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ABSTRACT

Objective: The purpose of this study was to explore perceptions and experiences of nursing faculty, clinical instructors (CIs) and
nursing students within the traditional faculty supervised model of clinical teaching. This article presents findings that explored
the strengths and limitations of the traditional model in relation to student learning from the nursing students’ perspectives.
Methods: A qualitative descriptive design was used. Qualitative data were gathered through individual semi-structured interviews.
Transcripts were analyzed using thematic content analysis.
Results and conclusions: Seven nursing students participated. Students perceived their experiences with the traditional model
positively but noted that their learning experiences were dependent on CIs and the clinical settings. Strengths of the model
included peer learning/support and support for novice students. Limitations of the model included high instructor-to-student
ratios, missed learning opportunities while waiting for CI, and concerns with the evaluation process. Recommendations for
improving the quality of clinical experiences are presented.
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1. INTRODUCTION

The ultimate goal of clinical education is to provide students
opportunities to attain the level of a beginning practitioner
by integrating theory into practice under the guidance and
supervision of a qualified clinical educator. The clinical
experience is viewed as an integral component of the under-
graduate nursing education program.[1–4] It is during clinical
experience that students acquire the knowledge, skills, and
values required for professional practice and become so-
cialised into the profession.[3, 4] As such it is imperative that
nurse educators and clinician establish strategies in which to
maximise students’ clinical learning experiences.[4] The tra-
ditional “faculty-supervised” model is widely used in Cana-
dian undergraduate nursing programs for clinical teaching of

lower level students. In this model, however, the challenge
of providing consistent, high quality clinical education is
noteworthy considering factors such as the high student-to-
instructor ratio, increasing patient acuity and the shortage of
well qualified clinical faculty. New graduates often report
inadequate clinical knowledge, insufficient confidence in
skill performance, and deficient organizational and priority-
setting skills related to clinical judgment, which can result in
errors in practice.[5–8] In order to meet the needs of today’s
graduates, it is important that nursing education programs
re-evaluate current clinical teaching approaches to better
prepare safe and competent future nurses.[3] Thus, the pur-
pose of this descriptive qualitative study was to explore the
strengths and limitations of the traditional model in relation
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to student learning from faculty members’, clinical instruc-
tors (CIs)’, and nursing students’ perspectives. In this Part
1 of a two-part series only the students’ perspectives are
presented.

In Canada the traditional faculty-supervised model (Tradi-
tional model) is most widely used for clinical teaching of
lower-level students (Years 1, 2, and 3), whereas the pre-
ceptorship model is applied to senior-level students. Within
the traditional model a registered nurse (RN), in the role
of clinical educator/instructor employed by the educational
institution, directly teaches and supervises a group of 8 to
10 students in the clinical setting over a particular time pe-
riod within an academic semester.[1, 9] Several scholars have
argued that this model has existed for decades purely based
on tradition, common sense, and feasibility with minimal
research on the effectiveness of its performance.[9, 10] More-
over, although the literature reveals that the model is expen-
sive for nursing programs,[11, 12] new nurses are still not ad-
equately prepared to provide safe and competent care upon
graduation.[6, 8] These issues raise concerns about the in-
creased risk of students’ and new graduate nurses’ unsafe
practice.[1, 10]

Additionally, while the traditional model provides the po-
tential for direct supervision by a qualified clinical educator,
evidence has shown that the model does not always guaran-
tee the level of supervision, support, and attention that most
junior level students need to succeed and provide safe patient
care.[1, 8, 13] It is crucial that nursing students receive the best
possible supervision to become safe and competent practi-
tioners, evidence suggests that patient safety and outcomes
are dependent on the education al preparation of registered
nurses.[2] Furthermore, CASN[14] suggested that “best prac-
tice” learning experiences should be identified with the full
participation of stakeholders (i.e., nursing faculty, CIs, and
nursing students), with an overall goal of quality learning
environments for students that will ensure evidenced-based,
safe patient care. Therefore, there is need to investigate,
nursing students’ perceptions of their experiences with re-
spect to learning within the traditional model. An increased
understanding of students’ perspectives of the strengths and
limitations within the traditional model of clinical instruction
can guide nurse educators and clinicians to facilitate students’
learning in the clinical setting.[3]

2. METHOD
2.1 Design
A qualitative descriptive design was employed to explore the
perceptions and experiences of nursing students within the
traditional model. Through this qualitative approach it was
possible for me to deeply engage and interact with the par-

ticipants though interviews, and I was able to generate rich
data on the perceptions and experiences of the participants
within the traditional model.

2.2 Sampling and recruitment
Participants were recruited through the electronic distribu-
tion of a study information flyer. Purposive sampling was
used as the primary approach to recruit the information rich
cases.[15, 16] In addition to the flyer, participants were re-
cruited using “snow ball” techniques or referrals from initial
volunteers. Potential participants were asked to email or call
me or the research assistant. I then followed up by telephone
or email to set up the time, date and place for interviews. The
inclusion criteria for nursing students were that the partici-
pant (a) had to be registered in a four year BScN program,
at one of the selected universities or college in the province,
(b) be in years 2, 3, & 4 of their study, and (c) should have
had multiple or adequate exposure to clinical experience
in the traditional model. Ultimately, twenty stakeholders
from two universities and once college in western Canadian
province volunteered to be interviewed for the study: of
these, seven were nursing students.

2.3 Data collection
Data were collected by the author via semi-structured inter-
views that lasted on average 40-90 minutes. The interview
guide was developed based on literature, existing research,
and my previous experience as a CI in a traditional model.
Interviews were digitally recorded and transcribed verbatim.
Field notes of observation were also recorded during the
interview process. Interviews were conducted until the data
saturation was achieved as evidenced by repeating themes.[17]

Transcription was done by a graduate research assistant who
signed a confidential pledge prior to transcribing. Following
the transcription, each written transcript was then reviewed
and checked against the original recording for accuracy.

2.4 Data analysis
Data collection and analysis occurred concurrently. Interview
transcripts were thematically analysed using the techniques
recommended by Braun and Clarke.[18] Initially, the tran-
scripts were read and re-read while listening to the audio
recordings. Engaging with the data in this manner allowed
me to familiarize with the interview data and ensured ac-
curacy of data. Thereafter, as recommended by Braun and
Clarke,[18] significant sections of individual transcripts were
highlighted and common content between transcripts were
grouped into preliminary codes and later grouped into themes.
Themes were then labelled, reviewed and further developed
to ensure final themes were coherent with the research ques-
tion goal.[4] Analysis commenced after completion of the
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first interview and continued until consensus was reached
regarding the final themes presented.

2.5 Ethical consideration
Approval for this study was gained from the Human Re-
search Ethics Committees of the relevant institutions. All
participants provided informed consent to participate in the
study. To ensure confidentiality all transcripts were assigned
a code and any potentially identifying features of the tran-
scripts were removed. Additionally, consent was verbally
reaffirmed by each participant prior to audio recording the
interview. Further, participants were also informed that they
could refuse to participate or withdraw from the study with-
out penalty, and that participation or refusal would not affect
the participants’ course grade. All data with participants’
identifying information were kept confidential in a locked
drawer.

2.6 Rigour
To ensure rigor or trustworthiness of data, the four criteria
of credibility, fittingness, auditability, and conformability[19]

were used. Credibility was achieved by collecting data from
a variety of participants (i.e., nursing students, CIs, and nurs-
ing faculty) and prolonged engagement with participants
during the interviews.[20] Fittingness was enhanced by col-
lecting data from different settings and use of excerpts from
participants.[20] The researcher kept a comprehensive audit
trail and recorded theoretical memos to facilitate auditability
and confirmability.[20] The criterion of confirmability was
also achieved when credibility, fittingness, and auditability
were established.[21]

3. RESULTS
Seven nursing students participated in the study. All of the
students were female under the age of thirty and had vari-
ous clinical experiences within the traditional model. Four
students had just completed third year, two were in second
year, and one had just completed year four. Participants
were asked to describe their experiences with the traditional
faculty-supervised model. The perceptions of student partic-
ipants are reflected in the following interrelated four major
themes: (a) overall experience; (b) strengths of the traditional
faculty-supervised model; and (c) limitations/challenges of
the traditional faculty-supervised model, and (d) recommen-
dations for program improvement. Overall, nursing students
commented that the disadvantages of the model outweighed
the strengths.

3.1 Theme 1: Overall experience
Participants were asked to comment on the overall effective-
ness of the faculty- supervised model. Although all seven

students initially reported to have been satisfied with model,
participants further explained that their experience depended
on several factors, including, the CI, the clinical setting, the
size of the clinical groups and the kind of relationship with
the clinical staff. This lead to two subthemes: (a) It all
depends on the CI and (b) It depends on the clinical setting.

3.1.1 It all depends on the CI
Among nursing students in this study, the CI was perceived
as having an extremely significant influence on their clinical
learning experience. The clinical teaching expertise and char-
acteristics of instructors play an important role in the clinical
learning experience of the students. The way the CIs do their
teaching can alters the learning experience. As one student
commented,

“I find it really depends on the instructor, which
is kind of sad, like in some clinicals you learn so
much it’s such a good experience and the next
it totally depends on your instructor and where
you’re placed. . . you can’t really control the
circumstances...It seems some do some things
so differently than the others and that alters your
learning experience immensely.” (S2, year 3)

Additionally, the kind of support and guidance that instruc-
tors provide their students was reported as critical as it could
either have a positive or negative impact on the student learn-
ing experience. Students reported that the instructor’s atti-
tudes, clinical expertise and teaching approaches were crit-
ical to student success in clinical setting. Students further
explained how the knowledge and teaching behaviours of CIs
such as being approachable, resourceful, organized, or hav-
ing enthusiasm for teaching influenced her clinical learning
experience:

“Like my one instructor that I just had in neuro,
she would seek out opportunities for you to learn
even if it wasn’t your patient. She would find
things that needed to be done, that you know
you could build upon, she would come and get
you and pull you off whatever you are doing
to go and do those things and this teacher just
wouldn’t seek out for nothing so it’s kind of dif-
ferent because there are so many different kinds
of instructors, and pretty much just is luck who
you happen to get drawn as your CI.” (S3, year
2)

“I really had good experience throughout my pro-
gram, I was lucky I had really good instructors
that knew their stuff really well, were approach-
able and like really good teachers, you could

Published by Sciedu Press 91



http://jnep.sciedupress.com Journal of Nursing Education and Practice 2018, Vol. 8, No. 3

tell they wanted to be there and like they made
sure you got the experiences that you needed to
get but I don’t think that happened to everybody
throughout their program which is unfortunate.”
(S7, completed year 4)

“I had orthopedics and that one [CI] was re-
ally good, it was really straightforward. My
teacher was clear. He told us exactly what was
expected of us for our journaling, how to docu-
ment. He gave as sample documentation cause
it was all the same thing, like pretty much black
and white. . . so that rotation went really well.”
(S4, year 2)

Students reported that CIs who engage in empowering teach-
ing behaviours, are non-judgemental and create a learning
environment that allows students to learn from mistakes can
promote positive clinical learning experiences as one student
stated:

“I thoroughly enjoyed my community [place-
ment] and most importantly that made it so stand
out from the all others clinical rotations were
my CI. He would empower each and every sin-
gle individual student to do something more, so
if we thought that we did something wrong, he
would say, umm, you know that’s not a problem,
we can fix it. So there is no punishment for do-
ing something wrong. So the fact that he let us
make those mistakes and learn from it and not
judge us, was what made this experience great.”
(S3 year 2)

Although most of the students in this study had reported
mostly positive relationships and good communication with
their CIs, there were a few examples of CIs who were per-
ceived as inexperienced, unapproachable, or not readily avail-
able when students needed them. New younger CIs were
often perceived to be inexperienced making it difficult for
students to gain confidence in them.

“. . . some of them are rather young and inexpe-
rienced and so, and I mean, I appreciate the fact
that everybody deserves an opportunity that’s,
that’s not but sometimes it’s hard as for us as
students to have that confidence. . . ” (S5, year
3)

“Yeah like some of them [other students], like
their instructors were hard to find, they weren’t
there a lot of the time they would go off unit
or just like funny little stories or if they were

maybe newer to teaching, they weren’t as confi-
dent maybe, they weren’t able to get the experi-
ences for the students as well as kind of maybe
some of the senior staff did. . . ” (S7, completed
year 4)

Another student compared her experience with a more expe-
rienced CI and an inexperienced CI in this way:

“Well I feel, sometimes it is good. It depends
on the instructor, if you have an instructor that
is more of a senior instructor that’s been nurs-
ing for quite some time, usually will work out
because they can answer the questions that you
need and you kind of know how to supervise and
when to be there and when not to be. I’ve had
previous experiences with less, with instructors
that were younger and had less experience and
it was too much for them to take on, [a clinical
group of]seven or eight students.” (S3, year 2)

Students described feelings of frustrations due to poor or neg-
ative relationships they experienced with their CIs. Students
were not satisfied with their learning experiences when the
CI displayed a non-supportive attitude. Moreover, negative
encounter with the CIs made students anxious and frustrated.

“For me, I don’t know if it’s me because I’m,
I don’t need a lot of attention or I’m indepen-
dent, I don’t know but, there’d be times during
my clinical rotations, past clinical rotations, not
this recent one, where I would feel as if the CI
doesn’t care whether I do something right or
wrong but. . . ”(S1, year 3)

“Well, I found first year difficult because we had
all this information thrown at us in three hour
lectures and then we get to clinical for one day
and honestly I didn’t know what to do, what was
expected of me and it didn’t help, my teacher
didn’t help me as much as she should have. . .
[When] I was having issues with the staff and
my teacher didn’t bridge me to the staff.” (S4,
year 2)

The student felt that the teacher was deliberately ignoring
her.

“I felt like she was constantly in the med room,
she wasn’t around me and the time she would
ask, ‘Oh, who wants to do this procedure, who
wants to do that procedure’ when we were all to-
gether after morning report, I would specifically
say, ‘I would like to do it’. She would glance at
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me and look away. I felt like she was ignoring
me. So I ended up honestly walking out on her
and going to do my morning assessments on my
patients because she didn’t want to acknowledge
me that I wanted to do a procedure.” (S4, year
2)

Other students also felt frustrated and confused by the CIs
teaching method but did not have the courage to speak up

“Well, I know the other students, students talk,
and right. They had the same problems as I did,
not about the staff [yeah] not the staff problem
like her talking in circles, constantly repeating
and confusing them and constantly being on
your case, this med, that med but they didn’t
say anything. I was the only one that would say
anything and I would only speak on my behalf
cause I’m not going to speak up for them, if you
wanted something to be changed you have to do
it [yeah, yeah] so I think maybe she singled me
out after because I was the only one that called
her on her stuff and she didn’t like it, may be.”
(S4, year 2)

3.1.2 It depends on the clinical setting
In addition, to the CI, the clinical placement or environment
had a great influence on whether nursing students regarded
their clinical accomplishment as successful or not. Students
in this study reported that they were not able to practice cer-
tain nursing skills in some clinical settings due to lack of
opportunities to do so or policies of settings. One student
narrated her clinical experience in a nursing home where she
felt students were performing the work of a nursing aide:

“We did more of like a care aide type of role. We
kind of just shadowed the care aides and did that
type of stuff, so, umm, overall like I said, my
one experience was good my other experience,
not so great. Just basic care, feeding [feeding],
changing, bathing, that type of stuff, which is
more, very beginning first year [hmm], so I do
feel that I kind of did, you know, not get my
full experience and my full potential to where I
should have been for my second year.” (S3, year
2)

Another student who was not satisfied with the opportunity
to practice nursing skills in a setting narrated her experience:

“My first rotation was an internal med rotation
and we had only one patient and I don’t think,

yeah, we went to two, eventually and it went bet-
ter, like the only thing was expected was pretty
much what a special care aide would do because
we couldn’t do meds like right at the very end
we could do meds, we can’t do anything with
I/Vs or pumps. . . ” (S4, year 2)

3.2 Theme 2: Strengths of the traditional model
Participants were asked to describe the main strengths of the
traditional model. Although as stated earlier, all participants
independently commented that there were more disadvan-
tages/limitations than strengths associated with the model;
the participants were able to identify some strengths that
were then organized under two subthemes: (a) peer teach-
ing/support and (b) support for novice students.

3.2.1 Peer learning/support
Five students felt that one of the key advantages or strengths
of the traditional model was the fact that students were able
to discuss with each other, which facilitated learning. In this
model, peer learning enabled students to share ideas. While
one-to-one teaching was considered ideal, students also ac-
knowledged that it was not practical. Thus the traditional
model was considered beneficial in terms of group interac-
tion and peer learning. Students also reported they felt more
comfortable to question each other, solve problems and learn
from each other in the clinical environment.

“I think one of the advantages of having a fac-
ulty [supervised model] is being able to be in
that group of six students cause then it’s not just
you on the unit alone. You have other students
that you can kind of run ideas by or you can
help each other out or you just feel kind of more
comfortable because there are more people on
the environment.” (S5, year 3)

“The main strength is you have more help be-
cause sometimes, I know when you are with
just your nurse [or CI], they get pulled away or
they’re doing things on their own. With students
you can always go and get someone to help you,
like confirm things, like do you remember how
to do this like you can ask or bounce ideas off at
each other. So I think that’s the biggest strength,
there’s always someone there to help you.” (S2,
year 3)

3.2.2 Support for novice students
Another perceived strength of the model reported by two stu-
dents was the guidance and support novice students get from
CIs. Students realized that what they are taught in theory
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did not always connect in practice; as such they perceived
the CI as a safety net especially when they had concerns or
questions about patient care. As one student described:

“. . . as a student I felt more comfortable going
to my instructor rather than the nurse that was
in charge of my patient just because I wanted
to make sure that this was you know, meeting
the standard of practice, cause I mean, there are
short cut and there are, you know things like
that. . . So you want to make sure that you are
on the right page.” (S5, year 3)

Additionally, three students commented that the CI acted as
a support for students on the unit in situations where students
face harsh behaviour from unit staff.

“. . . when you have an instructor who under-
stands and when you tell him about your experi-
ence and then they’ll talk to you and tell you that
you didn’t do anything wrong, you were follow-
ing procedures and they will in turn go and talk
to the charge nurse, unit manager, whoever it is,
the next person in line, and tell him you know,
these are students and this is how they are taught
and this is the right way. . . know get mad at the
students for it but that’s very common. . . and I
don’t like being yelled at for something that I
think I am doing right you know.” (S1, year 3)

3.3 Theme 3: Challenges/limitations of the traditional
faculty-supervised model

Participants described several challenges or limitations as-
sociated with associated with the model. These challenges
are discussed under three subthemes: (a) high instructor-to-
student ratio, (b) missed learning opportunities while waiting
for CI, and (c) concern with evaluation process.

3.3.1 High instructor-to-student ratio
With regard to the instructor-to-student ratio, student partici-
pants reported that this varied between 1:6 and 1:8. This ratio
varied depending on the nature of the practice experience and
year of study. The high CI-student ratio was reported as a ma-
jor concern for students as it decreased the time available for
individual student-instructor’s interactions. Students were
concerned that the high ratio of 1:8 makes the CIs’ tasks dif-
ficult to complete. Students reported that large clinical group
size made it difficult for the CI to simultaneously supervise
students which could potentially compromise patient safety,
especially during administration of medications.

“It was, it was very overwhelming. . . with a
group of eight, and the particular unit that we

were on couldn’t accommodate that large of a
group, so we were kind of dispersed through-
out in different areas which was also great for
a learning opportunity that way, but it wasn’t
really, it was very difficult to, keep the doors
of communication open with that instructor. . . ”
(S5, year 3)

“Our CI was excellent. But there were six of
us and so you are doing I/V meds, oral meds
and doing all these meds and when you have six
patients or maybe up to twelve patients that all
receive meds at 8 o’clock that one CI is running
around like crazy, trying to supervise everybody
giving meds. It’s very chaotic at that point in
time or at noon . . . , everybody needs their meds
and when everybody is assigned two patients
each and there is six of us, that’s twelve peo-
ple she has to oversee so a lot of the time our
meds were given way late and stuff like that, so
other than that it was a good experience, like
our instructor was excellent.” (S6, year 3)

3.3.2 Missed learning opportunities while waiting for CI
Due to the fact that the CI had to observe each nursing stu-
dent every time they did a procedure, students were able
to describe situations where they missed the opportunity to
give medications, for example, and how they had to learn to
manage their time while waiting for the CI.

“. . . because she had to run around six of you,
you find that the supervision is kind of a bit hard
or difficult. Just waiting. Like you were always
kind of waiting and then trying to find some-
thing else to do, and so its bit chaotic because
she was, she’s very busy, that’s a lot of things
to oversee, so you patiently wait your turn to go
and give meds and that kind of stuff, right so
she has to be there.” (S6, year 3)

3.3.3 Concern with evaluation process
Three out of seven students (43%) were positive about the
evaluation process and commented that they received con-
structive feedback from their CI, which they found helpful
in identifying strengths and areas needing improvement, as
one student commented:

“. . . when the assessment time came and they
would give you your evaluation, your midterm
evaluation and tell you, ‘this is where you are
and this is what I think you can improve on and
right before we do our mid-term evaluations’,
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they ask us to do our self evaluations which re-
ally helps. It makes you think, what is it that I
need to work on and it’s the same for our final.”
(S1, year 3)

Several concerns were reported related to the appropriateness
or effectiveness of the clinical evaluation form and marking
guide that was currently being used in their program. As one
of the students narrated:

“Unfortunately in the [Name] program, the
marking guide is the same marking guide from
year 1 through year 4. So that I find is a big
issue, cause what you can do in year 4 and what
you can do in year one is [different] is way dif-
ferent but you are based on the same marking
guide so I’ve been told by instructors that based
on the marking guide you can’t achieve higher
than a certain grade because of the way that
the marking guide is because what I can do in
year one isn’t as what I can do in year 4 so you
can only, you can’t achieve your fullest poten-
tial because you don’t have those skills yet be-
cause you haven’t learned that yet so I think that
the marking guide does need to change so that
based upon what you’ve learned in each year
is reflective of your grades, [Yeah for that] just
like elementary school, you know.” (S3, year 2)

“. . . so they observe us, some part of their mark
is based on observation of what we are doing
skill wise and how we interact with the other
students and staff and patients and I know with
my last instructor she also went around to the
patients after our day was finished and said, how
did she do? What do you think of her? She
got their opinions and she based a lot on then
cause if we’re not making our patients comfort-
able then we are obviously not doing something
correctly, right. . . ” (S2, year 3)

Another student described her disappointment with the eval-
uation she had received from one of the CIs. She explained
that CI’s evaluations are very generic and mostly cut and
pasted.

“With one of my rotations. . . I took my midterm
evaluation and compared it with another stu-
dent’s. . . You could tell that it was cut and pasted
like the comments and the observations, they
were exactly word for word and so that made

me sort of question that ok well I know you can’t
be in six places at once but I question whether
the fact you did review my journal writing or
the fact that ok I need to improve on this and so
when they compare you word to word. . . I felt
this was very generic like I said, she cut and
pasted it. . . wasn’t specific to me, I did not feel
that at all and I’m not into comparing things
but we kind of had that sense about our in-
structor so we [another student]both looked at
our evaluation we both started reading out loud
and we were saying the same exactly the same
things. . . ” (S5, year 3)

Furthermore, students complained of inconsistence among
CIs in evaluation approaches and expectations, and that the
evaluation process is mainly dependent on CI’s discretion.

“Midterm evaluations depend on CI. Some
CIs sit down with students to discuss progress
whereas the others ask them to submit evalua-
tion.” (S3, year 2)

“. . . at the end of the second week we had our
midterm evaluation and she said the only thing
that I need to work on is my documentation
and learning the side effects of the psychotropic
drugs and I said, ok, fair enough. So I went
home that week, I had two days off and I tried
my best to study the psychotropic drugs and
there wasn’t I much I could do about documen-
tation other then work on it throughout and my
final evaluation came out two weeks later and
she told me that the staff thought that I was a
know it all, so she gave me a very low mark and
I was very upset with her about it and I tried to
explain that she should have told me this.” (S4,
year 2)

3.4 Theme 4: Recommendations for program improve-
ment

Lastly, in this theme, nursing students provided suggestions
or recommendations to strengthen the clinical learning expe-
rience within the traditional model (see Table 1). Recommen-
dations focused on addressing the identified limitations: high
instructor-to-student ratios (e.g., reducing clinical groups),
missed learning opportunities while waiting for CI (e.g., in-
creasing clinical hours and number of CIs), and concerns
with evaluation process (e.g., reviewing evaluation tools and
restructuring post conference time).
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Table 1. Suggestions for improvement and representative statements from interviews of students
 

 

Subthemes Student recommendations Representative statements from interviews of students 

High instructor-to-students 
ratios 

Reduce clinical group size to 
1:4  

“...maybe it would have been better if there were two, two faculty advisors to the 
group or maybe less students  cause you know sometimes waiting for them to do 
procedures...” 
“I find with a larger group I felt like it was ,how can I say this, felt like with a larger 
group the evaluation wasn’t as strong, the fact that with a lower amount of students 
in the group, there’s just more opportunity to learn., more opportunity to approach 
your instructor...”  

Missed learning 
opportunities while waiting 
for the CI 

Increase the duration of 
clinical hours 

“...in our [name] program, in second year other than the May/June rotation we only 
get clinical, couple of days in a week every other week, so...I think they need to 
incorporate clinical at least very week, yeah, to me nursing it’s a hands on 
profession so the more hands on experience you can give to someone the better they 
are going to do...” 
“...in terms of improving clinical... I really believe that more clinical hours are 
needed, umm, especially in, not so much the specialty areas but more so like the 
general medicine units, general surgery, the medical...” 
“I just think if it’s possible, more clinical time like...even two days every week 
instead of two days every other week... I think more clinical time would have been 
good...” 

Increase acute placements 
for Yr 2; more acute 
placements required 

But I really believe that more clinical hours are needed,  especially in, not so much 
the specialty areas but more so like the general medicine units, general surgery,the  
med- surg practices kind of thing. I remember back in year two, I felt  you are trying 
to figure things out… that you were just sort of getting into a flow, some continuity 
and then all of a sudden, boom , it was over 

Hire more experienced CIs 
and review selection criteria 

“...I would say is you know, more experienced instructors.” 
“...my suggestion would be to make sure that the instructors have actually 
experienced nursing for quite a number of years before they are able to go and 
teach...” 

Concerns with the 
evaluation process 

Review and revise  clinical 
evaluation tool or marking 
guide 

“...the marking guide does need to change so that based upon what you’ve learned 
in each year is reflective of your grades...It’s the same across the board...I don’t 
think it’s fair... it needs to be specific to each year based on the skills that you’ve 
been taught in that year.” 

Ensure more consistent 
among CIs  

“I think that their needs to be more structure... it’s not kind of across the board so 
some people get better experiences than others and like I said it comes basically 
down to an instructor...” 

CIs to share their course 
expectation with students 
early 

“...I would say to be upfront with your clinical group, what your expectations are; to 
give more examples of what you want for documentation; to allow for more time 
with assignments, like having it in on your last day of clinical is tough...” 

More structure and teacher 
involvement during post 
conference 

“...have a purpose to your post conference. Not just sitting there, oh how was your 
day and no, everyone’s just gonna say good so they can get out of there...” 

Allow clinical independence 
after a certain period of 
observation, for example, 
year 4 students to give oral 
meds independently 

 
“...I know a lot of med errors happen... but if they were to watch us for first two 
weeks and then give us, empower us to you know provide care to our patients 
independently, I think that would be beneficial.” 

Have in-serve education to 
improve staff-student 
interaction  

 

“I think to basically have like an in-service for the unit itself every once in a while 
for that actual unit that … the nursing students are coming to. An in-service to let 
them know what they’re allowed to direct and what they aren’t and what needs to be 
referred and to encourage them to help the nursing students because it’s a lot for the 
instructor to do…They could maybe oversee some of these oral meds and things like 
that with us as opposed to just pushing it back off to our instructor.” 

 

4. DISCUSSION

Findings revealed that although students were generally satis-
fied with the clinical experiences within the traditional model,
they indicated that their clinical experience was greatly in-
fluenced by the CI and clinical setting. These findings are
consistent with those reported in previous studies that the
characteristics of the CI[22–25] and the quality of the clinical

learning environment[26–28] are among the two most influen-
tial factors on student learning. Therefore, it is important
that CIs know and recognize the impact they have not only
on the students’ current clinical learning experience but also
on their future nursing practice.

Students further identified several teaching behaviors they be-
lieved facilitated their clinical learning experience, which cor-
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roborate those in the literature and previous studies. These in-
clude demonstrating clinical and teaching knowledge exper-
tise;[29–31] being available and accessible;[23, 28, 32] being ap-
proachable[23] open and understanding,[25, 33] and being non-
judgemental[25] such that students could feel free to ask ques-
tions, and allowed students to learn from mistakes;[29, 32] pos-
sessing good time management and organization skills;[22, 33]

having good communication skills, and providing students
clear communication of expectations.[22, 29, 32, 34]

In addition, students appreciated CIs who demonstrated
motivation and enthusiasm for teaching and their profes-
sion;[24, 29, 32, 33] who were supportive and encouraging,[23, 32]

empowering[34, 35] and took initiative to seek learning op-
portunities for students.[2] Furthermore, the indicated they
valued CIs who provided them with timely, appropriate and
constructive feedback on their clinical performance.[22–24, 32]

Over the years, evidence from research in nursing education
has demonstrated that these qualities are important in clinical
teaching. As such the CIs identified in this study and previ-
ous studies could be considered during ongoing professional
developmental workshops and training of CIs to maximise
students clinical learning experiences.

Conversely, some students believed was compromised due
to CIs who were perceived as inexperienced, unapproach-
able, inaccessible, difficult to communicate with, or unpro-
fessional. These findings corroborate with those found in
previous studies[34, 36, 37] that students often feel ignored, in-
secure, and even abandoned when learning in unfamiliar
clinical environments. Other scholars have also reported
that students become stressed or anxious when their teacher
is inexperienced, unsupportive, or with ineffective teaching
skills.[10, 38]

The literature also acknowledges that with the current short-
age of faculty,[39] many nursing programs are increasingly
relying on sessional or part-time CIs. Concerns have been
raised that these CIs may lack experience and yet are required
to ‘parachute’ into familiar practice units.[10] Other authors
suggest that some CIs disappear or detach away from the
clinical setting because of their incompetence[36] and lack
of confidence.[40] CIs need confidence to accomplish their
role effectively.[40, 41] However, it is also acknowledged that
for some CIs it may take years of experience to develop
confidence.[40]

Over the years, evidence from research in nursing education
has demonstrated that these qualities are important in clin-
ical teaching. As such the CI characteristics identified in
this study and previous studies could be considered during
ongoing professional development workshops and training
of CIs to maximise students clinical learning experiences.

The clinical environment. The findings of this study af-
firmed evidence in the literature that the clinical learning
environment is an integral component of nursing educa-
tion.[24, 26, 28, 32–34] It is in the clinical practice settings where
students are given the opportunity to apply and integrate
the knowledge, psychomotor and affective skills acquired
in the theoretical part of the curriculum[33, 42] and develop
professional socialization.[27, 32]

Findings of this study further revealed that students’ percep-
tions of satisfaction of their clinical experiences varied con-
siderably depending on the placement they had been assigned
to. This finding echoes those in previous studies.[33, 43, 44]

For example, students who were placed in nursing homes,
psychiatric, and mother-baby units were disappointed with
their clinical experiences than those in acute care units.[43, 44]

While evidence suggests that nursing homes provide valu-
able learning opportunities for nursing students to practice
basic nursing care, communication skills and health assess-
ments, students in this study, like in previous studies,[45]

were disappointed and negative about nursing home place-
ments. Similarly, previous studies[32, 33, 44] have reported the
frustration students feel when they are required to perform
non-nursing tasks or when asked to concentrate on routine
tasks which they believe they had already been mastered.

Although the literature acknowledges that skills practice in
clinical placements cannot be guaranteed and students may
not always get exposure to the experience intended by the
specific clinical assignment student still feel disappointment
and anxious about their clinical experience.[32]

It is imperative that clinical placements are carefully selected
based on the expected learning outcomes and the nature of
the learning being sought and the type of health issues they
incorporate.[46] In addition, the selected clinical placement
must build upon prior learning experience so students can
make connection between theory and practice.[3] Failure
to provide adequate learning opportunities for students to
competently and safely care for patients could result in nurs-
ing graduates who have not met the required standards and
competences of the profession.[47]

Students in this study described the main strengths of the
traditional faculty supervised model as (a) peer learning and
support and (b) support for novice students. The study find-
ings revealed that the presence of other students in tradi-
tional faculty supervised model was beneficial for learning
and provided an alternative form of support, peer support.
Students reported that peer learning opportunities enabled
them to share ideas or bounce ideas off each other, to ques-
tion each other, confirm things and learn from one another.
These findings affirm those in previous studies[32, 48–50] that
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through group discussion or peer teaching students are able
to question each other and learn from each other’s experi-
ences. Houston et al.[50] revealed that students preferred
working with their peers as they felt less threatened and
more receptive to learn. Although peer learning and support
may be beneficial, other scholars[51] caution that CIs must
be aware of discomforts that may arise in the grouping of
students. As such CIs are advised to evaluate whether the
required learning competencies are achieved particularly in
groups of students with varying clinical strengths and learn-
ing needs.[51]

Findings from this study were similar to a study by Brown,
Herd, Gwynneth, and Moya[52] that strongly emphasized
the need for support during the first year and, in particular,
during the first placement. Houghton et al.[50] concur that
novice students, particularly those in initial days and years
of clinical placements need more direct supervision and sup-
port while senior students can work independently and only
need some environmental supervision. A correlational study
of 192 nursing students enrolled in 3-year undergraduate
nursing program by Bryan, Weaver, Anderson-Johnson, and
Lindo[53] concluded that as students progressed through the
program they requires less support from educators. This is
important as evidence suggest that first clinical experiences
for undergraduate nursing students can be stressful and anxi-
ety provoking which can interfere with the quality of clinical
learning outcomes.[29, 34, 37] As stress or anxiety can impede
students’ ability to adapt and learn in the clinical setting,[50]

guidance and supportive clinical learning environment by CI
is crucial to maximize the learning outcomes of the nursing
students.[38] increase their confidence.[32, 38] These findings
imply that provision of guidance and supportive clinical en-
vironment for students and in particular, novice students will
help their learning in the clinical practice setting.[15] Ac-
cording to College of Nurses of Ontario,[54] “nurses have a
professional obligation to support learners to develop and
refine the competencies needed for safe, ethical and effective
practice, and to support the development and socialization
of colleagues who are learning” (p.3).

The findings of this study revealed several challenges asso-
ciated with the traditional model. These include: (a) impact
of the high instructor-to-student ratio, (b) missed learning
opportunities while waiting for the CI, and (c) concerns with
the evaluation process. These concerns were consistent with
those highlighted in the literature.[1, 9, 37, 55]

Although the instructor-to student ratios of 1: 6(8) reported
in the current study were generally not excessive by external
standards,[1, 26, 55, 56] all the participants provided comments
which indicated that the number of students in clinical groups

was a major concern. Students reported that high instructor-
to-student ratio makes the CIs busy and decreases the time
available for individual student-instructor interaction, which
results in a decrease in time for student learning. These
findings corroborate those in the literature.[1, 9, 10, 37, 55–57] For
example, a study by Wang and Blumberg[57] revealed that
one third of the interactions between faculty and student
lasted one minute or less and one third lasted one to six
minutes. Further analysis of these interactions showed that
most were leading or directing or information giving in na-
ture. In addition, students in this study described situations
where they had to be dispersed in several different areas of
the setting because the single unit could not accommodate
when made it even more difficult to interact with their CI.
This situation interfered with adequate and timely supervi-
sion as the CI cannot be physically present with all students
at all times.[58–60] Within this arrangement, as Emerson[58]

explained, even when the time for CI breaks or moving be-
tween units is not taken into consideration, “each student in
a 10-student clinical group would receive an average of only
about 45 minutes of one-on-one interaction with the faculty
in an 8-hour clinical day” (p. 41).

Congruent with findings from this study Maguire et al.[55]

assert that in large clinical groups, valuable “just in time”
learning opportunities are lost while waiting for the instruc-
tor availability (p.80). Consistent with findings of the current
study, Killam and Heerschap[37] reported several concerns
regarding timing of medication administration were raised
by students. Emerson[58] explained that in situations where
students are placed in different areas of the clinical setting,
skill performance may be limited to a certain number of skills
each day or to a specific group of students within the clinical
group, which was also highlighted by a student in the current
study.

Evidence further suggest that the large clinical groups can
make simultaneous supervision of students difficult and pos-
sibly increase the risk of error.[55, 61, 62] Students have re-
ported that it is easier to learn about potential adverse event
alerts with a smaller student-to-teacher ratio.[63] It is, there-
fore, critical that nursing students should receive optimal
supervision in order to become safe, competent and inde-
pendent health care practitioners. The impact of supervision
must become an urgent research and practice priority for
undergraduate nursing education programs.[62]

In an effort to reduce potential patient safety errors and chal-
lenges faced by both students and CIs during clinical teaching
and supervision, the students in this study suggested that the
number of student per CI should be moderated, which is in
line with the literature.[37, 63] Although no current nursing
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research was found that has explored the effects of instructor-
to-student ratio on students learning outcomes,[64] findings
from a study by Dubrowski and MaRae[65] among medical
students revealed that student outcomes may be negatively
affected by the reduced timely feedback and supervision
which are essential for improvement of students’ psychomo-
tor skills. Therefore, as Tanda and Denham[64] suggested,
more nursing research is needed to determine if similar rela-
tionships exist between nursing students’ learning outcomes
and the instructor-to-student ratios.

Students in this study described several challenges related
to the complexity and subjectivity of the evaluation process.
These included concerns with the clinical evaluation tool, per-
ceived unfairness in the grading process, and inconsistencies
among CIs in evaluation approaches, communicating expec-
tations, and provision of feedback. These findings corrob-
orate similar evidence from the previous studies.[32, 37, 66–69]

For example, Killam and Heerschap[37] found students per-
ceived the clinical evaluation process as subjective and com-
plex and difficult to comprehend. Bourbonnais et al.[67] also
reported concerns of inconsistency in the clinical evaluation
process by teachers within the same year. Other authors have
suggested several contributing factors to subjectivity in the
evaluation process. First, subjectivity in the evaluation pro-
cess is compounded by the involvement of value judgement
on part of the evaluator.[56] As such it is important for CIs
to be aware of differences between their own value system
and those of the student that can bias the evaluation process.
Second, the issue of lack of objectivity occurs because the
evaluation process involves assessment of multiple domains
(knowledge or cognitive, psychomotor, and attitudes or af-
fective) some of which may be difficult to measure.[70, 71]

For example, many CIs find it easier to evaluate psychomo-
tor skills rather than affective and cognitive domains.[70–72]

Third, those CIs with different backgrounds, such as from
clinical practice settings or from university are likely to in-
terpret clinical evaluation tools differently.[73]

Findings of this study further revealed that students were
concerned about clinical evaluation tool being used. Billings
and Hallstead[74] asserted that “fair and reasonable evaluation
of students in clinical settings requires use of appropriate
evaluation tools that are ideally efficient for faculty to use.”
(p.446) However, evidence from the literature reveals that
typically clinical evaluation tools have not been tested for
reliability or validity.[67, 68] Amicucci[66] suggests that nurs-
ing programs need to create clinical evaluation tool that are
course specific and with clearly defined expected behaviours
and skills that need to be achieved. Other scholars have sug-
gested the clinical evaluation tool should be reviewed at the
very beginning of each clinical placement to ensure that the

evaluation criteria will be known to both students and the CIs
or faculty.[75] These are some of the issues that need further
exploration by the nursing programs.

Students in this study, like in other studies reported vari-
able experience of receiving feedback.[32, 37] Regular, timely
feedback that recognizes both strengths and weakness and
areas for improvement is perceived by students as encourag-
ing and helpful in increasing their confidence and indepen-
dence.[32, 76] Appropriate and accurate feedback on clinical
performance is perceived as an integral element for effective
student learning in clinical education. “Without feedback,
mistakes go uncorrected, good performance is not reinforced,
and learning can be compromised”.[77, 78] Thus, it is impor-
tant, during orientation for CIs to be made aware of the im-
portance of feedback for effective student learning in clinical
practice.

Students in this study like others in previous studies[68]

queried the validity of the grades they received from their
CIs as they felt the CI had not observed them perform a
procedure or spent enough time with them to know their
weaknesses and strengths. It is acknowledged that in the
traditional model of teaching, due to the number of students
that the CIs have to supervise, they can only sample limited
student behaviour, which may result in an unfair or inaccu-
rate clinical evaluation.[58, 74] Because of these limitations,
complexity of the nursing practice and numerous competen-
cies that require student mastery, a combination of evidence
from several sources is suggested in supporting a fair and
reasonable evaluation process. These include direct obser-
vation, verbal feedback, anecdotal notes, and journals, input
from clinical staff, patients and peers.[70, 74]

Lastly, nursing students in this study identified a number of
recommendations for improving clinical experiences, which
corroborate those in the literature. These include: reduc-
ing the clinical group size,[1, 37, 59] increasing the duration of
clinical placements,[27, 37] hiring more experienced nurses[36]

and reviewing the selection criteria, reviewing of the clini-
cal evaluation process and tool,[37, 59] establish consistence
processes for clinical teaching and evaluation strategies and
expectations, CIs sharing course expectations with students,
and more feedback from CI on their performance.[32]

5. CONCLUSION

Students’ perspectives are crucial to understanding clinical
teaching effectiveness in nursing education. The aim of
this study was to explore the perceptions and experiences
of nursing students within the traditional faculty supervised
model of clinical education and, in particular their views
regarding the strength and limitations of the model. These
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findings offer useful contributions to the body of evidence
relating to clinical education of nursing students. Findings
from this study are generally consistent with existing liter-
ature and further highlight that there are more challenges
than strengths associated with the traditional model, there-
fore this model may not be “best practice” with respect to

students’ learning experience. As the traditional model is
still the most commonly used for preparing undergraduate
student internationally, further research is needed to explore
the effectiveness of the traditional model on student learning
and to ensure safe and competent future generation of nurses.
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