have a voice, both parties have a 
space where they are expected to hear each other’s point of view and 
to share. (CE02) 

Then there is a lot of discussion about where you are, where you feel 
you are at, and trying to figure out what you understand about what 
you are doing. (SN04) 

Once stakeholders have established a connection with each other, conscious effort is 

required to maintain the relationship. Maintaining stakeholder relationships may be 

prioritised over SN learning. Stakeholders can maintain their relationships by ‘keeping 

things nice’, particularly in the RN and SN relationship. For some stakeholders, such as 

CE01 below, this means bringing in other stakeholders, such as the CNM, when 

negative or constructive feedback needs to be given to the SN, with the intention of 

protecting the RN-SN relationship.  

Sometimes if there is strong feedback that RNs want to give, they 
often give it via the CNM to us. Maybe because they do not want their 
feedback to wreck their relationship with the SN or maybe they feel 
the CNM is in a position to provide this feedback without having to 
suffer direct consequences. Because SNs still do go back and question 
their feedback. Maybe that is why we end up having more 
conversations which are difficult with the CNMs. (CE01) 

The above data highlights the power imbalance between the SN and other 

stakeholders that is recognised by all stakeholders. At times, this imbalance results in 

the perception that SN learning is not prioritised by the RN and CE stakeholders in the 

clinical setting.  

I would not say I do not feel like I am not heard… because I am a SN, I 
have the lowest rank. The CE and RN sometimes overtake a bit, they 
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are in a powerful position so that is a lot of listening to do. And you 
are being more reactive to what others want of you, rather than what 
you want for yourself. (SN03) 

When our CE would come in, we would be doing something and then 
she would go, “I need to speak to you”. She got what she wanted… 
then she would leave, and our RNs would come stating, we need this, 
or we need that. (SN08) 

Data from SN stakeholders suggest some stakeholders prioritise the needs of the CE 

and RN over the needs of the SN. At the same time, the SN-RN relationship is seen as 

being pivotal in successful learning experiences for SNs who believe that they must 

follow the lead of the CE and RN. Because the SN wants to keep the CE and RN happy, 

they often accept guidance about how and when to collaborate with the other 

stakeholder in any given interaction. Guidance is influenced by several values and 

beliefs which underpin stakeholder relationships, including rapport, trust, and respect. 

Notions related to these are discussed in the following paragraphs, starting with the 

notion that ‘rapport matters.’  

Rapport Matters 

Several values underpin stakeholder relationships, one of which is the value of building 

rapport between stakeholders. Rapport can be defined as a positive relationship which 

develops through regular interaction between two individuals (Delos Reyes & Torio, 

2021). Rapport is more than just getting to know the other stakeholders. Developed 

through open communication, rapport creates a comfort in the relationship that helps 

to allay the negative emotions previously discussed. Rapport is about establishing a 

mutual understanding of how stakeholders are going to work together, creating a 

metaphorical space for communication between stakeholders, both in the current 

moment and future interactions.  

I mean they are not going to come and tell you that there is 
something the SN’s doing well, or not doing something well, if you 
have not got a relationship with them. (CE08) 

It is a lot easier to get to know the SN, build a good rapport and be 
comfortable with them over time. With all SNs I try and openly 
communicate from the get-go, discuss how they learn, how they 
prefer me to teach… obviously open communication again. That is 
easier said than done when you are a SN, but if you are able as a RN, 
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CNM or CE to provide therapeutic communication and gain a good 
rapport with the SN, I believe you would see the SN excel as well. 
(RN05) 

Rapport enables openness between stakeholders wherein communication is expected 

to be open and clear. Such communication seems, at times, to be intuitive between 

stakeholders who have previously built rapport.  

I had had conversations with that head RN on lots of occasions. We 
already had some form of professional understanding of where she 
was coming from and for my subsequent SNs, I would go to her and 
ask, what do you think? She would say, “fab, great, cool”. That is 
literally all I needed from her. That told me all I needed. They are 
communicating well; they are working really well. We had almost got 
down to a shorthand because I understood what she was like. (CE09) 

It is evident that while stakeholders value having rapport with other stakeholders, such 

rapport is dependent on whether trust has developed in the stakeholder relationship.  

Trust Matters 

According to Dinç and Gastmans (2012), trust is a process which can be characterised 

by “an attitude relying with confidence on someone” (p. 223). Trust can be considered 

from two perspectives; firstly, that the stakeholder has trust in other stakeholders, and 

secondly, that the stakeholder themselves is trustworthy. Initially, most stakeholders 

hold a default position of trusting others until such time as there is reason not to.  

It is a bit of dichotomy because you can only spend so much time with 
a SN at the bed space. You cannot spend all eight hours with them. 
You really have to trust the RNs on the wards to actually do some of 
that teaching. (CE08)  

I just start off with a base level of trust and then it is not something I 
necessarily test but it is something that either gets chipped away at 
when I see concerning things happening, like not reporting to me 
about observations or not asking appropriate questions. Or it is built 
on. I do not necessarily test it as much as it is just something that is 
gauged based on past experiences. (RN03) 

Trust in others enables stakeholders to ‘take a back seat’, revealing a more passive 

approach to collaboration. This is exemplified when the RN allows the SN to take 
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control in clinical practice; to practice independently without direct supervision rather 

than the SN needing to shadow the RN.  

You will have some RNs that like to micro-manage and are not happy 
to let the SN lead and take a bit of control. Whereas others are a lot 
more trusting and happier to let them go and stand back. Perhaps 
just a personality thing as well. (CE03) 

While CE03 believes trust is related to personality, CE06 believes this ‘back seat’ is 

more likely to happen when the RN is more experienced. CE06 believes that more 

experienced RNs have a greater ability in assessing the risks associated with handing 

over control to the SN.  

I think it all comes down to the level of experience of the RN. As far as 
the SNs go, I find the more experienced RNs will let them do a little bit 
more because they have got their own experience. They have got a 
bigger, broader experience to call on. They know the potential of 
what can happen here. (CE06) 

There is also the belief that during the process of handing over control, RN trust in the 

SN is reinforced. For some SN stakeholders, this default position of trust is less overt, 

because they feel that they must constantly prove their trustworthiness.  

I think by the time I reached my third week I kind of gained a bit of 
trust from all the RNs. It made me feel good the more tasks they gave 
me; they must actually think I am capable of doing these things… the 
more tasks they gave me I took that as a compliment, they trust me 
to do these certain tasks by myself. (SN06) 

I did not have to start on day four with just asking to do obs again 
because they did not trust me with anything else. (SN05) 

A variety of behaviours helps to build trust in the relationship. This include previous 

positive experience with other stakeholders, the appearance of being confident, and 

having overt expectations of others, along with going above and beyond those 

expectations. For one SN stakeholder, trust is developed through honesty in the 

relationship. RN03 concurs that honesty is important, elaborating that trust is 

developed when they can rely on support from the CE, that the CE will follow up when 

given feedback about an SN. 
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Trust I think is the most important one. Trusting that the clinical 
tutors are going to do something if we have concerns, that they are 
going to be there to help us… the trust in the SN and hopefully the 
trust that both parties have back with us. Open communication and 
honesty I think are important because no one benefits if you are not 
telling the truth about a situation. (RN03) 

However, trust in others as a default position is somewhat fragile and can be lost very 

quickly in the relationship. CE08 believes that breaches in trust negatively impact the 

collaborative relationship.  

It is hard when you break people’s trust. If there is something going 
on and I find out about it through other sources and not from them, I 
will be very upset and concerned. (CE08) 

For CE stakeholders, trust represents credibility; that they have validity in their role as 

a CE and can, therefore, be trusted in the collaborative relationship. This belief is 

reinforced by one SN stakeholder who indicates that trusting the CE’s intentions are 

positive helps to develop respect for the CE which, in turn, leads on to the notion of 

‘respect matters’. 

Respect Matters 

 Respect is a core requirement of interpersonal communication and collaboration 

which reflects an openness, shared focus, and comfort with others (Croker et al., 

2014). It can encompass “intentions, attitudes and behaviours towards people”, 

related to differences between people and innate value for human beings (Levett-

Jones, 2014, p. 245). Respect can be considered from the perspective of respect for 

others. Respect needs to be both earned and demonstrated between stakeholders, 

expressed through the behaviour of the individual stakeholder towards other 

stakeholders. According to one CE stakeholder, respect includes that shown by 

patients and the CNM, where everyone has equal status irrespective of their role in the 

relationship.  

While there is a respect for individuals who have equal status, stakeholders in this 

study emphasised respect for the RN stakeholder. Recognising the complexity of the 

RN role and the competing expectations placed on them in clinical practice helps CE04 

to respect their RN stakeholders. 
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Something that I think is essential is really acknowledging and 
respecting staff time. There is this assumption we just stroll on in 
there, grab them and pin them down, ask questions and then stroll on 
out again. I always say, “I really appreciate your time, I respect you 
are busy and I value your feedback”. I think that is validation of what 
they have to say matters. Rather than just assuming it is my right for 
them to spend time talking to me. They are busy and I think that 
needs to be acknowledged so that we are not another impediment to 
their day or another burden to do and tick off. That works well for me. 
I think that it is just respect. (CE04) 

Likewise, one SN stakeholder recognises RNs as nurse experts, thus respecting them as 

role models. SN11 concurs suggesting that when RNs explain what they are doing and 

why to the SN, it enables the SN to develop trust and respect in the RN. RNs who role 

model a high standard of nursing practice are inspirational for SNs.  

Just seeing the work that they do, what we got taught, like nursing 
ethics and all of that stuff. Witnessing it. The RNs that I had, followed 
protocols, and made sure they are going back and double checking. I 
had one Level 4 RN, even though she is Level 4 she still goes back and 
double checks everything to make sure that she is doing everything 
correctly, which was really good to see… Good role models, that even 
though you are at that level does not mean that you know everything, 
you still go back and that was really good to see. (SN11) 

While the SNs sees RNs as experts in practice, there is the potential for this expertise 

to be undermined when the RN does not model high standards of practice; thus, 

potentially constraining collaboration between these stakeholders.  

Although both the CE and SN cohorts acknowledge the value of respect in the 

stakeholder relationship, there was limited evidence that the RN stakeholders similarly 

value it. One RN stakeholder believes respect is earned when RNs act as role models 

who support SNs in developing their practice; but first, SNs need to respect and value 

the learning opportunities provided in clinical placement. However, CE06 notes that in 

the early phases of the relationship, RNs have the responsibility for establishing 

respect in the RN-SN relationship. This begins with how SNs are welcomed on to the 

ward.  

Sometimes a negative thing for the SNs is they will go the ward and 
the ward is not expecting them. Not that they should be there with 
open arms welcoming them, but it would be quite nice to know that 
they are acknowledged. (CE06) 
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Being acknowledged by the RN sends the message to the SNs that they are a legitimate 

part of the clinical setting. There were concerning reports in the data that RNs 

presented the opposite when SNs arrived on the ward. 

I think it would be good too before going into placement if the RNs 
are expecting us, to get the RNs put their hands up, to be happy to 
take an SN on because sometimes during our handover your CNM will 
be like, okay, you are going with them, and then the look on the RN’s 
face is, oh! (SN06) 

Yeah, the RN would roll their eyes. They would be like, oh man, a SN, I 
do not want a SN. (SN07) 

When RNs overtly express a lack of desire to work with the SNs, SNs feel unwanted 

and diminished, thus preventing effective collaborative relationships from developing. 

There is a sense that some RNs view the SN as an ‘interloper’ or guest on the ward. SNs 

want the other stakeholders to support them and demonstrate a level of respect for 

where they are on their learning journey. While stakeholder relationships can start 

with some level of trust, respect seems to develop over time, when there is a knowing 

of other established through working together on a more continuous and consistent 

basis. 

Continuity and Consistency Matters 

Notions related to continuity and consistency in the relationship between stakeholders 

are valued by all participants. Continuity can refer to working with the same person or 

people over a period of time (Jansson & Ene, 2016). When stakeholders work with 

each other on a continuous basis, the previously discussed notions of rapport, trust, 

and respect develop with greater ease, resulting in more effective collaboration 

between stakeholders. For example, one CE stakeholder values being assigned to the 

same clinical wards each semester. Likewise, one RN stakeholder values having the 

same CE assigned to their ward each semester. Yet, it seems from the data that there 

is limited continuity in the stakeholder relationship, especially from the SNs’ 

perspective. 

That chopping and changing, I think I worked with about 8 different 
RNs across five weeks, one day on, one day off. They work completely 
different and it really throws you off. You get on the floor and it looks 
like you know nothing because you are like, oh what do you want? 
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You are just trying to please everyone rather than actually learning. 
(SN07) 

The tricky thing is though, what do you do when you have got a 
different RN all the time because you cannot have that consistency 
that they know what page you are on right? I know it is good to learn 
from different RNs and maybe once I had the confidence that would 
be cool. I feel like I would have benefitted from having the same RN 
right through who knew where I was at, could help me build up…. 
Certain RNs would be like, you can do that, and other RNs would be 
like, what are you doing? And if it meant they did night shift, you did 
a night shift, you just crack on because you had that consistency of 
learning. (SN05) 

Continuity in the stakeholder relationship enables more consistent relationships and 

expectations to develop. Establishing consistent expectations, especially related to 

level of practice for SNs as they are learning, reduces the mixed messages SNs receive 

about nursing practice. As SN05 suggests, stakeholders would all “be on the same 

page”. Consistency established through continuity enables more effective 

collaboration to occur, resulting in a deeper level of learning for the SN because they 

are not starting from the beginning each time they work with a new RN. SN05 clearly 

recognises the potential benefits of continuity and consistency to their development. 

Working closely with other SNs enabled some SN stakeholders to see first-hand the 

beneficial outcomes of SNs working with the same RNs more frequently. One SN 

stakeholder had the unique experience of working with a limited number of RNs over a 

five-week placement, with one main RN being identified as the stakeholder they 

worked with most often. A good working relationship developed between this SN and 

the RN which promoted a comfort with each other. Yet, there is also some benefit to 

working with a greater variety of RNs.  

Lack of continuity in the SN-RN relationship can mean that SNs are working with RNs 

who have different expectations, while also caring for different patients, adding yet 

another layer of complexity to SNs’ clinical learning. One RN stakeholder identifies that 

when the CE enters the SN-RN relationship, further complexity occurs. A variety of 

factors contribute to this complexity, including a lack of consistency in expectations 

between the CE and RN, along with different approaches to stakeholder interactions. 

Some CE participants see a disconnect between what the university expects of SNs and 

what the clinical environment expects of them. This is supported by SN04 who 
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experiences a lack of alignment between what the CE expects of the SN and what the 

SN is doing in clinical. For SNs, the lack of consist expectations results in a perception 

of unfairness. 

Even if the RNs themselves do not want to do full respiratory 
assessment they should be encouraging the SNs to do it because if 
you do not listen to good chest, bad chest, in between chest, you do 
not have any idea what is going on. If you get to the end of the 
degree and you only do a full respiratory assessment because the CE 
wants to see you do that, but the rest of the time the RNs do not 
bother or does not want you to do it, I think it is very unfair on the 
SNs. (SN04) 

This statement suggests there may be variability in the practices of stakeholders, 

adding to the lack of consistency. Variability between stakeholders is a cause for 

confusion and frustration for SNs; yet it could be a valid reason for stakeholders to 

collaborate more effectively in order to achieve similar expectations. While there is 

some acceptance that there will be some lack of consistency of expectations between 

universities, it is noted that there is variability in expectations even from CEs who 

come from the same university. One CE stakeholder believes that collaboration aimed 

at developing greater consistency in expectations may result in more positive 

outcomes for SN clinical learning, so long as there is agreement between stakeholders 

that the expectations are realistic and authentically reflect nursing practice.  

To achieve greater consistency amidst the variable circumstances in which 

stakeholders work, both SNs and RNs try to find someone to collaborate with on a 

more continuous basis. For the SN, this can be the CE because the CE is the one person 

who meets the SN more regularly, albeit intermittently, throughout their clinical 

placement. For the RN stakeholders, it may be the CNM.  

Sometimes I ask our CNM, is it okay if I could ask the SN to do this, to 
do that, confirming what they need to be doing in the ward because 
we have different SNs coming from different schools and they have 
got different, and not so different policies but, you can see there is 
some difference. (RN04) 

Confirming what the SN can and cannot do with another stakeholder seems to be a 

dominant concern for most RNs. The irony here is that general expectations of SNs do 

not change much from year to year, thus raising questions about the basis of this 
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concern. Perhaps there is an unrealistic expectation that stakeholders can somehow 

attain some level of consistency in expectations within the variability of nursing 

practice. Having consistency in expectations negates the valuing of differences within 

individual stakeholders. RNs who questions a SN’s level of practice may reflect the 

greater value that individuals matter; therefore, the RN reaches out for a collaborative 

interaction in the hope of ascertaining the individual SN’s level of practice. This is 

further explained under ‘interactions matter’. 

Interactions Matter 

The final notion that underpins the interrelated dimension of the relationship, 

highlights that stakeholders do not function independently. Rather, they seek to 

connect with others through stakeholder interactions. Findings from this study 

highlight that there are two main approaches to collaborative interactions: formal and 

informal. 

One of the first questions asked in the focus groups and individual interviews was: Tell 

me how you interact with the other stakeholders. Currently, most collaborative 

interactions occur in an informal way, with one SN stakeholder describing such 

interactions as ‘quick chats’. Often collaborative interactions are one-on-one between 

two stakeholders, reinforcing their informal nature. Interactions begin before the SN 

commences their clinical placement, with the CE connecting with the SN and CNM 

individually, often through email although sometimes through an unscheduled visit to 

the ward to meet the CNM in person. The intention of these early informal interactions 

is to establish clear expectations among stakeholders and to decide how stakeholders 

will work together.  

I tend to do an electronic introduction before we actually meet each 
other one on one, make sure we all understand what our roles are 
and how we need to be working together. Two separate emails, one 
to the SN and one to the CNM. Then when I am on the ward, we meet 
one on one. Normally I meet with the SN first, but I always make sure 
I am introducing myself to the CNM and the RNs. (CE05) 

For the SN stakeholders, early interactions are aimed at getting to know and 

appreciate one another. Valuing the RNs’ and CEs’ knowledge enables one SN 

stakeholder to initiate early interaction. While developing a positive working 
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relationship with these stakeholders is important, the hidden message in these 

interactions is that developing their own practice as a SN is a priority. One CE 

stakeholder supports the need for SNs to be proactive in their early interactions with 

RNs, empowering the SN to inform the RN of the SN’s level of practice. Early 

interactions also improve the visibility of the SNs as stakeholders. Findings from this 

study showed that for some stakeholders, SNs are not visible as stakeholders.  

For me it is going back to the same things. It is that open dialogue. 
Both parties have a voice, both parties have a space where they are 
expected to hear each other’s point of view and to share. There is a 
platform to enable that to happen. Because I think that would reduce 
the possibility of a ‘them and us’, more of a ‘we’… because I feel our 
job is to, where necessary, to advocate for the SN. I always try and 
have the SN self-advocate as the primary option, so they learn to 
speak for themselves with support. If that is not doable and there is a 
challenge, I will advocate for them. So, I kind of see that we are a bit 
of a combined unit in some respects. (CE02) 

When CE02 was questioned about using ‘both parties’ because the identity of the 

parties was unclear, it became evident that ‘both parties’ referred to CE and RN; that 

the SN was ‘represented by’ the CE. I was concerned about the visibility of the SNs as 

stakeholders because the first question I had asked was: “Who do you interact with to 

support undergraduate SNs in the clinical setting?” While some CE and RN 

stakeholders identified the SN, there were occasions when prompting was required. 

When questioned about this, there was an assumption that if there is no SN, then 

there is no need for the CE. For RN stakeholders, there was some acceptance that the 

SN is considered ‘automatically’ or ‘subconsciously’. The RN ‘automatically’ interacts 

with the SN and does not ‘consciously’ think about this interaction. It is possible that 

daily informal interactions contribute to this casual, almost unconscious approach to 

collaborative interactions between the RN and SN.  

For CE stakeholders, interactions with the SN and RN tend to occur weekly. Visits to 

the ward are not usually scheduled. Rather, visits from the CE occur spontaneously and 

are unpredictable for the SN and RN, because the SN and RN do not know when to 

expect the CE. Sometimes CE stakeholders sense they are not really welcome on the 

ward, reflecting their position as an interloper. Although they should be visible to 

others, CEs should not disrupt ward function or add to the RN’s workload.  
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Maybe the CNM thought that I was just flying in and flying out like 
this swan that just makes a presence because they must, and then 
leaves. Whether or not that has been the case with other CE I am not 
sure… I think it was more they had an assumption of my role as being 
non-engaged perhaps. (CE02) 

Everybody is so busy and there is that perception. They know who I 
am, I always say hi, I am the CE for SN B. But, you know, I am aware 
they are running, so it is literally 30 seconds in the corridor. And 
sometimes the RN says, “I am going to go and give this medication, 
come with me, I will talk while I give this medication”. I know that I 
have the length of the corridor to get some information about my SN. 
But then I think, there is a symbiotic kind of relationship, I will do my 
bit and look after my SN, and part of my job is to stay out of your way 
because you have them for 8 hours. I will take up this amount of your 
time because you actually have my SN for this amount of your time, 
and I will kind of stay out of your way. (CE09) 

This excerpt provides a good example of how the stakeholders’ perceptions of others 

can impact the other stakeholders’ behaviour. The messages of busyness constrain 

collaboration between these two stakeholders. An outcome of this assumption may 

also be that the CE does not value what the RN has to say about the SN; therefore, the 

RN may not share valuable feedback with the CE. Findings from this study highlight 

that stakeholders value open communication between stakeholders, yet their 

behaviour, however unintentional, also constrains collaborative communication and 

interaction.  

While most interactions between stakeholders are approached informally, there are 

times when more formal approaches are used. One CE stakeholder uses a formal 

approach when they do not know the RN or CNM. CE01 recognises that a formal 

meeting with the RN at the start would help to establish expectations of each other.  

I would like to formalise my meeting with RNs a little more so that we 
have time to discuss things. So that there is certain amount of time 
allocated for us, that would lead to discovery of information around 
the SN that we generally may not be able to grab in that visit. Often 
with SNs who are not performing so well, I would have spent a lot of 
time with the SN. Then again, it becomes a bit tricky trying to spend 
more time with the RN. So, a formalised meeting maybe. (CE01) 

Use of a formal approach to interactions signals that all stakeholders value the time 

required to collaborate effectively. Time is required to get to know each other, develop 
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rapport, trust, and respect. Time is also required to share expectations of each 

stakeholder role. Furthermore, time is necessary when either the RN or CE stakeholder 

has concerns about a SN’s clinical progress. In these instances, while formal meetings 

usually involve the RN/CNM and CE to start with, additional time is needed to include 

the SN in the interaction.  

Formalisation of interactions is a way of validating the time required by stakeholders if 

interactions are to be collaborative. However, there are both positive and negative 

consequences in setting up regular collaborative interactions. Some of the positives of 

formal collaborative interaction include SNs spending more time with the CE and 

knowing exactly when the CE is going to arrive to work with them. Being able to plan 

for the CE visit helps to reduce the SNs’ anxiety about not knowing when the CE will 

arrive and gives them time to plan for the CE’s assessment of them in practice. 

However, a formally arranged collaborative interaction can also be seen as intimidating 

by the SN.  

Well from the SN’s perspective, you have got the two people that you 
are trying to please, that you are trying to come up to scratch to, 
because they are measuring you, they are in control, well they have a 
large say in whether you pass. So that might be intimidating to have 
both of them sitting there in a room with you. (SN01) 

Recognising that the RN stakeholders are busy in clinical practice caring for patients, 

while also precepting the SN, means that allocating a specific time to meet formally for 

collaborative interactions can be challenging. Additionally, the lack of consistency in 

how RNs are working with each SN, means that setting up formal meetings either prior 

to SNs commencing in clinical or during the SN’s placement is almost impossible. 

Factors in the acute clinical context enable and constrain stakeholder collaboration. 

These factors are discussed in the following chapter. 

People Matter in a CAS 

Within a CAS people matter because they are independent agents who have the 

capacity to self-organise within a stakeholder relationship (Brand et al., 2015). Self-

organisation stems from the interrelatedness and distributed control between 

stakeholders. This means no individual stakeholder operates in isolation. Instead, even 
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if they wish to practice independently, these individuals still impact other stakeholders 

in the same clinical context.  

When a RN stakeholder is guided by order generating rules of valuing rapport and 

trust, they make the effort to interact with the SN at the start of the shift, to show 

interest in the individual SN which helps to build connection in the relationship. 

Likewise, the SN will engage in this interaction when they are guided by their respect 

for the RN role as an expert practitioner, perhaps demonstrating an attitude of being 

proactive in their learning. CEs may demonstrate their alignment with these order 

generating rules by getting to know the RNs through regular visits to the ward, and 

respecting the tension the RN may feel in trying to balance their roles of patient care 

and SN supervision. At the same time, the CE takes time to understand the SN’s 

learning needs, recognising the emotions that the SNs may be feeling as they embark 

on a new clinical experience. Such actions help the SN to develop trust in the CE. These 

behaviours reflect the various order generating rules through a valuing of their 

responsibility as individuals towards the relationship, wherein they have made a 

conscious choice to engage and interact with others in a positive way. The positive 

behaviour of one individual evolves in response to the behaviours of others.   

Conversely, other stakeholders may not reflect these notions in the same way and 

instead be influenced by different order generating rules. RNs may actively choose to 

not work with students or CEs because they lack confidence in this role. Furthermore, 

they may value the responsibility they have towards patients over their responsibility 

to support development of the next generation of nurses. This decision highlights the 

CAS principle related to distributed control because, despite the NCNZ competencies 

requiring RNs to support SNs, the RN maintains control over how they wish to interact. 

In this instance, their overt behaviours reflect an attitude that lacks a valuing of 

connection, rapport, and respect. This may occur in an unconscious way. I would hope 

that no RN would knowingly project negative emotions towards working with a SN. 

However, it is clear from the findings that this can occur and, to some degree, it is 

treated as accepted behaviour. Unfortunately, in this moment, the SN views the RN’s 

behaviour as reflecting a negative attitude towards them as an individual. The SN is 

likely to experience emotions of fear and/or stress, and they may believe that this RN 

is not trustworthy. While there is not a direct working relationship between these two 
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stakeholders, they are working in the same team, within the same environment, 

resulting in constrained behaviour from the SN. The SN will be less likely to want to 

interact with RNs who project such negative order generating rules, because they will 

be making negative assumptions about the RN.  

In a CAS, the above examples of order generating rules also reflect an attractor 

pattern. We understand that when individual stakeholders are confronted with 

negative attitudes or a lack of trust or respect, the pattern of behaviour likely to 

emerge is for others to withdraw or make untoward assumptions about the other. This 

can result in stakeholders being less likely to engage, therefore unlikely to collaborate. 

Conversely, when individuals reflect positive order generating rules, then a positive 

attractor pattern is established. Stakeholders are drawn into each other, enabling 

collaboration to commence and continue through a reinforcing feedback loop. That is 

not to say that order generating rules create dichotomous situations. Rather they can 

change and be reprioritised, with adaptations reflecting the variations in context at any 

one time. In turn, these experiences continually evolve and contribute to a sensitivity 

to initial conditions. They set the scene for future interactions which has the potential 

to influence the environmental factors covered in the following chapter.   

Conclusion 

Chapter six has outlined two interrelated dimensions of ‘the individual(s)’ and ‘the 

relationship’. Notions relevant to each of these interrelated dimensions have been 

discussed to show how stakeholders as people matter within the complexity of 

stakeholder relationships in clinical education for undergraduate SNs. Understanding 

how people matter within a CAS, helps understanding of how collaboration can be 

enabled and constrained. Identification of the dominant order generating rules shows 

how stakeholders and the system itself, self-organises. Collaboration between 

stakeholders begins with people, and includes the environment and context in which 

people collaborate. Chapter seven explores the context by discussing the interrelated 

dimensions of ‘nursing practice’ and ‘acute care environment’, along with the notions 

relevant to each dimension.  
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Chapter 7  CONTEXT MATTERS 

Introduction 

Chapter seven explores two further interrelated dimensions that contribute to the 

creation of the collaborative context— ‘nursing practice’ and the ‘acute care 

environment’. Both these dimensions, highlighted in red in Figure 4 below, focus on 

the contextual factors that influence where and how collaboration occurs between 

stakeholders; hence the title of this chapter, ‘context matters’.   

Figure 4: The collaborative context: Interrelated dimensions related to context 

The Individual(s)

The Relationship

Clinical Practice
Acute Care 

Environment

Clinical Education

THE
COLLABORATIVE 

CONTEXT

Further notions within each of these two dimensions, which can either enable or 

constrain collaboration, add to the complexity of stakeholder relationships. These are 

identified in Table 5 and will be discussed in this chapter.  
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Table 5: Interrelated dimensions – notions that matter in nursing practice and acute care 

environment 

Dimension 3 Notions Dimension 4 Notions 

Nursing 
practice 

Safety & accountability 
matters 

Acute care 
environment 

Culture matters  
Leadership matters 

Workload matters Safe learning space matters 

Contribution matters 

Future of the profession 

matters 

Nursing Practice 

Nursing practice involves the act of caring for patients within a clinical setting, along 

with a myriad of other related tasks and skills. Caring for patients experiencing acute 

illnesses can have associated risks. To reduce these risks, stakeholders prioritise safety 

in nursing practice. This includes safety for the patient and for the RN, the SN and the 

CE. A contributing factor impacting the ability for stakeholders to be safe in nursing 

practice is their workload, particularly for the RN. Working with a SN may, at times, 

increase the RN’s workload. SNs can make a positive contribution to patient care and 

the RN’s workload; however, there needs to be some reassurance that this 

contribution is beneficial to both the SN and RN, with the SN remaining supernumery 

and focused on learning rather than being viewed as an ‘extra pair of hands’. Safety of 

the CE also needs to be considered because they are sometimes seen by clinical staff 

as ‘interlopers’ or unwanted guests on the ward, putting the CE in a difficult position 

with the RN and CNM and potentially negatively impacting the collaborative 

relationship between stakeholders. Collaboration between stakeholders that maintains 

the focus on SN learning, while balancing both workload and safety, ensures that the 

SN is developing competency in nursing practice. Recognising the roles stakeholders 

have in ensuring the future of the profession is vital because the intention of the 

stakeholder relationship is to develop competent nursing graduates who will become 

professional colleagues. The following paragraphs explain the notions associated with 

the third interrelated dimension of ‘nursing practice’, beginning with the notion that 

‘safety and accountability matter’. 
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Safety and Accountability Matter 

The safety of everyone, including patients, is a priority for all stakeholders. Safety is 

important from two perspectives: keeping others safe and keeping oneself safe. A 

dominant finding in this study is that stakeholders value the safety of patients in 

nursing practice. While this value influences how and when stakeholders collaborate, it 

can result in collaboration for SN learning being constrained or perceived as less of a 

priority. However, RN03 highlights that collaboration which focuses on patient safety 

can also provide a learning opportunity for the SN.  

For one SN there were real safety concerns. The SN was not informing 
RNs when patients’ vital signs were outside of normal parameters. 
Obviously, RNs followed up and just kept an eye on the SN, waiting 
for the SN to tell them but the SN did not. It happened with me on a 
particular day. The patient was really deteriorating. I knew it was 
happening and was doing things in the background, waiting for the 
SN to notice. I was mentioning things and the SN was not clicking. So, 
I took them aside and I said, “look, this patient is really unwell and if I 
had not been paying attention then this could have escalated really 
quickly, it could have gone really badly”. The SN was not seeing it 
necessarily as a teaching moment. Maybe it was the way I phrased it. 
I was probably a little bit frustrated. The SN just got very defensive 
and called the CE. The SN said they felt like they were being attacked. 
The CE came in and sorted the situation. The CE did not take sides but 
understood where I was coming from. I do not think the SN 
necessarily took away from it what I wanted them to, whether or not 
it was because I did not necessarily express myself well or they just 
did not understand what was happening, I am not sure. (RN03) 

This example shows that RN and CE stakeholders see the potential risks for patients, 

something not always apparent to the SN. However, some SNs are aware of these risks 

and can prioritise patient safety. For example, in the following excerpt SN04 describes 

a time when they detected patient deterioration before the RN. Despite the RN 

discouraging the SN from doing more comprehensive assessment, the SN, driven by 

their value of prioritising patient safety, reassessed the patient and found evidence of 

deterioration.  

I said to the RN I was with, “look the patients really not well”, and the 
RN says, “but her vital signs are not bad at the moment”. I said, “well, 
I am going to do another set in 20 minutes”. The RN says, “but there 
is no need, the patient is fine, just do it at our set times”. I responded, 
“no, I am going to do it because I am not happy with what is going on 
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here. I am going to do a full respiratory assessment”. The RN said, “oh 
there is no need”. Long story short, that patient ended up with their 
next vitals outside of the normal. (SN04) 

While patient safety is a priority for most stakeholders, the safety of other 

stakeholders is also considered when collaborating with each other. Safety of the RN 

and their ability to maintain their registration to practice is at the forefront of RNs’ 

thinking. While RNs are supervising the SNs practice, they are fully aware that ultimate 

responsibility for patient care rests with them, thus they are also accountable for the 

SN’s nursing practice. 

But we are in the healthcare system, you do not want to get to the 
point, that ‘teach you a lesson’ moment. I do not take that risk… I 
worked really hard on my registration… SNs, they do not have a 
registration, it is yours. I do not want to take that gamble. I would 
rather be the bad guy. (RN01) 

The planning, notes, that is what I leave them to do, and 
observations. But other tasks I am with them all the time because 
some errors you cannot undo. (RN04) 

It is clear from these examples, that safety concerns about the SN’s practice can 

constrain collaboration because of the RN’s accountability for patient safety. 

Professional accountability in nursing practice reflects the ideals and standards held 

within nursing (Chesterton et al., 2021) and is defined by NCNZ (2012) in terms of 

“being answerable for your decisions and actions” (p. 43). An adverse impact of RNs 

taking accountability may be that it limits opportunities for SN learning. However, RNs 

can collaborate in a way that enables the SN to take some risks and thus be given 

learning opportunities. RN07 recognises that it is through making some mistakes that 

learning occurs.  

I feel that SNs are an investment to have in our workplaces because 
they are our future RN colleagues. It is in the best interest of the SNs, 
RNs and the public that these SNs get the best learning opportunities, 
that they have the opportunities to practice, to make those small 
errors, to ask questions that might be completely off point. It is their 
opportunity to refine all of that and make the mistakes, say the silly 
things, before they become registered. I believe that we have a 
responsibility to make sure those opportunities are offered. The SN 
has got three years to learn to take responsibility without having the 



105 

stress of that ultimate accountability because it is the RN’s signature 
at the end of the day. (RN07) 

RN07 seems to be comfortable taking accountability for any errors that the SN may 

make as they develop competency in nursing practice. This may be because the RN 

accepts that they have a responsibility to support SNs in accordance with the NCNZ 

competencies. However, errors in the SN’s practice can adversely impact safety for 

both the patient and the RN. Such errors occur on a continuum. At one end of the 

continuum are ‘small errors’ which have lower associated risk. At the other end are 

more ‘significant errors’ with higher risk which cannot be rectified. When RNs 

collaborate with the SN and CE, they need to find ways that accept the SN may make 

‘small errors’ while learning, yet keep the patient and RN safe. At times, the safety of 

the SN is also considered. 

At least 80% of my SNs do not have the confidence to say, “I should 
not be doing this”. But if they say, “well my CE wants me to focus just 
on two patients” then they feel safe. Because it is not them being 
weak or not performing. They can blame me. (CE02) 

I always put myself out there. I always ask. I am probably sometimes 
annoying to them, but I will ask a million questions. I will ask if I am 
semi sure, if I am unsure, even sometimes when I am confident, I will 
still double check. Especially if it is something new to me or something 
I have not done often or I have not done it for a while, I will still ask… 
Safety is something very important… because I think no question is a 
stupid question. But also, how can you get better if you do not ask 
questions? (SN04) 

These excerpts show that SNs are vulnerable and at risk of making errors while 

developing their nursing practice. In order to keep the SN clinically safe, both the CE 

and RN stakeholders see their role as being that of a protector for the SN. One CE 

stakeholder refers to SNs needing to be ‘looked after’ by the RN because the CE cannot 

be present every moment the SNs are in clinical. Likewise, one RN stakeholder refers 

to RNs needing to take SNs ‘under their wing’. While the RN stakeholders take 

accountability for keeping the SN safe, CE09 shows that the CE also plays a key role 

keeping the SN safe. 

I do say to my SNs, “yes, I pass or fail you, but I am also here to 
support you, encourage you and protect you. If there is a problem or 
you are having a problem with anybody, if anybody is not treating 
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you very well, tell me about it because that is also part of my role to 
make sure you have the best learning environment”. I am very 
protective; I am very mother hen about them absolutely. (CE09) 

Establishing boundaries in the SN’s nursing practice, as well as boundaries in 

professional relationships, are strategies used to maintain safety. Knowing the SN 

capability enabled one RN stakeholder to place limitations on what they allowed the 

SN to do. This kept both stakeholders safe. However, sometimes the actions of others, 

including patients, creates risk. In these situations, the SN may not yet have the skills 

to manage the behaviour of others, so they require the CE or RN to advocate for them 

and establish boundaries to keep the SN safe. 

The SN was in pre reg and I came in to find a patient harassing her for 
her phone number… he kind of started to joke about it, but the way 
he was touching her. She was taking his blood pressure and he was 
trying to hold her around the waist. Kind of pull her in. And she was so 
lovely. She was just trying to back that part of her away. I just came in 
and got this immediate picture and thought, oh that is all shades of 
wrong… I took my SN away and got her to tell me what the situation 
was. I then went straight to the CNM and said, “if your patient 
complains this is what I have done… I am really sorry, but I told the 
patient off. I told him it is completely inappropriate to ask for phone 
numbers, and to not ever touch my SNs again. (CE09) 

Setting clear expectations in the stakeholder relationship is another way to promote 

safety for the SN and, in the example above, the CE too. Recognising that the CE is only 

on the ward intermittently, CE09 felt the need to inform the CNM of their interaction 

with the patient, taking accountability as well as protecting the SN. Furthermore, when 

there is a lack of clarity regarding expectations of SNs practice, the SNs may be put in 

situations wherein they work beyond their level of practice.  

Lots of pressure to administer intravenous (IV) medications. We 
cannot administer IV medications, but SNs from another institute can. 
The RNs say, “Just do it, I will not tell anybody”. I cannot do it and 
that is quite an awkward position to be in, and kind of weird. (SN05) 

SN05 recognises the inherent risk and feels reluctant to follow the RN’s instructions. 

Yet, the ultimate aim is the development of SN competency in practice. Finding that 

balance between knowing what the student can and cannot do with what they need to 

be doing to develop competence can be challenging. Competent nursing practice 
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reflects safe nursing practice. However, stakeholders are also aware that there are 

other factors within nursing practice, such as workload, that impact both safety and 

collaboration, hence the notion that ‘workload matters’. 

Workload Matters 

The work of the RN is recognised by all stakeholders as complex and can be measured 

to some extent as workload. Nursing comprises more than just performing tasks. It 

includes a variety of skills; application of knowledge and critical thinking, along with 

the relational and emotional work of caring for patients. RN stakeholders recognised 

that patient care needs must be met alongside their teaching role with SNs. Data 

showed that RNs valued efficiency and time management in nursing practice. SN 

stakeholders valued the time it takes to provide patient care. However, from the CEs’ 

perspective, it would seem that most interactions between stakeholders focus more 

on the practical aspects of nursing practice than on SNs’ development of competency.  

The RNs seem to know when an SN is not meeting the standard. But 
when you have those conversations and you start picking it apart it is 
more that the SN is not doing the task or the skills in a timeframe, 
rather than linking them to the actual competencies… perhaps we 
could be more collaborative with our communication with the RNs, 
but it is a time factor as well, the RNs do not always have a lot of time 
to have that conversation with us either. (CE06) 

A thing that I hear with every group of SNs is, “we do not get enough 
time to sit down, take it all in, read a file and write some notes. You 
feel like you have to be on the floor, you have to be doing something 
and that somehow doing something makes you a ‘real RN’”. I come 
along and go, “no, what makes you a real RN is thinking. It does not 
matter how many tasks you can do; it is the thinking”. They do not 
get time to think and they are not encouraged to think. (CE09) 

Interacting with SNs and CEs is generally viewed by stakeholders as being additional to 

the clinical workload of the RN’s nursing practice. However, one CE stakeholder points 

out that precepting is within the RN’s scope of practice, so should be considered within 

the workload of the RN. Findings from this study show that this is not the case. RN01 

highlights RNs are sometimes given a SN to work with when the RN has a higher 

workload, because the SN is perceived as ‘an extra pair of hands’. This experience is 

reinforced by CE09.  
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From what I have seen, there is more of pairing the SN with the RN 
that needs help with her load. I have had a few disagreements with 
my colleagues when I was precepting because I said, “the rules are, 
when you are teaching, you are supposed to have a lighter load so 
that you can teach. It does not matter if it is a new grad, SN or new 
staff. When you are mentoring someone, the rule is, you are 
supposed to have the lighter load”. …How am I supposed to teach, 
while you have given me a heavier load of patient?” (RN01) 

In Hospital [A], the staffing levels appear to be lower. I do not know 
whether they are, but there is a much stronger sense at Hospital [A] 
that SNs are completely relied upon to do workloads. I kind of need to 
get in and get out because they are relying on my SNs to help with 
that workload. (CE09) 

Another RN stakeholder points out that having a SN creates a dual role for the RN. It 

tends to increase the RN’s workload and, in order to manage the higher workload, 

patient care is prioritised over teaching the SN. It is almost as if working with SNs is 

compartmentalised separately from caring for patients, rather than exemplifying 

integration of both. CE and SN stakeholders value flexibility and believe that RNs 

should be able to adapt to working with a SN while delivering patient care. At the same 

time, CEs and SNs value the time that RNs give to SNs in nursing practice, suggesting 

that RNs should be compensated financially for the time the RN gives to the SN. Yet, as 

one CE stakeholder points out, if the RN’s additional workload is not recognised, then 

any financial compensation for the increased workload does not actually address the 

problem. The RN will still have a high workload and will need to rush through things, 

which constrains collaboration. While stakeholders recognise the contribution RNs 

make towards SNs’ clinical learning, they believe there should also be recognition of 

the contribution that SNs make in nursing practice.  

Contribution Matters 

Data show that RNs contribute to the development of clinical competence in 

undergraduate SNs. Additionally, SNs are recognised as contributing to patient care. 

CE09 pointed out above that this can be due to reduced staffing levels. SN 

stakeholders believe that their contribution to patient care is important and should be 

valued.  

Taking the time to talk to the patient, I found out little things about 
him that he had not been communicating with the other disciplines, 
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doctors and the social workers. I spent a lot of time with him when I 
was going in to do his vitals, rather than just doing what I needed to 
do and get out… The social worker came in and she had a few 
questions about this patient, she was asking the RN and the RN did 
not know the answers but because I had been talking to him, I was 
able to contribute. It had a really awesome outcome for him going 
home because he got the help he needed. (SN07) 

This example from SN07 shows that SNs want to help the RN provide the best level of 

care to patients. SNs value caring for the patient holistically, not just completing 

nursing tasks. However, CEs believe that ‘helping’ the RN shifts the focus of the SN’s 

contribution to ‘getting the tasks done’ rather than on the SN’s practice development. 

SN08 provides an example: 

I did have one RN say, “we are really busy today so you cannot be 
sitting around all day”. Every time we would be sitting down that was 
because we were writing notes… the first time all day that we had sat 
down… I have not sat down since I got here and then the CNM is 
walking past, I am like, oh man! I have been doing stuff. (SN08) 

SN08 values the contribution they make while ‘doing’ the tasks of nursing. 

Stakeholders believe it is through ‘doing’ that SNs learn and gain a sense of satisfaction 

in nursing practice. For some RN stakeholders, valuing the SN’s contribution is 

reflected when the SN is treated as one of the team. Recognising the SN as a team 

member, encourages RNs to collaborate with stakeholders because they see these 

interactions as an investment for the future. However, for RNs to see SNs as an 

investment, stakeholders need to recognise SNs can contribute beyond ‘doing tasks.’ 

When you have those conversations and you start picking it apart it’s 
more that they’re not doing the task or the skills in a timeframe 
rather than perhaps linking them to the actual competencies of the 
actual school… I find the students don’t get as much hands on or 
maybe independent decision making as well. It’s like they’re perhaps 
given tasks or told what to do more, rather than just letting them 
have a little bit more room to explore. (CE06) 

Not just understanding everything and doing the tasks but actually 
taking the time to think about how it feels to be on the receiving end 
of it and not to forget the big picture. (CE03) 

RN and CE stakeholders need to encourage the SN to learn about the complexity of 

nursing practice and allow time for SNs to develop comprehensive knowledge and 
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critical thinking. Doing so shows that stakeholders value the contribution of SNs now 

and as future RNs in the nursing profession. 

Future of the Profession Matters 

The final notion in this interrelated dimension is the ‘future of the profession matters’. 

So far, stakeholders negotiate interactions within the previous interrelated dimensions 

of the individual(s) and the relationship, along with the notions of ‘safety matters’, 

‘workload matters’, and ‘contribution matters’. Most of the findings have focussed on 

the immediacy of the stakeholder relationship and the values and beliefs, along with 

other factors, that enable and constrain collaboration between stakeholders. However, 

data demonstrate that some stakeholders are forward thinking, valuing the future of 

the profession as they collaborate to support the development of SN clinical 

competence in the acute care setting. RN07 and CE02 recognise that SNs belong to the 

next generation of RNs and are likely to be future professional colleagues.  

I think people focus on the increased workload that you have with an 
SN working with you as opposed to the investment that it is having an 
SN working with you. I feel that SNs are an investment because they 
are our future colleagues, they are our future healthcare 
professionals. There is only benefit in helping them to achieve the 
best learning they can and to practice their skills while they are 
working with us. (RN07) 

But these are our RNs of tomorrow. You know we are all invested, all 
three of us are invested in the outcome of these SNs in terms of their 
performance and contribution to society as a whole, not just that one 
SN, not just the ward, not just the hospital but New Zealand and 
maybe even abroad. So, we should all be invested equally but that 
looks differently. (CE02) 

RN and CE stakeholders view their teaching of SNs as an investment in both the short 

and long term, highlighting that the RN and CE stakeholders value their contribution to 

the SN’s development in the immediate context and that they are contributing to the 

SN’s ability to pass the NCNZ’s State examination and thus their future employment.  

The SN came to our ward; I think they had failed a paper or 
something and were already on the back foot. It was kind of one of 
those cocoons to butterfly moments for us. We got the CNM involved, 
we got the CE involved and that was like one of the only times I have 
actually sat down with the CE and gone through what we could do to 
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help the SN… I was really glad that we could work together with them 
and by the end of it the SN was working at this level, probably above, 
so we were like, we should hire them! They should come and be part 
of our team… It was such a beautiful moment because the SN ended 
up coming and working on our ward. (RN06) 

Valuing the SN’s potential to contribute to the future of the profession, RN06 describes 

a time when all stakeholders came together to collaborate and support the student’s 

development. Seeing collaboration as an investment in the profession is recognised by 

the DHBs. DHBs invest in RN stakeholders by providing preceptor study days that 

support RNs to be effective preceptors. This suggests that DHBs recognise and value 

the future employability of the SN upon graduation: 

Our DHB offers a study day for preceptors to learn how to 
accommodate SNs better and how be better preceptors… to give you 
different tips and tricks to address their learning or to know the SN’s 
level of practice… because you want to make sure that you are 
precepting appropriately. (RN07) 

Well in this DHB we get one day teaching on how to precept. So, we 
need to ask the SN questions, we need to involve the SN, we need to 
not make the SN feel bad. (RN04) 

While the DHB provides preceptor study days for RNs, the message conveyed is that 

the organisation values the RN’s contribution to the development of the future of the 

profession. At the same time, ongoing professional development for RNs reflects the 

value of lifelong learning in nursing practice. This acceptance of ongoing learning helps 

some stakeholders to accept SNs’ learning needs because the RN and CEs see 

themselves as learners too. Continual learning in nursing practice is necessary because 

it recognises and values the ongoing changes that occur in healthcare, in particular 

within the acute care setting (Davis et al., 2014; Kaulback, 2020). This leads to the next 

interrelated dimension: ‘acute care environment’.  

Acute Care Environment  

Interactions between stakeholders occur within the context of a busy acute care 

environment. It is one that exerts a high level of stress and pressure on RNs and 

creates a culture which can either enable or constrain collaboration between 

stakeholders. Ward cultures are established through values and beliefs, some of which 
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have already been discussed, such as the importance of safety. Other factors include 

hierarchy, competing priorities, and the ‘culture of busyness’. Furthermore, leadership 

within the acute care environment has been shown to influence collaboration between 

stakeholders. The importance of the role of the CNM is a significant finding in this 

study. The CNM establishes how RNs are expected to work with SNs and CEs because 

they role model their values about the clinical education of SNs. Effective leadership of 

the CNM can establish a safe learning space for SNs. The following paragraphs explain 

the notions associated with the fourth interrelated dimension of ‘acute care 

environment’. 

Culture Matters 

The culture of the ward where second year SNs undertake their clinical experience, has 

the ability to enable or constrain collaboration between stakeholders. Gilligan et al. 

(2014) define culture as, “the ways of thinking and behaving that are socially accepted 

among a particular group or society” (p. 172). A number of factors were identified as 

characteristic of the culture of the ward, including ‘hierarchy’, ‘competing priorities’, 

and the ‘culture of busyness.’ 

Hierarchies within the healthcare settings are well recognised in the literature 

(Eekholm et al., 2021; Hill et al., 2021; Iheduru-Anderson, 2021; Rees & Monrouxe, 

2010). In one study, hierarchy was reflected with nurses and nursing care positioned at 

the bottom because “other professionals’ priorities and tasks were apparently 

attributed higher values than [nursing care]” (Eekholm et al., 2021, p. 13). Another 

study referred to a ‘flat hierarchy’ where “nurses were respected and valued by the 

medical teams” (Hill et al., 2021). Findings from my study showed that in some ward 

settings, stakeholders, including SNs, perceive RNs as being inferior to other health 

care professionals. This hierarchy is reflected in the following example by CE03.  

I found it quite sad when one of my SNs, who was second year, turned 
around and said, “oh, the doctors do not listen to us because we are 
just RNs anyway”. This whole kind of hierarchical thing had obviously 
already been in her, or somehow got into her brain. I said, “okay, let 
us take a step back and have a look at this big picture. You have only 
just got here and have already got this perception that doctors do not 
care about RNs, that we are not important. (CE03) 
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Moreover, when stakeholders perceive themselves to be less important or less 

powerful, collaborative interactions are adversely effected, as evident by the excerpt 

from RN07. 

I think that the MDT [multidisciplinary team] have a part to play. For 
example, the SN might be comfortable asking the RN co-ordinator a 
question. The SN then asks one of the doctors and the doctor might 
not want to give them the time of day because they are a SN or they 
might be in a rush. I think the SN feels a bit of rejection from those 
interactions. I think that all the MDT are stakeholders because these 
are all teams that the SNs will liaise with as SNs and as healthcare 
professionals when they register so, realistically everybody is a 
stakeholder. (RN07) 

RN07 acknowledges that all members of the MDT are stakeholders. The CNM has been 

identified by stakeholders as playing a pivotal role within stakeholder relationships. In 

the following excerpt, CE05 highlights the role of the CNM, the person perceived to 

have the highest ‘rank’ within the nursing team on any ward, because they are seen to 

have the most power and control within the nursing team. CE stakeholders respect the 

CNM’s position within this hierarchy, believing that the CNM should be their first point 

of contact on the ward. Because the CNM is ‘at the top’ of the hierarchy, CE 

stakeholders believe that information given to the CNM will ‘trickle down’ to the RNs. 

One of the wards has a very active CNM… I had 8 second year SNs on 
the same ward at the same time. A couple of the RNs were feeling 
very overwhelmed because there were so many different SN 
personalities to deal with. The SNs came to me and said, “we can tell 
the RNs are frustrated with us, how can we communicate because 
one RN does things this way, another RN starts their day out this 
way?” I said, “neither way is wrong, you just have to understand how 
the RN you are working with that day works. Absorb all the different 
ways of working and see what works for you”. I gave that feedback 
back to their CNM to disseminate with the other RNs. The next week 
was so positive. The CNM sent me a letter thanking me for talking to 
the SNs about just looking at it from different perspectives and felt 
everybody became a big team after that. (CE05) 

SN stakeholders believe they are positioned at the bottom of this hierarchy and it 

seems there is also a hierarchy within the SN population. Second year SNs are ranked 

below third year SNs. 
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I would not say I do not feel like I am not heard but, as an SN you 
have got the lowest rank. (SN03) 

I found that the RN treated us like… I guess it was more of a hierarchy 
thing. It was less about learning and was more about, “you go clean 
that bed” or “you go take that sheet out” or “go take them to the 
toilet”. (SN04) 

I got rushed from another SN as well. We were showering a patient 
and she got very snappy with us. It was interesting the way she had 
stepped into the culture already, the hierarchy, like I am third year, 
hurry up. (SN07)  

Commenting on the same third year nurse, SN08 said, “Oh, I was scared of 
her”.  

The experiences of SNs within the hierarchy of the healthcare setting and the nursing 

team may reflect feelings of being undervalued. Furthermore, these hierarchical 

interactions can create fear for SNs when working with others perceived to have 

greater power. However, these stakeholders are likely to be responding to the 

contextual influences within the acute care setting. The priority in this context is to 

provide care to patients who are acutely unwell reflecting a further hierarchy between 

patient care and student learning. Therefore, interactions between stakeholders in this 

context, are reflective of hierarchy. When there are competing priorities, patient care 

is likely to come first.  

Everyone was always approachable, but everyone is busy as well. You 
cannot always just interrupt, like, “help me, what is this?” You have 
got to wait for the right time and all that. (SN03) 

Sometimes the SN just follows the RN because they are so busy there 
is very little time to talk. (CE03) 

I said, “where is your preceptor?” The SN said, “Oh, I do not know. 
They are so fast, move and they are gone”. The SN’s sitting at the 
nurses’ station and said, “I do not know which way they have gone”. 
The SN had just started and did not know the ward. (CE06) 

Competing stakeholder priorities create a ‘culture of busyness’ in the acute care 

environment, wherein being busy is the accepted norm amongst the group (Richards, 

2015). Knowing that the RNs are busy, creates acceptance that collaborative 

interactions related to SN learning may not be prioritised or given sufficient time to be 
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effective. CE stakeholders, with their prior experience as RNs, recognise the competing 

demands and acceptance that the acute care environment is sometimes too busy to 

accommodate SN learning.  

And if there is stress on the wards, sometimes wards are really busy, 
they are short staffed. There have been times when the CNM has 
said, “oh we have not been able to give the level of supervision that 
we would have liked for the SNs”. So, the SN might have been given a 
lesser role perhaps. But then it is understandable. At the end of the 
day, it is the patients who are important and their care. Particularly 
at year two level, SNs still do need a lot of supervision. (CE06) 

Factors such as staffing levels and stress of the RNs contribute further to the ‘culture of 

busyness’ on the ward. There is an acceptance by stakeholders that this is how it is. 

One SN stakeholder views the ‘culture of busyness’ as part of the routine of the 

environment with which the RNs are familiar and comfortable. However, such comfort 

is disrupted when SNs arrive and the RN is expected to also collaborate with 

stakeholders to support their clinical development. While the excerpt above shows 

that the CNM may be somewhat accepting of the constraints of collaboration, it is 

clear that the leadership of the CNM and other senior RNs has great influence within 

the interrelated dimension of the ‘acute care environment’.  

Leadership Matters 

Leadership within the nursing team is identified in this study as a factor influencing the 

collaborative relationship between stakeholders. While CEs, RNs, and SNs identified 

various stakeholders whom they interact with to support the development of clinical 

competence in SNs, many stakeholders identified nurse leaders as being critical to 

successful collaboration. Nurse leaders include senior RNs or RNs in senior nursing 

positions such as clinical nurse educator (CNE), clinical nurse specialist (CNS), and 

CNMs. Many stakeholders believe nursing leadership contributes to creating a culture 

of support for SNs in the acute care environment. RN05 believes that the CNM 

establishes the standards and expectations of how RNs are to interact with each other 

and other stakeholders. CNMs who have an overt value of supporting the development 

of SNs in clinical practice, promote collaborative interactions that are more likely to be 

effective.  
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The whole reason I took my job was due to the management and the 
support on that ward, so that would be massive for me. I believe it is 
very important. I believe that your whole team will excel if you have 
good leadership and a good team, and that is through everything; 
honesty, communication, skills. (RN05) 

I think it is the strong senior RNs as well, not just the one CNM, it is 
the general collective of the senior RNs, if they are a lovely supportive 
bunch. (CE03) 

From what my SNs have told me, they feel that the culture of the 
ward comes from the leadership on the ward. I notice they feel if the 
CNM and the CNE are strong leaders, that they have a strong group 
mentality, that makes them feel more secure… Likewise if they feel 
they are afraid of the CNM, almost like if the CNM is going to tell 
them everything they did wrong, they feel like the RNs are less 
supportive and they are more worried about getting into trouble so it 
trickles down to them as well. (CE05) 

What challenge I face, comes from the CNM. Not every CNM is 
supportive or actively engaging in SN learning. For me, if the CNM is 
really engaging and very proactive, then the RNs do the same. (CE04) 

These excerpts exemplify that ward leadership plays a vital role in establishing a 

context that is supportive of SNs’ learning. However, some nurse leaders do not 

support SNs in the clinical context. At times, perceived lack of support can be due to 

contextual factors already identified, such as staffing levels and the busyness of the 

ward. The behaviour of the CNM can highlight the priority of clinical care of patients 

and running the ward, over ensuring that SNs get a positive learning opportunity. Yet it 

is well known that positive learning opportunities arise when SNs feel there is a ‘safe 

learning space’ (Kisfalvi & Oliver, 2015).  

Safe Learning Space Matters 

Stakeholders recognise that there is a culture in the acute care setting with which RNs 

are very familiar. Because CEs and SNs are generally new to the context, they may not 

be familiar with this environment. Not having this understanding can create 

vulnerability for the CE and SN when they attempt to interact with the RN 

stakeholders. Stakeholders believe that the RNs hold significant power within the 

acute care setting. Therefore, in order for the SN to feel safe in their learning while 
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interacting with RNs, they must acculturate to the dominant culture of the ward. This 

means fitting in and being liked.  

The more people that like you in that setting, the easier it is. And that 
becomes supportive to your learning. Also, just being in a positive, 
friendly environment helps. I am the type, personally if someone is 
mean to me in the clinical setting, I internalise it a bit much and it 
puts off my learning and I focus on that instead of what I am meant 
to be doing. (SN02) 

Wards with a strong team focus and behaviour that reflects a value of SN learning in 

the acute care environment create a safe learning space for SNs. Feeling safe enables 

the SN to ask questions, share sensitive information, and be vulnerable while they 

learn. SN01 highlights the need for an ‘uncritical presence’ of others who understand 

and accept SNs as learners.  

A non-intimidating presence and approach where I feel I can ask a 
silly question or make a mistake and it will not be the end of the 
world. If I am allowed to have a go at something and feel like I have 
got a bit of freedom to mess it up, or not, and I am not going to be 
shot down by either the RN or the CE, that is good for me. There have 
been times where I have been invited to have a go at something, but I 
have been a bit scared or reluctant. I have been told that it is fine, 
that nothing too bad is going to happen if I make a mistake. I had a 
go at it, that has gone well, and it has increased my confidence. 
Hopefully the RN or the CE has felt good about increasing my 
confidence and helping me learn something… space, time, and just an 
uncritical presence. (SN01) 

I think for them to enjoy what they’re doing, rather than they’re so 
stressed out. (CE06)  
Yeah find the fun in it. (CE05) 

CE06 and CE05 identify the importance of the SN having fun and enjoying their 

learning experience. However, having fun does not just happen. CE stakeholders 

highlight the role that RNs and other clinical stakeholders have in creating a safe and 

enjoyable learning environment which begins with feeling welcomed to the ward and 

valuing diversity. Recognising that different people will have different perspectives or 

ways of thinking is something that should be celebrated. Interactions that are 

welcoming and value the various perspectives of each stakeholder are enhanced 

through the CE being present on the ward. However, because the CE cannot be 
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present all the time, the safe learning space depends on RN collaboration and 

recognition that there is a team supporting SNs to develop clinically. 

Context Matters in a CAS 

Within the context of a CAS, the principle ‘co-evolution of system and its environment’ 

reflects an understanding that environmental factors can influence the behaviour of 

individuals within the system. Contextual factors identified in the notions above, such 

as safety, workload, culture, and leadership have the capacity to both enable and 

constrain collaboration within the CAS. For example, the workload of the RN or CE 

signals how much time they have to interact. In this sense, workload could be 

considered a starting point within the system which determines how much time 

stakeholders have or not to collaborate. Workload is external to the individual and 

something over which they may not have much control, given staffing levels and acuity 

levels of patients which can change quickly, even during a shift. Stakeholders need to 

be vigilant for such changes in context, reflecting a ‘sensitivity to initial conditions’. 

Being sensitive to conditions within the environment helps the stakeholders recognise 

a change in context, which can result in a change in how individual stakeholders 

respond to the different context. Some stakeholders may not fully understand the 

variation in contextual factors and how this impacts stakeholder collaboration. 

Assumptions regarding what a ‘normal’ workload is for the RN and CE are made 

without recognising that on any given day it may be different. The assumptions 

stakeholders make about each other, therefore, may result in unnecessary constraints 

on collaboration.  

Another principle of a CAS discussed at the end of the previous chapter are ‘attractor 

patterns’; patterns of behaviour that are encouraged and enabled through particular 

conditions in the workplace or system. Within the interrelated dimension of the ‘acute 

care environment’, it is clear that notions pertaining to culture and leadership can 

influence the learning space for students. Cultures, established through various 

leadership styles of both the CNM and senior RNs, convey messages about how staff 

value the clinical education of students. Behaviours that reflect welcoming of both the 

SN and CE, validate the importance of clinical learning and acknowledge the 

contribution that SNs make to patient care. There is also a valuing of the RNs’ and CEs’ 

roles as contributing to the future of the profession while balancing safety and 
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accountability in nursing practice. Conversely, if the culture is one that does not 

promote learning for the student, then SNs and CEs are unlikely to feel welcomed. 

Instead, they will feel as if they are intruding and getting in the way, reflecting 

behaviours that constrain collaboration. Instead of establishing an attractor pattern, 

we now see an example of ‘co-evolution of system and its environment’. This is where 

there is interplay of both individuals and context and resultant behaviour. A ‘feedback 

loop’ is created that reinforces that same positive or negative behaviour to occur in 

the future. This can perpetuate both collaborative practice and practice without 

collaboration.  

To address the contextual factors that constrain collaboration between stakeholders, 

changes need to occur among all contextual factors because all factors within a system 

are co-evolving. Changes in the contextual conditions may attract individuals to 

develop new ways of interacting; thereby creating new patterns of behaviour where 

collaboration is enabled. Recognising that some stakeholders are already actively 

involved in behaviours that reflect collaboration between stakeholders has the 

potential to influence change at other levels of the system. However, in order for this 

to happen, these behaviours and examples of how stakeholders collaborate effectively 

need to be shared.  

Conclusion 

Chapter seven has discussed the interrelated dimensions of ‘nursing practice’ and 

‘acute care setting’. Notions related to these dimensions were explained to 

demonstrate how the context matters when stakeholders are interacting, attempting 

to collaborate with each other to support the clinical learning of SNs in acute care 

settings. While collaboration begins with people, it occurs within a context and has a 

purpose. In this study, the purpose of collaboration between stakeholders is to support 

the development of clinical competence in undergraduate SNs. The next chapter 

explores the final interrelated dimension, focusing on the purpose of collaboration, 

along with the notions relevant to this fifth and final dimension: ‘clinical education’. 
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Chapter 8  PURPOSE MATTERS 

Introduction 

Chapter eight explores the final interrelated dimension that contributes to the 

collaborative context; ‘clinical education’. Focusing on the teaching and learning 

processes aimed at developing clinical competency in SNs, this final dimension 

describes how stakeholders understand the purpose of collaboration (see Figure 5). 

Figure 5: The collaborative context: Interrelated dimension related to purpose 

The Individual(s)

The Relationship

Clinical Practice
Acute Care 

Environment

Clinical Education
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Further notions within this interrelated dimension, explain the complexity of 

stakeholder relationships in clinical education. These notions are identified in Table 6 

below.  
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Table 6: Interrelated dimensions – notions that matter in clinical education 

Dimension 5 Notions 

Clinical  Knowledge matters 

education Time matters 

Experience matters 

 Support matters 

 Teaching matters  

 Learning matters 

 Assessment matters 

 Feedback matters 

 Concerns matter 

Clinical Education  

The NCNZ (2022) requires SNs to complete a minimum of 1100 hours clinical practice 

prior to registration. Within the Auckland region, second year SNs typically complete 

200 hours within an acute care environment. During these clinical hours, a number of 

values and beliefs about the clinical education of SNs influence how and when 

stakeholders interact. All stakeholders believe that knowledge is essential to guide 

their nursing practice. Additionally, there is some acceptance that they will have gaps 

in their knowledge, which need to be addressed to ensure ongoing competence in 

nursing practice. To develop SNs’ clinical competence, both time and support are 

required. This includes time that is invested by stakeholders such as the CE, to RNs and 

CNM or similar, recognising and valuing the teaching roles of these stakeholders. At 

times, SNs also take on a teaching role, supporting RNs to learn about changes in 

practice.  

All participant stakeholders value the clinical learning experience because it provides 

authentic experiential learning opportunities. Throughout the clinical learning 

experience, the SN is almost constantly being assessed by the CE and RN, as well as 

other stakeholders with whom they interact, such as the CNM and patient. Assessment 

is carried out informally in an ongoing way and culminates in a formal pass/fail at the 

end of the clinical experience. During and following assessments, the SN should receive 

feedback from the CE and RN, to assist their developing competency. At times, 

however, my study found that such feedback is inadequate. When the CE and RN 

stakeholders have concerns about an SN’s development, another level of collaboration 

is required. The following paragraphs explain the notions related to the final 
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interrelated dimension of ‘clinical education’ and how they enable and/or constrain 

the development of clinical competence.  

Knowledge Matters 

Knowledge in nursing practice is valued by all stakeholders. This study found that 

stakeholders believe knowledge informs clinical decision making and thus contributes 

to competent nursing practice. RNs and CEs develop and use knowledge to inform how 

they work in their roles within the stakeholder relationships. The notion of ‘knowledge 

matters’ needs to be considered from multiple perspectives because each stakeholder 

uses knowledge differently.  

SNs begin developing their knowledge in clinical laboratories at the university, and 

reinforce and further develop this knowledge during clinical placement. Stakeholders 

expect that SNs will arrive on the wards with some prior knowledge and appear critical 

when this expectation is insufficiently met.  

The SNs go to clinical and they get such limited experience… then, of 
course they come to another clinical area with another group of RNs 
who are then saying, “what are these SNs learning? What do you 
teach them?” (CE06) 

I think in the labs that we had at university, we sat down too much... 
when it came time to do the skill it was rush, rush, rush… The CEs say 
that we do learn on placement but it would be good to go in with 
those skill sets and to know that you have practiced and you will not 
be dumb. (SN08) 

SN08 values developing knowledge prior to clinical because it prepares for safer 

nursing practice, protecting the student from appearing ‘dumb’. The assumption is 

that knowledge gained prior to clinical will increase confidence in the SN as they 

embark on their clinical education.  

Findings from the data also suggest that SNs develop a broad range of knowledge 

while on clinical placement including knowledge of fundamental assessment skills; 

familiarity of the patients’ diagnoses and treatment, including medications; along with 

an understanding of the context in which nursing is practiced. However, SN 

stakeholders perceive that science knowledge is prioritised by CEs, in particular, 

pathophysiology.  
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Before going on placement, I felt like it was an opportunity for us to 
be on the floor for us to create relationships with patients, to start 
putting everything into practice. What I was not expecting, and I do 
not know why I was not expecting it, is the CE’s expectation of us to 
be able to be putting everything together, pathophysiological wise, 
and that was the main focus every time we had a CE visit. (SN07) 

For SN07, the expectation to be able to ‘put everything together’ results in the SN’s 

perception that they are expected already to have sufficient pathophysiological 

knowledge. Other SN stakeholders supported this finding. For example, one SN 

stakeholder recalled noting the greater depth expected in their discussion with the CE 

in the second week. However, this expectation is not shared by all stakeholders. 

Rather, CE and RN stakeholders understand that SNs are novice practitioners who 

need to orientate to nursing practice in the acute care environment; thus, having gaps 

in knowledge is accepted in nursing practice, especially by some RN stakeholders.  

If you are honest about what you do not know, that means you know 
what you do not know, and that in my mind equals safety. (RN01) 

There is not necessarily anything that the SN should or should not 
know. It does not really matter if they should know something. If they 
do not know it then it is a matter of teaching it to them as opposed to 
focussing on the fact that they do not know it and they should. (RN03) 

We are fortunate enough to have a permanent nurse educator. They 
are familiar with our policies, procedures and equipment, and are 
readily available to give best practice advice if I am not sure of 
something. I can then make sure I am passing on best practice or the 
correct techniques for SNs. They often come in as well to assist or to 
do a more in-depth education session with the SN if it is something 
that I do not feel able to answer. (RN07) 

You can see that a second year certainly is not practicing at the level 
of a third year. So, there is a difference in their abilities and where 
their knowledge is. (CE06) 

Recognising that even RNs do not always know everything, enabled acceptance by RNs 

and CEs that SNs will not know everything either. Furthermore, findings from this 

study found that RNs and CEs are also developing knowledge about their role in 

supporting students. There was an expectation that RN and CE stakeholders would 

inherently know how to work with each other and SNs. However, the following excerpt 

from CE02 highlights this is not the case.  
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Because I would love to learn from the knowledge and wisdom of my 
peers. And hopefully I have got something to contribute as well. 
Collectively, that would enhance the student learning outcome 
because we would have more tools to our toolbox. (CE02) 

Data show that RNs, in particular, do not always know what SNs can and cannot do, or 

what SNs should know. It would appear that SNs themselves do not always know 

about what is expected of them either.  

RNs do not seem to know what the expectations are of a second-year 
SN. I think a part of that is because the second years come in after the 
third years. So, the RNs have this fixed idea, on what these SNs are 
supposed to be able to do. Or they seem to have to figure it out 
themselves. (CE02) 

Even though we got that collaboration with what our CE wanted and 
what our RN wanted, our CE still wanted a bit more even though we 
had given everything… But still it was not enough…I was like, oh what 
do you want? (SN08) 

Knowing what is expected of SNs is important to the SN and RN stakeholders. Some 

stakeholders believe that the learning experience is compromised when the SN does 

not know what was expected of them. One RN stakeholder believed that SNs should 

know what is expected and be able to share this with the RN. In an attempt to 

ascertain expectations of SNs, some SN stakeholders talked with SNs from previous 

cohorts.  

I ask other year groups above me if there is anything I need to know 
or would be useful for clinical practice and they generally will come 
back to me with a list of things. (SN08) 

Conversely, one SN stakeholder believed that RNs should be informed by the CE about 

expectations of SNs. Some CE stakeholders believed that providing a clear list of what 

the SN can and cannot do would help other stakeholders to develop appropriate 

expectations. However, most CE stakeholders recognised the limitations of lists, 

acknowledging that it takes time and effort to develop a shared understanding of 

expectations related to individual SNs. 

I find that most of the CNMs want to select RNs that have done the 
preceptor training… because they know the expectations for the SN 
and from the university as well. There was an issue that arose 
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regarding SNs doing IVs. When they asked me about that, I had to 
clarify for them what the expectation is of the university regarding 
our SNs at that level, what they could and could not do. (CE07) 

I think alignment of what the responsibility of the SN in that 
particular semester is. So, alignment in terms of the SN knowing what 
is expected of them, the CNM, RN, and me. Everyone knowing the 
same and all working together, helps a lot… The moment there is a 
delay in them knowing what their responsibility is, that is when a lot 
of issues are happening in terms of not knowing whether they are 
passing or failing etc. (CE04) 

Drawing on previous experience and spending time with each other helps stakeholders 

establish an understanding of what each other is expected to know. This leads to the 

next notion: ‘time matters’.  

Time Matters 

Stakeholders recognised and valued the time needed for effective collaboration, 

teaching, and learning. It takes time for stakeholders to communicate with each other 

through one-on-one interactions. CE stakeholders recognise that RNs spend more time 

with SNs than CEs, because SNs work full shifts with RNs. RN01 supports this 

perspective, believing that CEs generally do not have much time to interact with the 

RNs or SNs.  

It is good but it is brief! I think they have got many SNs to see… half 
an hour. I do not know, they come in and they look for the SNs. They 
do what they need to do and then leave. (RN01) 

RN01 assumes that the CE workload limits their ability to spend much time with each 

SN. Likewise, CE stakeholders make assumptions about the RN being less engaged or 

invested in the SN’s practice development when the clinical environment is busy. For 

example, one CE stakeholder perceived their visits to the ward as a ‘hindrance’ to the 

busyness of the ward. Without checking out the availability of other stakeholders, both 

the RN and CE stakeholders assume that the other is too busy; that there is no time to 

interact. While these assumptions constrain collaboration they also illustrate that it 

takes time for the RN and CE to teach and support the SN and time for the SN to learn. 

The other thing that massively influences clinical learning for SNs is 
the organisational factor in the ward… Sometimes just how under 
resourced are they, are they allowing time for SNs to learn? (CE01) 
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However, it is a time factor. The RNs are very limited with the amount 
of time that they can spend with SNs. And some SNs, let us be honest, 
they need more time than others. (CE06) 

I like that we start clinical placements early in the programme. I am 
appreciative of the fact that we can start like year 1 and then carry on 
throughout the programme. You need that time to learn. (SN08) 

All stakeholders agree that SNs require time to learn. They need time prior to 

attending the ward to prepare for their clinical learning experience. Time is also 

needed during clinical placement to establish effective relationships, prepare for the 

CE’s visit and learn about expectations of nursing practice, including early starts to the 

day. Time sits on a continuum which SNs have to navigate while on placement. For 

example, SN03 states:  

The CE had high expectations as well. Because my ward was very 
busy, constantly having that in the back of my mind, that she could 
come at any moment, I need to be prepared because she wants this 
and that. But I have also got to do this job here... I found it quite 
harsh at the time, but it made me work hard and then the meeting 
after that I had all the information and I was well prepared. (SN03) 

Having sufficient time to prepare, despite the busy acute care environment, enabled 

SN03 to be prepared for the CE’s visit. However, this is not always the case, as 

evidenced in the following excerpt: 

I think my CE was more interested in the right handover of a patient, 
then grilled me for 40 minutes on that patient, checked that I knew 
my pathophysiology and all of that. Unfortunately, I did not and I was 
shocked at how poorly I was performing. I felt like I have got the 
passion there but could not show it. The focus was all on that and I 
was not expecting it. I definitely went in underprepared. (SN05) 

SNs have an expectation that they need to be prepared for the CE’s visit. The SN is 

aware that the CE will have expectations of them and that the interaction involves 

time spent assessing the SN’s learning by being ‘grilled’. SNs who have not prepared 

for the ‘grilling’, potentially present as less competent in clinical practice. One RN 

stakeholder suggested that such SNs require more time to be invested in them. 

Another RN stakeholder highlighted the need for early interactions in order to identify 

these SNs and collaborate effectively to support development of their competence. 

However, time is not the only factor that impacts collaboration. Stakeholders also 
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suggested that the experience of the RN and CE reflected how these stakeholders were 

positioned to support the SNs.  

Experience Matters 

A belief held by some CE stakeholders was that RNs who have more experience in 

nursing practice are better placed to support the learning required by SNs.  

Experience also helps. For example, because of short staffing a new 
grad is asked to precept. Their way of precepting or what they 
actually pass on will be quite different from an RN that has been 
nursing for 5, 10, 20 years. (CE07) 

I think it all comes down to the level of experience of the RN. I find the 
more experienced RNs have got a bigger, broader experience to call 
on... Whereas somebody that does not have quite the same level of 
experience, I find the SNs do not get as much hands on or 
independent decision making. (CE06) 

The idea that an experienced RN support learning more effectively was challenged by 

other stakeholders who suggested that new graduate RNs are better placed to support 

SNs development due to the recency of their own learning experiences, both as an SN 

and a new graduate RN.  

Some of the best RNs I have worked with recently are very recent new 
grads… Those new grads have just gone through the training 
themselves. They have probably received the most updated training 
and they are probably the ones that are more paranoid about looking 
up procedures. (CE05) 

A patient was going to be leaving and needed a PICC line removed. 
The CNM just turned to me and said, “you can do that”. The RN I had 
was a recent graduate and she said, “I actually have not done one of 
these, let us go look it up”. So, we looked it up together. (SN05) 

Recalling this experience, SN05 describes a new graduate RN acknowledging a 

limitation in their own practice, assuming this was due to the RN’s limited experience. 

While this may have created an opportunity for learning to occur for both SN05 and 

the RN, SN05 further explained how they, in turn, were able to support an experienced 

RN learn how to remove this design of PICC line on another day. There had been 

changes in the way in which PICC lines were being used and the experienced RN had 

not removed one of the new PICC lines. This exemplifies the continual nature of 
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knowledge development in nursing practice, emphasising the ongoing need to support 

all stakeholders as they learn, which leads to the next notion: ‘support matters’.  

Support Matters 

Stakeholders recognised that everyone needs varying degrees of support and that 

support can be provided for various reasons. The SN cohort are the stakeholders most 

in need of support from the more experienced RNs and CEs. SN stakeholders expect to 

be supported with their learning, and to receive emotional support. If they are not 

getting what they need from the RN or CE, SNs actively seek support from a broader 

scope of people. 

We have formed a bit of a support group with other SNs in our year… 
other SNs that have looked like they need a bit of a push or support 
we have invited them along if they need help with something. (SN05) 

It helps to draw on everyone in that setting. I will make friends with 
the ward clerk. I make friends with the cleaners. I make sure everyone 
knows me so that I have a bigger support base… That becomes 
supportive to your learning. (SN02) 

These excerpts exemplify how emotional support provided by peers and other clinical 

employees enables learning to occur. Other SN stakeholders suggested that support 

took the guise of being listened to, being able to ask questions and guided on how to 

access support and information to develop their practice. However, SN01 needed 

more support from the CE and RN. In this instance, support reflected an understanding 

of all the pressures that the SN was under, including external personal pressures that 

impacted their performance in clinical.  

I think as a student there’s a lot of pressures on you, pressures to 
manage your time, to complete your assignments, make your lunch 
for clinical the next day, make sure you’ve got fuel in your car and all 
that stuff. Sometimes I think that the visits from the CE can be an 
added pressure and stress. Perhaps if … supporting the student could 
be more emphasised, from the CE, but maybe the RNs could be 
reminded of that too. (SN01) 
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For CE stakeholders, support is demonstrated when the CE encourages the SN to move 

beyond their comfort zone. CE02 also recognises that support is provided through the 

act of advocating for the SN when they cannot do this for themselves.  

I feel our job is, where possible and where necessary, to advocate for 
the SN. I always try and have the SN self-advocate as the primary 
option, so they learn to speak for themselves with support. If that is 
not doable and there is a challenge I will advocate for them. (CE02) 

Encouraging the SN to ‘speak for themselves’ may take the SN out of their comfort 

zone, but this is believed to be beneficial. The CE wants to see growth in the SN by 

seeing changes in practice. However, this can be misconstrued as being unsupportive. 

To ensure that the intention is communicated as anticipated, SN stakeholders suggest 

that CEs focus on ensuring that CE behaviour aligns with the intended outcome. For 

SN07, support was communicated through being ‘upfront and honest’. 

This semester I had really good support from my CE. I went through a 
personal grievance and she was really supportive and was kind of 
really upfront and honest about the way she was going to approach 
my learning. She wasn’t going to kind of lay off me but she also 
wasn’t going to add additional pressure, so that communication was 
really helpful because placement was really important to me during 
that time, but I didn’t want to feel overwhelmed, so that was really 
good learning support. (SN07) 

While SNs expect to be supported by the CE, the CE also expects that RN stakeholders 

support SNs. RN05 and RN07 believe that an intention of support is demonstrated 

through communication and encouragement for the SN to be actively involved in their 

clinical learning.  

There was that open communication right from the start, and I think 
that really benefited the care of the student and their practice… 
everyone took it a bit slower and everyone was on that same page 
that they did require that extra support and for this student, that was 
what they needed. It wasn’t that they weren’t a good student, it’s just 
that they learned differently and when they were put in the right 
position, they were able to thrive. And if we didn’t know that from 
that open communication early on, that wouldn’t have been the case. 
(RN05) 

So, in terms of the students, I quite like to involve the students as 
much as possible in the unit, in the life of the unit and the unit culture 
in all the learning opportunities that they have, I do push my 
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students. I wouldn’t say unfairly, I would say that I’m quite kind and 
quite generous with my time but also very firm in that this is their 
opportunity to learn and I intend that they maximise on this. (RN07) 

However, RN01 points out that there are times that RNs require guidance from the CE 

on how to support SNs.  

The [ward] educator should check in with the RN who is precepting 
the student. Is everything alright? Is there anything else that needs to 
be looked at? ...If you don’t say anything, you’ll never see her. Even 
when you have said something, I remember she said to me, have you 
talked to the clinical tutor? She sort of just, pushed the job back to the 
clinical tutor. But I’m like, no, no, no, no. I need your support because 
not every single student is the same. I said I’m finding it a little bit 
challenging with this certain student, so I need some help and 
guidance around it… At the beginning when I started to have SNs, I 
had high expectations. I remember the CE saying to me, “you cannot 
expect them to be you”. I think that was a light bulb moment… So, 
then I was like okay, what do you actually want from me? (RN01) 

RN01 was guided by the CE regarding having realistic expectations. This example 

highlights that RNs need support from CEs; yet this was not experienced by all RN 

stakeholders. One RN stakeholder believed their CNM assumes RNs can be left alone 

with SNs, that additional support from the CE should only be needed when the RN 

faces challenges or concerns regarding the SN’s practice. CE stakeholders highlighted 

two assumptions underpinning this thinking. The first was that when SNs were 

progressing as expected, the RN required less support from the CE. This is evident in a 

comment made by CE02, “unless there is something really, really good, or something 

really, really concerning, the disparity has to be great for the CNM to talk [to 

colleagues]”. CE06 concurred, stating: “you will always hear if there are issues or 

problems, but you don’t always hear how well students are doing”. The second 

assumption is that CEs have all the answers. CE06 recalls not having the answer and 

reached out to other CEs for support by seeking advice.  

Some SNs will take the feedback, some do not and they can get quite 
defensive, that can be quite challenging. But then we will have 
another CE that we can have a discussion with, and say, “look this is 
what has happened, how did you manage this? How do I manage 
this?” It is for the SN’s benefit obviously… Things do happen but I 
always feel you have got the support of your colleagues to talk to. 
That is usually where I go for some advice. (CE06) 
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Keeping the SN at the centre of all interactions, even when the focus is on supporting 

RNs or CEs, highlights the added expectations of teaching and learning within the 

collaborative relationship, which go beyond teaching and includes each other. The 

purpose of collaboration, the development of clinical competency in SNs, is what drove 

both RNs and CEs to be supportive not only of the SNs, but also each other. Findings 

suggest that both RNs and CEs may require support to develop their teaching role. This 

leads to the next finding: ‘teaching matters.’  

Teaching Matters 

Most stakeholders recognised and valued the teaching role of the CEs and RNs. Clinical 

teaching is a complex, non-linear process, underpinned by a philosophy held by the 

individual teacher, which enables the teacher to “guide, support, stimulates, and 

facilitates learning” (Oermann et al., 2018, p. 6). Oermann et al. further suggested that 

the teacher shares information and involves the student as an active participant in the 

learning process. The teaching role helps the student to gain the knowledge and skills 

needed to be a competent nurse.  

In relation to this study, the CE’s teaching role begins prior to clinical placement in 

university. Once the SN arrives in clinical, the CE continues with their teaching role but 

the manner of teaching is very different from that used in the university. The CE’s role 

as an assessor becomes more dominant. Some CEs worked hard to balance both the 

teaching and assessor roles while others appeared to focus predominantly on their 

assessor role. In clinical practice RNs also took on dual roles when they worked with 

SNs. First, they were an RN caring for patients. Second, they were a teacher of SNs. 

Data suggest that most stakeholders valued their teaching role and its positive impact 

on the development of SN clinical competence. However, because RNs were not given 

an overt title of ‘teacher’ when working with SNs, RN04 believed it created some 

ambiguity in relation to their responsibilities.  

Because for me teaching occurs in a school. Like what we have done 
in university, so that is what I am thinking of teaching, as a whole 
class. I kind of thought that precepting is also teaching but in an 
environment that is like simulation. This time in clinical practice it is 
for real. (RN04) 
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Do you think it would help if we changed the title of preceptor to RN 
teacher? (Interviewer)  

Maybe, yes. And RNs will be more like, ‘oh, I am an RN teacher with 
more privilege’, I guess. (RN04) 

For RN04, the teaching role should come with some privilege and status, possibly given 

through the title of teacher. The ambiguity inherent in the teaching role of RNs was 

made more overt when SNs compared RNs who were interested in the teaching role 

with those who were not.  

The SN was with another RN for the first week and a half, then I got 
her. Two RNs, two very different people. I know the ward is trying to 
just give a SN whoever can precept but for the SN’s sake, do not give 
them two RNs that are polar opposite. My style was really different 
from the RN that she had first. The other RN does the bare minimum, 
if she was more laid back she would be horizontal. She is not 
passionate about teaching. She was just told she is having the SN. 
There were a lot of things the SN should have been taught in that first 
week, which was not done. So, when I came along, I was just a bit 
shocked. I was like, “well if this is your second week in and you have 
been telling me that you have been taking one patient, should you 
not know these things already?” That was my assumption that she 
should have known. But I cannot blame the SN because she was not 
taught… When I was giving her the feedback she was really upset! 
Subsequently she wrote my CNM an email behind my back and 
demanded to change preceptor. (RN01) 

RN01 highlighted that SNs who had been working with RNs who did not embrace their 

teaching role may have experienced less pressure because they were asked fewer 

questions. When the SN is later assigned to work with an RN who enjoyed teaching, 

the SN seems to have experienced increased pressure because the RN began to 

question underlying knowledge. The intention of the RN was probably to support the 

student’s learning and practice development; however, such questioning can be 

perceived negatively. Paradoxically, SNs also use questions to guide their learning.  

The RN took me through the whole thing, all the abbreviations, so I 
felt like I did not need to be scared to ask her questions and feel 
dumb. Because I had a few experiences when I heard, “you should 
know that”. I had no idea what they were talking about. (SN08) 

The above excerpts demonstrate the importance of the teacher showing an interest, 

even ‘passion’, for their teaching role. SN08 compares one interaction with an earlier 
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one, noting different RN approaches to teaching. Stakeholders recognised that 

different approaches signalled a difference between teaching and assessment. This 

was important because it revealed how questions are asked differently for teaching 

compared with assessment purposes, a difference that may not be detectable by SNs. 

Keeping SN learning at the centre of these interactions helps guide what needs to be 

taught. The notion that ‘learning matters’ is discussed next. 

Learning Matters 

Most stakeholders value the learning experience provided within the acute care 

setting because it offers a ‘hands on’ opportunity for the SN to develop competence. 

Stakeholders believe learning for the purpose of developing competency in nursing 

practice included the development of knowledge, critical thinking, and decision 

making, along with skill development. SNs believe they need to practice skills 

repeatedly as a SN before using them as a RN. However, RNs believe SNs also need to 

develop a deeper level of understanding to inform nursing practice. RN06 suggests 

that SNs need to learn for practice development, rather than assessment. 

I think giving the SN the time to sit down and say what their concerns 
were... I think they did not really have any goals. We worked a lot on 
what they wanted to do and what they wanted to get out of this 
experience, instead of what they needed to get out of it to pass the 
paper. I think that was what they were focussed on, but then they 
started really enjoying it … It was a good turn around! (RN06) 

Motivation for learning was also valued. One CE stakeholder highlights that when a SN 

does not want to learn, their clinical experience ‘falls apart’. RNs and CEs believed SNs 

who want to learn take responsibility for their own learning, described previously as 

reflecting a proactive attitude. But, for learning to occur, this attitude must be 

followed up with actions. One SN stakeholder demonstrated such responsibility by 

identifying strategies to develop competence in nursing practice. It is important for 

SNs to share these strategies along with their learning preferences and expectations 

with the RN and CE stakeholders. However, RN01 notes that SNs are not always aware 

of the learning opportunities available or that they may not have access to them 

without the support of other stakeholders.  
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I will say to the ward educator, if there is anything that she could 
organise and include the SN, like going to theatre to have a look or 
things like that. (RN01) 

RNs were also challenged when the SNs failed to provide information about what they 

want to learn. In order for a SN to share their learning goals with the RN, SN 

stakeholders believe it is important for the RN to demonstrate that they value and 

prioritise SN learning. Understanding how a SN learned was important to avoid the 

assumption that the SN and RN learn in the same way. Limited engagement in 

understanding SN learning further constrained collaboration between these 

stakeholders.  

While all stakeholders valued the practical opportunities for learning that clinical 

experience offered, one RN suggested that SNs should not use clinical time for book 

work or assignments. Rather, SNs should learn through engaging in ‘hands on’ nursing 

practice. Stakeholders across all cohorts believed that experiential or ‘hands on’ 

learning provided the best learning opportunities. They perceived that, in this way, SNs 

gained real life experience of what it means to be a RN working in the acute care 

setting.  For one CE stakeholder, this included the belief that SNs needed to experience 

both the joys and challenges of clinical nursing practice.  

While experiential learning helped the SN understand what it means to be an RN in the 

acute care setting, stakeholders also believe that clinical exposure to real life nursing 

practice helps SNs connect theory to practice. For example, CE02 believes the reality of 

practice helped to bring the theoretical learning to life for the SN.  

I think SNs struggle to conceptualise words in books to bring 
meaning. And until they go to the bedside the words do not have 
meaning… They almost get into this thing of theory is over here and 
clinical is over there. In their head they do not seem to have an 
instinctive linking of the two together, particularly in second year.  
(CE02) 

One RN stakeholder also valued experiential learning, stating that “experience is the 

best teacher”. This suggests that the experience itself is what ‘teaches’ the student; yet 

it generally starts with the student learning through the completion of tasks. One CE 

stakeholder suggests that starting with a focus on clinical tasks could pave the way for 
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SNs to learn beyond the task. This idea is supported by SN07 who found deeper 

learning via connecting initially through a task.  

We were on a ward, it is supposed to be acute general medicine but 
we had a lot of palliative overflow and there was this one patient, he 
was on his last days and he had decided to spend his last days in 
hospital. He had a wife and two young children and an experience 
that I found really beneficial was walking into that room and kind of 
sensing the grief that they were all feeling. You could tell that family 
was paramount to them and they wanted to stay together. So even 
though it is not necessarily what the ward usually does, I went off and 
found a whole lot of beds and made them up for the family. They 
really appreciated that and they stayed there for, it must have been 
four nights, the wife and sister and kids they all stayed there. And 
when he did pass there was a lot of gratitude and I found that really 
beneficial. It was like, okay, I am not just a SN in this situation, I am 
not just another person walking up and down the corridor, I actually 
got to engage with that family and it made their stay better and it 
made my learning better because we connected and I got to see little 
procedures because they were comfortable having me in the room. So 
that was a really awesome experience. (SN07) 

One RN stakeholder also assumed that SNs learn in the moment from the experience; 

yet pointed out that feedback from the RN helped. Thus, SNs benefit from different 

approaches to learning, which require different approaches to collaboration. Examples 

of complementary learning approaches include reflective practice and use of tools 

such as shift planners. These are believed to help SNs develop greater awareness of 

what they were learning. CE stakeholders also believe that SNs are not always aware 

that learning is occurring. CE09 believes this is particularly true for second year SNs. 

Second years do not realise that they are becoming, they do not 
perceive that they are growing and being, they just see they have got 
to do this assignment and exam and this clinical. They think they have 
got to get through clinical. And when I am in clinical, I watch them 
being and becoming and you know it is amazing. It is this incredible 
experience. (CE09) 

Developing an awareness of learning highlighted the belief held by most participants 

that learning is a journey. Most stakeholders recognised that learning occurs in a 

staircased way, where knowledge developed through learning is built upon with 

additional learning. This means that students learn at different rates as the SNs climb 

the metaphorical stairs in different ways and at different times. 
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But if you are a visual learner or if you just learn by watching or by 
writing it down or reading a protocol, as long as I know that, then I 
can set that aside for you, do it my way and then we can both, learn 
in our different ways together. (RN05) 

She allowed you to be hands on which, personally, I learn 10 times 
faster that way. (SN07) 

I just think people learn in their own ways and being a RN preceptor, 
you just have to consider that people learn in different ways. Some 
people are really hands-on, and some people are better at book 
reading and things like that. (RN06) 

Also, just acknowledging that they are adults. So adult learning and 
the different way adults learn. (CE07)  

Yeah, I think that is the thing, treating them like adults. Because most 
of our students are younger students, out of school yet they come into 
this world of complexity and things that they have never seen before. 
So, helping them make those steps towards that. (CE06) 

While CE07 referred to the importance of SNs learning as adults, CE06 believed that 

some SNs were still young and needed time and support to learn to become adult 

learners. Rather than being aligned to a specific age when SNs suddenly become 

adults, learning as adults for these stakeholders is reflected by SNs becoming more 

independent and proactive on their learning journey. Expectations of being an ‘adult 

learner’ align with attributes of being a professional nurse who is expected to engage 

in lifelong learning. However, SNs held contrasting views on approaches to learning. 

One SN stakeholder highlights the constraints of being a SN, such as needing 

supervision while they learn certain tasks. SN05 also highlights the overwhelming 

nature of what they need to learn in clinical practice, including how to manage 

themselves when exposed to traumatic learning experiences related to patients.  

I built some quite good relationships with different RNs that I worked 
with. Especially ones that had not long graduated. They took you 
under their wing a little bit and when they saw it was overwhelming 
one took me aside into the treatment room for a cuddle and said, 
“you will be fine, there were lots of tears when I was studying”, so 
that was really lovely. (SN05) 

SN05 highlights how emotions create a barrier to learning, explaining a need to step 

away from the experience to regather themselves with RN support. At the same time, 
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the message from the RN was one of normalising the emotions that the SN 

experienced. This reinforces the full extent of the experiential learning opportunity 

provided in clinical. However, while most stakeholders believe that the clinical 

experience provides realistic learning opportunities for SNs, findings also highlighted 

that despite being exposed to these opportunities, SNs may not actually learn what 

was intended. For CE05 all learning should be celebrated as ‘small victories’ that the 

SN may need help identifying. 

I feel like my values and beliefs about student [learning] are more 
about supporting them in their own growth… helping them feel 
comfortable to explore and identify what their needs are and how 
they are growing as they apply knowledge. Also, helping them 
recognise small victories… I think it’s important for them to be able to 
recognise and that I help them recognise when they are doing things 
well… helping them make those small victories and encouraging them 
to continue growing. (CE05) 

CE stakeholders noted it was important that SNs learned what was required to 

progress in their programme. To ensure this learning occurs, SNs need to be assessed.  

Assessment Matters 

All stakeholders recognised they wanted SNs to succeed in their learning. Therefore, 

the need to assess for the development of clinical competency in SNs was also valued. 

While some stakeholders considered assessment in relation to success or failure, 

Crossley (2018) believed assessment has two purposes: to demonstrate if learning has 

occurred and to guide further learning. One RN stakeholder believes assessment 

provides an opportunity to celebrate the SN’s strengths; however, there was a lack of 

consensus on what exemplified competence. This makes assessment challenging. For 

example, one CE stakeholder believes that standardising the achievement expectations 

of the SN would be helpful. CE05 recognises that the use of competency-based 

assessment contributed to standardisation of achievement criteria, yet also warns 

about the pitfalls of such standardisation because CEs could interpret each 

competency according to their own experience in nursing practice.  

You can over standardise. That is the concern I have. Coming from 
another country originally, I think some of the issue is you guys have a 
lot of structure around your competencies, way more than I have 
experienced in [another country]. Everybody generally understands 
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but we all have our own interpretations of what each competency 
means… So even though we are requiring the same thing, we all 
interpret it differently and that is what we keep trickling down, that is 
the problem with standardising that specifically. (CE05) 

While CE05 is concerned about individual CEs interpreting the competencies 

differently, others believed that insufficient time was given for assessment of the 

competencies. For example, one CE stakeholder believes that the CE’s priority was to 

assess the SN’s progress towards competency in their very brief interactions with SNs 

on the ward. Recognising that the RNs spend more time with the SN in clinical practice 

contributed to SN11 valuing the RN’s assessment over the CE’s assessment of their 

practice.  

The CE is with us for that small amount of time and I understand that 
the CE’s job is to get through so many students. Because we only get 
that small amount of time, it will be good to have the RN sit in as well 
because you are with the RN throughout the whole shift. The RN can 
actually support us SNs on what they see, what we need to know, or 
what we need to work on more. Rather than just taking what the CE 
got from that little amount of time that we had. (SN11) 

At the same time, SN01 understood that both the RN and CE were always assessing 

them and thus focused on trying to please them both. 

Well from the SN’s perspective, you have got two people that you are 
trying to please, that you are trying to come up to scratch to, because 
they are measuring you, they are in control, well they have a large 
say in whether you pass. (SN01) 

SN stakeholders highlighted that impressing the CE can be challenging depending on 

the CE’s assessment approach. CEs usually used questioning to informally assess the 

SN’s thinking or level of understanding of nursing practice, reflecting their belief that 

knowledge is a prerequisite for competence. However, because questioning is used 

both to assess SN’s knowledge and to guide teaching and learning, confusion can arise 

for the SN regarding the intent of the CE. As SN01 suggests, this creates an 

environment where student feel as though they are being tested. 

So, depending on the CE, some like to come in and pick your brains, 
really test your knowledge and kind of quiz you. I felt sometimes, I am 
not exactly sure what they are wanting from me or what they want 
me to say, but they are asking me these open-ended questions and I 



139 

am not sure what the right answer is. I find that puts pressure on me 
and I do not really like it. Especially when I am already trying to learn 
as much as I can. I am stretching my brain to an extent in clinical; 
then my CE comes and it is another little pop quiz! (SN01) 

SN01 describes the CE visit as a ‘pop quiz’ because a CE may interrupt their learning in 

clinical to quiz them. SN01 is unsure of the ‘right’ answer to the CE’s questions and 

thus feels pressured. CE stakeholders acknowledge that the sense of being formally 

assessed can put the student in a vulnerable position because the student is at risk of 

failing in that interaction. When CEs assess SNs through discussions focused on 

knowledge or thinking, SNs feel pressure to demonstrate competence. Furthermore, 

some SNs believe that anything less than perfect or a high standard of knowledge 

underpinning practice felt like failure. For this reason, SN stakeholders valued being 

assessed on both the ‘doing’ and ‘thinking’ of nursing practice, rather than the 

‘thinking’ that CE stakeholders emphasised. For SN05, being assessed at the bedside 

would have enabled demonstration of practical strengths (i.e., hands on nursing and 

bedside manner). 

For me I feel like I was assessed all on the academic, like the 
pathophysiology. It is all very well if you know all that but if you do 
not have the bedside manner of a good nurse I do not see how you 
can apply that for the patient to really get that full circle of care and I 
do not know if that was recognised enough. I just wish, and maybe 
that’s because I feel that was my strength, it would be nice if it was 
brought into the full package. (SN05) 

An overarching expectation on the part of all stakeholders is that the assessment 

should be ‘fair’ and ‘valid’. ‘Fair’ assessments are reflected when there is a shared and 

consistent understanding of what is expected as demonstrating competent nursing 

practice. This is usually defined as reliability (Crossley, 2018). ‘Valid’ assessments are 

reflected when the assessment is linked with genuine nursing practice that is a true 

reflection of the SN’s ability in nursing practice.  

Another SN had been sitting in the nurses’ station a lot… preparing for 
the CE so when the CE came they looked wonderful. Whereas we 
were not given that opportunity. It builds a lot of frustration. (SN07)  

Are you saying the SN is sitting on her laptop in the office all day… she 
probably nailed her interviews with her CE.  (SN05)  
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Yeah, she did, she told us every time she nailed that. (SN08) 

She got awesome feedback the entire time, it was very non reflective 
of her actual practice. (SN07) 

At times, SN stakeholders were frustrated by what they saw as evidence of unfair and 

invalid assessment of their fellow students. This suggests that perhaps the assessment 

of the student is based less on students’ learning needs and actual practice and more 

on the assumption of what SNs think the CE wants to hear, which is knowledge. The 

excerpt above, taken from the SN focus group, also shows that SNs actively observe 

and assess the practice of others.  

There is also an expectation that SNs should be able to self-assess. One CE stakeholder 

believes SNs who self-assess show that they have insight into their own abilities. 

However, accurate self-assessment requires that the criteria of what constitutes a pass 

needs to be clearly articulated for all stakeholders. One SN stakeholder believed that 

having all three stakeholders meet to discuss expectations would increase fairness in 

the assessment process. But a RN stakeholder pointed out that when unspoken 

expectations appeared to be being met, there was less need for discussion between 

the stakeholders. Yet, there was also evidence that all SN stakeholders required 

feedback on their development. 

Feedback Matters 

Stakeholders believe that feedback is valuable for the ongoing development of clinical 

competency for the SN. Educational researchers Boud and Molloy (2013) asserted that 

feedback should be seen from the student’s perspective, where they are provided 

information by themselves or others on how their practice compares to the required 

standards, with anticipation that they will improve their practice. The current study 

found that feedback is valued when it is given constructively and has a specific focus 

on the SN’s practice, as evidenced by the following from SN04. 

I really like feedback on where I’m at because I believe, as great as we 
all maybe believe we are, and as analytical as we may be of 
ourselves, we sometimes can’t always see where our gaps are. Or 
can’t quite sometimes see where we need to go to then move to that 
next part, so I think that’s where having someone that’s on the 
outside go, “hey, look, you’re great at this. You’re doing good but if 



141 

you want to get to the next level, you need to work on this area”. I 
think that’s so pivotal as well. (SN04) 

Stakeholders identified numerous opportunities for feedback to be given and received. 

However, this does not always directly involve the student. For example, RN 

stakeholders valued hearing from the CE about how the SN was progressing from the 

CE’s perspective. Stakeholders believed that the CE’s feedback about the SN’s practice 

helped guide the RN on how to develop the SN’s learning. Conversely, CE stakeholders 

wanted to hear how the SN was progressing from the RN, reflecting the CE’s valuing of 

the RN’s voice. From the student perspective, it is possible that RN feedback about 

SNs’ practice to the CE validates what SNs have told the CE they are doing in practice. 

CE stakeholders acknowledged that they obtain feedback about the SN’s practice from 

a broad range of stakeholders such as patients, CNEs, and CNMs.  

Actually, patients are really good. They’ll give you feedback too. I 
think you get a sense from them, how the student is interacting with 
them, how they’re communicating with them. You can get a lot from 
the patients and they’ll quite often be quite open, and they’ll even 
say, “they’re good, I’ve enjoyed having that student being with me 
today” or whatever the case may be. (CE06) 

Even patients from time to time. Because for me, as part of my 
assessment of the students looking at how they interact with the 
patient, I need their feedback as well and that supports the feeling 
whether the student is doing well. Predominantly they tend to say, 
“oh they’re wonderful” and don’t always elaborate. But sometimes 
that gives me help to know how they’re going, so I then need to go 
back to the charge nurse or back to the preceptors to clarify. (CE02) 

At Hospital [D], I know some of the clinical nurse educators quite well 
now. So, I think they’re going to be the first ones who are going to 
give me feedback about my students. They’re going to be the first 
ones who highlight a problem. They’re the first ones who normally 
hear their nurses complaining. (CE09) 

Okay, so this was one of the charge nurses from hospital [A]. [They] 
called me and left a message and said, “I want to talk to you about 
positive feedback [for] your student”. I then went in and they gave a 
detailed description of how well the student looked after [a] patient 
who was dying… So [this charge nurse is] the one who often finds me 
in the ward. Every time I go past [they say] “so and so’s doing well, so 
and so’s not doing well”. (CE04) 
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Data suggest that RN and CE stakeholders view the CNM as an intermediary. The CNM 

obtains feedback from the RNs—volunteered or actively sought—about the SN’s 

practice. The CNM then passes that feedback on to the CE. Likewise, CEs value being 

able to provide the CNM feedback on their assessment of how the student is 

developing. It seems that the CNM acts as a conduit, interpreting feedback about the 

SN, then sharing what is pertinent with either the RNs or the CE, dependent on which 

way the feedback needs to go. At times, the CNM also appears to protect other 

stakeholders from the feedback process by filtering what needs to be passed on or 

creating a buffer between stakeholders. There is a sense that the CNM has a role of 

validating the feedback.  

All stakeholders reported the expectation that feedback was honest. For one SN 

stakeholder, honesty is reflected in the communication style when feedback is being 

provided. Ambiguity, for example, is interpreted as a lack of honesty. RN stakeholders 

concur, suggesting that open communication between stakeholders promotes honesty 

in the feedback process. While one CE stakeholder expects SNs to obtain feedback 

directly from the RN, supporting the need for open communication between the SN 

and RN, it would appear that this was not a consistent view. The excerpts below 

highlight differences in practice with some CEs obtaining feedback from the RN 

without the SN being present.  

I have assumed that the feedback would be more honest if the SN 
was not there. (CE03) 

I also meet with the RNs one on one as well. Usually, I would ask them 
about the practice of the SN. We just move somewhere that is private 
and confidentially discuss the SN and get all the feedback. Then I see 
my SN and give them the feedback. (CE07) 

Privacy is valued in the feedback process. Privacy provides an environment that 

enhances safety for the receiver because how the receiver responds to the feedback is 

not always predictable.  

I always try to get the SN in a private room though. I do not like to 
give feedback in the hallway or in the nursing station. (RN01) 

If there are some concerns regarding the SN, even the RN will not feel 
free to speak in front of the SN right there and then. Sometimes I will 
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get to the ward, maybe the RN will say “oh can I see you for few 
minutes?” They then lead me to side room to speak and to discuss 
together about the SN. In those circumstances it would not be in the 
best interest of the SN to be there. (CE07) 

There can be potential breaches to privacy during the feedback process. In another 

example, CE09 refers to obtaining feedback from a doctor about a SN of concern.  

I had a doctor who came to me and said, “I want to talk to you, I’m 
really concerned about that student”. I said, “I can understand that, 
can you tell me what you’re concerned about?” The doctor said, “I 
noticed that she did this or she told my patient this”. And I said, “I’m 
really sorry about that. I am aware of some of the things she’s doing”. 
And then I made a mistake. The doctor said to me, “oh, she’s very 
strange”. I said, “yes, we do have issues in terms of [the students] 
mental health”. As soon as the words left my mouth I thought, ‘oh [I] 
shouldn’t have said that’ and tried to take it back. I knew that I’d 
fallen into that trap of just having this very quiet intimate 
conversation…. I realised that I had mistaken a moment of 
friendliness and I’d overstepped the mark and she immediately came 
back and said, ‘you shouldn’t have said that’. The thing is, she knows. 
She clearly picked up that we had a student who had issues. And I 
probably didn’t need to tell her, I think she was kind of fishing a little 
bit. And I gave her the bit I shouldn’t have. (CE09) 

While the CE understood the feedback, the CE’s response was to share some insights 

with the doctor in order to provide validation of the feedback. However, the doctor 

took this as a breach of the SN’s privacy, reacting in a way that suggests the doctor did 

not require such validation. Findings from this study also show that some RN 

stakeholders want to close the feedback loop, although this does not always happen.  

The CEs handle the marking; we do not see much of that. We fill out 
feedback forms, but I do not necessarily know how much of that 
feedback is passed on. (RN03) 

The SN was thinking out of the box but still needed some pushing with 
the planning, so that is what I told to the CE. I am not sure what 
happened next with their discussion because they are just asking for 
my feedback. So, I just asked my SN, “how did it go?” (RN04) 

While gaining feedback from the other stakeholders was perceived a priority for most 

CE stakeholders, some reported that if they did not hear anything about a SN’s 

practice, they worked off the belief ‘no news is good news.’ At other times, the 

feedback is limited and the CE is left to interpret what is meant by the few words 
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shared. Sometimes the interpretation was that the feedback seemed based on the 

working relationship between the SN and RN, rather than specifically on the SN’s 

competence.  

Often with RNs as well, the answers they give is “very good” and 
often it is based on their working personality, [and] personality of the 
SN. If they do get along, if the SNs do tasks well and if that saves the 
RN time, then they seem to give a lot more positive feedback even 
though the knowledge side of things was poor. So, differentiating it 
into what I want, which area I want to get feedback on, it is a lot of 
giving them selective questions and trying to keep answers in a 
certain direction. (CE01) 

Some of the CNMs I think might be too busy doing other things. Some 
of them say “if I do not know anything, it means it is good, it is a 
positive. I will only know if something negative is going on”. But the 
RNs, I will actually go and say, “can I have 5, 10 minutes of your time” 
and rattle off a whole lot of questions. (CE03) 

All stakeholders recognised that the CE is dependent upon the RN for feedback about 

the SN’s practice. At times, extra effort was required from a CE to obtain RN feedback. 

This can be problematic because, from the SN’s perspective, RNs do not always 

prioritise or value giving feedback. RN01 exemplifies this view: 

Talking to other colleagues, they are not being entirely truthful to the 
CE. I think it comes back to; I do not want to teach so I do not care. In 
that instance I feel for the SN, because if they really have things to 
improve, the RN does not want to tell the SN, and then when the CE 
comes around they are like, “oh yeah, everything is fine”. When they 
mention it to me, I say, “well why do you not say something?” They 
say, “oh, I cannot be bothered”. (RN01) 

While RN01 values feedback focussed on improving the student’s development, other 

stakeholders value feedback that recognises what the student is doing well. In the 

following quotes, CE05 and CE06 discuss their beliefs regarding the importance of SNs 

receiving balanced feedback.  

What I have seen a lot is, they get feedback in a more negative 
method. A lot of people when they are asked for feedback tend to 
give the negatives. Or nothing at all. So, I think it is important for 
them to be able to recognise and that I help them recognise when 
they are doing things well, and what they should be doing at an 
expected level as well as what they could be working on as well. So, 
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helping them make those small victories and encouraging them to 
continue growing. (CE05) 

That is important, when you see the SN doing something well. Even if 
it is just, “hey that is really good”. Acknowledging what they do well 
because it is easy for them to get the opposite, which is what they 
hear more than when you say they do something well. The SN will 
dwell on something that might have just had a little bit of negative 
feedback and that is huge you know. (CE06) 

CE06 and CE05 believe that it is important to provide negative feedback and point out 

strengths in the SN’s practice. RN04 concurs, noting that giving positive feedback is 

easy.  

There was this one student, the CE visited them and then they asked 
me about the student’s progress. Well, that student is really good, like 
they’re thinking out of the box. So that’s easy for me… But sometimes 
I’m quite hesitant with that clinical educator because they might give 
them a fail grade and I just like for them to pass. That’s why we just 
talk to each other like, “okay, so maybe next time you let your 
educator know that you have done this, so you get good feedback 
from them”. (RN04) 

RN04 goes further, suggesting that the emphasis should be kept on keeping things 

positive, rather than providing too much negative feedback which may result in failure 

for the SN. This is not to say stakeholders should not give negative feedback, but that a 

blend of both positive and negative feedback is important because it acknowledges 

what is going well and what needs improvement. ‘Negative’ feedback is intended to 

help improve the SN’s nursing practice. However, some stakeholders noted that SNs 

can make incorrect assumptions about the feedback. One CE stakeholder refers to 

students dwelling on negative feedback. Others interpret negative feedback as a 

personal attack—that the RN giving the feedback was a ‘bully’ and not speaking to the 

SN respectfully. SN11 remembered a similar experience, suggesting that being given an 

indication of failure midway through clinical was interpreted as threatening.  

I was scared of failing, definitely. I felt on my catch ups with the CE it 
was going well and then I got some feedback. It felt intimidating… I 
just could not say anything on my third catch up because I felt like, oh 
my gosh, is it me or is she growling me fully? I felt intimidated… their 
tone of voice and the body language as well. It was just like, “you 
have to do this, you are doing this wrong”. There was a lot of hand 
gestures. To me it was like a growling, angry that what I was giving 
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was not right. So, I just went a bit quiet throughout that whole catch 
up because I did not know what to say. (SN11) 

SN11 felt intimidated by the feedback from the CE, the fear of failing loomed large. The 

CE’s tone of voice and body language may have intended to convey the importance of 

the feedback and the need for the SN to change their practice. However, it seems that 

it had the opposite outcome. The student withdrew. Similarly, another SN stakeholder 

interpreted negative feedback as a ‘personality clash’ between the SN and RN, rather 

than recognising limitations in the SN’s practice. These examples emphasise the SN’s 

motivation to pass, rather than develop their clinical competence through constructive 

feedback. How feedback is given to SNs must be considered if the message being 

conveyed is to be received as intended. Feedback needs to be communicated in a way 

that enables the SN to focus on their practice development, rather than merely passing 

or failing.  

While ensuring that SNs receive feedback is valued by most stakeholders, some RNs 

recognise that it is timely feedback that best enables the SN to respond appropriately. 

The SN’s response to feedback enables stakeholders to gauge the SN’s level of insight 

into their practice and can validate the original assessment. Stakeholders expect to see 

a difference in the SN’s practice following feedback.  

I try and talk it through with the SN first, but if I think they are still not 
processing or getting to grips with the issues I have raised with them, 
I look to escalate it. (RN03) 

One SN had a bow in her hair, makeup on, eye lashes for Africa and a 
chip on her shoulder the size of Mt Wellington. She was there for the 
first two or three days and the staff kept coming up to me going, 
“where did you get this student? How the hell did she get this far?” 
She was walking around like she did not want to be there… I met with 
the SN and I talked to her… Then the next day the staff came up to me 
and said, “we don’t know what you did but that kid is just completely 
turned around”. We even got the bow out of the hair and the eye lash 
extensions came out. (CE08) 

When it was evident that the SN had not responded to feedback, this signalled to RN03 

that they needed to collaborate with the CE. Likewise, CE08 understood that some RNs 

require the CE to intervene to ensure that the SN hears the feedback in a way that 

enables the SN to respond positively instead of seeing feedback as criticism. It helped 
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to have the CE interpret the feedback for the SN. At the same time, the CE’s presence 

provided safety and support for the RN in the feedback process. The notion ‘feedback 

matters’, has the best intentions for the SNs. It promotes collaboration between all 

stakeholders, either through one-on-one interactions or through meetings where all 

attend. In practice, however, such meetings are usually only set up when a stakeholder 

has concerns about the SN’s practice. 

Concerns Matter 

When RN and/or CE stakeholders are concerned about a SN’s practice, there is an 

overt purpose for stakeholders to collaborate. Stakeholders recognise that concerns 

usually relate to unsafe practice. Having a social conscience and wanting to keep 

others safe draws stakeholders together to share and address their concerns. RNs 

believe support is needed from other stakeholders because of the risks to patients and 

others, including the SN. Likewise, CE06 expects to interact more with senior clinical 

staff, including the CNM, when there are problems.  

If I have any concerns with a SN, then I will speak to the RNs and I will 
tell them whatever the issue might be… If I have got real concerns, I 
will speak to the CNM … At that point I feel that the RN may need 
support with working with the SN as well, the CNM needs to know 
that. (CE06) 

There seems to be a continuum of concern, with smaller or more basic concerns being 

managed locally between the RN and CE. As concerns get bigger, or more significant, 

the CE recognises that greater support is required for both the SN and the RN, thus the 

CNM’s expertise is sought. While safety seemed to be the dominant focus of concerns, 

it was not always clear what was the cause for concern. 

I have had the odd occasion where I have had to establish, is it a 
learning knowledge issue or is it a communication language issue? 
Because they are different. (CE02) 

While most concerns related to the SN’s nursing practice, there are times when the CE 

or SN may be concerned about the RN’s capacity to support the development of SNs’ 

practice. In the excerpt below, CE02 has concerns relating to ‘preceptor fatigue’. 

Whether the RN is already fatigued is another thing. SN after SN after 
SN. The RNs are just over tired. That is not a blame thing. I am simply 
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saying if you are already fatigued and you add that dimension it is 
another thing. Are the CNMs giving their staff enough of a break? 
How does that fit within the context of having high numbers of SNs 
coming through? I do see the RNs get fatigued. (CE02) 

RNs constantly working with SNs clinically can become overburdened by their 

workload and cope by limiting their engagement with students. In these instances, the 

CE is likely to discuss their concerns with the CNM. The assumption here is that the 

CNM has the power and influence to make changes that will enable greater RN 

support for SNs. However, CE07 warns about the potential negative implications of 

raising concerns with the CNM. In the following example, CE07 describes having to 

debrief SNs following a significant event on the ward because no formal debriefing was 

offered by the ward staff. 

Sometimes you want to tread carefully, and you do not want to 
appear as if you are telling them how to run their ward. I know I am in 
charge of my SNs, I just needed to look after them and their interests. 
(CE07) 

There is an overarching assumption that stakeholders have the ability to articulate 

their concerns. Yet, it appears that there are many limiting factors pertaining to the 

individuals involved and the relationships between these individuals. Furthermore, 

with a focus on priorities relating to students’ clinical competence and the contextual 

factors within the acute care environment, it would seem that having a collaborative 

conversation between stakeholders is not always possible. 

Purpose Matters in a CAS 

Understanding why stakeholders need to collaborate brings attention to purpose 

within a CAS. While purpose itself it is not overtly aligned with any of the CAS 

principles, it underpins collaboration between stakeholders because the principles 

reflect interactions guided by values and beliefs, along with environmental factors. In 

this study, these guiding influences have been identified as notions, ideas that reflect 

the values and beliefs of stakeholders, along with other factors within the clinical 

context. The CAS principles present the hallmark of how individuals interrelate, how 

control is distributed, and how self-organisation evolves (Brand et al., 2015).  
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The purpose for most stakeholder interactions is associated with the interrelated 

dimension of ‘clinical education’. The notions within this dimension highlight values 

related to stakeholder knowledge and experience. Knowledge is developed through 

experiential learning, by hands-on experience working with real patients in the clinical 

setting. However, it is clearly evident that some theoretical knowledge is given greater 

value than other knowledge, namely pathophysiology. There is an expectation that 

students will learn, both before attending clinical and during their placement. This is 

supported by the order generating rule of valuing the teaching role of both the CE and 

RN in the clinical setting. Yet, there is also the belief that these roles can be exchanged, 

with the student taking on the role of teacher for RNs who may be exposed to ongoing 

learning due to changes in practice. This change reflects both the value of lifelong 

learning in nursing practice and the emergent nature of a CAS in that changes occur in 

response to the context and people’s needs within that context.  

To ensure that the purpose of clinical education is met, stakeholders value interactions 

that contribute to assessment. This connects back to notions within earlier dimensions, 

such as responsibility from ‘the individual(s)’, trust from ‘relationship’, safety and 

accountability from ‘clinical practice’, and safe learning space from ‘acute care 

environment’. When stakeholders are assessing students’ knowledge and experience, 

values across all dimensions influence how stakeholders interact for assessment 

purposes. Understanding that students are learning, guides stakeholders to provide 

feedback. When there is limited or no feedback, this is interpreted as the student is 

progressing as expected, resulting in informal collaborative interactions. However, 

consideration of the risks associated with students with limited knowledge and 

experience being exposed to real patients can cause concern for some stakeholders. 

Concerns for all stakeholders, including patients, guides RNs to provide more detailed 

feedback to CEs.  

Increased feedback which highlights concerns about the SN’s clinical practice creates a 

commotion, resulting in a sense that something needs to change. This situation is 

identified in the CAS principle ‘edge of chaos’. From chaos, changes to how 

stakeholders collaborate emerge. Knowing that in order to keep everyone safe, more 

time and effort is required to invest in collaboration, a more formal approach is 

adopted. At the early stage of these formal collaborative interactions, guided by 
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assumptions about what is best for the student, rather than what the student may 

value, the student is not included. Only when the perspective of all other stakeholders 

is obtained, is the student drawn into these formal interactions. The message is that 

the student’s perspective is not valued. Their role on the peripheries as a silent 

stakeholder is reinforced. Not including the student has the potential to disrupt trust 

between the SN and other stakeholders, adversely impacting their clinical learning.  

Furthermore, these behaviours create new ways of working together, evident in the 

CAS principle of ‘creation of adjacent possibilities and awareness of path dependency’. 

Losing trust in the stakeholder relationship, the students feel a sense of pressure, as 

though they are constantly being assessed rather than supported in their learning. 

Knowing that SNs are dependent upon RNs and CEs to pass their clinical placement 

experience, a fear of failure can dominate the student’s perspective of their learning 

experience. Instead, students should be focusing on the care they are providing to 

patients, with real and complex health needs. Students need to be supported and 

supervised by experienced RNs who work within a complex health care setting to 

ensure that everyone is kept safe. All stakeholder interactions need to keep this at the 

forefront of their minds as they embark on the collaboration essential for practice 

development.   

Conclusion 

Within the interrelated dimension of clinical education, findings show there is a need 

for stakeholders to collaborate. Equally, there is a purpose to collaboration. 

Recognising and accepting that no one knows everything provides a starting point for 

individuals to interact, because there is an accepted understanding that knowledge 

underpins nursing practice. However, investment of time is required for interactions to 

be collaborative. Assumptions about the priorities of stakeholders can, at times, 

constrain collaboration; yet articulating these assumptions provides opportunities for 

more collaboration. Effective collaboration occurs through prioritising support, 

teaching, and learning. None of these can occur without stakeholders interacting 

either through one-on-one conversations or via group meetings. An agreed purpose 

for collaboration needs to be at the centre of all interactions. Stakeholders want to see 

growth and development in the SN’s clinical competence. Therefore, it is essential to 
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assess, provide timely and honest feedback, while anticipating that learning will 

happen and be evidenced through the observation of changes in the SN’s practice.  

Findings suggest that stakeholders are constantly trying to balance these five 

interrelated dimensions and their inherent notions that matter in order to navigate the 

collaborative context. Dipping in and out of the collaborative context is sometimes 

approached in a casual way, suggesting that to collaborate with others requires little 

thought and/or planning. However, more often than not, collaboration is challenging, 

often resulting in ineffective or non-existent collaboration and less than ideal 

outcomes.  
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Chapter 9  DISCUSSION AND RECOMMENDATIONS 

Introduction 

The aim of this study was to gain insight into how stakeholders collaborate to support 

the development of clinical competence in undergraduate nursing students in the 

acute care setting. Using ID, underpinned by CT, findings have identified who the key 

stakeholders are and how these stakeholders interact to support nursing students in 

the clinical setting. The values and beliefs that underpin these interactions, as well as 

factors that both enable and constrain collaboration have been revealed. 

Furthermore, findings show these interactions can have both a positive and negative 

effect on nursing students’ clinical learning.  

Study findings highlight that stakeholder collaboration designed to support the 

development of clinical competence in undergraduate nursing students occurs within a 

CAS. Within this system are five interrelated dimensions relating to people, context, 

and purpose; including ‘the individual(s)’, ‘the relationship’, ‘clinical practice’, ‘acute 

care environment’, and ‘clinical education’. Understanding the various notions within 

these interrelated dimensions highlights the complexity of the topic. However, further 

discussion is needed to explain the meaning, importance, and relevance of these 

findings. Comparing my findings to what is already known helps to clearly identify the 

original contribution that this research offers to clinical education of nursing students. I 

will argue that stakeholders need to negotiate and manage how they interact to 

achieve balance in this CAS, while collaborating to support clinical learning for SNs. I 

will present recommendations to enhance collaborative practice, reflect on the 

methodology used, acknowledge study limitations, and finish with concluding 

statements that focus on assisting the necessary collaborative conversations to begin. 

Summary of Findings 

Stakeholder collaboration in clinical education for undergraduate nursing students 

occurs within a CAS. Being non-lineal is a key characteristic of a CAS (Ellis, 2011; 

Notarnicola et al., 2017). There are a number of dynamic parts that interact with each 

other, often in an unplanned and unpredictable way (McNamara & Teeling, 2021). 

Stakeholder interactions evolve in response to the people who are attempting to 
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interact with each other, the context within which the interactions occur, and the 

purpose for interacting. Reflecting a non-lineal and dynamic system, I identified five 

interrelated dimensions of; ‘the individual(s)’, ‘the relationship’, ‘clinical practice’, 

‘acute care environment’, and ‘clinical education’. Within each dimension are notions 

that matter; ideas that are constructed by stakeholders’ values and beliefs regarding 

people, context, and purpose. The notions related to the five interrelated dimensions 

are presented in Figure 6.  

Figure 6: The collaborative context: Notions that matter in interrelated dimensions of 

stakeholder collaboration 

The Individual(s)
Being different matters

Emotions matter
Attitudes matter

Choice & responsibility matters

The Relationship
Connection matters

Rapport matters
Trust matters

Respect matters
Continuity & consistency matters

Interactions matter

Clinical Practice
Safety & accountability matters

Workload matters
Contribution matters

Future of the profession matters

Acute Care Environment
Culture matters

Leadership matters
Safe learning space matters

Clinical Education
Knowledge matters 

Time matters
Experience matters

Support matters
Teaching matters
Learning matters

Assessment matters
Feedback matters
Concerns matter THE

COLLABORATIVE 
CONTEXT

These notions help identify the values and beliefs held by individuals, and the 

contextual factors that enable and constrain collaboration. Equally, these notions 

influence how individuals interact within the system, including stakeholders beyond 

the triad of study participants. Understanding these notions helps to describe how 
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stakeholder collaboration occurs on a continuum within a collaborative context, with 

potential positive and negative impacts on clinical learning for nursing students.  

This study found that while these notions have the potential to bring stakeholders 

together to collaborate effectively, considerable effort is required by all stakeholders 

to meaningfully engage with each other to achieve effective collaboration. Some 

stakeholders work from assumptions that result in limited opportunity or desire for 

collaboration. Others have different or competing priorities, constraining or limiting 

possibilities for stakeholder collaboration. While the purpose of collaborating centres 

on clinical learning for SNs, this does not mean that the student is always included in 

stakeholder interactions. More often, the student is positioned on the periphery of the 

collaborative context, diminishing their involvement to being passive bystanders, while 

the needs of other stakeholders are prioritised over the learning needs of the students. 

These variations to stakeholder interactions reflect the complexity of how stakeholders 

interact, and highlight important findings related to the visibility of the student within 

stakeholders’ collaborative relationship.  

Given the complexity of this interlinked collaborative context, it is surprising that any 

collaboration occurs. This study found that collaboration usually occurs informally, 

with limited opportunities for more formal collaboration. While it may not be possible 

to address all of the contextual factors that constrain more formal collaboration, or 

collaboration that involves all three stakeholders simultaneously, recognising and 

understanding them can help stakeholders interact in ways that take these factors into 

consideration. Brand et al. (2015) referred to this within their CAS principle of ‘creation 

of adjacent possibilities and awareness of path dependency’. Greater investment by 

individual stakeholders is required to make overt their values and beliefs about 

stakeholder collaboration and clinical learning of nursing students.  Exposing the 

priorities and assumptions held by these individuals has the potential to improve the 

experience of collaboration for all stakeholders, thereby improving the learning 

experience for students. It is important to note that for this to happen all stakeholders 

need to recognise and value this potential.  
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Understanding Stakeholder Collaboration within a CAS: Interpreting the 
Results 

This study is the first to consider how stakeholder collaboration aligns with a CAS. 

Taking this unique perspective, a number of important findings need further 

discussion. I begin by exploring the principle of interrelatedness and distributed 

control of key stakeholders, namely the CNM and SN. I then identify relevant order 

generating rules such as valuing individuals, the belief that CEs and SNs are interlopers, 

and the value of investment. Co-evolution of system and its environment is discussed 

in relation to context of culture and diversity, and time pressures within the acute care 

setting. Finally, discussions on formal and informal collaboration, along with 

complexity of the collaborative continuum, help to explain self-organisation within the 

collaborative context. This culminates in a discussion on how the stakeholder 

collaboration impacts the clinical learning experience for SNs and the need for balance 

if stakeholder collaboration is to be effective.  

Interrelatedness and Distributed Control of Key Stakeholders 

Prior to the commencement of this study, three key stakeholders had been identified:  

the SN, RN, and CE. During the study it became apparent that these stakeholders work 

in a setting where there are many other people with whom they interact. Identifying 

these people is important because within any CAS individuals have the capacity to 

influence the behaviour and practice of others and the system itself (Hannigan, 2013; 

McNamara & Teeling, 2021; Notarnicola et al., 2017).   

CNMs as Key Stakeholders 

This study found that the CNM has a pivotal role in stakeholder collaboration. As a 

leader in the clinical setting, the CNM is responsible for establishing the culture of the 

ward and promoting professional development of nurses (Currie et al., 2007; NZNO, 

2018c). In relation to SNs’ development, this includes how student are welcomed into 

the ward, how RNs are assigned to students, and the philosophy of how students and 

CEs are viewed while on the ward. Identified as a conduit, the CNM can either enable 

or constrain learning opportunities within the clinical setting, dependent upon the 

level of support they offer in relation to clinical learning (Currie et al., 2007). While 

Currie et al.’s (2007) research is focused on RNs who are attempting to apply academic 
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learning to advancing practice roles, findings from the current study suggest the CNM’s 

attitude and level of support they offer also influences how stakeholders collaborate to 

support SNs in their clinical learning. The CNM can be viewed as a ‘dominant 

stakeholder’ who has the capacity to construct what needs to be learnt to be a RN and, 

at times, holds the power to shape the context for learning to occur in practice (Currie 

et al., 2007; McNamara & Teeling, 2021; Yen et al., 2021).  

CNMs are often caught in the middle of the system and can become overloaded by the 

operational responsibilities they hold (Yen et al., 2021). The complexity of the CNM 

role may explain why findings in my study showed that some CNMs are less engaged in 

student learning than others, and/or their decisions on how to allocate students to 

RNs are influenced by contextual factors reflecting prioritisation of their operational 

responsibilities. Identifying stakeholders beyond the triad and the CNM may be helpful 

in distributing leadership responsibilities related to clinical learning, including clinical 

nurse educators, clinical coaches, and senior RNs (McNamara & Teeling, 2021). 

Furthermore, leadership is possible throughout all levels of a system and is not just the 

responsibility of those in formal leadership positions (McNamara & Teeling, 2021). 

Stakeholders need to generate a sense of ownership and responsibility both for 

themselves and the system in which they work. For this to occur, nurses require 

authority (NZNO, 2018c) to make decisions regarding how RNs work with students and 

CEs in clinical practice which will empower RNs to make decisions that are helpful to 

stakeholder collaboration. This study has found that some RNs avoid this aspect of 

their role, with some choosing not to work with students. Providing adequate support 

for students to learn and apply their learning in clinical practice is a moral issue 

because it has a direct impact on the future practice of the student and the care they 

will provide to patients (Currie et al., 2007). If RNs are to meet their obligations 

towards meeting competencies for practice, then all RNs need to be supported to 

engage in supporting SNs’ learning while in clinical placement.  

Students as Key Stakeholders 

While this research found that stakeholders identified the CNM as pivotal to the 

stakeholder relationship, there were a plethora of other stakeholders identified by 

study participants, including other health care professionals, patients, and university 

staff, such as course leaders. However, when students are not supported by the 
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stakeholders immediately around them, they often seek support from other students.  

This finding is supported by Fenton-O’Creevy et al. (2015) who validated ‘peer support’ 

as justified because other students are presumably having similar experiences. 

Furthermore, other students can offer support for learning and emotional support (Hill 

et al., 2020). In the current study, students reported experiencing a variety of 

emotional reactions when working in the clinical setting, while also feeling scared and 

vulnerable about working within a health practitioner hierarchy. Peer support can be 

beneficial because senior students develop coaching skills that they can carry into their 

careers as RNs, while also being role models to junior students (Hill et al., 2020). 

However, a more immediate potential outcome of peer support may be increasing 

confidence for the students themselves, empowering them to place themselves at the 

centre of their learning and providing a sense of belonging within the clinical context 

(Hill et al., 2020; Jamieson et al., 2017; Maccabe & Fonseca, 2021). With increased 

confidence, students may view themselves as active learners, positioned more 

centrally to collaborate with other stakeholders. Furthermore, students who graduate 

with increased confidence may be well placed to provide feedback to others in the 

future, including RN colleagues and nursing students whom they are supervising.  

It is clear there are a number of stakeholders who interact to support students in the 

clinical arena, interactions which exemplify interrelatedness and distributed control. 

While it is helpful to identify who these stakeholders are, it is also important to 

understand the values and beliefs that influence how these stakeholders interact.  

Order Generating Rules 

This research has identified the key values and beliefs, or notions, held by stakeholders 

within the five interrelated dimensions that create a collaborative context. These 

notions create the order generating rules that influence how stakeholders interact at 

any given time (Brand et al., 2015; Ellis, 2011; Notarnicola et al., 2017).  

Valuing Individuals 

Usually, it is commonality among individual people within an organisation that can 

draw them together, ignoring the differences inherent in individuals (Bogren et al., 

2016). Conversely, a significant value held by all stakeholders in this study was the 

individuality of people. Principle One of the Code of Conduct for nurses, states that 
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nurses must respect the individuality of health consumers (NCNZ, 2012). As a core 

value of nursing, respecting difference in health consumers may transcend how nurses 

see and work with other stakeholders as individuals. This shared understanding may 

explain why this was a finding for the RN and CE participants, but it is not clear how 

SNs may acquire this value so early in their programme of study. Valuing individuality 

may be an inherent trait or characteristic within some students due to their 

experiences interacting with diversity in their everyday life and learning about their 

own identity by comparing themselves to others (Kahu, 2017). It may be something 

that influences them to become a nurse, or they may learn this early in their 

programme of study.  

Reinforcing the valuing of individuals, Brand et al. (2015) noted that people in a CAS 

are ‘individual agents’ who belong to a ‘group’ but have freedom to behave 

independently. This creates some unpredictability for stakeholder interactions. While 

valuing individuals is commendable, it is also important that individuals recognise the 

impact their behaviour and decisions have on others with whom they interact. Findings 

from my study support stakeholders being aware of their impact when interacting with 

each other because these interactions can impact the development of trust and 

rapport between stakeholders both positively and negatively (Heemskerk et al., 2021; 

Hill et al., 2020; Shorey et al., 2021). However, it is not clear whether stakeholders fully 

understand the potential ‘wave of consequence’ because it may not be immediate or 

overt (Hannigan, 2013). The wave of consequence was exemplified by one student 

participant who made assumptions about an RN in the team, whom she had not 

actually worked with (see p. 78). The student stood by and observed the behaviour of 

the RN, then interpreted their behaviour as ‘scary’. Likewise, when RNs roll their eyes 

(see p. 92) or overtly declare to the team that they do not want to work with a SN, the 

consequence is that the student does not feel valued. The student may consequently 

lose respect for those RNs or mistrust them when assigned to work with them. 

Unfortunately, the wave of consequence is somewhat unavoidable due to the 

interdependency between stakeholders (Brand et al., 2015). Yet, it is something that I 

believe stakeholders need to develop an awareness of if conditions for positive 

stakeholder relationships are to be established and maintained.  
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The Belief that CEs and SNs are Interlopers 

While relationships and interconnectedness are important for stakeholder 

collaboration to occur, the belief that both the CE and SN are ‘interlopers’ is another 

important finding in this study. Students and CEs are often not viewed as being a 

member of the clinical community of practice; rather their trajectory is one of ‘passing 

through’ (Fenton-O’Creevy et al., 2015). Positioned at the boundary between the 

educational and clinical settings, students and CEs are labelled as ‘tourists’ and 

‘sojourners’ (Fenton-O’Creevy et al.). The distinction between a tourist and a sojourner 

rest with the level of participation these stakeholders have while on clinical placement. 

If they have a low level of participation, such as when the RN restricts opportunities for 

hands-on learning experiences for students, the student is considered a tourist 

because the learning experience is more likely to be observational with limited practice 

development. Conversely, a sojourner level of participation—as shown when the CNM 

encourages the student to take out a new PICC line, which enables the student to 

become a teacher (see p. 127)—contributes significantly to the development of the 

student’s practice. Furthermore, within a community of learning, newcomers are 

known as ‘legitimate peripheral participants’ (Heemskerk et al., 2021; Lave & Wenger, 

1991). This highlights the student’s and CE’s positions in clinical practice as having 

legitimacy, despite the fact that they are ‘passing through’. Both student and CE have 

the right to be present within the clinical setting for teaching and learning purposes, 

supporting the need for collaboration with RNs and other clinical staff. However, the 

extent to which clinical staff and RNs engage with these stakeholders is dependent 

upon clinical staff beliefs about whether the student and CE are worthy of 

‘investment’.  

Value of Investment 

When collaboration occurs, the values and beliefs supporting engagement pertain to 

the order generating rule or belief that stakeholders need to ‘invest’ in the stakeholder 

relationship. Investing was a common factor associated with the notions of 

‘connections matter’ and ‘contributions matter’. Connecting and contributing relates 

to the CAS principles of ‘interrelatedness and distributed control’ (Brand et al., 2015), 

which requires an investment of time by individuals. Protected time is required in the 

mentor-mentee relationship, enabling the mentor to meet the expectations of their 
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role, including supporting mentees, addressing concerns, promoting problem solving 

as a learning strategy for the mentee, as well as “develop[ing] mentees’ ability to give 

and take criticism” (Turnbull, 2020, p. 7). Furthermore, communication between 

stakeholders across clinical and educational organisations takes time (Turnbull, 2020). 

However, it is clear from this research that time is not always available for 

stakeholders to interact in a way that is overtly collaborative, highlighting another CAS 

principle; ‘co-evolution of system and its environment’. This finding is supported by 

Turnbull (2020) who noted that it was not always possible to have protected time due 

to staffing levels. Less than adequate staffing can raise safety issues for stakeholders 

(Beaver, 2017). Without the time needed to ensure safe practice, it is easier to limit 

the exposure to risks associated with working with a SN by limiting the student’s 

hands-on learning experiences. All stakeholders need to invest time to provide 

practical learning opportunities for students if SNs are to develop competence in 

nursing practice. This would result in potential positive outcomes for nursing; both for 

students as they gain seniority and as RNs in the future.  

Investment was also referred to in relation to the notion that the ‘future of the 

profession matters’; that stakeholders are investing in the future of the profession. In 

this sense, RN and CE stakeholders recognise that students are joining the community 

of nursing. Nursing can be considered a ‘Community of Practice’ (CoP) where 

individuals invest themselves to enable learning to occur with others (Lave & Wenger, 

1991; Pyrko et al., 2017). The requirement for stakeholders to ‘invest’ brings 

challenges when there is a planned intention to develop a CoP, because CoPs develop 

somewhat spontaneously (Iverson, 2011; Pyrko et al., 2017). The way in which 

stakeholders work together to support students’ clinical learning seems congruent 

with an informal CoP. However, consideration of the broader context should take into 

consideration factors that situate the learning needs of students, referred to as 

‘Landscapes of Practice’ (Pyrko et al., 2019). Similarly, the findings of my research show 

it is necessary to consider both context and learning within this collaborative context.   

Use of the term ‘investment’, when associated with the clinical education of student 

nurses, draws on connotations of value and worthiness, as though there is a financial 

element to this stakeholder relationship. Nursing graduates have made their own 

financial and time investments throughout their undergraduate education (NZNO, 
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2018c). In the clinical setting, students are dependent upon other stakeholders 

investing their time to achieve the required levels of competence. For stakeholders to 

invest, their motivation to collaborate must be considered. Findings from this research 

identified a belief held by many stakeholders that working with students may increase 

the RN’s workload, which, in turn, could reduce the RN’s motivation for collaboration. 

This finding is supported by McLean et al. (2011) who reported that mentoring medical 

students increases workload for senior doctors. To ensure a ‘return on investment’, 

they proposed prioritising medical students showing interest in their learning which 

reflects my finding that collaboration is more likely to occur when the students are 

proactively engaged in their clinical learning. However, it raises questions as to what 

constitutes ‘showing interest’ and who decides. There also remains a need to address 

the increased workload of preceptor nurses so that all students are deemed worthy of 

investment. With educational providers paying clinical placement providers for clinical 

access, it may be timely to explore how the placement providers use this income to 

see if it can be used to address the workload of preceptors.  

Co-evolution of System and Its Environment 

Workload was one contextual factor identified by participants which clearly impacts 

stakeholder collaboration in the acute care setting. Stakeholders were able to identify 

several other contextual factors that both enable and constrain collaboration. 

Recognising that all collaboration starts and ends with individuals interacting, the first 

contextual factor that needs to be discussed pertains to the cultural differences 

between individuals.  

Context of Culture and Diversity 

While stakeholders in this study generally valued differences which may draw 

individuals together, it was evident that these differences can constrain collaboration. 

For example, returning to the collaborative approach where CE and RN stakeholders 

meet without the student present (see p. 142), ostensibly to protect the student while 

they discuss the student’s progress, the view of students was that they wanted to be 

part of these discussions for reasons of honesty and open communication. These 

divergent perspectives may occur due to the transient nature of the relationship 

during clinical placements (Fenton-O’Creevy et al., 2015), where RNs have little regard 
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or interest for relational investment due to perceiving the student as just ‘passing 

through’.  

Alternatively, these different perspectives could be due to generational differences 

between stakeholders. Gen Z refers to anyone born after 1996 and it is likely that this 

group currently make up most of the nursing student body. Millennials, those born 

between 1981 and 1995, are likely to be the next largest group in the student 

population (Shorey et al., 2021) as reported by NCNZ (2021) who stated that 42.5% of 

new graduate nurses are under 25 years of age, with 25-29-year-olds following at 20%. 

These statistics reflect the participant demographics of my study. While the statistics 

show that RNs may also fall into the ‘Gen Z’ and ‘Millennial’ generations, it is possible 

that they have been acculturated into the dominant cultural ways within their clinical 

ward, where it has become standard practice to meet without the student. This 

practice of meeting without the student may have been passed down through 

generations of nurses to the point where it is now normalised by all nurses, including 

CEs.  

Furthermore, reflecting the CAS principle of ‘sensitivity to initial conditions’ (Brand et 

al., 2015), if the RNs and CEs themselves were not included in stakeholder interactions 

when they were students it is likely that this has set up standard practice for how they 

will engage with other stakeholders when working with students. Being left out of 

collaborative opportunities as students is being passed down to the next generation of 

students, effectively reinforcing this practice as the accepted status quo.  Like Ó 

Lúanaigh, (2015), this research found that students want to be involved in stakeholder 

collaboration, to be active members within stakeholder interactions. Therefore, it is 

vital that collaborative practice changes to ensure that students are centered and 

included in all stakeholder interactions and that collaboration is effective for students 

and their learning.  

The diversity of individuals coming together in stakeholder interactions contributes to 

the unpredictable nature of a CAS (McNamara & Teeling, 2021; Notarnicola et al., 

2017). Yet, at the same time, there is an overt expectation that these individuals need 

to work together and collaborate. Acknowledging this cultural diversity and checking 

out the assumptions inherent in these findings through open discussion on the part of 
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all stakeholders, would enable these assumptions to be checked. However, a 

significant challenge to achieving such openness is the lack of consistency in the 

allocation of a student to the same RN; hence the importance of maintaining 

consistency in relationships between the three key stakeholders.  

Time Pressures Within the Acute Care Setting 

The second contextual factor pertains to pressures within the acute care setting which 

can impact time available for collaboration. Pressures within the system, such as 

staffing and busyness, constrain collaboration; yet makes collaboration even more 

important when ensuring safety of the students in the moment and in the future 

(Devlin & Duggan, 2020). However, the impact of these pressures is that it creates less 

time for stakeholders to invest in students (Turnbull, 2020; Ulenaers et al., 2021). 

Belmi and Schroeder (2021) suggested this is because in the work context people are 

more strategic about how they use their time and, in this context, people are 

objectified rather than being seen as humans with needs. In this sense, an individual 

will calculate the costs and benefits of engaging collaboratively within the broader 

picture of their overall work objectives, highlighting time as a significant contextual 

factor in stakeholder collaboration. If there is enough time, then connections are 

made, individuals experience a sense of belonging, and collaboration can occur with 

ease. Formal meetings can be held, where discussions can go to greater depth and 

detail, resulting in students being better supported as they develop clinical 

competence. However, when there is limited time, collaboration may be viewed as a 

cost rather than a benefit. Ironically, if stakeholders do not invest time into the 

stakeholder relationship and the necessary collaboration, it ultimately ‘costs more’ 

(Belmi & Schroeder, 2021). In relation to the findings of this study, reduced 

collaboration may negatively impact students’ learning experiences and likely result in 

graduates who are less ready for RN practice. 

Stakeholders in this study were able to identify contextual factors that both enable and 

constrain collaboration. Yet, stakeholders tend to make assumptions about other 

stakeholders, without considering the impact of these contextual factors. This is known 

as ‘systems blindness’ (Oshry, 2020), and occurs when individuals are not able to see 

how the context impacts behaviour of others. Individuals view themselves as separate 

from the context, resulting in individuals feeling unable to change how they interact 
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with others (McNamara & Teeling, 2021; Oshry, 2020). Developing ‘systems literacy’ 

(Oshry, 2020) means stakeholders can be empowered to establish how they will work 

together. More importantly, they can determine how they will communicate and 

collaborate in a way that is effective for all stakeholders.  

Self-organisation Within the Collaborative Context 

Expectations that stakeholders will collaborate for the purpose of clinical education is 

explicit in two critical documents published by the NCNZ that underpin clinical 

education for SNs in New Zealand. The first document details the regulatory 

requirements that need to be met through regular accreditation reviews by the 

university when offering a nursing programme of study (NCNZ, 2020). The nursing 

programme is expected to outline their beliefs and assumptions that underpin the 

learning experiences for students; identify a model of clinical supervision that ensures 

both the quality of the learning experience and support for the RNs supervising the 

students; outline communication pathways between educational and clinical 

organisations; negotiate roles and responsibilities for teaching, learning, and 

assessment; and explain how risks will be managed within the clinical learning 

environment to ensure the safety of patients, students, and staff. Students must also 

have RN supervision when in clinical placements and RNs must be equipped for the 

teaching role. Supervision from academic or clinical teaching staff will also be 

provided.  

In the second document, “Competencies for Registered Nurses”, the NCNZ (2016) 

outlines expectations of RNs in practice. The RN is to take “accountability for directing, 

monitoring and evaluating care that is provided by… others” (NCNZ, 2016, p. 23). 

‘Others’ would include SNs when they are working with RNs in clinical practice. RNs are 

also required to maintain professional development, which includes “sharing 

knowledge with others” (NCNZ, 2016, p.28).  

The overt expectations and requirements outlined above provide a clear foundation 

for stakeholder collaboration to occur. However, these documents have two significant 

limitations which may account for why students are left out of important collaborative 

interactions. First, while one focuses on the responsibilities of the educational 

organisation and the other on the RN’s responsibilities, neither document considers 
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the responsibilities of SNs themselves nor how they will be involved in this 

collaborative relationship, other than as passive bystanders. Without the student’s 

position being more overt, there are implications for the student’s accountability and 

self-determination as an active participant in this relationship. This leads to the second 

limitation, which pertains to how the requirements provided in these documents are 

implemented in practice by the stakeholders who are expected to be collaborating. 

This limitation has been highlighted by my research findings. Oermann et al., (2018) 

suggested this finding highlights the difference between an ‘espoused curriculum’ and 

the ‘curriculum in use’, meaning that what is written down on paper as happening, 

may not be what is actually happening in practice. More importantly, despite these 

expectations from NCNZ (2016, 2020), collaboration between stakeholders evolves in a 

self-organising way determined by individuals, with varying degrees of success. 

Formal Collaboration 

Insight into how stakeholders interact to support SNs on placement for clinical 

learning is explicated in this study. The findings reveal a variety of approaches taken by 

stakeholders; approaches that are positioned on a continuum which highlights the CAS 

principle of ‘self-organisation’ (Brand et al., 2015; Notarnicola et al., 2017). At one end 

of the continuum are formal interactions set up as meetings that can include all 

stakeholders, including some beyond the triad included in my study, such as the CNM. 

Unfortunately, formal meetings do not occur for all students. In fact, only a few 

students are offered an opportunity to collaborate with all other stakeholders in this 

way. This is concerning, because formal meetings provide an opportunity for all 

stakeholders to discuss how best to support the student in developing competence 

(Heemskerk et al., 2021). An even more concerning finding is that these formal 

meetings usually fail to include the SN in any collaborative way; instead, other 

stakeholders meet without the student, with the aim of having an ‘honest’ 

conversation about the students’ practice. The belief that having students present will 

negatively impact on the ability of other stakeholders to be honest is supported by the 

belief that this action protects both the student and the relationship that they have 

with other stakeholders, particularly the RNs. However, students, particularly those 

from Gen Z and Millennials want feedback that is honest and constructive, as close as 

possible to their learning event (Lovecchio et al., 2015; Shorey et al., 2021). Shorey et 
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al. (2021) have noted that Gen Z students generally have underdeveloped 

interpersonal communication skills due to their high rate of online socialising, reducing 

the opportunities to learn face-to-face communication skills. This may increase 

stakeholders’ reluctance to include students in initial conversations. Honesty, which is 

reciprocal, is key to establishing an effective relationship between students and RNs 

(Rebeiro et al., 2021). The findings from the current study clearly indicate that students 

should be involved in all conversations about them.  

When the student is not included in the early phase of the feedback process, the 

collaborative relationship may be compromised, as supported by those participants 

who interpreted ambiguity within the feedback process as a lack of honesty. This leads 

to a lack of trust in other stakeholders, negatively impacting the stakeholder 

relationship. Turnbull (2020) recommended establishing ground rules for the 

relationship, and the need for following through on these rules to help build trust 

between stakeholders. While some of my research participants recalled meetings with 

other stakeholders to discuss expectations, these meetings were often limited to what 

the student could or could not do rather than how stakeholders might work together. 

Establishing ground rules for the relationship would be helpful in future stakeholder 

interactions to promote a collaborative relationship.   

Informal Collaboration 

At the other end of the continuum are informal interactions that occur as brief corridor 

conversations, usually involving only two stakeholders, such as the RN and CE, the CE 

and student, or student and RN. Occasionally these conversations occur outside of the 

triad of stakeholders included in this study (i.e., between the CE and CNM or the CNM 

and RN). Having these conversations in such a public place is concerning and raises 

questions about maintaining privacy for students who may be vulnerable in their 

learning journey.  Reedy and Jones (2018) noted a lack of privacy should be expected 

due to the student’s public performance while they learn in the clinical setting. 

However, corridor conversations only provide limited time to discuss a student’s 

practice or learning, or to identify teaching strategies that may be of help to the RN 

(Dahlke et al., 2016; Ebu Enyan et al., 2021; Papastavrou et al., 2016).  
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I suggest that there are also concerns about what is being discussed in the absence of 

the other stakeholders, especially the student. When the student is absent from the 

conversations, there is the capacity for ambiguity regarding expectations of 

stakeholders, increasing the likelihood of conflicting information being shared 

between stakeholders. The danger that these conversations are somewhat invisible 

and therefore not collaborative is important. However, these informal collaborative 

interactions should be beneficial to the collaborative relationship (Daniels & Khanyile, 

2013). My research findings show that these informal interactions provide 

opportunities, however brief, for stakeholders to get to know each other as 

individuals, including their attitudes and emotional states (Hill et al., 2020; Shorey et 

al., 2021). This, in turn, helps stakeholders to build connections (Ellis, 2011; Hannigan, 

2013), develop rapport (Shorey et al., 2021) and trust (Heemskerk et al., 2021; Hill et 

al., 2020).  

Complexity of the Collaborative Continuum 

Stakeholders constantly move back and forth along this collaborative continuum, 

choosing who to interact with and how, depending on the purpose for the interaction 

(Notarnicola et al., 2017). This continuum sits within the collaborative context of a CAS 

made up of both vertical and horizontal connections that empowers individuals to take 

leadership of their own behaviour (McNamara & Teeling, 2021). Horizontal 

connections are noted when people work in teams, usually ward or unit based, within 

the acute care setting. Conversely, vertical teams exist when teams come together 

from different organisations (McNamara & Teeling, 2021). This is true of the 

stakeholders involved in my study. There are RNs who work in different wards or 

DHBs, along with SNs and CEs who come together from different universities. This 

creates a need to consider how individuals interact within a system that comprises 

vertical and horizontal connections because individuals will be drawn in different 

directions at any given time, depending on the competing factors of all connections. 

Patterns of behaviour emerge within the system as individuals take account of these 

connections. The more connections a stakeholder has, the greater complexity within 

which they work (Notarnicola et al., 2017). This was particularly true for the second-

year nursing students in this study who reported that they were often placed with a 
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variety of RNs during the course of their clinical placement. At the same time, they 

were trying to meet the needs of the CE who was assigned to support and assess them.   

Aligning interrelationships with distributed control is reflected in the notion that 

stakeholders have a choice about how they enact the expectations and requirements 

from NCNZ (2016, 2020) and to what degree, if at all. The idea that RNs choose to 

collaborate with each other contradicts the requirement to do so if the RNs are to 

meet the NCNZ competencies for practice. Without the explicit prescription of who 

and how stakeholders should collaborate, it appears that the crucial stakeholder group 

of the students is seldom included. My study findings show that being excluded from 

collaboration intended to support their clinical development, results in a negative 

learning experience for the student.  

The Impacts on the Clinical Learning Experience for SNs 

The purpose of the clinical learning experience for students is to both apply their 

knowledge to practice (Birks et al., 2017; Brand, 2020; Kim, 2007; Mamhidir et al., 

2014; Nielsen, 2016; O’Mara et al., 2014) and continue with the development of their 

nursing practice (Adjei et al., 2018; Basour Adam et al., 2021; Berhe & Gebretensay, 

2021; Cooper et al., 2015; Flott & Linden, 2016; Glynn et al., 2017; Hill et al., 2020; Hilli 

et al., 2014; Mikkonen et al., 2022; Pedregosa et al., 2021; Ramsbotham et al., 2019). It 

is vital that students are exposed to real life clinical opportunities to achieve this 

purpose. Findings from my study identify that when stakeholders collaborate, even 

informally, students are given such opportunities. However, when individuals choose 

not to collaborate or are prevented from collaborating, clinical learning is negatively 

impacted.  

Stakeholder collaboration occurs on a continuum within a collaborative context. At the 

formal interaction end of the continuum there appears to be a greater level of 

collaboration aimed at having a positive impact on student learning. Noticing that 

there are concerns about a student’s practice development means greater input is 

required to develop the student’s competence (Christiansen et al., 2021). At the other 

end of the continuum, the informal interactions are often brief. With notions related 

to workload and time influencing how long stakeholders have to interact, it seems this 

common approach to collaboration is accepted. There may be several reasons for the 
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informal approach being taken. Educationally, stakeholders may already deem 

students as being competent or because the student is proactive in their learning it is 

perceived that little input is required. In this sense, the stakeholder’s assessment of 

the student’s clinical practice or behaviour in placement informs them of the need for 

further collaboration beyond this status quo approach (Christiansen et al., 2021). The 

assumption may be that there is little or no collaboration in informal interactions. 

However, the example of the CNM instigating the student learning how to remove a 

PICC line shows that even a brief collaborative interaction can lead to a valuable 

learning opportunity. Thus, clinical stakeholders can be viewed as gatekeepers to 

student learning, with collaboration providing the access to learning opportunities.  

As gatekeepers to student learning, clinical stakeholders make active choices about 

when and how to work with other stakeholders and, in particular, students. They can 

control what the student can and cannot do in clinical practice (Adjei et al., 2018). 

Experiential learning with hands-on practice for students increases the safety risk of 

students and staff (Killam & Heerschap, 2013; Ó Lúanaigh, 2015). This means that 

safety becomes something that matters to stakeholders.  While limiting opportunities 

for hands-on practice reduces this risk, it can also limit students’ development. There 

are significant implications as the student progresses in their undergraduate 

programme and transition into becoming RNs if they are not provided with 

opportunities to fully develop their practice in each clinical placement, ensuring they 

feel prepared for practice as an RN (Marcellus et al., 2021).  

When stakeholders believe that learning matters, they will provide students with more 

opportunities for experiential learning. Creating a culture that values clinical learning 

for second year nursing students rests with the CNM (Currie et al., 2007; Pedregosa et 

al., 2021). This does not mean that the CNM must be fully involved with students or 

CEs when they are on a ward; rather, they can actively encourage staff in their 

teaching role and promote a context that enables learning to occur (Pedregosa et al., 

2021). Recent local and international examples of an experiential learning culture 

being established are provided in DEUs designed to create effective clinical learning 

partnerships between an academic and a clinical institution (Jamieson et al., 2017; 

Marcellus et al., 2021; Pedregosa et al., 2021). However, within the Auckland 

metropolitan area, there are three DHBs and five educational providers of nursing 
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programmes. Constructing a DEU that meets everyone’s requirements is almost 

impossible (Grealish et al., 2018) and would require considerable effort and 

investment. The CNM is well placed to support strategies that promote a culture of 

learning, irrespective of educational providers.  

Finding Balance for Effective Stakeholder Collaboration 

My research findings have exposed the complexity of the collaborative context. 

Multiple notions are competing at any one time to be given priority across five 

interrelated dimensions. Control is distributed amongst individuals who have diverse 

relationships with others, resulting in interactions that are highly dependent on the 

behaviour of others. These interactions take place within a context where some 

stakeholders’ needs may not be given priority. Instead, tensions occur within the acute 

care environment while stakeholders make choices about patient care alongside 

clinical education of nursing students. Findings show that stakeholder collaboration 

may occur formally but is more likely to occur informally, if at all. Balancing these 

notions within their interrelated dimensions is complex.  

The implications of finding balance within stakeholder collaboration is pivotal. Without 

balance, patient care and safety may be prioritised at the expense of student learning, 

potentially resulting in graduates who are not work ready which perpetuates risks to 

patient care and safety. Likewise, if student learning is prioritised over patient care, 

then immediate safety risks may be high for all involved, including the patient. 

Increased collaboration is needed so that both patient care and student learning are 

integrated in a way that balances these competing agendas. Recognising the legitimacy 

of the CoP within a Landscape of Practice must be valued at the immediate 

stakeholder and organisational levels if balance is to be achieved (Pyrko et al., 2019).  

Students need to be taught how to collaborate; and be included in all formal and 

informal interactions about their practice from the commencement of their 

programme. Power held by individual stakeholders needs to be balanced. Students 

must be empowered from as early as possible in their nursing education to have a 

voice about their practice development to ensure that learning is helping them 

develop competence and confidence, and improve outcomes for students throughout 

their programme of study. Furthermore, when power is balanced between 
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stakeholders, there are benefits for both the nursing profession and patients receiving 

nursing care as these students transition into beginning RNs. This is a crucial finding, 

one that has implications for clinical teaching and learning in all nursing programmes. 

Answering the Research Questions 

How stakeholders collaborate in clinical practice to support SNs’ development of 

clinical competency occurs on a continuum within a collaborative context. This context 

comprises five interrelated dimensions: the individual(s), the relationship, clinical 

practice, acute care environment, and clinical education. Within each interrelated 

dimension are notions held by stakeholders that represent their values and beliefs, 

along with other factors that both enable and constrain collaboration.  

• Interactions between key stakeholders are influenced by order generating rules, 

notions that reflect the values and beliefs held by stakeholders related to each 

of the five interrelated dimensions. These interactions can occur both formally 

and informally, with both approaches having the potential to be collaborative.  

• Informal interactions may appear non-collaborative, yet this seems to be the 

dominant way most stakeholders collaborate. More significantly is the likelihood 

that one key stakeholder is left out of this interaction—most often the student.  

• There are some stakeholders who choose not to collaborate with other 

stakeholders. Perceiving the CE and student as ‘interlopers’ causes clinical 

stakeholders to question the legitimacy of students and CEs in the clinical 

setting. 

• All interactions are reflective of the distributed control held by individual 

stakeholders to self-organise as they adapt to the behaviour of others, while 

trying to prioritise their values and beliefs within each of the five interrelated 

dimensions.  

• Values and beliefs held by stakeholders highlight that people, context, and 

purpose matter. These values and beliefs have the potential to both enable and 

constrain collaboration between stakeholders.   

• There are many factors within the collaborative context relating to people, 

context, and purpose that both enable and constrain collaboration. Two of the 

main factors are leadership and workplace culture.  
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• When collaboration is constrained, due to competing notions held by different 

stakeholders, clinical learning opportunities are limited. Hands-on learning for 

students is reduced undermining the purpose of clinical placement. 

• Collaboration is enabled when there is investment in the teaching role of clinical 

staff, and they are enabled to enact their role through the provision of adequate 

time.  

• While the key stakeholders remain the student, the CE, and the RN, there are 

other stakeholders who support nursing students in the clinical setting. Pivotal is 

the CNM who has a leadership role and may be drawn into collaborative 

discussions with other stakeholders. 

• Peer-support is sought by students when their emotional or learning needs are 

not being met by other key stakeholders. This is helpful for students and should 

be encouraged.  

Recommendations for Future Collaborative Practice 

Creating a culture wherein clinical learning is integrated more effectively with patient 

care begins with clinical leadership. However, all stakeholders have a responsibility to 

develop a context that fosters a cultural shift. Further consideration of the principles 

underpinning the clinical model used within each clinical setting is required for 

collaboration to occur. Discussions at all levels within the stakeholder relationship are 

essential and need to include consideration of the following:  

• Work needs to be done to empower students to take a more active role in the 

collaborative relationship. Formal learning on how to self-advocate, identify 

and share their individual learning goals, will help drive clinical learning for 

students. All stakeholders need to encourage students to take a proactive 

approach to collaboration.  

• Consistency in RN preceptors working with the same students for the duration 

of their second-year acute care placement needs to occur. Optimal consistency 

will help to establish connections through the development of rapport which, 

in turn, helps to build trust in the stakeholder relationship. Furthermore, this 

change will enable all stakeholders to take the time to invest in establishing 

ground rules for how individuals will work together in a more overt and 

collaborative way.  
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• Dedicated time at the beginning of clinical placement for stakeholders to 

establish expectations of how they will work together. This will enable open 

and honest communication to develop as the basis for a collaborative 

relationship and ensure that all stakeholders have a voice (including the 

student), enabling the student to reach their full potential. Likewise, closure of 

the feedback loop is essential. RNs need to know what happens to their 

feedback and how it influences the outcomes for students.   

• Greater investment from organisations to ensure protected time for 

development of the collaborative relationship, especially earlier in SNs’ clinical 

experience or rotation.  

Reflections on the Methodology 

This study was carried out using ID underpinned by CT. I have honoured both the 

complexity of the topic and the perspectives of the participants. However, the process 

of data analysis using such an approach was time intensive, perhaps more so than I 

had imagined. Delays were frustrating and could have caused issues regarding 

inconsistencies in the data analysis. I believe using the CAS principle framework helped 

me to effectively manage a large volume of data, ensuring a consistent approach to 

analysis that kept me focused on the research questions, despite the delays. Using the 

CAS framework enabled me to keep my interpretation open to how stakeholders 

interacted, the values and beliefs influencing these interactions, as well as the factors 

that enabled and constrained collaboration. Greater understanding of how CAS are 

organised has strengthened this research and significantly enhanced the way I now 

practice.  

Strengths of the Study 

Use of the CAS framework has facilitated deeper understanding of how stakeholders 

collaborate and addresses a significant gap identified in the extensive review of 

literature pertaining to clinical education of nursing students. This research has also 

provided insight into some of the values and beliefs, along with contextual factors, that 

influence how stakeholders collaborate. The framework takes account of what needs 

to be considered if change is to occur in practice. Noting differences in how 

stakeholders currently collaborate along a continuum acknowledges that collaboration 
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may be occurring without stakeholder awareness. Reflection on and acknowledgement 

of informal interactions as a type of collaboration is helpful; however, more helpful is 

knowing what is required for formal collaboration to occur. Noting the differences 

between formal and informal collaboration has helped to identify areas that need to 

be addressed in practice for more effective collaboration between stakeholders.  

Limitations to the Study 

Participants: Voluntary inclusion in the study was more likely to be taken up by 

stakeholders who valued collaboration. This is a common limitation of qualitative 

research.  

Numbers: The number of participants in this study is relatively small compared with 

the number of stakeholders currently working in their respective roles. It is possible 

that with higher numbers more divergent perspectives may have been found. 

Auckland region: This large metropolitan city differs from other regions in New 

Zealand. With five educational providers offering undergraduate nursing education 

using clinical placements within three of the largest DHBs in the country, it is likely that 

some of the findings will be less relevant in regions where there is only one DHB and 

one educational provider.  

Hospital versus primary care settings: The context for this study focused on the acute 

care clinical setting within a hospital environment. While some findings may apply in 

other health care settings, such as primary care, it is important to note that others may 

not.  

Generalising the findings: The findings are positioned contextually and historically. This 

is the nature of qualitative research, especially noted when using CT (Cilliers, 2002).  

Opportunities for Future Research 

Further research on the topic of stakeholder collaboration should be broadened to 

include the perspective of other stakeholders identified within this study, including the 

CNM. There is the potential to research this topic as it relates to learning within 

interdisciplinary collaboration. With ongoing changes to how stakeholders collaborate, 
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it will be worthwhile repeating this study to ascertain how the implemented changes 

impact nursing and educational practices.  

Conclusion 

This Doctor of Health Science thesis describes research designed to explore the 

complexity of stakeholder collaboration in clinical education for undergraduate nursing 

students. Using ID underpinned by CT, the study was designed to answer the main 

research question: how do stakeholders collaborate to support the development of 

clinical competence in undergraduate nursing students in the acute care setting? In 

exploring this special topic of stakeholder collaboration, I have endeavoured to 

produce findings that contribute to the body of knowledge in the field of clinical 

education, with the aim of bringing about changes in practice. By including participants 

from three key stakeholder groups—SNs, RNs, and CEs—I was able to value a diversity 

of perspectives. Using focus groups and individual interviews, data were collected and 

analysed using a CAS principle framework. Findings show that a collaborative context 

exists, made up of five interrelated dimensions, each comprising notions held by 

stakeholders that reflect their values and beliefs, along with other factors that guide 

how they interact. Understanding of the collaborative context helps to acknowledge 

that informal collaboration often occurs, with formal collaboration occurring less 

often. However, the SN is often notably absent from this collaboration.  

Identifying how stakeholders collaborate and the values and beliefs that underpin such 

interactions, helped to identify appropriate recommendations to enable students to 

take a more active role in this collaborative relationship. These recommendations 

include: creating a collaborative culture that integrates patient care with clinical 

learning where students are empowered to self-advocate; greater consistency in the 

RN-SN preceptor relationship; investing dedicated time for stakeholders to establish 

clear expectations on how they will work; closure of the feedback loop; and increased 

investment from organisations to protect time needed for this collaborative 

relationship. With improved collaboration bought about through these recommended 

changes in practice, it is anticipated that student nurses obtain a clinical learning 

experience that promotes the development of competency in their practice not only 

for today, but for future generations.  



176 

References 

Adjei, C. A., Sarpong, C., Attafuah, P. A., Amertil, N. P., & Akosah, Y. A. (2018). "We'll 
check vital signs only till we finish the school": Experiences of student nurses 
regarding intra-semester clinical placement in Ghana. BMC Nursing, 17, 1-6. 
https://doi.org/10.1186/s12912-018-0292-0 

Andrew, L., Dare, J., Robinson, K., & Costello, L. (2022). Nursing practicum equity for a 
changing nurse student demographic: A qualitative study. BMC Nursing, 21(1), 
1-9. https://doi.org/10.1186/s12912-022-00816-2

Anonymous. (2008). Down the decades. Kai Tiaki Nursing New Zealand, 14(1), 23-36. 

Atakro, C. A., Armah, E., Menlah, A., Garti, I., Addo, S. B., Adatara, P., & Boni, G. S. 
(2019). Clinical placement experiences by undergraduate nursing students in 
selected teaching hospitals in Ghana. BMC Nursing, 18(1), 1-10. 
https://doi.org/10.1186/s12912-018-0325-8 

Australian Nursing & Midwifery Accreditation Council. (2012). Registered nurse 
accreditation standards 2012. Author. https://anmac.org.au/standards-and-
review/registered-nurse 

Basour Adam, A., Druye, A. A., Kumi-Kyereme, A., Osman, W., & Alhassan, A. (2021). 
Nursing and midwifery students' satisfaction with their clinical rotation 
experience: The role of the clinical learning environment. Nursing Research and 
Practice, Article 7258485. https://doi.org/10.1155/2021/7258485 

Beauvais, A., Kazer, M., Rebeschi, L. M., Baker, R., & Lupinacci, J. H. (2021). Educating 
nursing students through the pandemic: The essentials of collaboration. SAGE 
Open Nursing, 7, 1-6. https://doi.org/10.1177/23779608211062678 

Beaver, P. (2017). The challenges of risk control in New Zealand public hospitals. New 
Zealand Sociology, 32(2), 55-80. 

Beddingham, E., & Simmons, M. (2016). Developing and piloting a new role to enhance 
the clinical learning environment. Nursing Management, 23(5), 18-24. 
https://doi.org/10.7748/nm.2016.e1528 

Belmi, P., & Schroeder, J. (2021). Human "resources"? Objectification at work. Journal 
of Personality and Social Psychology: Interpersonal Relations and Group 
Processes, 120(2), 384-417. https://doi.org/10.1037/pspi0000254 

Bergjan, M., & Hertel, F. (2013). Evaluating students' perception of their clinical 
placements - testing the clinical learning environment and supervision and 
nurse teacher scale (CLES+T scale) in Germany. Nurse Education Today, 33(11), 
1393-1398. https://doi.org/10.1016/j.nedt.2012.11.002 

Berhe, S., & Gebretensaye, T. (2021). Nursing students’ challenges towards clinical 
learning environment at the school of nursing and midwifery in Addis Ababa 

https://doi.org/10.1186/s12912-018-0292-0
https://doi.org/10.1186/s12912-022-00816-2
https://doi.org/10.1186/s12912-018-0325-8
https://anmac.org.au/standards-and-review/registered-nurse
https://anmac.org.au/standards-and-review/registered-nurse
https://doi.org/10.1155/2021/7258485
https://doi.org/10.1177/23779608211062678
https://doi.org/10.7748/nm.2016.e1528
https://doi.org/10.1037/pspi0000254
https://doi.org/10.1016/j.nedt.2012.11.002


177 

University. A qualitative study. International Journal of Africa Nursing Sciences, 
15, Article 100378. https://doi.org/10.1016/j.ijans.2021.100378 

Birchenall, P. (2003). The history of nursing education - ancient or modern? Nurse 
Education Today, 23(5), 323-324. https://doi.org/10.1016/S0260-
6917(03)00067-4 

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 Journal of Advanced Nursing, 34(3), 16-23.  

Bisholt, B., Ohlsson, U., Engström, 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. 
https://doi.org/10.1016/j.nepr.2013.11.005 

Bogren, M. U., Berg, M., Edgren, L., van Teijlingen, E., Wigert, H. (2016). Shaping the 
midwifery profession in Nepal - uncovering actors' connections using a Complex 
Adaptive Systems framework. Sexual and Reproductive Healthcare, 10, 48-55. 
https://doi.org/10.1016/j.srhc.2016.09.008 

Boud, D., & Molloy, E. (2013). Feedback in higher and professional education: 
Understanding it and doing it well. Routledge. 

Brand, D. (2020). An exploration of novice nursing student's experiences of mentoring 
in practice placement settings in the United Kingdom. International Journal of 
Practice-based Learning in Health and Social Care, 8(1), 73-85. 
https://doi.org/10.18552/ijpblhsc.v8i1.573 

Brand, S. L., Fleming, L. E., & Wyatt, K. M. (2015). Tailoring healthy workplace 
interventions to local healthcare settings: A complexity theory-informed 
workplace of well-being framework. The Scientific World Journal, Article 
340820, 1-8. https://doi.org/10.1155/2015/340820 

Brinkman, A. (2006). How audible is nursing's voice at policy level in the Ministry of 
Health? Kai Tiaki Nursing New Zealand, 12(8), 22. 

Brown, P., Jones, A., & Davies, J. (2020). Shall I tell my mentor? Exploring the mentor-
student relationship and its impact on students' raising concerns on clinical 
placement. Journal of Clinical Nursing, 29(17-18), 3298-3310. 
https://doi.org/10.1111/jocn.15356 

Burdine, J. T., Thorne, S., & Sandhu, G. (2021). Interpretive description: A flexible 
qualitative methodology for medical education research. Medical Education, 
55(3), 336-343. https://doi.org/10.1111/medu.14380 

Byrne, D., & Gallaghan, G. (2014). Complexity theory and the social sciences. The state 
of the art. Routledge. 

Cain, T. (2017). Demographic diversities: The changing face of Aotearoa New Zealand. 
In T. Cain, E. Kahu, & R. Shaw (Eds.), Turangawaewae: Identity and belonging in 

https://doi.org/10.1016/j.ijans.2021.100378
https://doi.org/10.1016/S0260-6917(03)00067-4
https://doi.org/10.1016/S0260-6917(03)00067-4
https://doi.org/10.1016/j.nepr.2013.11.005
https://doi.org/10.1016/j.srhc.2016.09.008
https://doi.org/10.18552/ijpblhsc.v8i1.573
https://doi.org/10.1155/2015/340820
https://doi.org/10.1111/jocn.15356
https://doi.org/10.1111/medu.14380


178 

Aotearoa New Zealand (eBook). Massey University Press. https://web-p-
ebscohost-com.ezproxy.aut.ac.nz/ehost/ebookviewer/ebook?sid=29f9e641-
82ea-44fe-b2f0-138b8e34dcb7%40redis&vid=0&format=EK  

Carpenter, H. (1971). An improved system of nursing education for New Zealand. 
Report of Dr Helen Carpenter World Health Organization short term consultant. 
The Department of Health. 

Cassidy, S. (2009). Subjectivity and the valid assessment of pre-registration student 
nurse clinical learning outcomes: Implications for mentors. Nurse Education 
Today, 29(1), 33-39. https://doi.org/10.1016/j.nedt.2008.06.006 

Cassie, F. (2015). NETP: A decade of growth. Nursing Review, 15(4). 

Cassie, F. (2016). Starched cuffs to university caps: One nursing leader's journey. 
Nursing Review, 16(4), 20-21. 

Chan, Z. C. Y., Tong, C. W., & Henderson, S. (2017). Power dynamics in the student-
teacher relationship in clinical settings. Nurse Education Today, 49, 174-179. 
https://doi.org/10.1016/j.nedt.2016.11.026 

Chandler, J., Rycroft-Malone, J., Hawkes, C., & Noyes, J. (2016). Application of 
simplified complexity theory concepts for healthcare social systems to explain 
the implementation of evidence into practice. Journal of Advanced Nursing, 
72(2), 461-480. https://doi.org/10.1111/jan.12815 

Chen, Y., Watson, R., & Hilton, A. (2016). An exploration of the structure of mentors' 
behavior in nursing education using exploratory factor analysis and Mokken 
scale analysis. Nurse Education Today, 40, 161-167. 
https://doi.org/10.1016/j.nedt.2016.03.001 

Chesterton, L., Tetley, J., Cox, N., & Jack, K. (2021). A hermeneutical study of 
professional accountability in nursing. Journal of Clinical Nursing, 30(1/2), 188-
199. https://doi.org/10.1111/jocn.15539 

Chinn, P. L. (2021). The traditional literature review. Nurse Author & Editor, 31, 62-64. 
https://doi.org/https://doi.org/10.1111/nae2.29 

Christiansen, B., Averlid, G., Baluyot, C., Blomberg, K., Eikeland, A., Finstad, I. R. S., 
Larsen, M. H., & Lindeflaten, K. (2021). Challenges in the assessment of nursing 
students in clinical placements: Exploring perceptions among nurse mentors. 
Nursing Open, 8(3), 1069-1076. https://doi.org/10.1002/nop2.717 

Cilliers, P. (2002). Why we cannot know complex things completely. Emergence, 4(1/2), 
77-84. https://doi.org/10.1207/S15327000EM041&2-07 

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. 
https://doi.org/10.1016/j.nedt.2015.03.009 

https://web-p-ebscohost-com.ezproxy.aut.ac.nz/ehost/ebookviewer/ebook?sid=29f9e641-82ea-44fe-b2f0-138b8e34dcb7%40redis&vid=0&format=EK
https://web-p-ebscohost-com.ezproxy.aut.ac.nz/ehost/ebookviewer/ebook?sid=29f9e641-82ea-44fe-b2f0-138b8e34dcb7%40redis&vid=0&format=EK
https://web-p-ebscohost-com.ezproxy.aut.ac.nz/ehost/ebookviewer/ebook?sid=29f9e641-82ea-44fe-b2f0-138b8e34dcb7%40redis&vid=0&format=EK
https://doi.org/10.1016/j.nedt.2008.06.006
https://doi.org/10.1016/j.nedt.2016.11.026
https://doi.org/10.1111/jan.12815
https://doi.org/10.1016/j.nedt.2016.03.001
https://doi.org/10.1111/jocn.15539
https://doi.org/https:/doi.org/10.1111/nae2.29
https://doi.org/10.1002/nop2.717
https://doi.org/10.1207/S15327000EM041&2-07
https://doi.org/10.1016/j.nedt.2015.03.009


179 

Cornine, A. E. (2020). Student interpersonal connection in nursing education: A 
concept analysis. Journal of Nursing Education, 59(1), 15-21. 
https://doi.org/10.3928/01484834-20191223-04 

Coventry, T., & Hays, A-M. (2021). Nurse managers' perceptions of mentoring in the 
multigenerational workplace: A qualitative descriptive study. Australian Journal 
of Advanced Nursing, 38(2), 34-43. https://doi.org/10.37464/2020.382.230  

Croker, A., Grotowski, M., & Croker, J. (2014). Interpersonal communication for 
interprofessional collaboration. In T. Levett-Jones (Ed.), Critical conversations 
for patient safety: An essential guide for health professionals (pp. 50-61). 
Pearson. 

Crossley, J. (2018). Workplace-based assessment. In C. Delany & E. Molloy (Eds.), 
Learning and teaching in clinical contexts: A practical guide (pp. 253-272). 
Elsevier. 

Crotty, M. (1998). The foundations of social research: Meaning and perspective in the 
research process. Allen & Unwin. 

Currie, K., Tolson, D., & Booth, J. (2007). Helping or hindering: The role of nurse 
managers in the transfer of practice development learning. Journal of Nursing 
Management, 15(6), 585-594. https://doi.org/10.1111/j.1365-
2834.2007.00804.x 

Dadgaran, I., Parvizy, S., & Peyrovi, H. (2013). Nursing students' views of sociocultural 
factors in clinical learning: A qualitative content analysis. Japan Journal of 
Nursing Science, 10(1), 1-9. https://doi.org/10.1111/j.1742-7924.2012.00205.x 

Dahlke, S., O'Connor, M., Hannesson, T., & Cheetham, K. (2016). Understanding clinical 
nursing education: An exploratory study. Nurse Education in Practice, 17, 145-
152. https://doi.org/10.1016/j.nepr.2015.12.004

Daniels, F. M., & Khanyile, T. D. (2013). A framework for effective collaboration: A case 
study of collaboration in nursing education in the Western Cape, South Africa. 
Nurse Education Today, 33(9), 956-961. 
https://doi.org/10.1016/j.nedt.2012.11.004 

Davis, L., Taylor, H., & Reyes, H. (2014). Lifelong learning in nursing: A Delphi study. 
Nurse Education Today, 34(3), 441-445. 
https://doi.org/10.1016/j.nedt.2013.04.014 

Delos Reyes, R. D. G., & Torio, V. A. G. (2021). The relationship of expert teacher-
learner rapport and learner autonomy in the CVIF-Dynamic Learning Program. 
Asia-Pacific Education Researcher, 30(5), 471-481. 
https://doi.org/10.1007/s40299-020-00532-y 

Denzin, N. K., & Lincoln, Y. S. (2000). Handbook of qualitative research (2nd ed.). Sage. 

https://doi.org/10.3928/01484834-20191223-04
https://doi.org/10.37464/2020.382.230
https://doi.org/10.1111/j.1365-2834.2007.00804.x
https://doi.org/10.1111/j.1365-2834.2007.00804.x
https://doi.org/10.1111/j.1742-7924.2012.00205.x
https://doi.org/10.1016/j.nepr.2015.12.004
https://doi.org/10.1016/j.nedt.2012.11.004
https://doi.org/10.1016/j.nedt.2013.04.014
https://doi.org/10.1007/s40299-020-00532-y


180 

Devlin, N., & Duggan, S. (2020). An evaluation of nurses' experiences of mentoring pre-
registration students. British Journal of Nursing, 29(5), 308-313. 
https://doi.org/10.12968/bjon.2020.29.5.308 

Diaz, K., Staffileno, B. A., & Hamilton, R. (2021). Nursing student experiences in 
turmoil: A year of the pandemic and social strife during final clinical rotations. 
Journal of Professional Nursing, 37(5), 978-984. 
https://doi.org/10.1016/j.profnurs.2021.07.019 

Dimitriadou, M., Papastavrou, E., Efstathiou, G., & Theodorou, M. (2015). 
Baccalaureate nursing students' perceptions of learning and supervision in the 
clinical environment. Nursing and Health Sciences, 17(2), 236-242. 
https://doi.org/10.1111/nhs.12174 

Dinç, L., & Gastmans, C. (2012). Trust and trustworthiness in nursing: An argument-
based literature review. Nursing Inquiry, 19(3), 223-237. 
https://doi.org/10.1111/j.1440-1800.2011.00582.x 

Doody, O., Slevin, E., & Taggart, L. (2013a). Focus group interviews in nursing research: 
Part 1. British Journal of Nursing, 22(1), 16-19. 
https://doi.org/10.12968/bjon.2013.22.1.16 

Doody, O., Slevin, E., & Taggart, L. (2013b). Preparing for and conducting focus groups 
in nursing research: Part 2. British Journal of Nursing, 22(3), 170-173. 
https://doi.org/10.12968/bjon.2013.22.3.170 

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. 
https://doi.org/10.1016/j.nedt.2016.11.001 

Duprez, V., Vermote, B., Van Hecke, A., Verhaeghe, R., Vansteenkiste, M., & Malfait, S. 
(2021). Are internship experiences during a pandemic related to students' 
commitment to nursing education? A cross-sectional study. Nurse Education 
Today, 107, Article 105124. https://doi.org/10.1016/j.nedt.2021.105124 

Ebu Enyan, N. I., Boso, C. M., & Amoo, S. A. (2021). Preceptorship of student nurses in 
Ghana: A descriptive phenomenology study. Nursing Research and Practice, 
Article 8844431. https://doi.org/10.1155/2021/8844431 

Eekholm, S., Samuelson, K., Ahlström, G., & Lindhardt, T. (2021). 'Stolen time' - 
delivering nursing at the bottom of a hierarchy: An ethnographic study of 
barriers and facilitators for evidence-based nursing for patients with 
community-acquired pneumonia. Healthcare, 9(11), 1524. 
https://doi.org/10.3390/healthcare9111524 

Ekstedt, M., Lindblad, M., & Löfmark, A. (2019). Nursing students' perception of the 
clinical learning environment and supervision in relation to two different 
supervision models - a comparative cross-sectional study. BMC Nursing, 18(1), 
1-12. https://doi.org/10.1186/s12912-019-0375-6

https://doi.org/10.12968/bjon.2020.29.5.308
https://doi.org/10.1016/j.profnurs.2021.07.019
https://doi.org/10.1111/nhs.12174
https://doi.org/10.1111/j.1440-1800.2011.00582.x
https://doi.org/10.12968/bjon.2013.22.1.16
https://doi.org/10.12968/bjon.2013.22.3.170
https://doi.org/10.1016/j.nedt.2016.11.001
https://doi.org/10.1016/j.nedt.2021.105124
https://doi.org/10.1155/2021/8844431
https://doi.org/10.3390/healthcare9111524
https://doi.org/10.1186/s12912-019-0375-6


181 

Ellis, B. (2011). Complex adaptive systems: A tool for interpreting responses and 
behaviours. Informatics in Primary Care, 19(2), 99-104. 
https://doi.org/10.14236/jhi.v19i2.801 

Feeney, C. (2013). Student nurse let loose on the wards. Kai Tiaki Nursing New Zealand 
19(1), 26-27. 

Fenton-O'Creevy, M., Brigham, L., Jones, S., & Smith, A. (2015). Students at the 
academic-workplace boundary: Tourists and sojourners in practice-based 
education. In E. Wenger-Trayner, M. Fenton-O'Creevy, S. Hutchinson, C. Kubiak, 
& B. Wenger-Trayner (Eds.), Learning in landscapes of practice: Boundaries, 
identity, and knowledgeability in practice-based learning (pp. 43-63). 
Routledge. 

Fernandez, N., Dory, V., Ste-Marie, L-G., Chaput, M., Charlin, B., & Boucher, A. (2012). 
Varying conceptions of competence: An analysis of how health sciences 
educators define competence. Medical Education, 46(4), 357-365. 
https://doi.org/10.1111/j.1365-2923.2011.04183.x 

Fetherstonhaugh, D., Nay, R., & Heather, M. (2008). Clinical school partnerships: The 
way forward in nursing education, research and clinical practice. Health 
Professional Education, 32(1), 121-126. 
https://doi.org/10.3316/informit.390870505887416 

Fletcher, K. A., & Meyer, M. (2016). Coaching model + clinical playbook = 
transformative learning. Journal of Professional Nursing, 32(2), 121-129. 
https://doi.org/10.1016/j.profnurs.2015.09.001 

Flott, E. A., & Linden, L. (2016). The clinical learning environment in nursing education: 
A concept analysis. Journal of Advanced Nursing, 72(3), 501-513. 
https://doi.org/10.1111/jan.12861 

Gerwel Proches, C., & Bodhanya, S. (2015). Exploring stakeholder interactions through 
the lens of complexity theory: Lessons from the sugar industry. Quality & 
Quantity, 49(6), 2507-2525. https://doi.org/10.1007/s11135-014-0124-6 

Gilbert, J., & Brown, L. (2015). The clinical environment - do student nurses belong? A 
review of Australian literature. Australian Journal of Advanced Nursing, 33(1), 
23-28. https://doi.org/10.3316/informit.444940851090289

Gilligan, C., Outram, S., & Buchanan, H. (2014). Communicating with people from 
culturally and linguistically diverse backgrounds. In T. Levett-Jones (Ed.), Critical 
conversations for patient safety: An essential guide for health professionals (pp. 
170-184). Pearson.

Glynn, D. M., McVey, C., Wendt, J., & Russell, B. (2017). Dedicated educational nursing 
unit: Clinical instructors role perceptions and learning needs. Journal of 
Professional Nursing, 32(2), 108-112. 
https://doi.org/10.1016/j.profnurs.2016.08.005 

https://doi.org/10.14236/jhi.v19i2.801
https://doi.org/10.1111/j.1365-2923.2011.04183.x
https://doi.org/10.3316/informit.390870505887416
https://doi.org/10.1016/j.profnurs.2015.09.001
https://doi.org/10.1111/jan.12861
https://doi.org/10.1007/s11135-014-0124-6
https://doi.org/10.3316/informit.444940851090289
https://doi.org/10.1016/j.profnurs.2016.08.005


182 

Godbold, R., Whiting, L., Adams, C., Naidu, Y., & Pattison, N. (2021). The experiences of 
student nurses in a pandemic: A qualitative study. Nurse Education in Practice 
56, Article 103186. https://doi.org/10.1016/j.nepr.2021.103186 

González-Garcia, A., Diez-Fernández, A., Leino-Kilpi, H., Martinez-Vizcaino, V., & 
Strandell-Laine, C. (2021). The relationship between clinical placement duration 
and students' satisfaction with the quality of supervision and learning 
environment: A mediation analysis. Nursing and Health Sciences, 23(3), 688-
697. https://doi.org/10.1111/nhs.12855 

Grealish, L., van de Mortel, T., Brown, C., Frommolt, V., Grafton, E., Havell, M., 
Needham, J., Shaw, J., Henderson, A., & Armit, L. (2018). Redesigning clinical 
education for nursing students and newly qualified nurses: A quality 
improvement study. Nurse Education in Practice, 33, 84-89. 
https://doi.org/10.1016/j.nepr.2018.09.005 

Greene, M. A., & Turner, J. (2014). The financial impact of a clinical academic practice 
partnership. Nursing Economic$, 32(1), 45-48. 

Grobecker, P. A. (2016). A sense of belonging and perceived stress among 
baccalaureate nursing students in clinical placements. Nurse Education Today, 
36, 178-183. https://doi.org/10.1016/j.nedt.2015.09.015 

Haggerty, C., Holloway, K., & Wilson, D. (2012). Entry to nursing practice preceptor 
education and support: Could we do it better? Nursing Praxis in New Zealand, 
28(1), 30-39.  

Haggerty, C., Holloway, K., & Wilson, D. (2013). How to grow our own: An evaluation of 
preceptorship in New Zealand graduate nurse programmes. Contemporary 
Nurse, 43(2), 162-171. https://doi.org/10.3316/informit.451125423147156 

Hagqvist, P., Oikarainen, A., Tuomikoski, A-M., Juntunen, J., & Mikkonen, K. (2020). 
Clinical mentors' experiences of their intercultural communication competence 
in mentoring culturally and linguistically diverse nursing students: A qualitative 
study. Nurse Education Today, 87, Article 104348. 
https://doi.org/10.1016/j.nedt.2020.104348 

Hannigan, B. (2013). Connections and consequences in complex systems: Insights from 
a case study of the emergence and local impact of crisis resolution and home 
treatment services. Social Science and Medicine, 93, 212-219. 
https://doi.org/10.1016/j.socscimed.2011.12.044 

Hardcastle, J. (2006). Education for registered nurses - does one size fit all? Kai Tiaki 
Nursing New Zealand, 12(10), 18-19. 

Hardy, E. C., Koharchik, L. S., & Dixon, H. (2015). The professional nurse-student nurse 
academic partnership. Teaching and Learning in Nursing, 10(2), 71-75. 
https://doi.org/10.1016/j.teln.2014.11.002 

Harwood, M. (2011). Transition shock – hitting the ground running. Nuritinga, 10, 8-18. 

https://doi.org/10.1016/j.nepr.2021.103186
https://doi.org/10.1111/nhs.12855
https://doi.org/10.1016/j.nepr.2018.09.005
https://doi.org/10.1016/j.nedt.2015.09.015
https://doi.org/10.3316/informit.451125423147156
https://doi.org/10.1016/j.nedt.2020.104348
https://doi.org/10.1016/j.socscimed.2011.12.044
https://doi.org/10.1016/j.teln.2014.11.002


183 

Health Practitioners Competence Assurance Act (HPCAA). (2003). 
https://www.legislation.govt.nz/act/public/2003/0048/latest/DLM203312.html 

Heemskerk, W. M., Dauphin, S. L. M., van Dorst, M. A., Bussemaker, M., & Wallner, C. 
(2021). A learning community within nursing practice: The value created by the 
activities and interactions during the early stage of community development. 
Nurse Education in Practice, 57, Article 103242. 
https://doi.org/10.1016/j.nepr.2021.103242 

Hegenbarth, M., Rawe, S., Murray, L., Arnaert, A., & Chambers-Evans, J. (2015). 
Establishing and maintaining the clinical learning environment for nursing 
students: A qualitative study. Nurse Education Today, 35(2), 304-309. 
https://doi.org/10.1016/j.nedt.2014.10.002 

Hegney, D., Eley, R., & Francis, K. (2013). Queensland nursing staffs' perceptions of the 
preparation for practice of registered and enrolled nurses. Nurse Education 
Today, 33(10), 1148-1152. https://doi.org/10.1016/j.nedt.2012.11.023 

Heinonen, A.-T., Kääriäinen, 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, Article 102631. 
https://doi.org/10.1016/j.nepr.2019.102631 

Hendricks, S., DeMeester, D., Stephenson, E., & Welch, J. (2016). Stakeholder 
perceptions, learning opportunities, and student outcomes in three clinical 
learning models. Journal of Nursing Education, 55(5), 271-277. 
https://doi.org/10.3928/01484834-20160414-06 

Hill, K., Neylon, K., Gunn, K., Jesudason, S., Sharplin, G., Britton, A., Donnelly, F., Atkins, 
I., & Eckert, M. (2021). Sustaining the renal nursing workforce. Renal Society of 
Australasia Journal, 17(2), 5-11. https://doi.org/10.33235/rsaj.17.2.5-11 

Hill, R., Woodward, M., & Arthur, A. (2020). Collaborative learning in practice (CLIP): 
Evaluation of a new approach to clinical learning. Nurse Education Today, 85, 
Article 104295. https://doi.org/10.1016/j.nedt.2019.104295 

Hilli, Y., Salmu, M., & Jonsén, E. (2014). Perspectives on good preceptorship: A matter 
of ethics. Nursing Ethics, 21(5), 565-575. 
https://doi.org/10.1177/0969733013511361 

Hoffman, M., & Daniels, F. M. (2020). Clinical supervisors' preparedness for clinical 
teaching of undergraduate nurses at a university in the Western Cape. Africa 
Journal of Nursing and Midwifery, 22(2), 1-15. https://doi.org/10.25159/2520-
5293/7824 

Holmboe, E. S. (2018). Disruptive innovations in health professions education: How 
might this model guide change? In C. Delany & E. Molloy (Eds.), Learning and 
teaching in clinical contexts: A practical guide (pp. 346-364). Elsevier. 

Hunt, M. R. (2009). Strengths and challenges in the use of interpretive description: 
Reflections arising from a study of the moral experience of health professionals 

https://www.legislation.govt.nz/act/public/2003/0048/latest/DLM203312.html
https://doi.org/10.1016/j.nepr.2021.103242
https://doi.org/10.1016/j.nedt.2014.10.002
https://doi.org/10.1016/j.nedt.2012.11.023
https://doi.org/10.1016/j.nepr.2019.102631
https://doi.org/10.3928/01484834-20160414-06
https://doi.org/10.33235/rsaj.17.2.5-11
https://doi.org/10.1016/j.nedt.2019.104295
https://doi.org/10.1177/0969733013511361
https://doi.org/10.25159/2520-5293/7824
https://doi.org/10.25159/2520-5293/7824


184 

in humanitarian work. Qualitative Health Research, 19(9), 1284-1292. 
https://doi.org/10.1177/1049732309344612 

Iheduru-Anderson, K. C. (2021). The white/black hierarchy institutionalizes white 
supremacy in nursing and nursing leadership in the United States. Journal of 
Professional Nursing, 37(2), 411-421. 
https://doi.org/10.1016/j.profnurs.2020.05.005 

Ironside, P. M., McNelis, A. M., & Ebright, P. (2014). Clinical education in nursing: 
Rethinking learning in practice settings. Nursing Outlook, 62(3), 185-191. 
https://doi.org/10.1016/j.outlook.2013.12.004 

Iverson, J. O. (2011). Knowledge, belonging, and communities of practice. In H. E. 
Canary & R. D. McPhee (Eds.), Communication and organizational knowledge: 
Contemporary issues for theory and practice (pp. 35-52). Routledge.  

Jacobs, S. H., & Boddy, J. M. (2008). The genesis of advanced nursing practice in New 
Zealand: Policy, politics and education. Nursing Praxis in New Zealand, 24(1), 
11-22.

Jamieson, I., Sims, D., Casey, M., Wilkinson, K., & Osborne, R. (2017). Utilising the 
Canterbury dedicated education unit model of teaching and learning to support 
graduate nurses. Nursing Praxis in New Zealand, 33(2), 29-39. 
https://doi.org/10.36951/ngpxnz.2017.008 

Jansen, M. B., Lund, D. W., Baume, K., Lillyman, S., Rooney, K., & Nielsen, D. S. (2021). 
International clinical placement - experiences of nursing students' cultural, 
personal and professional development: A qualitative study. Nurse Education in 
Practice, 51, Article 102987. https://doi.org/10.1016/j.nepr.2021.102987 

Jansson, I., & Ene, K. W. (2016). Nursing students' evaluation of quality indicators 
during learning in clinical practice. Nurse Education in Practice, 20, 17-22. 
https://doi.org/10.1016/j.nepr.2016.06.002 

Jorm, C., Nisbet, G., Roberts, C., Gordon, C., Gentilcore, S., & Chen, T. F. (2016). Using 
complexity theory to develop a student-directed interprofessional learning 
activity for 1220 healthcare students. BMC Medical Education, 16(1), 1-15. 
https://doi.org/10.1186/s12909-016-0717-y 

Kahu, E. (2017). Introduction: Identity and citizenship in Aotearoa New Zealand. In T. 
Cain, E. Kahu, & R. Shaw (Eds.), Turangawaewae: Identity and belonging in 
Aotearoa New Zealand (eBook). Massey University Press. 

Kako, M., & Rudge, T. (2008). Governing nursing: Curriculum as a rhetorical vehicle 
using South Australian nursing schools from the 1950s onwards as an 
illustrative case. Contemporary Nurse, 30(2), 142-155. 
https://doi.org/10.3316/informit.637999603684923 

Kaulback, M. K. (2020). Correlating self-directed learning abilities to lifelong learning 
orientation in baccalaureate nursing students. Nurse Educator, 45(6), 347-351. 
https://doi.org/10.1097/NNE.0000000000000803 

https://doi.org/10.1177/1049732309344612
https://doi.org/10.1016/j.profnurs.2020.05.005
https://doi.org/10.1016/j.outlook.2013.12.004
https://doi.org/10.36951/ngpxnz.2017.008
https://doi.org/10.1016/j.nepr.2021.102987
https://doi.org/10.1016/j.nepr.2016.06.002
https://doi.org/10.1186/s12909-016-0717-y
https://doi.org/10.3316/informit.637999603684923
https://doi.org/10.1097/NNE.0000000000000803


185 

Kellmereit, B. (2015). Focus groups. International Journal of Sales, Retailing and 
Marketing, 4(9), 42-52. 

Khan, A., Begum, H., Rehman, A. U., & Khan, A. (2020). Experiences of healthcare 
students and the challenges posed by their clinical learning environment. 
Central European Journal of Nursing and Midwifery, 11(1), 19-24. 
https://doi.org/10.15452/CEJNM.2020.11.0004 

Killam, L. A., & Heerschap, C. (2013). Challenges to student learning in the clinical 
setting: A qualitative descriptive study. Nurse Education Today, 33(6), 684-691. 
https://doi.org/10.1016/j.nedt.2012.10.008 

Kim, K. H. (2007). Clinical competence among senior nursing students after their 
preceptorship experiences. Journal of Professional Nursing, 23(6), 369-375. 
https://doi.org/10.1016/j.profnurs.2007.01.019 

Kincheloe, J. L., & Berry, K. S. (2004). Rigour and complexity in educational research: 
Conceptualizing the bricolage. Open University Press. 

King, L. (2019). Exploring student nurses' and their link lecturers' experiences of 
reasonable adjustments in clinical placement. British Journal of Nursing, 28(17), 
1130-1134. https://doi.org/10.12968/bjon.2019.28.17.1130 

Kinross, N. J. (1984). Nursing education in New Zealand: A developmental perspective. 
International Journal of Nursing Studies, 21(3), 193-199. 
https://doi.org/10.1016/0020-7489(84)90040-3 

Kisfalvi, V., & Oliver, D. (2015). Creating and maintaining a safe space in experiential 
learning. Journal of Management Education, 39(6), 713-740. 
https://doi.org/10.1177/1052562915574724 

Krueger, R. A., & Casey, M. A. (2015). Focus groups: A practical guide for applied 
research (5th ed.). Sage. 

Kumm, S., Godfrey, N., Richards, V., Hulen, J., & Ray, K. (2016). Senior student nurse 
proficiency: A comparative study of two clinical immersion models. Nurse 
Education Today, 44, 146-150. https://doi.org/10.1016/j.nedt.2016.05.023 

Lamont, S., Brunero, S., & Woods, K. P. (2015). Satisfaction with clinical placement – 
the perspective of nursing students from multiple universities. Collegian, 22(1), 
125-133. https://doi.org/10.1016/j.colegn.2013.12.005

Lave, J., & Wenger, E. (1991). Situated learning: Legitimate peripheral participation. 
Cambridge University Press. 

Leighton, K., Kardong-Edgren, S., Schneidereith, T., Foisy-Doll, C., & Wuestney, K. A. 
(2021). Meeting undergraduate nursing students' clinical needs: A comparison 
of traditional clinical, face-to-face simulation, and screen-based simulation 
learning environments. Nurse Educator, 46(6), 349-354. 
https://doi.org/10.1097/NNE.0000000000001064 

https://doi.org/10.15452/CEJNM.2020.11.0004
https://doi.org/10.1016/j.nedt.2012.10.008
https://doi.org/10.1016/j.profnurs.2007.01.019
https://doi.org/10.12968/bjon.2019.28.17.1130
https://doi.org/10.1016/0020-7489(84)90040-3
https://doi.org/10.1177/1052562915574724
https://doi.org/10.1016/j.nedt.2016.05.023
https://doi.org/10.1016/j.colegn.2013.12.005
https://doi.org/10.1097/NNE.0000000000001064


186 

Levett-Jones, T. (2014). Critical conversations for patient safety: An essential guide for 
health professionals. Pearson. 

Liljedahl, M., Boman, L. E., Fält, C. P., & Bolander Laksov, K. (2015). What students 
really learn: Contrasting medical and nursing students' experiences of the 
clinical learning environment. Advances in Health Sciences Education, 20(3), 
765-779.

Liljedahl, M., Björck, E., Kalén, S., Ponzer, S., & Bolander Laksov, K. (2016). To belong or 
not to belong: Nursing students' interactions with clinical learning 
environments - an observational study. BMC Medical Education, 16(1), 1-10. 
https://doi.org/10.1186/s12909-016-0721-2 

Lincoln, Y. S., & Guba, E. (1986). Research, evaluation, and policy analysis: Heuristics 
for disciplined inquiry. Policy Studies Review, 5(3), 546-565. 
https://doi.org/10.1111/j.1541-1338.1986.tb00429.x 

Lincoln, Y. S., & Guba, E. G. (1988, 5-9 April). Criteria for assessing naturalistic inquiries 
as reports. The annual meeting of the American Educational Research 
Association, New Orleans, LA. 

Lingard, L. (2009). What we see and don't see when we look at 'competence': Notes on 
a god term. Advances in Health Science Education, 14, Article 625. 
https://doi.org/10.1007/s10459-009-9206-y 

Lovecchio, C. P., DiMattio, M. J. K., & Hudacek, S. (2015). Predictors of undergraduate 
nursing student satisfaction with clinical learning environment: A secondary 
analysis. Nursing Education Perspectives, 36(4), 252-254. 
https://doi.org/10.5480/13-1266 

Lusk, B., Russell, R. L., Rodgers, J., & Wilson-Barnett, J. (2001). Preregistration nursing 
education in Australia, New Zealand, the United Kingdom, and the United 
States of America. Journal of Nursing Education, 40(5), 197-202. 
https://doi.org/10.3928/0148-4834-20010501-04 

Maccabe, R., & Fonseca, T. D. (2021). 'Lightbulb' moments in higher education: Peer-
to-peer support in engineering education. Mentoring and Tutoring: Partnership 
in Learning, 29(4), 453-470. https://doi.org/10.1080/13611267.2021.1952393 

Madsen, W., McAllister, M., Godden, J., Greenhill, J., & Reed, R. (2009). Nursing's 
orphans: How the system of nursing education in Australia is undermining 
professional identity. Contemporary Nurse, 32(1/2), 9-18. 
https://doi.org/10.3316/informit.131773354352011 

Mamhidir, A.-G., Kristofferzon, M-L., Hellström-Hyson, E., Persson, E., & Mårtensson, 
G. (2014). Nursing preceptors' experiences of two clinical education models.
Nurse Education in Practice, 14(4), 427-433.
https://doi.org/10.1016/j.nepr.2014.01.010

Manchester, A. (2015). Preserving nursing history. Kai Tiaki Nursing New Zealand, 
21(3), 38. 

https://doi.org/10.1186/s12909-016-0721-2
https://doi.org/10.1111/j.1541-1338.1986.tb00429.x
https://doi.org/10.1007/s10459-009-9206-y
https://doi.org/10.5480/13-1266
https://doi.org/10.3928/0148-4834-20010501-04
https://doi.org/10.1080/13611267.2021.1952393
https://doi.org/10.3316/informit.131773354352011
https://doi.org/10.1016/j.nepr.2014.01.010


187 

Marcellus, L., Jantzen, D., Humble, R., Sawchuck, D., & Gordon, C. (2021). 
Characteristics and processes of the dedicated education unit practice 
education model for undergraduate nursing students: A scoping review. JBI 
Evidence Synthesis, 19(11), 2993-3039. https://doi.org/10.11124/JBIES-20-
00462. 

Matejski, M. P. (1985). The client base of nursing, 1920-1930. Journal of Nursing 
Education, 24(3), 109-114. 

Mathe, T. L., Downing, C., & Kearns, I. (2021). South African student nurses' 
experiences of professional nurses' role-modelling of caring. Journal of 
Professional Nursing, 37(1), 5-11. 
https://doi.org/10.1016/j.profnurs.2020.10.010 

Matshaka, L. (2021). Self-reflection: A tool to enhance student nurses' authenticity in 
caring in a clinical setting in South Africa. International Journal of Africa Nursing 
Sciences, 15, Article 100324. https://doi.org/10.1016/j.ijans.2021.100324 

McClure, E., & Black, L. (2013). The role of the clinical preceptor: An integrative 
literature review. Journal of Nursing Education, 52(6), 335-241. 
https://doi.org/10.3928/01484834-20130430-02 

McKillop, A., Doughty, L., Atherfold, C., & Shaw, K. (2016). Reaching their potential: 
Perceived impact of a collaborative academic-clinical partnership programme 
for early career nurses in New Zealand. Nurse Education Today, 36, 145-151. 
https://doi.org/10.1016/j.nedt.2015.09.005 

McLean, T. R., Haller, C. C., & DeConink, D. (2011). Investing in medical students: 
Which ones are worth a surgeon's time? Journal of Surgical Education, 68(3), 
194-198. https://doi.org/10.1016/j.jsurg.2010.11.004

McNamara, M., & Teeling, S. P. (2021). Editorial. Introducing health care professionals 
to systems thinking through an integrated curriculum for leading in health 
systems. Journal of Nursing Management, 29(8), 2325-2328. 
https://doi.org/10.1111/jonm.13342 

McSharry, E., & Lathlean, J. (2017). Clinical teaching and learning within a 
preceptorship model in an acute care hospital in Ireland: A qualitative study. 
Nurse Education Today, 51, 73-80. https://doi.org/10.1016/j.nedt.2017.01.007 

McSherry, R., Eost-Telling, C., Stevens, D., Bailey, J., Crompton, R., Taylor, L., Kingston, 
P., & Simpson, A. (2021). Student nurses undertaking acute hospital paid 
placements during COVID-19: Rationale for opting-in? A qualitative inquiry. 
Healthcare, 9(8), 1001-1016. https://doi.org/10.3390/healthcare9081001 

Michel, A., Ryan, N., Mattheus, D., Knopf, A., Abuelezam, N. N., Stamp, K., Branson, S., 
Hekel, B., & Fontenot, H. B. (2021). Undergraduate nursing students' 
perceptions on nursing education during the 2020 COVID-19 pandemic: A 
national sample. Nursing Outlook, 69(5), 903-912. 
https://doi.org/10.1016/j.outlook.2021.05.004   

https://doi.org/10.11124/JBIES-20-00462
https://doi.org/10.11124/JBIES-20-00462
https://doi.org/10.1016/j.profnurs.2020.10.010
https://doi.org/10.1016/j.ijans.2021.100324
https://doi.org/10.3928/01484834-20130430-02
https://doi.org/10.1016/j.nedt.2015.09.005
https://doi.org/10.1016/j.jsurg.2010.11.004
https://doi.org/10.1111/jonm.13342
https://doi.org/10.1016/j.nedt.2017.01.007
https://doi.org/10.3390/healthcare9081001
https://doi.org/10.1016/j.outlook.2021.05.004


188 

Mikkonen, K., Tomietto, M., Tuomikoski, A-M., Kaučič, B. M., Riklikiene, O., Vizcaya-
Moreno, F., Pérez-Cañaveras, R. M., Filej, B., Baltinaite, G., Cicolini, G., & 
Kääriäinen, M. (2022). Mentors' competence in mentoring nursing students in 
clinical practice: Detecting profiles to enhance mentoring practices. Nursing 
Open, 9(1), 593-603. https://doi.org/10.1002/nop2.1103 

Morrison, K. (2002). School leadership and complexity theory. Routledge.  

Morrison, T. L., & Brennaman, L. (2016). What do nursing students contribute to 
clinical practice? The perceptions of working nurses. Applied Nursing Research, 
32, 30-35. https://doi.org/10.1016/j.apnr.2016.03.009 

Moule, P., & Goodman, M. (2014). Nursing research: An introduction (2nd ed.). Sage. 

Mueller, J. (2015). A review of clinical placement models for undergraduate nurses: A 
report prepared for AUT University. Author. 

Needham, J., McMurray, A., & Shaban, R. Z. (2016). Best practice in clinical facilitation 
of undergraduate nursing students. Nurse Education in Practice, 20, 131-138. 
https://doi.org/10.1016/j.nepr.2016.08.003 

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. 
https://doi.org/10.1016/j.nedt.2016.01.006 

Netto, L., & Silva, K. L. (2018). Reflective practice and the development of 
competencies for health promotion in nurses' training. Revista da Escola de 
Enfermagem da USP, 52, Article e03383. https://doi.org/10.1590/S1980-
220X2017034303383 

New Zealand Nurses Organisation (NZNO). (2018a, 21 February). 15000 signatures 
supporting a better deal for nurses [Press release]. 
https://www.nzno.org.nz/about_us/media_releases/artmid/4731/articleid/154
/15000-signatures-to-dhb-letter 

New Zealand Nurses Organisation (NZNO). (2018b, 9 August). DHB MECA vote 
percentage released [Press release]. 
https://www.nzno.org.nz/about_us/media_releases/artmid/4731/articleid/194
/dhb-meca-vote-percentage-released 

New Zealand Nurses Organisation (NZNO). (2018c). Strategy for nursing: Advancing the 
health of the nation: Hei oranga motuhake mō ngā, whānau, hapū, iwi 2018-
2023. Author. 

New Zealand Public Service Association (NZPSA). (1974). Report on nursing education. 
Author. 

https://doi.org/10.1002/nop2.1103
https://doi.org/10.1016/j.apnr.2016.03.009
https://doi.org/10.1016/j.nepr.2016.08.003
https://doi.org/10.1016/j.nedt.2016.01.006
https://doi.org/10.1590/S1980-220X2017034303383
https://doi.org/10.1590/S1980-220X2017034303383
https://www.nzno.org.nz/about_us/media_releases/artmid/4731/articleid/154/15000-signatures-to-dhb-letter
https://www.nzno.org.nz/about_us/media_releases/artmid/4731/articleid/154/15000-signatures-to-dhb-letter
https://www.nzno.org.nz/about_us/media_releases/artmid/4731/articleid/194/dhb-meca-vote-percentage-released
https://www.nzno.org.nz/about_us/media_releases/artmid/4731/articleid/194/dhb-meca-vote-percentage-released


189 

Nielsen, A. (2016). Concept-based learning in clinical experiences: Bringing theory to 
clinical education for deep learning. Journal of Nursing Education, 55(7), 365-
371. https://doi.org/10.3928/01484834-20160615-02

Notarnicola, I., Petrucci, C., De Jesus Barbosa, M. R., Giorgi, F., Stievano, A., Rocco, G., 
& Lancia, L. (2017). Complex adaptive systems and their relevance for nursing: 
An evolutionary concept analysis. International Journal of Nursing Practice, 23, 
Article e12522. https://doi.org/10.1111/ijn.12522 

Nursing Council of New Zealand (NCNZ). (2012). Code of conduct for nurses. Author. 
https://www.nursingcouncil.org.nz/Public/Nursing/Code_of_Conduct/NCNZ/nu
rsing-section/Code_of_Conduct.aspx?hkey=7fe9d496-9c08-4004-8397-
d98bd774ef1b 

Nursing Council of New Zealand (NCNZ). (2015). AUT BHSc (Nursing) monitoring report. 
Author. 

Nursing Council of New Zealand (NCNZ). (2016). Competencies for registered nurses: 
Regulating nursing practice to protect public safety. Author. 
https://www.nursingcouncil.org.nz/Public/Nursing/Scopes_of_practice/Registe
red_Nurse/NCNZ/nursing-section/Registered_nurse.aspx?hkey=57ae602c-
4d67-4234-a21e-2568d0350214 

Nursing Council of New Zealand (NCNZ). (2020). Handbook for pre-registration nursing 
programmes. Author. 
https://www.nursingcouncil.org.nz/Public/Education/Standards_for_programm
es/NCNZ/Education-section/Standards_for_programmes.aspx?hkey=52a51787-
905a-481b-a4f7-4007742cbdbe 

Nursing Council of New Zealand (NCNZ). (2021). The nursing cohort report: A 
longitudinal study of New Zealand and internationally qualified nurses. 2020 
Edition. Author. 
https://www.nursingcouncil.org.nz/Public/News_Media/Publications/Workforc
e_Statistics/NCNZ/publications-
section/Workforce_statistics.aspx?hkey=3f3f39c4-c909-4d1d-b87f-
e6270b531145 

Nursing Council of New Zealand (NCNZ). (2022). RN education programme standards 
(2021). Nursing education standards for programmes leading to registration as 
a registered nurse 2021. Author. 
https://www.nursingcouncil.org.nz/Public/Education/Standards_for_programm
es/NCNZ/Education-section/Standards_for_programmes.aspx?hkey=52a51787-
905a-481b-a4f7-4007742cbdbe 

Ó Lúanaigh, P. (2015). Becoming a professional: What is the influence of registered 
nurses on nursing students' learning in the clinical environment? Nurse 
Education in Practice, 15(6), 450-456. 
https://doi.org/10.1016/j.nepr.2015.04.005 

O'Connor, T. (2014). Midwifery and nursing - a shared history. Kai Tiaki Nursing New 
Zealand, 20(2), 2. 

https://doi.org/10.3928/01484834-20160615-02
https://doi.org/10.1111/ijn.12522
https://www.nursingcouncil.org.nz/Public/Nursing/Code_of_Conduct/NCNZ/nursing-section/Code_of_Conduct.aspx?hkey=7fe9d496-9c08-4004-8397-d98bd774ef1b
https://www.nursingcouncil.org.nz/Public/Nursing/Code_of_Conduct/NCNZ/nursing-section/Code_of_Conduct.aspx?hkey=7fe9d496-9c08-4004-8397-d98bd774ef1b
https://www.nursingcouncil.org.nz/Public/Nursing/Code_of_Conduct/NCNZ/nursing-section/Code_of_Conduct.aspx?hkey=7fe9d496-9c08-4004-8397-d98bd774ef1b
https://www.nursingcouncil.org.nz/Public/Nursing/Scopes_of_practice/Registered_Nurse/NCNZ/nursing-section/Registered_nurse.aspx?hkey=57ae602c-4d67-4234-a21e-2568d0350214
https://www.nursingcouncil.org.nz/Public/Nursing/Scopes_of_practice/Registered_Nurse/NCNZ/nursing-section/Registered_nurse.aspx?hkey=57ae602c-4d67-4234-a21e-2568d0350214
https://www.nursingcouncil.org.nz/Public/Nursing/Scopes_of_practice/Registered_Nurse/NCNZ/nursing-section/Registered_nurse.aspx?hkey=57ae602c-4d67-4234-a21e-2568d0350214
https://www.nursingcouncil.org.nz/Public/Education/Standards_for_programmes/NCNZ/Education-section/Standards_for_programmes.aspx?hkey=52a51787-905a-481b-a4f7-4007742cbdbe
https://www.nursingcouncil.org.nz/Public/Education/Standards_for_programmes/NCNZ/Education-section/Standards_for_programmes.aspx?hkey=52a51787-905a-481b-a4f7-4007742cbdbe
https://www.nursingcouncil.org.nz/Public/Education/Standards_for_programmes/NCNZ/Education-section/Standards_for_programmes.aspx?hkey=52a51787-905a-481b-a4f7-4007742cbdbe
https://www.nursingcouncil.org.nz/Public/News_Media/Publications/Workforce_Statistics/NCNZ/publications-section/Workforce_statistics.aspx?hkey=3f3f39c4-c909-4d1d-b87f-e6270b531145
https://www.nursingcouncil.org.nz/Public/News_Media/Publications/Workforce_Statistics/NCNZ/publications-section/Workforce_statistics.aspx?hkey=3f3f39c4-c909-4d1d-b87f-e6270b531145
https://www.nursingcouncil.org.nz/Public/News_Media/Publications/Workforce_Statistics/NCNZ/publications-section/Workforce_statistics.aspx?hkey=3f3f39c4-c909-4d1d-b87f-e6270b531145
https://www.nursingcouncil.org.nz/Public/News_Media/Publications/Workforce_Statistics/NCNZ/publications-section/Workforce_statistics.aspx?hkey=3f3f39c4-c909-4d1d-b87f-e6270b531145
https://www.nursingcouncil.org.nz/Public/Education/Standards_for_programmes/NCNZ/Education-section/Standards_for_programmes.aspx?hkey=52a51787-905a-481b-a4f7-4007742cbdbe
https://www.nursingcouncil.org.nz/Public/Education/Standards_for_programmes/NCNZ/Education-section/Standards_for_programmes.aspx?hkey=52a51787-905a-481b-a4f7-4007742cbdbe
https://www.nursingcouncil.org.nz/Public/Education/Standards_for_programmes/NCNZ/Education-section/Standards_for_programmes.aspx?hkey=52a51787-905a-481b-a4f7-4007742cbdbe
https://doi.org/10.1016/j.nepr.2015.04.005


190 

O'Mara, L., McDonald, J., Gillespie, M., Brown, H., & Miles, L. (2014). Challenging 
clinical learning environments: Experiences of undergraduate nursing students. 
Nurse Education in Practice, 14(2), 208-213. 
https://doi.org/10.1016/j.nepr.2013.08.012  

Oermann, M. H., Shellenbarger, T., & Gaberson, K. B. (2018). Clinical teaching 
strategies in nursing (5th ed.). Springer. 

Orsolini-Hain, L., & Waters, V. (2009). Education evolution: A historical perspective of 
associate degree nursing. Journal of Nursing Education, 48(5), 266-271. 
https://doi.org/10.9999/01484834-2009416-05 

Oshry, B. (2020). What lies beneath. Organization Development Journal, 38(3), 11-32. 

Oxford University Press. (2022). Oxford English dictionary: The definitive record of the 
English language. https://www-oed-com.ezproxy.aut.ac.nz/ 

Papastavrou, E., Dimitriadou, M., Tsangari, H., & Andreou, C. (2016). Nursing students' 
satisfaction of the clinical learning environment: A research study. BMC 
Nursing, 15, 1-10. https://doi.org/10.1186/s12912-016-0164-4 

Pedregosa, S., Fabrellas, N., Risco, E., Pereira, M., Stefaniak, M., Şenuzun, F., Martin, S., 
& Zabalegui, A. (2021). Implementing dedicated education units in 6 European 
undergraduate nursing and midwifery students’ clinical placements. BMC 
Nursing, 20(1), 1-11. https://doi.org/10.1186/s12912-021-00576-5 

Powell, R. A., & Single, H. M. (1996). Focus groups. International Journal for Quality in 
Health Care, 8(5), 499-504. https://doi.org/10.1093/intqhc/8.5.499 

Prebble, K. (2001). On the brink of change? Implications of the review of 
undergraduate education in New Zealand for mental health nursing. Australian 
and New Zealand Journal of Mental Health Nursing, 10(3), 136-144. 

Pyrko, I., Dörfler, V., & Eden, C. (2017). Thinking together: What makes communities of 
practice work? Human Relations, 70(4), 389-409. 
https://doi.org/10.1177/0018726716661040 

Pyrko, I., Dörfler, V., & Eden, C. (2019). Communities of practice in landscapes of 
practice. Management Learning, 50(4), 482-499. 
https://doi.org/10.1177/1350507619860854 

Ramsbotham, J., Dinh, H., Truong, T. H., Huong, N. T., Dang, T., Nguyen, C., Duong, T., 
& Bonner, A. (2019). Evaluating the learning environment of nursing students: 
A multisite cross-sectional study. Nurse Education Today, 79, 80-85. 
https://doi.org/10.1016/j.nedt.2019.05.016 

Rebeiro, G., Foster, K., Hercelinskyj, G., & Evans, A. (2021). Enablers of the 
interpersonal relationship between registered nurses and students on clinical 
placement: A phenomenological study. Nurse Education in Practice, 57, Article 
103253. https://doi.org/10.1016/j.nepr.2021.103253 

https://doi.org/10.1016/j.nepr.2013.08.012
https://doi.org/10.9999/01484834-2009416-05
https://www-oed-com.ezproxy.aut.ac.nz/
https://doi.org/10.1186/s12912-016-0164-4
https://doi.org/10.1186/s12912-021-00576-5
https://doi.org/10.1093/intqhc/8.5.499
https://doi.org/10.1177/0018726716661040
https://doi.org/10.1177/1350507619860854
https://doi.org/10.1016/j.nedt.2019.05.016
https://doi.org/10.1016/j.nepr.2021.103253


191 

Reedy, G., & Jones, A. (2018). Faculty development: Becoming a 'clinician as educator'. 
In C. Delany & E. Molloy (Eds.), Learning and teaching in clinical contexts: A 
practical guide (pp. 323-333). Elsevier. 

Rees, C., & Monrouxe, L. V. (2010). Contesting medical hierarchies: Nursing students' 
narratives as acts of resistance. Medical Education, 44(5), 433-435. 
https://doi.org/10.1111/j.1365-2923.2009.03616.x 

Renda, S., Fingerhood, M., Kverno, K., Slater, T., Gleason, K., & Goodwin, M. (2022). 
What motivates our practice colleagues to precept the next generation? The 
Journal for Nurse Practitioners, 18(1), 76-80. 
https://doi.org/10.1016/j.nurpra.2021.09.008 

Richards, K. (2015). Work/life balance: The disease of 'busyness'. Nursing Economic$, 
33(2), 117-119. 

Sandelowski, M. (2000). Whatever happened to qualitative description? Research in 
Nursing & Health, 23(4), 334-340. https://doi.org/10.1002/1098-
240X(2000008)23:4<334::AID-NUR9>3.0.C);2-G 

Schön, D. A. (1983). The reflective practitioner: How professionals think in action. Basic 
Books. 

Schön, D. A. (2016). The reflective practitioner: How professionals think in action. 
Routledge.  

Schwandt, T. A., Lincoln, Y. S., & Guba, E. G. (2007). Judging interpretations: But is it 
rigourous? Trustworthiness and authenticity in naturalistic evaluation. New 
Directions for Evaluation, 114, 11-25. https://doi.org/10.1002/ev.222 

Shorey, S., Chan, V., Rajendran, P., & Ang, E. (2021). Learning styles, preferences and 
needs of generation Z healthcare students: Scoping review. Nurse Education in 
Practice, 57, Article 103247. https://doi.org/10.1016/j.nepr.2021.103247 

Smith, J. H., & Sweet, L. (2019). Becoming a nurse preceptor, the challenges and 
rewards of novice registered nurses in high acuity hospital environments. Nurse 
Education in Practice, 36, 101-107. https://doi.org/10.1016/j.nepr.2019.03.001 

Spence, D., Vallant, S., Roud, D., & Aspinall, C. (2012). Preparing registered nurses 
depends on "us and us and all of us". Nursing Praxis in New Zealand, 28(2), 5-
13. 

Subke, J., Downing, C., & Kearns, I. (2020). Practices of caring for nursing students: A 
clinical learning environment. International Journal of Nursing Sciences, 7(2), 
214-219. https://doi.org/10.1016/j.ijnss.2020.03.005 

Then, K. L., Rankin, J. A., & Ali, E. (2014). Focus group research: What is it and how can 
it be used? Canadian Journal of Cardiovascular Nursing, 24(1), 16-22. 

Thompson, D. S., Fazio, X., Kustra, E., Patrick, L., & Stanley, D. (2016). Scoping review of 
complexity theory in health services research. BMC Health Services Research, 
16(1), 1-16. https://doi.org/10.1186/s12913-016-1343-4 

https://doi.org/10.1111/j.1365-2923.2009.03616.x
https://doi.org/10.1016/j.nurpra.2021.09.008
https://doi.org/10.1002/1098-240X(2000008)23:4%3c334::AID-NUR9%3e3.0.C);2-G
https://doi.org/10.1002/1098-240X(2000008)23:4%3c334::AID-NUR9%3e3.0.C);2-G
https://doi.org/10.1002/ev.222
https://doi.org/10.1016/j.nepr.2021.103247
https://doi.org/10.1016/j.nepr.2019.03.001
https://doi.org/10.1016/j.ijnss.2020.03.005
https://doi.org/10.1186/s12913-016-1343-4


192 

Thorne, S. (2008). Interpretive description. Left Coast Press. 

Thorne, S. (2016). Interpretive description: Qualitative research for applied practice (2nd 
ed.). Routledge. 

Thorne, S., Reimer Kirkham, S., & MacDonald-Emes, J. (1997). Interpretive description: 
A noncategorical qualitative alternative for developing nursing knowledge. 
Research in Nursing & Health, 20(2), 169-177. 
https://doi.org/10.1002/(SICI)1098-240X(199704)20:2<169::AID-
NUR9>3.0.CO;2-I 

Tomietto, M., Comparcini, D., Simonetti, V., Pelusi, G., Troian, S., Saarikoski, M., & 
Cicolini, G. (2016). Work-engaged nurses for a better clinical learning 
environment: A ward-level analysis. Journal of Nursing Management, 24(4), 
475-482. https://doi.org/10.1111/jonm.12346

Tsui, A. S., Egan, T. D., & O'Reilly, C. A. (1992). Being different: Relational demography 
and organizational attachment. Administrative Science Quarterly, 37(4), 549-
579. https://doi.org/10.2307/2393472

Tuckett, A., Eley, R., & Ng, L. (2015). Transition to practice programs: What Australian 
and New Zealand nursing and midwifery graduates said. A graduate ecohort 
sub-study. Collegian, 24(2), 101-108. 
https://doi.org/10.1016/j.colegn.2015.10.002  

Turnbull, J. (2020). Investing time in our students is key to the profession's future. 
Imaging and Therapy Practice, 5-10. 

Ulenaers, D., Grosemans, J., Schrooten, W., & Bergs, J. (2021). Clinical placement 
experience of nursing students during the COVID-19 pandemic: A cross-
sectional study. Nurse Education Today, 99, Article 104746. 
https://doi.org/10.1016/j.nedt.2021.104746 

Vernon, R., Chiarella, M., & Papps, E. (2011). Confidence in competence: Legislation 
and nursing in New Zealand. International Nursing Review, 58(1), 103-108. 
https://doi.org/10.1111/j.1466-7657.2010.00853.x 

Walton, M. (2016). Setting the context for using complexity theory in evaluation: 
Boundaries, governance and utilisation. Evidence & Policy, 12(1), 73-89. 
https://doi.org/10.1332/174426415X14298726247211 

Warne, T., Johansson, U-B., Papastavrou, E., Tichelaar, E., Tomietto, M., Van den 
Bossche, K., Moreno, M. F. M., & Saarikoski, M. (2010). An exploration of the 
clinical learning experience of nursing students in nine European countries. 
Nurse Education Today, 30(8), 809-815. 
https://doi.org/10.1016/j.nedt.2010.03.003 

Wilkinson, M. (2006). When nursing was a vocation, not a job. Kai Tiaki Nursing New 
Zealand, 12(10), 26-27. 

https://doi.org/10.1002/(SICI)1098-240X(199704)20:2%3c169::AID-NUR9%3e3.0.CO;2-I
https://doi.org/10.1002/(SICI)1098-240X(199704)20:2%3c169::AID-NUR9%3e3.0.CO;2-I
https://doi.org/10.1111/jonm.12346
https://doi.org/10.2307/2393472
https://doi.org/10.1016/j.colegn.2015.10.002
https://doi.org/10.1016/j.nedt.2021.104746
https://doi.org/10.1111/j.1466-7657.2010.00853.x
https://doi.org/10.1332/174426415X14298726247211
https://doi.org/10.1016/j.nedt.2010.03.003


193 

Williams, G. (1992). Nursing education in New Zealand. International Nursing Review, 
39(1), 21-32. 

Willis, J. W. (2007). Foundations of qualitative research: Interpretive and critical 
approaches. Sage. 

Wilson, S.-A. (2014). Teaching to difference? In N. E. Johnson & S.-A. Wilson (Eds.), 
Teaching to difference? The challenges and opportunities of diversity in the 
classroom (pp. 3-15). Cambridge Scholars Publishing. 

Wood, P. (2008). Viewing nursing's present concerns through the lens of history. Kai 
Tiaki Nursing New Zealand, 14(1), 10-12. 

Wood, P. (2015). Nursing ‘our boys’ during the great war. Kai Tiaki Nursing New 
Zealand, 21(3), 14-16. 

Wood, P. J., & Nelson, K. (2013, Nov). Striving for best practice: Standardising New 
Zealand nursing procedures, 1930-1960. Journal of Clinical Nursing, 22(21-22), 
3217-3224. https://doi.org/10.1111/jocn.12456 

Woodham-Smith, C. (1952). Florence Nightingale: 1820-1910. Constable. 

Yen, M., Patton, N., & Anderson, J. (2021). Nurse managers' learning facilitation 
practices: A philosophical hermeneutic study. Journal of Nursing Management, 
29(8), 2573-2584. https://doi.org/10.1111/jonm.13417 

Ziba, F. A., Yakong, V. N., & Ali, Z. (2021). Clinical learning environment of nursing and 
midwifery students in Ghana. BMC Nursing, 20(1), 1-7. 
https://doi.org/10.1186/s12912-020-00533-8 

https://doi.org/10.1111/jocn.12456
https://doi.org/10.1111/jonm.13417
https://doi.org/10.1186/s12912-020-00533-8


194 

Appendices 

Appendix A: Ethics Approval 



195 

Appendix B: ADHB Locality Agreement 

 

  



196 

Appendix C: WDHB Locality Agreement 

  



197 

Appendix D: Learning Hours in AUT BHSc Nursing Programme 

 

 

 

 

  



198 

Appendix E: CAS Principle Framework Questions for Data Analysis 



199 

Appendix F: Recruitment Poster 

  



200 

Appendix G: Participant Information Sheet 



201 



202 



203 

Appendix H: Consent Forms 

  



204 

  



205 

Appendix I: Timeline of Data Collection

  



206 

Appendix J: Demographic Data of Participants

  



207 

Appendix K: Responses to Question One: Stakeholders Involved in Supporting 
Student Nurses in Clinical Practice 

  



208 

Appendix L: Example of Phase One of Data Analysis 



209 

  



210 

  



211 

Appendix M: Example of Phase Two of Data Analysis 

 

  



212 

  



213 

  



214 



215 

Appendix N: Key Terms Used for Data Analysis Phase Two 



216 

  



217 

 

  



218 

  



219 

  



220 

Appendix O: Example of Phase Three of Data Analysis 

 

  



221 

Appendix P: Photos of Phase Three of Data Analysis, Thematic Analysis in Process 


