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Being a real nurse; nurses accounts of learning and working in practice. 
Abstract. 

 
There has been much written regarding nurse education and the socialisation 
of student nurses in clinical areas in the past (Olesen & Whittaker 1968, 
Orton, 1981, Melia, 1987, 1997, Ogier, 1989, Castledine, 1995, Bradshaw 
2001, Spouse, 2003). The originality of this thesis lies in the discussions and 
exploration of the concept of Problem Based Learning (PBL) as a teaching 
and learning strategy and the implementation of the Making a Difference 
(DoH, 1999a) recommendations in a nursing curriculum. It investigates 
whether or not these have indeed made a difference to the ability of the 
students to socialise into their clinical roles and effectively meet their ultimate 
aim of becoming a ‘real nurse’.  
 
The thesis is split into five chapters and employs qualitative research methods 
to present an ethnographic case study of the experiences of student nurses in 
clinical placement areas regarding the process of becoming effective student 
nurses who ultimately develop their knowledge and skills base to become 
‘real nurses’. The sample consisted of fifteen (15) students, fifteen (15) 
student mentors, eight (8) ward managers, one (1) practice development co-
ordinator and one (1) senior nurse responsible for clinical development. 
Interviewing and observation techniques were used to obtain the data. 
 
PBL as a teaching and learning strategy is investigated and discussed, in 
relation to the students’ ability to develop critical problem solving skills that 
can be incorporated into their student roles. The disadvantages of PBL are 
also debated and issues highlighted that may cast doubt that this strategy and 
the Making a Difference curriculum has actually changed attitudes in the 
clinical areas towards the capabilities of the student nurse role. 
 
Eight major themes arose from the data analysis; learning to be a student, 
fitting into the clinical team, being professional, being a real nurse, the role of 
the practice development co-ordinator, effective mentors, developing clinical 
skills and reflecting in practice. Integral to these were the concepts of 
professionalism, power, inequalities and culture that were identified as 
significant underlying issues for the students to recognize when performing 
and developing into their clinical roles.  
 
The data suggest that the new curriculum and PBL have offered some 
solutions to help overcome the perceived boundaries of professionalism, 
power, inequalities and culture but by no means provides all the answers. 
Overall the study has highlighted the importance of clinical skills development 
and effective delivery of them by students in learning to become a ‘real nurse’. 
Through their experiences the students have learnt how to overcome 
boundaries and to fit in with the culture of clinical areas thereby enabling them 
to learn the role of the student nurse. Furthermore, the newly developed roles 
of the practice development co-ordinator and established mentor roles are 
perceived to be invaluable sources of support for the students while in clinical 
placement areas. 
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Introduction 

The impetus for this study and resultant thesis was the implementation of a 

newly developed nurse training and education curriculum (Making a 

Difference curriculum) utilising recommendations contained in the Department 

of Health (1999) paper and the strategy of Problem Based Learning (PBL) as 

a teaching and learning strategy in a school of nursing, in a university in the 

North-West of England and one of its associated NHS Trusts. The school of 

nursing had been chosen as one of sixteen ‘first wave sites’ to implement 

these recommendations and to choose PBL as one of the main teaching and 

learning strategies. The thesis focuses on the experiences of registered 

practitioners working in the clinical areas and student nurses undertaking the 

adult branch-nursing course. The aim of the research was to investigate 

whether or not the Making a Difference curriculum and PBL had enabled 

students to socialise into their clinical roles.   

The original aim of the study had been to investigate: 

‘Has the Making a Difference curriculum and PBL enabled student nurses to 

socialise into their clinical roles and overcome boundaries?’ 

Evolving from this original aim two research questions emerged: 

1. What effect did PBL have on students in relation to the theory – 

practice gap? 

2. What were the effects of PBL and the associated curriculum on the 

student experience in clinical practice?  

However, during the fieldwork period and the subsequent data analysis it 

became apparent that the original focus of the thesis was to change due to 

participants identifying areas for discussion and analysis that I had not 
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previously considered. These were issues of power, professionalism, culture 

and language that the students highlighted were factors that affected their 

abilities to socialise into the clinical areas and ultimately achieve their aim of 

‘learning to be a real nurse.’ Consequently this has led to an exploration and 

discussion of the data locating itself in a broad analysis of power, culture and 

language issues drawing on influences from Stephen Lukes and Michel 

Foucault. The original research questions that focussed on investigating the 

students experiences in practice remain integral to the study but what I had 

thought would be the most important area for discussion that of PBL, has 

become a somewhat secondary issue for exploration. 

An ethnographic case study was used employing a relatively unstructured 

open-ended format of interviewing and non- participant observational methods 

to collect the data. The sample group studied consisted of fifteen (15) adult 

branch student nurses undertaking the Making A Difference curriculum, fifteen 

(15) student mentors, eight (8) ward managers, one (1) practice development 

co-ordinator and one (1) senior nurse for practice development. The sample 

size allowed for a broad spectrum of participants to share experiences and 

present their personal and professional viewpoints on the implementation of 

the new curriculum and its effects on the students’ abilities to undertake their 

clinical roles. Pseudonyms have been used for all participants throughout the 

thesis. As a newly appointed nurse lecturer and a researcher I believed that 

this study was important to gain an insight into the experiences and 

perceptions of those registered practitioners and student nurses who were 

encountering these changes in the clinical areas of ophthalmology, 
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orthopaedics, medical and surgical wards, coronary care, intensive care and a 

medical admissions unit. 

What is Problem Based Learning? 

It is possible to trace the origins of PBL to early forms of learning that 

demanded problem-solving skills (Savin-Baden, 1997). Dewey (1938) argued 

that knowledge was not something that was changeless but something bound 

up with activity, a process of discovery. Dewey’s opposition to theories of 

knowledge, which considered knowledge to be independent of its role in 

problem solving enquiry, were played out in practice by its emphasis on 

learning by doing, which in turn can be seen as essentially a problem solving 

approach to learning (Savin-Baden, 1998).  

PBL was popularised in the 1960’s as a result of research by Barrows 

(Barrows and Tamblyn, 1980) into the reasoning abilities of medical students. 

They argued that PBL was based upon two assumptions. The first was that 

learning through problem solving is much more effective than memory based 

learning for creating a usable body of knowledge. The second was that the 

medical skills, which are most important for treating patients, are problem-

solving skills, not memory skills. Nonetheless, PBL may be described as a 

means of learning characterised by diversity both educationally and 

philosophically. Savin-Baden (1998) argued that it may locate discourse on 

problem based learning outside a language of experiential learning, thus 

adopting learning methods, which deny learner identity and disregard the 

multifaceted nature of people’s experience. One of the main objectives of PBL 

is to foster independent and life long learners, who want to take a degree of 
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responsibility for their own learning by formulating questions and learning 

needs in relation to a given problem.  

The fascination of PBL appears to link quite closely with the changes in higher 

education and the changing relationships between universities and 

government, who now expect students to develop into flexible, adaptable 

problem solving scholars. Indeed, this concept relates well to the recent 

changes in nurse training following the publication of Making a Difference 

(DoH, 1999a) and Fitness for Practice (UKCC, 1999), which questioned the 

traditional nursing curriculum and its ability to produce practitioners who were 

‘fit for practice’ and ‘fit for purpose’ upon registration. 

Implementation of PBL 

The focus of PBL is to organize curricular content around problem scenarios 

rather than subjects or disciplines. Students work in groups or teams to solve 

or manage these situations but are not expected to acquire a predetermined 

series of right answers. Instead, they are expected to engage with the 

complex situation presented to them and decide what information they need 

to learn and what skills they need to gain in order to manage the situation 

effectively. There are many different ways of implementing PBL but the 

underlying philosophies associated with it as an approach are broadly more 

student centred than those underpinning problem solving learning. This is 

because students are offered opportunities, through PBL to explore a wide 

range of information, to link the learning with their own needs as learners and 

to develop independence in enquiry. PBL is thus, an approach to learning that 

is characterized by flexibility and diversity in the sense that it can be 

implemented in a variety of ways in and across different situations and 
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disciplines at different times depending upon the staff and students involved in 

the programmes utilizing it. However, what will be similar will be the focus of 

learning around problem scenarios rather than discrete subjects (Savin-

Baden, 2000). 

This form of a learning climate should promote autonomous motivators in 

which educators take the perspectives of students into account, provide 

relevant information and opportunities for choice thus encouraging students to 

accept more responsibility for their own learning and behaviour. It also 

includes teachers being meaningfully involved in students’ learning through 

dialogue, listening and asking students what they want. It aims to provide 

satisfying rather than superficial replies to student generated questions, 

providing factual information and advice and involves suspending judgement 

when soliciting the opinions and reactions of students. Such an environment 

is said to minimize pressure and control while encouraging a high level of 

performance. PBL would appear to fit in easily with this concept rather than 

the traditional curriculum.  

Potential Difficulties 

There have been reports of students undertaking PBL programmes suffering 

considerable stress for up to two years. This longitudinal qualitative piece of 

research was undertaken by Des Marchais (1993) at the Sherbrooke Medical 

School, Quebec, over a five-year period. He offered various reasons for this 

phenomenon. He argued that some students had difficulty adjusting to PBL 

and some of the PBL teachers experienced difficulties in defining their role. 

Many students lacked confidence in active rather than passive learning, and 

curricula tended to be overburdened with content. This view is portrayed by 
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students from the school of nursing in this study who, following evaluation of 

Year 1, commented that they would have liked more ‘tests’ to assess their 

depth of knowledge and understanding of the areas covered and that they 

would have appreciated more formal lectures to ensure that they were 

seeking out the correct information.  

Miflin, Campbell and Price (1999) report that during the implementation of a 

PBL medical course at the University of Queensland, Australia, student stress 

was intense. They surmised that initially the anxieties were based on 

extended time away from study, family commitments and lifestyles and life 

experiences that made them different from students undertaking courses in 

other medical institutions. There were 234 students in their cohort with the 

average age being 26.5 years and a median age of 23.5 years. Several 

students already possessed a Masters degree or a PhD. Analysis of the 

situation revealed that a difficulty for both the students and teachers were 

differences of opinion about the meaning of self-direction as to how it was to 

be applied to the course.  

Expectations 

There was an underlying tension between staff and students regarding the 

expectations of the PBL learning environment and to what extent the students 

should direct their own learning. Students reported that there was insufficient 

assessment and that, when it was provided, questions were alternatively too 

demanding or too simple in relation to their learning. They expressed doubts 

about the effectiveness of formative assessment in guiding their learning, and 

asked that the school’s objectives be released so that they could check that 

what they were learning was appropriate to the summative assessment, on 
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which their progression to year 2 depended. Feedback to the students from 

monitoring of the course showed that learning objectives generated in the 

PBL groups matched those of the school at a rate of 80%-90%, this did not 

allay the concerns of the students because the PBL tutorial process failed to 

indicate how much to learn. This led to students trying to guess or persuade 

the teacher to tell them what their end of ‘block’ summative assessment would 

be.  

Many students also withdrew from the PBL tutorials arguing that they would 

rather rote learn large amounts of information unrelated to a meaningful 

context. In essence, a lack of adequate guidance forced students to 

adulterate problem based learning in order to survive. In response to these 

concerns the University of Queensland, has developed a conceptual 

framework relating to the concept of self-directed study, to promote an agreed 

understanding of the concept for all people involved in the implementation and 

continuing development of the course. 

This study is interesting in that the university had been self-critical and honest 

regarding the attitudes of academic staff and the tensions that became 

apparent between themselves and students regarding their own perceptions 

and expectations of the PBL process. They were honest in their findings in 

that the observations they reported could not be quantified, as the data 

generated was originally for other purposes and that this phenomenon came 

to their attention unexpectedly. They do not say what the original data was 

being collected for but do document that they plan to undertake a further 

study to explore these issues more thoroughly. The data only refers to one 
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group of students and cannot therefore be compared to previous groups for 

any forms of tensions that may have occurred under the old system.  

Implementation of PBL in this study 

The school of nursing in this study was one of the first pilot sites to implement 

the recommendations from the Making a Difference (DoH, 1999a) document 

using PBL as its main learning and teaching strategy.  September 2000 saw 

256 students commence on the programme, 166 adult branch students of 

which 28 were seconded from the Trusts in which they were employed as 

unregistered  staff, 45 mental health branch students of which 9 were 

seconded and 45 child branch students of which 4 were seconded. From this 

first cohort, 230 students registered in September 2003, equating to 153 adult 

branch students of which 28 were seconded students, 38 mental health 

branch students of which 9 were seconded and 39 child branch students of 

which 4 were seconded. The attrition rate was 7.4% as compared to 14% over 

the previous years.  

The Making a Difference curriculum was not without its own limitations. The 

learning and teaching strategy of PBL meant a shift from teacher centred to 

student centred learning, with the lecturer facilitating sessions, rather than 

providing information. This proved challenging for some lecturers who needed 

to be able to form strong learning partnerships with their student group to 

enable effective facilitation of sessions while redefining their teaching 

strategies to meet the students learning needs as and when required. They 

needed to be able to motivate and encourage the students throughout their 

learning ensuring that they were accessing the relevant information and 

making sense of it. 
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Students themselves needed to learn a how to effectively undertake self 

directed learning and group work rather than being exposed to the traditional 

form of information giving through some lectures, Some students had little 

experience of group work and found it quite stressful, especially when they 

were expected to seek out information about a problem prior to any formal 

sessions being delivered. Edwards et al (1998) found this was indeed a 

potential problem and argued that the PBL process could prove to be an 

overwhelming and frustrating process for some students. Cost was also a 

concern as PBL demanded huge resources in terms of lecturing staff, 

providing not only facilitation for sessions but also personal tutor time and 

library resources.  

PBL as the main learning and teaching strategy aimed to foster students who 

have a wish to maintain life long learning and to cultivate individuals who are 

able to question ritualistic practice, make changes in practice where 

appropriate, and become self-motivated registered practitioners who were 

able to function effectively in a multi-disciplinary team.  

Findings 

A fundamental finding of the present study was the students’ perceptions of 

the definition of a ‘real nurse’. The school of nursing teaches the students the 

idealism of nursing practice based on patient need for example, personal 

hygiene, nutrition, elimination and mobility needs of patients continuing to 

enhanced skills that include cannulation and venepuncture. However when 

the students encountered clinical practice they often felt that this ideal being 

taught within the school of nursing did not portray the reality they experienced 

throughout their clinical placements. The students demonstrated in their 
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interviews that although it was important to learn about holistic care needs of 

the patients, the registered practitioners did not engage in this type of activity 

on a daily basis. Rather their role was that of an assessor, planner, evaluator 

and manager with the role of the unregistered staff being to deliver ‘hands on’ 

care.  

Henderson (1991, p.21) argued that: 

‘The unique function of the nurse is to assist the individual, sick or well, in 
the performance of those activities contributing to health or its recovery (or 
to peaceful death) that he (sic) would perform unaided if he (sic) had the 
necessary strength, will or knowledge. And to do this in such a way as to 
help him (sic) gain independence as rapidly as possible’.  
 

She continued that no one member of the team should make heavy demands 

on another member of the team that prevents them from being able to perform 

their unique function. Neither should any member of the medical team be 

diverted by non-medical activities such as cleaning, clerking and filing. All 

members of the team should consider the person (patient) as the central 

figure and should realise that primarily they are all assisting them  However, 

Henderson (1991, p.22) stated that ‘the more one thinks about it, the more 

complex the nurses’ function as so defined proves to be’. She contends that 

the nurse is, and should be legally an independent practitioner, who is able to 

make independent judgements as long as they are not diagnosing, 

prescribing treatment for disease, or making a prognosis, for these, she 

argues, are the physicians’ functions. But what the nurse maintains is the 

authority on nursing care. However as the role of the registered practitioner 

has evolved since Henderson published her work the National Health Service 

(NHS) has seen some nurses take on the roles traditionally undertaken by 
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junior doctors, for example, nurse prescribing and running nurse-led clinics, 

both of which Henderson alluded to as being the physician’s function.   

The students and the registered practitioners during their interviews identified 

the concept of ‘being a real nurse’ and struggled to define fully what this 

means. The role of the registered practitioner is constantly evolving to a point 

that they no longer spend a large proportion of their time at the bedside but 

rather leave these duties to the unregistered staff. Indeed the perceptions of 

what it is to ‘be a real nurse’ have often been based on images of nurses by 

the general public. Foskett and Hemsley-Brown (1998) argue that historically 

nursing has relied on an occupational gender separation to sustain its 

workforce. The perception of a traditional female job has led to nursing being 

perceived as work based on common sense, ‘women’s work’, primarily an 

emotional phenomenon and less objective than the scientific, curative work of 

male dominated medicine (Howard, 2001, Phillips, 1993). Media stereotypes 

often portray nurses as sex objects, obediently supporting medical 

practitioners, subservient as the doctor’s handmaiden, with little independent 

professional and academic knowledge (Howard, 2001). These have 

contributed to a pervasive perception that the nurse’s role is supportive, 

passive and subordinate to that of the doctor (Foskett and Hemsley-Brown 

1998).   

Cunningham (1999) reports that the doctor’s handmaiden image remains 

particularly potent for nurses. Whilst the function of nursing is changing with 

the advent of the specialist practitioner and nurse consultant roles this has led 

to questions as to whether this is an upmarket version of doctor’s 

handmaidens. These advances in nursing practice could also be viewed as 
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problematic in other ways. There could be an even greater loss of power as 

nurses expand their roles and as a consequence loose a nursing focus. This 

loss of focus can be argued as occurring through nursing allying itself to a 

semi-professional mini-doctor role, somewhat like a technician (Jinks and 

Bradley, 2003).  

The students often enter their education and training programmes with these 

perceptions yet during the programme they realise that nurses require an in-

depth knowledge base to carry out their clinical duties and responsibilities. 

Furthermore they are exposed to the reality of clinical practice where there is 

a lack of resources, both in terms of staff shortages and the lack of adequate 

resources that often make it difficult for them to effectively demonstrate the 

idealism of nursing theory that they have acquired in the classroom.  

Division of labour 

This perceived division of labour by the students and the confusion it creates 

when they attempt to understand their clinical role is the focal point for the 

investigation of professionalism, power, inequalities and culture. These 

concepts are considered to cause boundaries for the students when they 

attempt to undertake their clinical role in an effective manner. Benedict et al 

(1984) argued that PBL as a teaching and learning strategy aimed to foster in 

students, the motivation to develop into life long learners in addition to 

developing critical thinking and problem solving skills. Walsh (1984, p.141) 

supports this notion but warns it is important for students to be involved in life 

long learning activities sharing with the educator the responsibility for their 

own progress.  
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Although more work needs to be done, tentative findings from the analysis of 

the data could be interpreted as suggesting that students who have 

undertaken the new curriculum have indeed begun to develop critical thinking 

and problem solving skills that they have been able to transfer into the clinical 

areas assisting them to overcome boundaries. The students believed that the 

small groups in which they were taught in the school enabled them to 

recognise their learning needs thus developing their confidence to discuss 

these needs with their facilitator in a ‘safe’ environment. Furthermore students 

have commented that the use of scenarios for presenting problems related to 

the outcomes of the curriculum has helped to bring their academic learning to 

life and has allowed them the opportunity to be able to integrate theory to 

practice. This may be attributed to the active involvement of practitioners in 

curriculum development that has developed a strong feeling of partnership 

and collaboration between the educational and service sectors.   

The new curriculum incorporating the DoH (1999a) recommendations has 

clearly allowed for students to be self-directed in their learning and for 

lecturers to be facilitators of learning rather than merely givers of information.  

As a qualitative piece of research the study findings relate to one area, 

however, data generated and analysed in this thesis could be seen to be t 

comparable to other educational institutions and clinical areas that have an 

interest in assessing the transition of student nurses into their clinical roles 

ultimately producing practitioners who are ‘fit for practice’ and ‘fit for purpose’ 

on registration.   
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The structure of the thesis 

This thesis contains five chapters. Chapter one explores and discusses the 

issues that influence the students’ journey in learning to be ‘a real nurse’. 

These include the importance of an effective learning environment, the role of 

the mentor and issues of professionalism, culture and language.  Integral to 

this chapter is the discussion of how the concepts of power, language, 

professionalism and culture that were identified through the data analysis 

influenced boundaries that students had to overcome in their quest to learn to 

be a ‘real nurse’ and to become an accepted member of the team. The 

chapter commences with an overview of the learning and teaching strategy of 

PBL and how this was implemented into the school of nursing in this study 

and the importance of an effective learning environment.  

Chapter two identifies and rationalises the methods used to collect and 

analyse the data. It gives an account of the research strategy and methods 

used for collection and analysis of the data. Qualitative research is discussed 

and analysed as the method of choice. A qualitative approach was chosen as 

it involves the studied use and collection of a variety of empirical materials 

including case study, personal experience, interviews and observational 

techniques that describe routine and problematic moments and meanings in 

individuals’ lives (Creswell 1998). Case study was the research strategy of 

choice as individuals and groups had been focussed on for the research using 

a multi-source approach to data collection that provides an in-depth 

assessment of the research question appropriate to the population inquiry 

(Yin 2003). Furthermore, the case study strategy was chosen as the data 

collected and analysed contributes to the existing knowledge surrounding the 
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socialisation of student nurses. The data analysis identified the importance 

that the students and registered practitioners placed upon the acquisition of 

clinical skills, which complements and often supports the work previously 

undertaken by Melia (1987).  

Chapter three identifies, discusses and explores the emergent themes and 

categories identified during the field work and data analysis periods. Excerpts 

from the data collected are used throughout this chapter to support the 

themes and to bring the dialogue alive.  

Eight themes emerged from the data collected that include: 

• Developing clinical skills 

• Learning to be a student 

• Role of the practice development co-ordinator 

• Fitting into the clinical team 

• Effective mentors 

• Being a real nurse  

• Being professional 

• Reflecting in practice 

Each theme is addressed using interviewing and observational data to 

illuminate the discussions. The concepts of professionalism, power, equality 

and cultural issues are explored in depth to clarify and support the themes. 

PBL is discussed in light of these issues and I question how far it has actually 

assisted the students to overcome the boundaries they may confront in 

clinical areas.  

Chapter four builds on the themes from the previous chapter relating them to 

the theoretical context while investigating the boundaries that were identified 
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by students during the data collection and analysis process. It explores power 

relations, inequalities and cultural issues while examining whether or not the 

new curriculum and strategy of PBL assisted the students to overcome 

perceived boundaries. Fundamental to this chapter is a discussion 

surrounding the role of the registered practitioner and the participants 

understanding of this. The concept of professionalism is identified and 

examined as to how it impacts on the student role in clinical practice.  

Chapter five reflects upon the research experience and concludes the thesis 

suggesting further areas for investigation and possible implications of this 

study for both academics and practitioners. Recommendations from the study 

are presented under four headings:  

• Research;  

• Practice;  

• Education;  

• Theory. 

The merits and possible implications of the study are identified whilst 

highlighting any limitations.  

The appendix provides an example of output in the form of a publication and 

an example of an interview transcript that identifies the emergent themes. 

What happens next? 

Following analysis of the data I have offered various recommendations for 

readers to consider. I believe that one of the most important questions that 

require careful and in-depth consideration by the educational institutions and 

the NHS is “What is the role of the registered nurse?” As nurse researchers 

we can continue to interview and observe the performance of students in the 
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clinical areas and make decisions on how well they fit in or undertake their 

clinical role, but as educators we must be clear as to what we are expecting of 

them on registration. The Nursing and Midwifery Council (2004, 6.1, 6.2, 6.3, 

6.4, 6.5) state that ‘as a professional nurse or midwife, you must maintain 

your professional knowledge and competence.’ In addition they present a list 

of standards of proficiency that each student nurse must achieve during their 

training and educational period prior to being allowed to register as a nurse. 

However, I argue that without clear guidelines on the actual role of a 

registered nurse the educational system will fail to meet the needs of the 

clinical areas. We must ensure that we train and educate the students of 

today in light of the reality of the expectations of the health service 

The next chapter will present a discussion and exploration of some of the 

issues that influence the students’ journey in their quest to become a ‘real 

nurse’.  This includes the importance of an effective learning environment, the 

role of the mentor in supporting students and how the concepts of power, 

culture and language influence the students’ ability to be able to socialise into 

the clinical areas.  
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Chapter One 
Issues influencing the students’ journey to being a real nurse 

This chapter will offer the reader an overview and discussion of key 

sociological factors that can influence the students’ journey to becoming a 

‘real nurse’. Integral to the chapter is an outline of the importance of an 

effective learning environment and the role of the mentor for students and 

how these affect their journey. The concepts of power, language and culture 

are identified and discussed as issues that students need to understand to 

become an accepted member of a team.  

It is worth noting here that this chapter was written following completion of the 

fieldwork and data analysis. This was purposely done as I did not want to 

influence my analysis by undertaking an in-depth literature review and 

developing pre-conceived ideas prior to the fieldwork experience. The chapter 

is the first of the thesis to set the scene for the reader and to place the data 

collected in context.  

1.1 An effective learning environment 

Margaret Ogier was among a number of investigators to study ward culture 

and, in particular, the learning environment that students’ experienced.  She 

used a qualitative ‘grounded theory’ approach to attempt inductively to derive 

an explanation of how the learning environment was created and managed.  

Although done on a small scale, as is customary in such work, her study 

complimented findings by Fretwell (1982), Orton (1981) and others that much 

rested in the abilities and motivation of the ward sister.  Fretwell used a 

mixture of observation and survey to determine key qualities of learning 

environments, and Orton had developed an instrument for assessing ‘ward 

learning climate’.  
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Ogier (1989, p.67) argued that in order for learning to occur in the clinical area 

it had to be managed by a leader who was in touch with the needs and 

abilities of subordinates and who was able to create an atmosphere which 

was conducive to learning. She maintained that with the support of the ward 

leader, (then typically a sister or charge nurse) other staff would feel 

comfortable in taking on the mentor role and in developing the learning 

environment. To create an environment conducive to learning the ward or unit 

must have support from the ward leader.  

To create this environment the students must be allowed to identify and 

observe specific skills, observe communication skills, observe problem-

solving and prioritising and decision-making strategies. The members of the 

ward team need to act as role models for the students and to make time to 

involve the students in these activities, allowing them time to question the 

practices. Orton (1981) and Ogier (1982) undertook studies examining the 

preparation for practice for students who were then undertaking an 

‘apprentice’ style of training. Although these studies may now be dated they 

did ask the students the pertinent question of whether or not they viewed 

themselves as learners or workers, a question that is still being asked today.  

Table 1.1 identifies characteristics of a clinical environment that is conducive 

to learning according to Jarvis and Gibson (1997, pg.116).  



 20 

Table 1.1 Characteristics of an effective clinical learning environment 

Good and effective links with the educational establishment, 
perhaps through a link teacher 
 
Dedicated and uninterrupted time for group and individual 
seminars and tutorials 
 
The use of the multidisciplinary team in the delivery of 
teaching and the assessment of the educational processes 
 
Adequate resources in the clinical environment 
-nursing publications 
-up-to-date books 
-access to research relevant to the clinical environment 
-staff who undertake research and who involve learners 
 

Dedicated staff, committed to enabling others to learn 
through a variety of processes and who have been 
adequately prepared to undertake the roles as teachers and 
assessors. 

 

Although Jarvis and Gibson identified these characteristics in 1997 they are 

still relevant in today’s nursing culture. Students want staff who are dedicated 

to supporting them in practice and who can explain the research and evidence 

underpinning the interventions. In fact, within the Trust where my study was 

carried out they have employed a senior member of the nursing staff in to the 

role of practice development co-ordinator. Her role involved supporting the 

students in practice and delivering teaching sessions relating to clinical skills, 

for example, recording of blood pressure, temperature and respirations. This 

role will be further discussed chapter three. 

1.1.1 Education versus Training 

The teaching of theory has often been equated with ‘education’ while the 

teaching of practical skills has been called ‘training’. Education has been 

regarded as a high status process and training as low status. Yet, Jarvis 

(1987) and Pring (1993) argue that with the emergence of the idea of practical 
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knowledge, training may also be educational. This highlights the importance 

of the academic and practical settings working in partnership to bring together 

the theory and practice elements of the programme for the students. This 

therefore leads us to conclude that the development of an effective learning 

environment is essential in ensuring that theory influences practice and 

indeed that practice influences theory. 

1.2. The socialisation process 

Professional socialisation has been defined as the process by which the 

individual learns the culture of a profession (White and Ewan, 1991). Cohen 

(1981) argued that professional socialisation is the complex process by which 

a person acquires knowledge, skills, and sense of occupational identity that 

are characteristic of a member of that profession. It involves the internalisation 

of the values and norms into the person’s own behaviour and self conception. 

In the process the person gives up the societal and media stereotypes 

prevalent in our culture and adopts those held by the members of that 

profession.  

Cohen and Jordet (1988) suggested that nursing students acquire their 

professional behaviour from practice in a variety of ways; interacting with 

faculty members, through classes and seminars and through experience in 

the practice of nursing. These behaviours include the knowledge, skills, 

attitudes and values necessary for professional practice. Meltzer (1978) 

maintained that individuals responded to one another on the basis of their 

interpretation of the intentions or meanings of behaviour, rather than on the 

actual behaviour itself. In fact individuals participated in creating their own 
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environment and learned behaviour was an interactive and not a static 

process in which behaviours were incorporated as a part of one’s social role.  

Simpson (1979) stated that education, orientation and relatedness to the 

occupation influenced professional behaviour and argued that in the 

educational dimension professional norms and values are presented to the 

student.  

Davis (1975) in his very influential qualitative study of U.S student nurses 

identified six stages of socialisation.  

1. Initial innocence - Davis (1975) found that the lay imagery brought by 

the students at the start of the programme emphasised ‘doing’ with 

humanitarian ethics of care, kindness and love for those who suffer. 

However conflict arose in the minds of students when instructors 

focussed on the nurse-patient relationship and suggested students 

observe rather than do.  

2. Psyching out – Students attempt to understand what is expected of 

them and begin to behave ‘for the instructor’. The students often 

perceive this behaviour to be artificial.  

3. Role simulation – Davis (1975, p.127) states that this stage is difficult 

to distinguish from “psyching out” since it is the “performance 

implementation of psyching out”. The students begin to accept their 

behaviour. 

4. Provisional internalisation – This stage is characterised by two 

phenomena 1) the professional rhetoric, 2) positive and negative role 

models. The use of professional rhetoric indicated to students which 

events were important and which were not. It enabled the students to 
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communicate in a fashion meaningful to their instructors and fellow 

students. Frequently the students identified instructors as positive role 

models (Day et al, 2005). Davis (1975) stated that the negative role 

models tended to be practising registered nurses with less education.  

5. Stable internalisation – Day et al (2005) suggest that this stage is when 

students look back at their perceptions of nursing on entering the 

programme and ignore the cognitive dissonance between their initial 

lay imagery and the professional perception of the institution.  

However, Merton (1957) argued that the process of professional socialisation 

commenced before students enrolled in training programmes. He labelled this 

as ‘anticipatory socialisation’ and defined it as a process that occurs in fantasy 

as students anticipate their acceptance in actual training programmes. 

Unfortunately in his work he did not address the social conditions that may 

affect this process. According to Shuval (1980) professional socialisation is a 

process that takes place over time and consists of three stages: 

1. The pre-socialisation stage, during which the stage is set for 

professional socialisation according to the nature of the secondary 

school population, its values, the values of significant socialisers and 

the images of the profession in the culture. 

2. Formal socialisation, consisting of the cognitive sphere, during which 

students search for ‘one right answer’, and the interactional sphere, 

leaning to behave in an appropriate professional manner. 

3. The post socialisation stage, the period of practice after formal 

socialisation until retirement, during which the ‘outcomes’ of 

socialisation are considered.  
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Gray (1997) in her study of the professional socialisation of student nurses 

undertaking the Project 2000, diploma programme identified that the mentor 

was the linchpin of students’ experience and in becoming socialised. She 

undertook a longitudinal study exploring the effects of supernumery status 

and mentorship on students undertaking practice placements. She had a 

purposive sample of seventeen students of which ten volunteered to be 

interviewed on five separate occasions and agreed to keep a diary to record 

their experiences of mentorship. The remaining seven participated by diary 

only and kept written accounts of their experiences of being supernumerary 

and of having a mentor while in clinical placement. She identified that the 

socialisation process of student nurses was through the progression of a 

hierarchical and sequential process accompanied by a developmental 

process. She established the following categories that portrayed this 

progression: 

1. Anticipatory anxiety 

2. Reality hits home 

3. Becoming a branch student 

4. Total surrender of supernumery status 

5. End is nigh 

6. Anticipatory anxiety 

7. Staff nurse role  

The students experience anticipatory anxiety prior to their first placement 

which is replaced by a culture shock as the reality of the workplace when they 

commence their first placement. Students cope with the reality by learning the 

routine and fitting in. When the students enter the branch programme they 
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begin to feel like a nurse. As the students develop a more holistic approach to 

care that allows them to assess, plan, implement and evaluate they become 

more accepting of responsibility allowing them to surrender their 

supernumerary status as they enter rostered practice. In the latter stages of 

the course as the students contemplate the transition from student to staff 

nurse they return to the anticipatory anxiety state. The role of the mentor is 

crucial to the professional socialisation of the students to enable them to 

make this transition (Gray & Smith, 1999).  

Gray (1997) maintains that her study offers an insight into the world of the 

higher education nursing student and presents a new theory of professional 

socialisation. She does indeed offer an interesting insight into the student’s 

experiences and places a greater emphasis on the importance of the mentor 

role than had been in previous studies for example Melia (1981) and Seed 

(1991).  

1.2.1 Support mechanisms for students in clinical placements 

Du Toit (1995) states that role models in any profession are considered by 

most adult educationalists as of extreme importance. She argues that unlike a 

child entering school, nursing students, being quasi-adults, must fit their 

desired roles with a constellation of roles and personality characteristics 

already established. She maintains that of equal importance are personality 

characteristics of the faculty, especially intelligence, motivation and latent 

identities which increases the possibility that all students will find an 

appropriate role model who will provide support through the cognitive stages 

of professional socialisation.  Shuval (1980) points out that students reach a 

maturation stage causing them to be critical and selective about their role 
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models as they have accumulated considerable experience by which they feel 

able to judge practitioners. In this manner they select not only models but, 

equally important, anti-models, whose style of professional behaviour is to be 

avoided.  Davies (1993) described the ‘bad nurse’, as seen by students, as 

the one who did not demonstrate caring, respect for others, positive attitudes 

towards work and service and a high level of ability and moral integrity.  

Du Toit (1995) investigated the extent of professional socialisation in nursing 

in Australia and if this process had been modified by the changes in nursing 

education to mainstream education at tertiary institutions. Questionnaires 

were used to collect data and were sent to three hundred first and third year 

students, as it was believed the progression of socialisation would be more 

pronounced between these two groups. Of the three hundred questionnaires 

distributed, one hundred and seventy three were returned and all of these 

used in the research. A pilot study was undertaken on 10% of the sample and 

a few changes were made to the questionnaire in the form of re phrasing 

some questions. The return rate was acceptable and provided a viable 

amount of information on which to undertake the study. The questionnaires 

were distributed by the researchers in classroom situations and tutorial 

sessions with the researcher being available if there were any problems with 

interpretation of the questions. This may have produced bias as the 

researcher was present when participants completed the questionnaires. 

However the results of the research do provide an interesting insight into the 

views of student nurses on the socialisation process across two universities.  

In her recommendations she identifies that additional research should be 

undertaken to standardise the questionnaire with a new sample and that the 
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questionnaire may be combined with research done on a qualitative level for a 

more comprehensive view of professional socialisation.   

Within my study support for students in clinical placement areas is provided 

primarily through their mentor/mentors in practice. Students may well be 

assigned more than one mentor during their clinical placement to allow for 

days off, annual leave, sickness and night duty commitments by the mentor. 

The intention is that the mentors support students in their experiential 

learning. The mentors are expected to have a recognised teaching and 

assessing qualification and to attend yearly updates on the role of the mentor 

and changes in the nurse education/training systems. However, the 

preparation and continued development of the mentors can often prove to be 

problematic, with practitioners finding it difficult to secure time away from the 

clinical areas to attend the relevant study sessions. Andrews and Wallis 

(1999) and Kavaini and Stillwell (2000) view the role of the mentor as being 

beneficial to the students in practice but do identify that the role is often 

hindered by staff workloads, insufficient time, inadequate staff levels, staff 

responsibility to patient care and lack of staff support and training. However 

the role of the mentor is paramount in supporting the students with the NHS 

Executive (1998) stating the role of the mentor was to allow the student nurse 

the ability to integrate theory to practice and to plan their occupational futures. 

Furthermore the DoH (1999a) stated that there should be more opportunities 

for experienced clinical staff to combine teaching and patient care thereby 

allowing students to acquire better practical skills. The Nursing and Midwifery 

Council (NMC) (2002) highlighted that mentors should support students in the 

clinical areas providing advice thus creating an environment that was 
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conducive to learning. The NMC (2002) were clear as to how the role of the 

mentor should be integrated into the students’ learning. They maintained that 

the mentor should be able to demonstrate sufficient knowledge of the 

student’s programme to identify current learning needs; be able to 

demonstrate strategies that would assist the integration of learning from 

practice and educational settings; be able to create and develop opportunities 

for students to identify and undertake experiences to meet their learning 

needs and be able to ensure effective learning experiences and opportunities 

that would achieve learning outcomes by contributing to the development and 

maintenance of a learning environment where research findings were 

identified, applied and disseminated in the clinical areas.   

1.2.2 Learning through Observation 

In a study of American nursing students whom she interviewed, Windsor 

(1987) explains that in that context the major categories of learning were 

classified as nursing skills, time management and professional socialisation.  

Learning was also affected by preparation, the qualities of the teacher and the 

variety of clinical experience offered.  

Windsor (1987) argued that students progressed in the socialisation process 

by observing and participating in nursing roles thus learning how to be a nurse 

in the clinical areas. Windsor (1987) concluded that this process resulted in 

the students becoming more confident in performing nursing tasks; more 

interested in expanding their roles and eventually promoted their 

independence.  

White and Ewan (1991, pg.133) suggest that ‘the process of becoming a 

nurse is a social one and as such it should be differentiated from the 
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academic process of earning a degree or qualification’.  They argue that the 

latter process signifies that the individual has the required skills and 

knowledge to practice competently. In contrast professional socialisation is 

the process by which the individual learns the culture of nursing. That is to say 

the combination of symbols, customs and shared meanings that makes 

nursing distinctive (White and Ewan 1991, pg.133).  

Earnshaw (1995) suggested that the key to an effective mentor/student 

relationship is an equality of contribution to the partnership and reciprocal 

recognition of strengths and weaknesses. Indeed, Spouse (2000) stated that 

mentors were crucial in a student’s development particularly in relation to 

communicating with patients and relatives where they could observe their 

mentor undertaking the skill and relate this to good practice. However, Taylor 

(1997) argued that this is a form of copying and is not limited to the mentor, 

but that the students may well copy other members of staff, including the 

unregistered and other students. If this is indeed the case, we have to 

question whether some practices being taught in the clinical area are being 

underpinned by the best available evidence and are related to what is taught 

in the classroom. Nonetheless the NMC (2002) have attempted to overcome 

this potential problem stating that mentors themselves should contribute to the 

development of an environment in which effective practice is fostered, 

implemented, evaluated and disseminated. In addition to assessing and 

managing clinical developments ensuring safe and effective care based upon 

the available research and evidence.   
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1.3 The newcomer 

The mentor can help the student ‘fit into’ the clinical area and feel a welcome 

and valued member of the ward team. Although the students are classed as 

supernumerary they struggle to understand where it is they fit into the ward 

team. They are students who are in the clinical areas to learn; but in many 

respects they are also workers, all be it unpaid, they want to work alongside 

their mentors to learn and develop the skills expected of a nurse on 

registration. It is vital that they learn how to articulate the knowledge learnt 

within the academic and clinical settings into the practice areas in a safe and 

effective manner. Taylor et al (2001) believe that roles define the way 

individuals act by the internalisation of certain values, norms and participation 

in social action among other role references. The acquisition of a new role 

initiates the individual into a particular social group. In relation to the student 

nurses this can be clearly exemplified during their development and 

implementation of clinical skills. Once the students are able to perform clinical 

skills they feel a valued member of the team.  

Narcisco, Throwe and Fought (1987) claimed that the role taking and 

socialisation process took place throughout the pre-registration programme in 

both the clinical and educational settings. They maintained that individuals 

who took on the role of a nurse were not only assimilating new facts and 

learning new skills, but also were becoming immersed in a new culture with 

norm and value expectations.  

Spouse (1996, 1997, 1998a, 2000, 2001a) investigated factors influencing the 

professional development of pre-registration nurses and has published a 

number of articles based around the findings. The original study was 
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longitudinal using a constructive/naturalistic paradigm. It was a small study 

undertaken in a single education setting although participants visited nine or 

ten sites during their programme of twelve clinical placements (Spouse, 

2001).  The random convenience sample consisted of eight students from a 

group of thirty five in the first year of their four year BSc Nursing programme 

in the United Kingdom. Six students participated in the study from their first 

year and two more volunteered at the beginning of their second year. Although 

the study took place in the author’s own educational establishment, 

assurances were given to the participants that involvement in the study would 

not affect their training programme, they were guaranteed of anonymity (as far 

as possible) and they were informed that they could withdraw from the study 

at any time. This aided in overcoming the potential power-relationship 

between teacher and student (Cook, 1991).  

Spouse (1998a) used case studies to provide rich narrative accounts of the 

students’ experiences. She analysed the data following an interval of a year 

ensuring that all themes and categories were re-evaluated for relevance and 

representativness, with the resulting themes and data being indexed onto 

charts and a content analysis of all the data being repeated (Spouse, 2001). 

From the analysis of the data she developed a model of mentoring activities. 

The study is thorough and provides an insight into the importance of an 

effective mentor in the professional development of student nurses and 

reflects many of the comments that students in this study made regarding 

their own experiences of being mentored.  

Spouse (2000) considers the issue of the student nurse often feeling like a 

‘newcomer’ when they visit their various clinical placement areas during the 
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training programme. She concurs that these frequent changes of placement 

leave the student feeling alienated owing to the short time they spend in the 

placement area. Inevitably, these frequent changes mean the students are 

allocated a different mentor in each new clinical setting and this can disrupt 

any opportunity to create a meaningful relationship. The data collected 

identifies that students who received support from their mentors and were 

made to feel welcome in the clinical areas felt that they accomplished a more 

structured learning experience. If the students did not receive this support 

Spouse (2000) believed they were unable to function effectively within the 

environment and therefore their learning and professional development was 

negatively affected.  

1.3.1 Role of the mentor in enabling students to learn 

Spouse (1996, 1998b) investigated the relationship between learners and 

their mentors. She identified four characteristics, befriending, planning, 

confederation and coaching. The befriending characteristic would appear to 

be the most complex issue that can help the student to understand the 

importance of using underpinning evidence to support their practices 

according to Spouse (2000).  Spouse (2000, p.138) states that the affiliation 

between the learner and the mentor is based on social interaction initiated by 

the mentor and designed to promote trust and a sense of warmth and interest, 

thus establishing a feeling of security for the student. Furthermore, there 

should be a willingness of the learner to be open and to acknowledge feelings 

as well as to undertake preparatory work to identify learning needs. This in 

turn will promote the learner’s personal and professional development within 

the social and professional context of the placement.   
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If the mentor is able to offer a befriending relationship then the student will be 

encouraged to assess their own learning needs and seek advice and 

information to fulfil those needs while on clinical placement. Similarly, with 

effective affiliation the students feel comfortable in their placement areas and 

will not be afraid to ask questions regarding practices that they observe. 

Additionally they will feel a valued member of the ward team and will enjoy 

working and learning in the clinical areas. In fact, Titchen (1998) compared 

the student/mentor relationship to that of a therapeutic relationship when 

caring for patients, in so far as the nurse and the mentor will develop a 

counselling relationship. This will help the students to bond with the ward 

team, thus allowing them to understand what is happening in the ward areas 

and learn.  

1.3.2 Planning of learning experiences 

The role of the mentor remains important in planning for the students’ learning 

experiences and encouraging them to link theory to practice while in the 

clinical areas.  

Spouse (2000) identified four areas where the mentor could benefit the 

student’s learning experience: 

1. To provide a menu of experiences available in the clinical areas 

 

2. To help the learner identify areas of the curriculum which are of special 

relevance 

 

3. To help the learner organise learning opportunities or to organise visits 

(to clinical areas or other departments) 

 

4. To select suitable patients and members of the clinical team for the 

learner to work with thus developing identified skills. 
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These are areas where the mentor can help the student understand their own 

personal learning needs while in clinical placement. The students enter their 

clinical placements with learning contracts/action plans that have been 

developed in conjunction with their personal teachers. It is vital that the 

mentor in practice can help the student to relate these identified learning 

needs to the practice areas which, not only enables the student to be able to 

link the theory learnt to the practice settings, but also highlights that the 

academic and practice settings are working together in a partnership fulfilling 

both learning needs and curriculum demands.  

Indeed Wilson (1998) used a qualitative grounded theory approach to 

investigate the teaching, learning and support of pre-registration nursing 

students in medical and surgical wards of two Scottish hospitals. His sample 

size was admirable consisting of twenty-one students, twenty-one preceptors, 

six mentors, six mentees and two link teachers. He used theoretical sampling 

techniques of grounded theory research for mentors, mentees and link 

teachers, with students and preceptors being a purposive sample.  

His findings identified different forms of mentoring relationships being 

described as ‘discretional’ or ‘appointed’. Appointed relationships referred to 

those mentors who had been routinely or ‘bureaucratically’ assigned to work 

with students. Discretional relationships were infrequent but more satisfying 

and in line with the view that mentoring cannot be forced nor mentors chosen 

by anyone other than the mentee. Student assessment was seen as an 

accepted part of the role by the appointed mentors whereas discretional 

mentors saw it as inappropriate to the development of a positive mentoring 

relationship. Through encouraging the student to identify their own learning 
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needs the concept of lifelong learning is being promoted and the students are 

becoming autonomous in assessing their own learning needs. Indeed, Rogers 

(1983) emphasised the benefits of encouraging students to be autonomous 

and to follow areas of interest as a means of promoting motivation and 

effectiveness.  

The role of the mentor therefore, is to help the student enjoy their placement 

and to enrich the learning experience, thus allowing an understanding of the 

nature of nursing and the rationales underpinning their interventions. Morton-

Cooper and Palmer (1993, pp.62-64) suggest the mentor has a number of 

functions in developing the students’ experiences: 

• Adviser 

• Coach 

• Counsellor 

• Guide/networker 

• Role model 

• Sponsor 

• Teacher 

• Resource facilitator. 

These will enable the student to reflect on their own practice, to learn from 

experiences, to improve their practices and to develop themselves both 

experientially and academically. In addition the role of the mentor has an 

impact on the emotional labour of the students. 

1.3.3 Emotional labour 

Emotional labour can be defined as a task that requires human emotions to 

be amended or managed to serve production. Analogous perhaps to 

‘sentinental work’ which is a key theme in much work emanating from the 

Glaser and Strauss stable, ‘emotional labour’ is a concept drawn out well in 
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Arlie Russell Hochschild’s (1983) study of American flight attendants.  Taking 

a feminist sociology of work approach Hochschild illustrated the importance of 

the management of emotions in much of women’s work, a theme later applied 

to nursing by Pam Smith in the context of British student nurses.  Whereas 

flight attendants are required to seem calm and pleasant at even the most 

stressful of times in order to reassure passengers, and to some extent other 

crew, nurses have similar responsibilities in dealing with patient anxiety and 

similarly that of co-workers.  

Williams (1999) stated that a good mentor is helpful in organising reflection on 

emotional labour and helping the student to overcome transitions in their 

emotional experiences. These transitions in the students’ emotions are 

monitored by the mentor in order to consult the student nurse. In this manner, 

the good mentor assists in sustaining the emotional labour of the student 

nurse and acts as an emotional support (Marquis and Huston, 1992). Darling 

(1985) identifies the poor mentor as being someone who tends not to facilitate 

the student nurse and reproduces poor nursing skills, if they pass any on at 

all. Smith (2000) in her study of the emotional labour of students argues that 

emotional labour is invisible, often devalued and goes unnoticed. She states 

that the mentors and other staff nurses do not receive any financial or ‘time 

back’ rewards for supporting the students emotionally. In her original study of 

the emotional labour of nursing (Smith, 1992), the importance of the ward 

sister to student nurse learning was demonstrated. Smith worked as a 

participant observer on four medical wards, interviewed most of the students 

and also gathered field notes of informal conversations with patients. With 

hindsight, rather like the present study, Smith’s investigation evolved in its 
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focus from being first about the “learning environment” to having much of its 

focus on emotional labour undertaken by those concerned.  

Care was seen as a form of emotional labour in relation to the care not only of 

patients but also nurses. In her 2000 study she found that the ward sister and 

charge nurses were mentioned less frequently and with less depth than the 

mentors. The mentor, she claims, plays a much fuller part in shaping the 

image and emotional labour of student nurses than in her original study.  

1.3.4 Control Theory 

We could argue then that the emotional labour of the students has an effect 

on their learning styles and to some extent controls how and when they learn. 

Control theory argues that everything we do is initiated by a satisfying picture 

of that activity which we store in our heads as a pleasant memory and that we 

choose our behaviours including emotions. It maintains that one must meet 

one or more needs in order to influence another person. The reason 

instruction fails is because it does not meet the needs of the learner.  

When students start to learn they continually build upon their knowledge base, 

called scaffolding. One assumption underlying scaffolding is that cognitive 

dissonance exists between what learners know and can do on their own and 

what they know and can do with the assistance of a more knowledgeable 

person. Another assumption of scaffolding is that the interaction and dialogue 

between the teacher and the learner or between peers plays a central role. A 

more knowledgeable person can translate the metaphor of scaffolding into a 

model of learning through incremental assistance, with the prototypical 

interaction being one-to-one tutoring. According to Kaufman and Holmes 

(1998) individual tutoring is the gold standard of education against which the 
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value and effectiveness of other instructional methods can be measured 

profitably. However, there is little knowledge about the dynamics of the 

tutoring process. Lepper et al (1997) found that tutors give roughly equal 

attention to cognitive, motivational and social factors to tutoring.  

Table 1.2 summarizes the characteristics of expert human tutoring. 

Table 1.2 Human tutoring characteristics (Lepper et al, 1997, pg 94) 
 

Expert tutors need to have subject matter knowledge but also subject specific 

pedagogical knowledge to deal with difficulties students experience with 

learning subject matter, and expert tutors need more pedagogical knowledge. 

Expert tutors display a high level of affective support and nurturance in their 

interactions with students. 

Expert tutors use a Socratic style of tutoring; that is they seek to draw as 

much as possible out of their students and to make learning an active and 

constructive process. 

Expert tutors are committed to making increasing demands on the student in 

each tutoring session. 

Expert tutors convey these high expectations in a very direct and 

unprepossessing manner. 

Expert tutors are more likely to articulate and especially to encourage and 

help the student to articulate the reasoning and meaning underlying their 

thinking. 

Expert tutors devote substantial effort to encouraging and motivating students. 

 

1.3.5 Identifying issues affecting the students journey  

Language, power and culture are factors that influence the learning process 

for student nurses and their socialisation into clinical practice. I will explore 

these concepts in more detail in chapter four but I do believe that it is 

important that we identify them here first to allow an insight into the 
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complexities of students understanding the socialisation process and how 

they can ‘fit in’.  

Goldenberg and Iwasiw (1993, pg.4) described the professional socialisation 

process as: ‘a complex interactive process by which the content of the 

professional role (skills, knowledge, behaviour) is learned, and the values, 

attitudes and goals integral to the profession and sense of occupational 

identity which are characteristic of a member of that profession are 

internalised’. By learning these students can begin their journey to learning to 

be a real nurse. Yet Greenwood (1993) warns that the professional 

socialisation into nursing can lead to an apparent and relative desensitisation 

of some student nurses to human need. This can be characterised by the 

students becoming proficient in their new role as a student at the expense of 

early ideals. Why this happens is uncertain but Davis (1993) suggests it may 

be due to poor role models with Stevens and Crouch (1995) suggesting that it 

may be as a result of sudden exposure to the emotional demands of the role.  

1.4 Language 

In relation to language, the students have to learn nursing ‘jargon’ when they 

enter each new practice placement area. When they learn the language they 

begin to feel a part of the ward team as they can communicate with other 

members of the staff in their own language. Bernstein (1962) identified what 

he termed as ‘a restricted language code’ that is closely linked to education. 

He argued that people from a working class background used a limited 

vocabulary compared with the middle and upper classes. He continued that 

this affected the way in which people thought and made sense of the world 

around them. This can be linked to the student experiences of learning the 
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language in the clinical environments they visit during their training 

programmes. As the students progress through the programme their 

knowledge of terminology relating to nursing and medical conditions 

increases, allowing them to speak the same language as the registered staff 

and other members of the multi-disciplinary team.  

1.4.1 Language as a form of power 

In the field of psychology there are two types of analysts who have studied the 

use of language as a form of power. Discourse analysts study the way in 

which various forms of language work. Critical discourse analysts are 

concerned with the way in which these forms of language serve social, 

ideological and political interests. The term discourse comprises of the many 

ways that meaning is conveyed through culture. It includes speech and 

writing, nonverbal and pictorial communication, and artistic and poetic 

imagery. Parker (1997) argues that people develop and express their identity 

through the use of verbal, nonverbal and other symbolic means of 

communication, such as art. Indeed, Spouse (2003) in her research 

surrounding student nurse learning, used student nurses’ examples of art to 

describe and discuss their learning needs and experiences in the clinical 

areas. The use of art portrayed how the students felt as they progressed 

through their training. The artwork changed in its nature as the students felt 

they were being accepted as a team member and as a part of the clinical 

culture that helped them develop their professional knowledge and enabled 

them to function like registered nurses. 
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1.4.2 Discourse 

Discourse analysis is important to my research question as the organisation of 

talk; the explanations the students offer for the importance of understanding 

the language in the clinical areas; the power and authority that understanding 

and being able to converse in that language allows the students; and the 

social actions performed are all vital elements in the analysis of the data and 

the answering of the research questions.  

Discourse analysts treat the variety of things that psychologists tell us they 

have discovered inside us and among us as forms of discourse (Parker 1997). 

Parker claims that traditional psychology is treated with suspicion, as it 

presents its stories about the mind and behaviour as though they were factual 

accounts. He continues that discursive approaches in psychology can aid in 

the understanding of these stories and why language can be powerful. He 

states that we need to pay attention to the characteristics of variability, 

construction and function to fully understand language, which has also been 

described by Foucault (1972).  

With variability, psychologists will seek to find an underlying consistency of 

response that will help to provide a meaning or explanation. In contrast, 

discourse analysts will attempt to find inconsistencies and variations in the 

accounts. Foucault (1972) focussed on contradictions between discourses 

and the ways in which ‘self’ is torn in different directions by discourses. 

Therefore, the notion of variability refers to the diversities of meaning. The 

notion of contradiction links more directly with struggle, power and the 

deconstruction of discourse in practice.  
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1.4.3 Construction 

Construction, as the second characteristic of discourse refers to the way in 

which symbolic activity makes use of cultural resources. Indeed, Garfinkel 

(1967) perceived aspects of language, for example, arguments, words and 

turns of phrase, to be connected with meaning and context. Foucault (1970) 

discusses forms of knowledge and argued that, in response to our knowledge 

increasing our day-to-day behaviour also changes. He sees that power is 

inextricably linked to knowledge. This concept may be linked to the role of the 

registered practitioners and the students in the clinical areas. During the data 

collection period students discussed with me, during their interviews, that they 

perceived the registered staff to be experts and possessed an in-depth 

knowledge base; as such they respected their authority. They also respected 

that when they were asked to perform certain procedures, they would often do 

so without question, as it was a more senior person that had asked them.  

At times the students did not fully agree with what they were being asked to 

undertake but they would not directly question the staffs’ instructions. Rather 

they would either increase their own knowledge base through reading 

information or asking a member of lecturing staff when they returned to the 

school.  

Interestingly the respect that the students often showed the registered staff 

was not always replicated between the registered staff. There were often 

situations where various members of the ward team would possess quite 

different views on how a procedure should be carried out or how the ward 

routine should be organised for a particular shift. This led to confrontation 

between staff and a blurring of the professional territories of the various 
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grades of staff this was highlighted in interviews with mentors (further 

discussion of this issue may be found in chapter four). This again may be 

linked to the construction characteristic, where people will act in different ways 

dependent upon the situation they are in. However, this may also be linked to 

the notion of ‘common sense’.  

Howitt and Owusu-Bempah (1995) argue that the tension between common 

sense and expertise causes us to become aware of the context and the use of 

theoretical resources. The students may well have been taught the research 

and evidence underpinning a certain procedure in the school, but when in 

clinical practice they may experience some forms of ritualistic practice that do 

not reflect what they have been taught. Common sense would lead them to 

question the appropriateness of the clinical practice, yet they may well be 

aware that there are a lack of resources available to undertake the procedure 

in the manner they have been taught. They, therefore, have to decide whether 

to question the clinical practices and discuss with the staff their knowledge 

base, or to accept that the reality of practice does not always mirror the 

idealistic theoretical base.  

Although students are encouraged to question practices while in clinical 

placement they are aware of the hierarchical structure of the nursing staff on 

the ward and often perceive that as students they do not possess the 

authority or power to ask questions.  

1.5 Power 

Power operates at a formal level via structures that are in place; there is also 

power at an informal level. This informal level projects itself through those 

individuals who have charisma and the ability to influence others. This type of 
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power may well be held by an unregistered staff member rather than a 

registered staff member. This type of power base allows for the person to be 

able to control situations by the bending of rules or manipulating situations to 

their own advantage. Interestingly Foucault (1980) commented that we should 

not assume that power is exercised in a descending direction – from the lofty 

heights of the powerful down to the lowly depths of the powerless. He 

recommended an ascending rather than a descending analysis of power, 

where you would investigate the mechanisms of power and how they have led 

to social domination in a variety of institutions.   

Foucault (1977, p.194) argued that: ‘we must cease once and for all to 

describe the effects of power in negative terms: it ‘excludes’, it ‘represses’, it 

‘censors’, it ‘abstracts’, it ‘masks’, it ‘conceals’. In fact, power ‘produces’, it 

produces reality; it produces domains of objects and rituals of truth’. He 

further argues that discipline is a form of power, disciplinary power. We could 

say that disciplinary power develops a general code for the transition from 

student to master which is put into practice in various fields of learning. It 

codifies segments or stages of training in terms of hierarchy, where each 

stage of the learning process is significantly more difficult than the last. This 

enables the development of skills to be carefully monitored while also 

providing a way to differentiate, or individualise, novices. This concept may be 

related to the stages involved in nurse training programmes where the 

students are expected to complete a specific set of practical competencies 

and academic work at increasing levels throughout their programme of study.  

Foucault (1982) further argued that power could be exerted over people 

simply by observing them. He maintains that a distinctive feature of modern 
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power (disciplinary control) is its concern with what people have not done 

(nonobservence), with, that is, a person’s failure to reach the required 

standards. He contends that this is a form of discipline where the idea of 

‘normalisation’ within society is persuasive. This can be exemplified in the 

students’ curricula where they have to reach a pre-determined set of 

competencies and standards to be able to progress through the course and 

ultimately to become a registered practitioner. In order to achieve these they 

are required to be assessed in practice through observation.  

The students, throughout their interviews discussed the importance of 

achieving a successful practice placement assessment. They would not 

question practices in depth or regularly, despite being concerned that they 

were not always based on the best available evidence, for fear of being 

referred in practice. Indeed they would emulate the behaviour of their mentors 

while in practice and on their return to the school of nursing, that they saw as 

being a safe environment, would then question practices with their lecturer. 

This is a clear example of power in the clinical areas and of what Foucault 

(1982) refers to as power/knowledge, that is to say, the need to complete 

assessments elicits the level of knowledge and understanding held by the 

student but also controls their behaviour by forcing them to study a particular 

curricula.   

Lukes (2005) suggests that when discussing power we should consider that it 

has multiple and diverse meanings appropriate to different settings and 

concerns. He argues that power is a ‘dispositional concept’, comprising of a 

conjunction of conditional or hypothetical statements specifying what would 

occur under a range of circumstances if and when the power was exercised 
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(Lukes, 2005 p.63). Morriss (2002) further contends that the extent and 

distribution of power within a society has two broad perspectives; the extent to 

which citizens have the power to meet their own needs and wants and the 

extent to which societies give their citizens freedom from the power of others. 

The first indicates a lack of power; the second indicates that people are 

subject to the power of another. Morriss concludes from this that if people are 

powerless because they live in a certain sort of society, that is, they would 

have had more power if social arrangements were different then this a 

condemnation of society. He therefore suggests that we should be evaluating 

that society and not distributing praise or blame to people (Morriss, 2002, p. 

40).   

Locke (1975, p.111) defined power as being able to make, or able to receive, 

any change. Whereas Kenny (1975) observed that there are human powers 

that are not two way or subject to choice. He states that human powers are 

abilities activated by people choosing to do a certain thing. He uses the 

example of the starving and that people have the power to aid in their 

recuperation by offering nourishment yet we can choose not to offer food and 

drink. So although a rational person has been presented with all the 

necessary external conditions for exercising power they may choose not to do 

so (Kenny, 1975, p.53). This concept relates to organizations and institutions 

as well as individuals. Kenny’s (1975) description of power can be related to 

the clinical environments in that the students entering their placement areas 

do so with an appreciation of the importance of assessing, planning, 

implementing and evaluating care using the best available research and 

evidence. However they will sometimes witness practices that are 
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ritualistically based and although they possess the underpinning knowledge to 

be able to question these practices they will not use that ‘power’ as they do 

not want to be labelled as troublesome or questioning students. They would 

prefer to reflect upon the incident and discuss it with their lecturer in the 

academic area. This will be discussed and exemplified by data collected from 

the interviews in chapter four.  

1.6 Culture 

Culture is related to the shared beliefs, values and understandings shared by 

a particular group. Any student group will link into a culture or subculture of 

one type or another. The students learn to understand the culture on each 

ward they visit, for example, they learn the ward routine and as such they 

begin to form a rapport with the staff members. As they become established in 

the culture they learn what behaviour is acceptable and what is not while they 

are on placement. Students commented during their interviews with me that 

they had been asked to ‘lift’ patients up the bed, without the help of moving 

appliances. They are taught in school that they should only ‘move’ patients 

using the appropriate manual handling devices. However, when in the clinical 

areas they tend to emulate what their peers are carrying out, as they want to 

complete their practice assessment documents successfully. Their 

relationship with their peer group and seniors is important to them and as 

such are reluctant to question practices so that they can be accepted into the 

culture.  

We can relate this behaviour to the work of Turner (1982, p.24) who describes 

‘symbolic behaviour which represents the detachment of the ritual subjects’. 

The ritual subjects here being the students who have become detached from 
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the academic sector where they learnt the ‘correct’ way to move and handle 

patients safely. Indeed Turner (1982, p.24) further describes the stage of 

‘social limbo’ where the subject is neither in one state nor another. This stage 

affects the students each time they visit a new placement area when they feel 

like the ‘newcomer’ and do not fully understand the routine of the area. Turner 

focuses on the relationships between those who are undergoing the transition, 

the students, and those who they aspire to be, the registered practitioners. 

Holland (1999) argues that the registered nurses who act as the role models 

and mentors are the gatekeepers to the knowledge and skills required for the 

students to exist within the nursing culture.  

1.7 Conclusion 

This chapter has highlighted issues that can influence the students’ journey to 

being a real nurse, the importance of an effective learning environment and 

the role of the students mentor.  

The role of the mentor is vital in the socialisation of student nurses into the 

clinical areas. Morle (1990) described a mentor as someone who smoothes 

progression up the career ladder as they are primarily selected because of 

their professional powers and personal characteristics. However Morle (1990) 

questioned whether or not the term mentorship was really appropriate within 

nursing educational systems and that perhaps the term preceptorship should 

be given careful consideration. Yet Spouse (1996) discovered in her studies 

that students’ stress levels were significantly decreased if the mentor and 

clinical environment was friendly. Darling (1984) supports this, highlighting 14 

mentoring roles, three of which are basic to mentoring: ‘Inspirer’ role; 

‘Investor’ role and ‘Supporter’ role.  From her research she developed the 
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Measuring Mentorship Potential (MMP) that enables individuals to be able to 

evaluate their own or others’ mentoring potential. The findings from Darling’s 

(1984) study demonstrated that that there was no difference between what 

nurses and other professionals wanted from a mentor. However Andrews and 

Chilton (2000) argue that despite the prolific literature on mentors and the 

mentoring process there remains little agreement about the most effective 

method for mentoring or the selection of mentors.  

The culture of the clinical environments also affects the learning experiences 

of the students. Wilkes and Wallis (1993) suggest that the caring attributes of 

students develop during their three year course and it may be speculated that 

that these caring attributes are best learned through experience. Napthine 

(1996) agrees stating that the quality of nurse education is dependent on the 

quality of a students’ clinical experience. The concepts of power, culture and 

language are barriers that students need to be aware of and to overcome 

while in clinical placement if they are to be able to ‘fit into’ the team and to 

learn to be a ‘real nurse’. This aim to learn to be a ‘real nurse’ forms the focal 

point of the thesis.   

The following chapter identifies and discusses the research methodology 

used for this study.  
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Chapter Two 
Research strategy and methods 

2.1 Introduction 

This chapter provides an account of the research strategy and methods used 

for the collection and analysis of the data. An overview of qualitative 

methodology, ethnography, case study and grounded theory methods is 

offered and explored for the reader. Qualitative methodology was chosen for 

this piece of work as its subject is the social context of learning necessitating 

the collection and analysis of data concerned with meanings, attitudes and 

beliefs, rather than data that results in numerical counts from which statistical 

inferences can be drawn (Lanoë, 2002).  

Prior to discussing the research strategy and methods used I will remind the 

reader of the original research aim and subsequent research questions to 

allow the study to be placed into context. 

2.2 Defining the question 

The original aim of the study had been to answer the question: 

‘Has the Making a Difference curriculum and PBL enabled student nurses to 

socialise into their clinical roles and overcome boundaries?’ 

From this original aim two research questions emerged: 

1. What effect did PBL have on students in relation to the theory – 

practice gap? 

2. What were the effects of PBL and the associated curriculum on the 

student experience in clinical practice?  

2.3 Research in education 

According to Anderson & Arsenault (2001), research in education is a 

disciplined attempt to address questions or solve problems through the 
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collection and analysis of primary data for the purpose of description, 

explanation, generalization and prediction. Experimental research is 

fundamentally a problem-solving activity, which addresses a problem, tests a 

hypothesis or explains phenomena. Hypotheses are derived and tested under 

variable conditions, then accepted or rejected, generally in accordance with 

pre-established conventions. It relies upon systematic and objective 

observation, recording and analysis seeking to answer questions and to 

address the problems posed by inquiring minds to find general principles and 

theories, which can lead to the prediction of behaviour and events in the 

future. 

This type of research has to do with understanding, prediction and ultimately 

control and relies on controlled and accurate observation and the recording of 

information. Although I was using ethnography and case study I believed that 

some aspects of this would also relate to my work, for example, explaining 

phenomena that were particularly prevalent when I was in the field observing 

the behaviour of students, registered and unregistered staff. 

The researcher must be unbiased as to the outcome, although it is natural for 

people to perform research in an area that is of interest to them, but it must 

not interfere with their ability to remain objective. This was in the forefront of 

my mind during this study, as I felt a certain commitment towards the 

successful implementation of the new curriculum and its ability to link the 

idealism of nursing theory with the reality of practice, therefore, ensuring that 

the students were competent and safe practitioners upon registration. This 

may suggest that there was a degree of bias in the study. However I believe 

that my exploration by direct fieldwork and interviews of the linking of theory to 
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practice has greater potential to illuminate both effective and efficient nursing 

care practices (and their opposites) and outweighs the potential for bias in this 

case. Within the study I have attempted to reduce the risk of bias through the 

use of unstructured interview techniques thus attaining the opinions of various 

registered practitioners and student nurses regarding their experiences of the 

curriculum and how it has affected them. In essence I wanted to ascertain the 

real impact the new curriculum and PBL had had upon the development of 

student nurses to undertake their clinical role. 

Hansen (2006) argues that all qualitative research is social research yet, not 

all social research is qualitative research. She states that research may be 

defined by the purpose of inquiry: 

• Descriptive 

• Explanatory 

• Applied 

• Evaluation 

Hansen (2006) explains that descriptive and explanatory research is 

undertaken because the researcher wants to contribute to the stock of 

knowledge and has interest and expertise in a particular field. In contrast, 

applied research is specifically designed to be problem solving and to have an 

outcome which is expected to be of immediate relevance (Macoun, 2001).  

Evaluation research is conducted to determine the success of programs and 

may be viewed as a type of applied research. Evaluation research can be 

undertaken during a program to assess the implementation and at the 

conclusion of a program to assess how well it met specified objectives 

(Hansen, 2006).  
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Anderson & Arsenault, (2001, p.9) described four levels at which research in 

education may take place: descriptive; explanatory; generalization and basic 

or theoretical.  

2.3.1 Descriptive 

They state that descriptive research has two major branches: historical and 

contemporary. Historical research attempts to describe what was, whereas, 

contemporary research describes what is happening now.  

Descriptive research is the first and most elementary level of research activity 

and helps the understanding and accumulation of knowledge. They assert 

that statistics can be used to quantify and simplify descriptions by grouping 

observations and describing words, symbols or numbers rather than lengthy 

prose. Descriptions may also be enhanced and brought to life through the use 

of quotations and stories. 

2.3.2 Explanatory 

Explanatory research asks the question, what is causing this to happen? 

Anderson and Arsenault (2001) claim that this may also be referred to as 

internal validity i.e. focussing on understanding what is happening in a given 

observable setting. However it is only prospective experiments that can 

actually determine cause and effect with any certainty.   

2.3.3 Generalization 

Generalization, Anderson and Arsenault (2001) argue attempts to discover 

whether similar things will happen in new situations. Dey (1995, p.261) 

distinguishes between two types of generalization. The first involves the 

process of induction, whereby we infer a general proposition on the basis of 

our empirical observations. Generalization in this sense refers to the 
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theoretical process of developing concepts and connections. The second 

involves the process of applying our theory to a wider population. This refers 

to ascertaining the empirical circumstances in which our theory may hold true. 

In both cases we generalize on the basis of available evidence. In the first 

sense we infer a general statement about the data, and in the second, we 

apply that statement beyond the data on which it is based.  

2.3.4 Basic or theoretical 

Their fourth level is ‘basic’ or ‘theoretical’ where Anderson and Arsenault 

(2001) explain that research attempts to discover underlying principles that 

are at work. Basic researchers, they argue, hold that the proper role of 

science is the study of basic scientific questions regardless of whether their 

solution has practical application and that basic or theoretical research is 

conducted in experimental settings, using contrived situations. Anderson and 

Arsenault (2001) maintain that such research has been motivated by a desire 

to understand theory. The four levels tend to be interrelated and build on one 

another; however, each researcher must commence at the descriptive phase 

and then progress through the levels.  Arguably we could say that depending 

on the method, inductive research builds theory and deductive theory tests it.  

It may be noted that this study used explanatory, as ethnography, case study, 

observation, policy research, surveys and programme evaluation were a 

variety of the methods employed to answer the question. The descriptions 

were brought to life through the use of quotations and stories from the student 

nurses and registered practitioners, as this was a qualitative piece of work. 
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2.4 Qualitative research 

Qualitative research is a form of inquiry that explores phenomena in their 

natural settings and uses different methods to interpret, understand, explain 

and bring meaning to them. As a field of inquiry in the human sciences 

qualitative research has a long and distinguished history. A fundamental 

assumption of the qualitative research paradigm is that a profound 

understanding of the world can be gained from conversation and observation 

in natural settings rather than through experimental manipulation under 

artificial conditions. While the positivists or scientific research community, 

seek to confirm or reject hypotheses in search of the ‘truth’, the qualitative 

research community seeks an understanding of phenomena from multiple 

perspectives within a real world context (Anderson & Arsenault, 2001).  

Strauss and Corbin (2003) argue that there are many valid reasons for 

undertaking qualitative research with one of those reasons being the 

preference and/or experience of the researchers. Some people are more 

orientated to doing this type of work and the researchers may come from 

various disciplines including anthropology or have sociological orientations. 

Another reason for choosing qualitative methods is the nature of the research 

problem. This may include research that attempts to understand the meaning 

and nature of experiences of persons with problems such as chronic illness, 

addiction and/or divorce. Qualitative research methods can be used to explore 

substantive areas about which little is known or about which much is known to 

gain novel understandings (Stern, 1980). Furthermore, qualitative methods 

can be used to obtain the intricate details about the phenomena such as 

feelings, thought processes and the emotions that are difficult to extract or 
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learn about through more quantitative research methods. Indeed, this study is 

primarily based on the thoughts, views and experiences of participants who 

were involved in the curriculum based on the Making a Difference (DoH, 

1999a) recommendations and the strategy of PBL.  

2.4.1 Qualitative Research Methods 

There are five types of qualitative research methods, often used in 

educational research, when one considers the primary research interest of 

that approach. Table 2.1 demonstrates examples of qualitative research 

methods. 

Table 2.1 Examples of qualitative research methods  

Method. Research interest. 
Applied. Research that aims to assess, 

describe, document or inform 
problems from the stakeholders’ 
perspective. 

Case study. Examines specific phenomena. 
Ethnography. Concerned with the culture of 

people and organisations. 
Grounded theory. An inductive approach to deriving 

theory. 

Phenomenology Aimed at understanding the 
meaning of experiences in our 
everyday lives. 

   (Anderson & Arsenault, 2001, p.121) 
 

For this study the two main research methods used were case study and 

ethnography. Certain elements of the principles of grounded theory were also 

absorbed into the collection and analysis of the data (these will be discussed 

in more detail later in this chapter). The research necessitated a qualitative 

exploration of the experiences of staff and students, portrayals of personal 

meaning frameworks and issues of social structures. Hammersley & Atkinson 

(1995), Coffey & Atkinson (1996) and Silverman (1997) all state that it is the 
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latter issue in particular that determines the use of an interpretative 

methodology informed by ethnographic principles. The following section will 

briefly explain the case study and ethnographic methods. 

2.5 Case study 

There are multiple definitions and understandings of the case study. 

According to Bromley (1990, p302), it is a "systematic inquiry into an event or 

a set of related events which aims to describe and explain the phenomenon of 

interest". The unit of analysis can vary from an individual to a corporation. 

While there is utility in applying this method retrospectively, it is most often 

used prospectively. Data come largely from documentation, archival records, 

interviews, direct observations, participant observation and physical artefacts 

(Yin, 1994). The key features of a "case study" are its scientific credentials 

and its evidence base for professional applications. A "case review" might 

emphasize a critical reappraisal of a case. A "case report" might refer to a 

summary of a case or to the document reporting a case. Knowing the 

disciplinary context and meaning of these terms is important to convey to the 

reader (Bromley, 1990). 

Case studies of individual patients often involve in-depth interviews with 

participants and key informants, review of the medical records, observation, 

and excerpts from patients' personal writings and diaries. Case studies have a 

practical function in that they can be immediately applicable to the 

participants' diagnosis or treatment. When the unit of analysis is an individual, 

for example, an important concept to consider is life history. Bromley (1991, 

p.86) states, "The case study emphasizes the proximal causes of the 

behaviour and circumstances, where as life history emphasizes the remote 
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origins, and the continuities and discontinuities in the organization of 

behaviour over a relatively long period of time". According to Stake (1995) the 

case study researcher may be somewhat of a biographer focused on a phase 

or segment of the life of an individual. Various contemporary reports in 

psychology (Bromley, 1986), sociology (Creswell, 1997; Yin, 1984, 1994), and 

education (Stake, 1978, 1995) have studied the individual as the unit of 

analysis, and have used the case study method to develop rich and 

comprehensive understandings about people. 

Yin (2003) states that the case study is but one of several ways of 

undertaking social science research. Other ways include experiments, 

surveys, histories and the analysis of archival information. Each strategy has 

peculiar advantages and disadvantages depending on three conditions: 

(a) The type of research question 

(b) The control an investigator has over actual behavioural events 

(c) The focus on contemporary as opposed to historical phenomena 

He maintains that in general, case studies are the preferred strategy when 

‘how’ or ‘why’ questions are being posed, when the investigator has little 

control over events and when the focus is on contemporary phenomena within 

some real life context.  

Robson (2003) further describes case study as a development of detailed, 

intensive knowledge about a single case, or of a small number of related 

cases. These may include the study of an individual, organisation or a 

particular setting. It typically involves multiple methods of data collection 

techniques including observation, interview and documentary analysis. The 

case can be virtually anything. A single simple case study would focus on one 
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individual, for example in a clinical or medical context. In more complex 

multiple case studies several individuals would be highlighted either as a 

group, an institution. 

Yin (2003) differentiates between two versions of a single case study on the 

basis of the level of each unit of analysis. A study where the concern remains 

at a single, global level is referred to as holistic. This is typically (though not 

necessarily) how a case study of an individual would be viewed, but would 

also apply to the study of an institution that remained at the level of the whole 

rather than seeking to look at and analyse the different functioning of separate 

sub-units within the institution. Holistic case studies are appropriate in several 

situations with the critical case being a clear example. This occurs when 

theoretical understanding is such that there is clear, unambiguous and non-

trivial set of circumstances where predicted outcomes can be found. The 

extreme case provides a rationale for a simple, holistic case study. The 

extreme and the unique can provide a valuable ‘test bed’ for which case study 

is appropriate. Extremes include the ‘if it can work here it will work anywhere’ 

scenario, to the ‘super realisation’ where, say, a new approach is tried under 

ideal circumstances, perhaps to obtain understanding of how it works before 

its wider implementation.  

Furthermore Yin (2003, p.13) suggests that ‘a case study is an empirical 

inquiry that investigates a contemporary phenomenon within its real life 

context, especially when the boundaries between phenomenon and context 

are not clearly evident’.  Consequently, case studies: 

• Can deal with complex situations where there are many variables of 

interest 
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• Utilise multiple sources of evidence, with data needing to converge in a 

triangulating fashion 

• Benefit from the prior development of theoretical propositions to guide 

other data collection and analysis 

Yin (1994) argued that there is a need for a new interpretation of case study 

that raises its status from that of a ‘weak sibling’ to a method of first choice. 

Indeed Adelman et al (1980) had noted that although case study had 

emerged during the 1960’s it was still viewed by many with caution, lacking 

the credibility of more established experimental approaches. Stake (1995) 

identified three types of case study that could be adopted: 

• Intrinsic 

• Instrumental 

• Collective 

He maintains that in an intrinsic case study the researcher is primarily 

interested in the case itself, not what it might say about similar cases but 

because it is intrinsically interesting. In an instrumental case study the 

researcher is interested primarily in what the instance might say about a wider 

class of related instances. The collective case study is a variant on the 

instrumental case study that involves the use of multiple related methods to 

enhance the degree of generalisability.  

Table 2.2 below highlights the main points relevant to case study as 

presented by Robson (2003, p.179). 
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Table 2.2 Characteristics of a case study approach 

A strategy i.e. a stance or approach, rather than a method, such 

as observation or interview 

Concerned with research, taken in a broad sense and including, 

for example evaluation 

Empirical in the sense of relying on the collection of evidence 

about what is going on 

About the particular: a study of that specific case (the issue of 

what kind of generalisation is possible from the case, and of how 

this might be done, will concern us greatly) 

Focussed on a phenomenon in context, typically in situations 

where the boundary between the phenomenon and its context is 

not clear 

Undertaken using multiple methods of evidence or data collection 

 

The central defining characteristic of case study is the concentration on a 

particular case, or small set of cases, studied in its own right. Miles and 

Huberman (1994, p.27) suggest that in some circumstances the term ‘site’ 

may be preferable to the terms ‘context’ or ‘setting’, because it reminds us 

that a ‘case’ always occurs in a specified social and physical setting: we 

cannot study individual cases devoid of their context in a way that a laboratory 

researcher does. 

Bromley (1986) maintains that the individual case study or situation analysis is 

the bedrock of scientific investigation with Valsiner (1986) arguing that the 

study of individual cases has always been the major (albeit often 



 62 

unrecognised) strategy in the advancement of knowledge about human 

beings.  

2.5.1 Why a case study approach was relevant to this study 

These explanations regarding case study clearly represent the participants 

and the fieldwork areas that were used in this study. As my work was primarily 

focussed upon the education and training of pre-registration nursing students 

a case study and ethnographic approach to the data collection with 

observations and unstructured interviews were appropriate methods to use. In 

relation to Stake (1995) and his three types of case study the present study 

may be referred to as instrumental. 

Hammersley (1985) recognised the potential of case study in the field of 

education with Anleu (1992) recommending that case study be used in health 

services research as it can address the complexity of implementing change in 

practice.  Yin (1999) suggested that case studies can deal with the increasing 

pace of change and complexity in the modern health service, particularly 

where affiliations and motivations are difficult to track and understand, and 

where traditional data sources are reported to struggle to answer questions in 

this changing environment. In relation to this study I was originally 

investigating the effect that a change, the implementation of a new curriculum, 

had had on students’ experiences in practice, this clearly relates to the 

previous discussion of the effective use of case study.  

A defining characteristic of case study is that it investigates a contemporary 

phenomenon within its real life context (Yin, 2003). Some approaches to 

research for example, randomised controlled tests (RCT), control events to 

ensure that the results of their work are applicable irrespective of context, 
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case study researchers make a deliberate choice to include data relating to 

context. For example a study will focus on the impact of a new service 

compared with usual care, an RCT would then be appropriate. However, if the 

focus were on describing and evaluating a service in context, a case study 

approach would be more appropriate (Walshe et al, 2004).  

Gray (1998) states that case study is a realistic study of practice and thus 

have strong and obvious relationships with practice. Findings address both 

practice issues and the environment within which practice is embedded. A key 

argument for the appropriateness of case study strategies in practice 

orientated disciplines is that care is organised around cases: the individual 

patient, the organisation or the social context of work. This study integrated 

the concepts of a social group study whereby the occupational groups of 

student nurses and registered practitioners were observed and interviewed. 

The study of organisations and institutions was also used in the context that 

the information being collected related to the education and training of student 

nurses in the academic and clinical areas. Furthermore, events, roles and 

relationships were studied, as the focus was on boundaries student nurses 

have to overcome in their quest to socialise into their clinical roles and learn to 

be a ‘real nurse’.  

Yin (2003) argues that much case study literature emphasises the strength of 

using different sources of evidence to corroborate a phenomenon. Data 

collection in this study was undertaken by the use of interviews and 

observations with a literature review following completion of the data analysis 

stage that is indicative of using various forms of evidence to support the 

findings. Indeed the data collected produced narratives from participants on 
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their own feelings and views relating to the role of the student nurse and their 

socialisation into clinical practice which Greenhalgh and Hurwitz (1999) argue 

engage readers in a meaningful way and is being increasingly recognised as 

an important adjunct to more empirical approaches.  

Although there has been debate surrounding the role of case studies in 

generating valid theories (Dyer & Wilkins, 1991), Robson (2003) suggests that 

theory can be defined in broad terms as an explanation of situations or 

phenomena ranging from formal academic theories to speculations made by 

research participants. Within this study the theory arose from the research 

participants and their experiences.  

One of the main reasons that case study is the most appropriate method to 

have been used in this study is that the focus of the study changes following 

the data analysis period. Eisenhardt (1991) explained that although early 

identification of the research question and possible constructs is helpful prior 

to commencing the fieldwork, it is equally important to recognise that both are 

tentative. No construct is guaranteed a place in the resultant theory, no matter 

how well it is measured. Also the research question may shift during the 

research, which is what happened during this study.  Bettenhausen and 

Murnigham (1986, p.352) wrote about their study and stated that ‘we 

observed the outcomes of an experiment on group decision making and 

coalition formation. Our observations of the groups indicated that the unique 

character of each of the groups seemed to overwhelm our other 

manipulations’. In light of this they proceeded to change their research focus 

to a theory-building study of group norms rather than a theory-testing study.   
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It would be reasonable to conclude that the work undertaken for this study 

was a form of enquiry that took place at a particular time, in a particular place 

with particular people. As such we can safely say that it was indeed a case 

study that used more than one method of data collection and did indeed 

present the views and personal experiences of the participants. It would be 

most difficult to replicate these findings, yet the premise and principles of the 

study could be used in further studies with different participants. The following 

section will offer the reader an overview of ethnography as a method. 

2.6 Ethnography 

Ethnography has a long and respected history in the fields of anthropology 

and sociology. In fact, Spradley (1980, p, 3) claims ethnography is the work of 

describing culture and learning from people.  

Anthropologists initially focussed their studies on exotic cultures, such as the 

Trobriand Islanders of New Guinea, whereas, sociologists focussed their 

attentions on groups and cultures within modern urban society (Rowe, 1965). 

Atkinson and Hammersley (1994, p.250) stated that the beginning of 

ethnography occurred in the late 19th century as individuals began to 

acknowledge cultural differences ‘or deviations from the norm’. They continue 

to identify two key phases in the development of ethnography in the 20th 

century, the work of the founders of modern anthropology, Boas, Malinowski 

and Radcliffe-Brown, and that of the Chicago school of sociology. 

Ethnography generally refers to research which has one or more of the 

following features: a strong emphasis on exploring phenomena within their 

natural setting; a tendency to work with data which is not pre-coded in terms 

of its analytical categories; investigation of a small number of cases and a 
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form of analysis which emphasizes description and explanation rather than 

quantification and statistical analysis (Anderson & Arsenault, 2001).  

Social scientists share an interest in and a commitment to discovery. 

Anthropologists as a particular group of social scientists are committed to the 

discovery of cultural knowledge. Individuals interested in culture found that the 

ways of traditional science were inadequate to discover the nuances of people 

who live together and share similar experiences. This inadequacy led to the 

beginnings of ethnography, a means of studying groups of individuals’ 

lifeways or patterns. As early as the 1960’s references can be found regarding 

the value of an ethnographic approach as a means to study nursing culture 

(Olesen & Whittaker, 1968, Leininger, 1970, Boyle, 1994).  

Olesen & Whittaker (1968) undertook their study entitled ‘The Silent Dialogue’ 

using an ethnographic approach. They rejected the sociological assumption 

that in professional education the student was a passive recipient of external 

influences. Instead, they adopted an existential perspective in which the 

students were seen to be actively involved in influencing the events of their 

own socialisation. They derived their data from student nurses over their 

three-year training period, 1960-1963, at the University of California, school of 

nursing. To collect the data they embarked on participant observation, annual 

interviews, questionnaires and the use of psychological measurement. The 

psychological measurement scales were given to the students upon entry to 

the school to provide psychological data to supplement their sociological 

observations regarding the public image of the nurse. Two of their main 

conclusions from the study were that the students struggled when in clinical 

placement fully to understand their role. In addition, there was a theory-



 67 

practice gap that they described as a ‘gap between the culture of the 

profession transmitted in the teaching institution and the actualities of practice 

in sectors of the field’ (Olesen & Whittaker, 1968, p.297). This clearly 

exemplifies that the theory-practice gap is by no means new, but does require 

further consideration on how it may be bridged using an ethnographic 

approach.  

Robson (2003, p.188) outlined six features of the ethnographic approach, 

which can be seen in table 2.3. 

Table 2.3 Features of an ethnographic approach 

1. The shared meanings of the behaviour, actions, events and contexts 
of a group of people are central to understanding the group. The task 
is to uncover these meanings. 

2. To do this, requires the researcher to gain an insiders perspective. 
3. Hence, you need both to observe and study the group in its natural 

setting, and to take part in what goes on there. 
4. While participant observation in the field is usually considered 

essential, no method of data collection is ruled out in principle. 
5. The central focus of the study and detailed research questions will 

emerge and evolve as involvement continues. A prior theoretical 
orientation and initial research question is not ruled out, but you 
should be prepared for these to change.  

6. Data collection is likely to be prolonged over time and to have a series 
of phases. It is common to focus on behaviours, events etc which 
occur frequently so that you have the opportunity to develop an 
understanding of their significance. 

 

Doordan (1998) believes that ethnography is the detailed study of a cultural 

group that describes and interprets their cultural patterns and worldview that 

originated in anthropology. The researcher observes the behaviour and 

conversations of cultural groups in their natural (field) setting and information 

is obtained on the meanings and patterns of the participants’ experiences. 

The researcher becomes immersed in the culture to gain an understanding of 

their view of the world. The method of researching a culture group or sub-
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culture in which the researcher becomes part of the culture to conduct the 

fieldwork and collects and analyses information in the context of the culture is 

referred to as ethnomethodology.  

2.6.1 Key Components of ethnography  

Fundamentally, there are three components of qualitative research. First, 

there is the data, which can be derived from various sources such as 

interviews, observations, documents, records and films. Second, are the 

procedures that researchers use to interpret and organise the data. These 

usually consist of conceptualising and reducing data, elaborating categories in 

terms of their properties and dimensions, and relating through a series of 

prepositional statements. Conceptualising, reducing, elaborating and relating 

are often referred to as coding (Lofland, 1971, Miles and Huberman, 1994, 

Strauss and Corbin, 2003). The third component is writing up the memos and 

verbal reports that may be presented in journals, as a book or at conferences.  

Dey (1995, p.14) argued that qualitative research had become a fashionable 

term to use for any method other than the survey: participant (and non-

participant) observation, unstructured interviewing, group interviews, the 

collection of documentary materials and the like. Interestingly, Dey (1995) 

does not refer to the use of experiments and would view these as a 

quantitative approach to data collection rather than qualitative. Data produced 

from such sources may include field notes, interview transcripts, documents, 

photographs, sketches, video or tape recordings. What these various forms of 

research often have in common is a rejection of the supposedly positivist 

‘sins’ associated with survey methods of investigation, most particularly where 
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data are elicited through closed questions using researcher-designed 

categories.  

Dey (1995) further argued that an exception might be allowed for open 

questions in a questionnaire survey. The hallmark of qualitative data, he 

explains, is that it should be a product of ‘unstructured’ methods of social 

research. If qualitative research is equated with the use of unstructured 

methods, it follows that qualitative data is therefore seen as unstructured. The 

difference between structured and unstructured data turns on whether or not 

the data has been classified. With structured responses the data has been 

classified and divided into separate statements denoting distinctive 

advantages of closed questions relating to the conduct of the interview, the 

ease of data processing and the communication of meaning. By contrast, the 

unstructured response is descriptive but unclassified. The response covers a 

range of points, not all of them relevant, which are not organised and 

presented as distinctive elements.  

In relation to the data collected for this study it was relatively unstructured and 

in the main a descriptive account of the participants’ views, experiences and 

ideas that related to the Making a Difference recommendations (DoH, 1999a) 

and the strategy of PBL. From these data developed a number of themes that 

encompassed the information collected through a process of unstructured 

interviews and participant observation techniques.  

2.6.2 Characteristics of ethnographic research 

Muecke (1994) asserts that the four major ethnographic schools of thought 

are: classical, systematic, interpretive or (hermeneutic) and critical. Classical 

ethnography requires that the study includes both a description of behaviour 
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and demonstrates why and under what circumstances the behaviour took 

place. The objective of systematic ethnography is to define the structure of 

culture, rather than to describe a people and their social interaction, emotions 

and materials. Interpretive ethnography is to discover the meanings of 

observed social interactions. Interpretive ethnographers are interested in 

studying the culture through analysis of inferences and implications found in 

behaviour. Critical ethnography relies on critical theory where a culture is not 

believed to be known but rather the researcher creates a culture schema 

(Streubert & Carpenter, 1999, p.146). According to Simon and Dippo (1986), 

critical ethnography attempts to enable people to see their actions in a wider 

socio-historical context that should encourage people to understand their own 

actions and the historical and social context in which they are acting. Critical 

ethnographers need to acknowledge that their own work is constituted and 

regulated through historical relations of power and existing material 

conditions. This leads to a demand for the researchers to become reflective 

practitioners and to challenge thus becoming more aware of the historical and 

cultural influences that shape their own beliefs and values.  

The observation of the behaviour of student nurses and registered 

practitioners within the clinical environment was an integral aspect of my data 

collection and, therefore the principles of interpretive ethnography can be 

applied as one of the methods used in the research process. 

Ethnographic research consists of six characteristics, three that could be 

claimed to be qualitative methods (Streubert & Carpenter, 1999); the 

researcher as instrument; fieldwork and the cyclic nature of data collection 

and analysis. The remaining three could be said to be exclusive to 
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ethnography; the focus on the culture; cultural immersion and the tension 

between researcher as researcher and researcher as cultural member, also 

called reflexivity.  

2.7 Indexicality and reflexivity 

According to Robson (2003) by identifying the ‘taken for granted’ assumptions 

characterizing any social situation and the ways in which the people involved 

make their activities rationally accountable are the notions ‘indexicality’ and 

‘reflexivity.’ Indexicality refers to the ways in which actions and statements are 

related to the social contexts producing them; and to the way their meanings 

are shared by the participants but not necessarily stated explicitly. Indexical 

expressions are the designations imputed to a particular social occasion by 

the participants in order to locate the event in the sphere of reality. Reflexivity 

refers to the way in which all accounts of social settings; descriptions; 

analyses, criticisms and the social settings occasioning them are mutually 

interdependent. However, Abbott and Sapsford (1997) describe reflexivity as 

a process of constantly reflecting on the content and process of the research 

and trying to be one’s own critic. They maintain that the researcher needs to 

be aware of the little things that could determine the nature of the data, 

interpretations and the presence of outsiders or the injudicious use of a 

theoretical concept by the researcher.  

Abbott and Sapsford (1997) argue that reflexivity can appear in two places 

during the research process, one visible and one invisible. The visible place 

for it is in the research report, where the researcher uses reflexive discussion 

of the research process to demonstrate that the conclusions drawn are valid, 

or to discuss the extent to which validity may be claimed. The invisible form is 
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in the conduct of the research. The methodological imagination requires 

constant vigilance, constant self questioning about what may be producing 

information which is not typical of how the participant might normally speak or 

behave but be due to something which the researcher has done or some way 

in which the situation has been presented. Abbott and Sapsford (1997) 

maintain that the reflexive process in the research is what ensures the validity 

of what is reported.   

The interpretation of what is going on can be complicated by the fact that the 

observer may be a participant both in the situation and the research. Abbott 

and Sapsford (1997) warn that we do not record facts in a neutral way, but 

attempt to make sense of them to ourselves that is influenced by our attitudes, 

our social location and our preconceptions. It is therefore necessary to put 

these aside and try to understand the situation in the way the participants 

understand it, but at the same time to maintain distance from the participants. 

I achieved this during the fieldwork phase by ‘stepping back’ during the 

analysis stage.  

2.8 Stepping back 

This was particularly relevant when the students commented to me that they 

could not learn anything from the unregistered staff or that they ‘knew 

everything’ about the administration of basic nursing care. I found that in 

these instances my instincts as a previous registered ward practitioner came 

into play and I found myself feeling a little surprised that the students could 

not always appreciate the importance of performing some areas of care, for 

example, bed bathing. I was, at times, disappointed that they could not 

understand that the process of effective communication with the patients and 
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indeed gaining their trust could be achieved during these very personal 

procedures. I had to ‘step back’ at these times and remove myself from the 

clinical environment to be able to understand the beliefs of the students and 

not instil into the data my own personal feelings. 

Lincoln and Guba (1985, p.365) identify that during a case study the writing 

should not be ‘interpretative or evaluative except in those sections explicitly 

intended for such purposes’. They continue to argue that the writer’s attempt 

to portray the constructions of respondents ought not to be confused with his 

or her reconstructions. However, they do recognise that interpretations or 

evaluations offered by respondents are valuable data, but the reader should 

not be placed in the position of wondering whether these interpretations or 

evaluations are the writer’s or the respondent’s. In the case of doubt, the 

differences should be highlighted when they appear in a presumable factual 

section of the case study.  

During the analysis stage the field notes and interview transcripts were 

scrutinised and split into discrete parts to develop categories. It was during 

this coding process that I kept ‘stepping back’ to review the data. This was to 

ensure that I was being as objective as possible in my analysis and not 

interpreting the data with any preconceived ideas I may have held. As I 

analysed the data I become conscious that all participants were discussing 

the issue of clinical skills at some point in the interview schedule. This 

became one of the main phenomena that helped to shape the study. Merttens 

(1998, p.352) explains that during the coding process: 

‘You build a model of the phenomenon that includes the conditions 
under which it occurs (or does not occur), the context in which it 
occurs, the action and interactional strategies that describe the 
phenomena, and the consequences of these actions. You continue to 
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ask questions of the data; however, now the questions focus on 
relationships between the categories’. 

 
This is indeed what happened when I had categorised clinical skills. I 

questioned why this was so important and how they had influenced the 

students’ journey through their clinical experiences and helped them to 

overcome boundaries they faced. In actual fact, it was this phenomenon that 

helped to link all the categories and to provide the discussion surrounding 

how the students learnt to socialise into clinical practice helping them to 

overcome boundaries and become effective and safe practitioners.    

2.9 Grounded theory techniques 

The following section will offer the reader an overview of grounded theory 

techniques. I am aware that grounded theory was not fully used in this study, 

however, some of its guiding principles were used to construct the 

methodological approach and as such I believe that it is important to identify 

them.  

The basic idea of the grounded theory approach is to read (and re-read) a 

textual database (such as a corpus of field notes) and "discover" or label 

variables (called categories, concepts and properties) and their 

interrelationships. The ability to perceive variables and relationships is termed 

"theoretical sensitivity" and is affected by a number of things including one's 

reading of the literature and one's use of techniques designed to enhance 

sensitivity. Open coding is the part of the analysis concerned with identifying, 

naming, categorizing and describing phenomena found in the text. Essentially, 

each line, sentence, paragraph etc. is read in search of the answer to the 

repeated question "what is this about? What is being referenced here?" These 

labels refer to things like hospitals, information gathering, friendship, social 
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loss, etc. They are the nouns and verbs of a conceptual world. Part of the 

analytic process is to identify the more general categories that these things 

are instances of, such as institutions, work activities, social relations, social 

outcomes, etc (Borgatti, 2007).  In relation to this study I read and re-read all 

the interviews identifying recurring words, sentences and concepts that led to 

the development of categories and themes.  

Grounded theory contains many unique characteristics that are designed to 

maintain the "groundedness" of the approach. Data collection and analysis 

are consciously combined, and initial data analysis is used to shape 

continuing data collection. This is supposed to provide the researcher with 

opportunities to increase the "density" and "saturation" of recurring categories, 

as well as to assist in providing follow-up procedures in regards to 

unanticipated results. Interlacing data collection and analysis in this manner is 

also designed to increase insights and clarify the parameters of the emerging 

theory. At the same time, the method supports the actions of initial data 

collection and preliminary analyses before attempting to incorporate previous 

research literature. This is supposed to guarantee that the analysis is based in 

the data and that pre-existing constructs do not influence the analysis and/or 

the subsequent formation of the theory. If existing theoretical constructs are 

utilized, they must be justified in the data (Davidson, 2002).  

Grounded theory provides detailed and systematic procedures for data 

collection, analysis and theorizing, but it is also concerned with the quality of 

emergent theory. Strauss & Corbin (1998) state that there are four primary 

requirements for judging a good grounded theory:  
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1) It should fit the phenomenon, provided it has been carefully derived from 

diverse data and is adherent to the common reality of the area;  

2) It should provide understanding, and be understandable;  

3) Because the data is comprehensive, it should provide generality, in that the 

theory includes extensive variation and is abstract enough to be applicable to 

a wide variety of contexts;  

4) It should provide control, in the sense of stating the conditions under which 

the theory applies and describing a reasonable basis for action.  

Grounded theory as a methodology was originally developed by two 

sociologists: Barney Glaser and Anslem Strauss. Strauss came from the 

University of Chicago and was influenced by Integrationists and Pragmatist 

writings, including John Dewey. Robson (2003) explains that Dewey was 

interested in mankind and its problems believing in democracy and what 

would happen to it. Furthermore he saw the universe as a constantly 

developing entity in which we should concentrate on what we do, our 

experiences and how they influence future behaviour. For Dewey (1938), the 

inquiry itself produces the reality, with reality being the interaction between the 

inquirer and the environment.  

This inspired their thinking and their views on what should be included in this 

research method.  

These ideas included: 

• The need to be out in the field;  

• The importance of theory grounded in reality, to the development of a 

discipline;  
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• The nature of experience; the active role of persons in shaping the 

world we live in; an emphasis on change and process;  

• The variability and complexity of life and the interrelationships among 

conditions, meaning and action.  

Glaser came from a very different background receiving his training at 

Columbia University being influenced by Paul Lazarsfield, known as an 

innovator of quantitative methods. While doing qualitative research he saw the 

need for a well thought out, explicitly formulated and systematic set of 

procedures for both coding and testing hypotheses generated during the 

research process. The Columbia tradition emphasised empirical research in 

conjunction with the development of a theory. The union of these two men led 

to an approach which enables the researcher to develop a substantive theory 

that meets the criteria for doing ‘good’ science; significance, theory-

observation, compatibility, generalizability, reproducibility, precision, rigour 

and verification, via, systematic techniques and procedures of analysis 

(Strauss and Corbin, 1990). 

2.9.1 What is grounded theory?  

A grounded theory is one that is inductively derived from the study of the 

phenomenon it represents. That is, it is discovered, developed and 

provisionally verified through systematic data collection and analysis of the 

data pertaining to that phenomenon. However, Glaser (1978) argued that the 

purpose of grounded theory methods was to generate theory and not to verify 

it. Yet Glaser and Strauss (1967) implied that reality is independent of the 

observer and the methods used to produce it. Furthermore, Denzin and 

Lincoln (2000, p.521) suggest that through ‘fracturing the data’, that is to say, 
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creating codes and categories as the researcher develops themes within the 

data, can lead to separating the experience from the experiencing subject, the 

meaning of the story and the viewer from the viewed. In essence they argue 

that these criticisms assume that the grounded theory method: 

• Limits entry into the subjects’ world thus reducing understanding of 

their experience 

• Curtails representation of both the social world and the subjective 

experience 

• Relies upon the viewer’s authority as expert observer 

• Posits a set of objectivist procedures on which the analysis rests 

Strauss and Corbin, (1990) argue that data collection, analysis, and theory 

stand in reciprocal relationship with one another. One does not begin with a 

theory, and then ‘prove’ (or rather confirm) it. Rather, one begins with an area 

of study and what is relevant to that area is allowed to emerge. It is a 

qualitative research method that uses a systematic set of procedures to 

develop an inductively derived grounded theory about a phenomenon. The 

research findings constitute a theoretical formulation of the reality under 

investigation and ultimately will be related to others within the researcher’s 

discipline. The main purpose of using grounded theory is to develop a theory, 

which will allow the researcher to refine and specify the research question 

through analysis of the data.  

Indeed, Morse (1992) claims that grounded theory has a theoretical basis in 

symbolic interactions that suggests individuals order their world by engaging 

in a process of negotiation and renegotiation; by making reflexive use of 

symbols, and by interpreting and eliciting meanings in situations. Individuals 
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respond and create meanings in situations, and this meaning is shared. 

Grounded theory, therefore, provides a means for eliciting these meanings 

and describing the psychological and social processes that have been 

developed to assist people make sense of the world.  

Grounded theory relies primarily on unstructured interviews, observation and 

other sources of data with the method being process orientated. Anderson & 

Arsenault (2001) describe it is an inductive approach to theory development 

that can be thought of as two funnels joined where they narrow, at the centre. 

At the top new data is collected in multiple stages, emergent themes are 

identified, interpreted, compared and refined. This process creates a funnel of 

new information from which constructs and theories are developed (the 

middle). These theories are then cast out into various sampling groups to 

determine the strength of the similarities and differences of the theoretical 

constructs with different populations. The stronger the support for the 

theoretical propositions the wider the base at the bottom. 

However Thorne (1991) has criticised grounded theory as being an 

inappropriate starting point for researchers. She argues that grounded theory 

reflects a serious bias against the naturalism and relativism of ethnographic 

tradition, and it favours emerging theories as the only meaningful goal. 

According to Stein (1985) grounded theory allows the researcher to discover a 

conceptual framework that offers explanations of the scene under study. The 

scene cannot be tested, as in empirical study, because the variables relevant 

to the concept have not been identified.  

It might be said that many phenomenologists believe that there is no objective 

reality in the phenomenological world. However in a grounded theory 
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approach working hypotheses are generated from theory development and 

these can later be transferred to another setting and either become saturated 

or confirmed (Sheldon, 1998). This method would confirm Thorne’s criticism 

(1991) for those theorists who believe the methodology to be emulating 

positivist paradigms by claiming an objective reality separate to the subjective 

researcher (Glaser, 1978). Sheldon (1998) maintains that although 

explanation and prediction are characteristics of positivist inquiry, to interpret 

a phenomenon it must be studied as a whole in a natural setting, and 

knowledge must be related to context. Values, subjectivity, intuition, history 

and tradition are useful for interpretation.  

The interviews and observations that I carried out were meant to explore the 

beliefs of students and registered practitioners regarding whether or not the 

new curriculum had prepared the students to cope with the clinical areas in a 

more positive and competent way than the previous curriculum had achieved. 

This would allow me to gain an insight into the participants’ perceptions of 

these issues.  

I am aware that there was no definitive theoretical sampling that relates to the 

case study approach used, yet the concept and philosophy of grounded 

theory did aid in the collection of the data.  It can, therefore, be argued that 

that the principles of grounded theory were relevant to my study, which 

focused on the use of observation with the students in addition to interviews 

with student nurses, registered practitioners, the practice development co-

ordinator and the senior nurse for practice development. It has also allowed 

for changes over time for the description of stages and phases within the 

student and staff experiences. 
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You may recall from the previous chapter that the literature review had been 

undertaken following the data collection so as not to influence my thoughts 

and ideas of what I should be seeing and learning during this stage. In fact 

Streubert and Carpenter (1999) explain that qualitative researchers may 

undertake a cursory review of the literature to focus the study, but the reason 

for not conducting an in-depth review is to protect the investigators from 

leading the participants in the direction of what the researcher is interested in 

developing a theory about. If the researcher reviews all the literature related to 

the study prior to the data collection then he or she may develop 

preconceived notions about the subject under investigation. The researcher 

may not have held beliefs before the review, but, following the literature 

review, now has the information that could affect how he or she collects and 

analyses the data. Pinch (1993) has suggested that researchers learn more 

about phenomena when conducting qualitative studies if they are ‘strangers’. 

One way to remain a stranger is to limit the intake of information about the 

focus of the study before conducting the study. It is important to conduct the 

literature review after analysing the data. The purpose of reviewing the 

literature in a qualitative study is to place the findings in the context of what is 

already known.  

Whyte (1951) asserts that the theory should emerge from the observation and 

that there should be minimal initial theoretical orientation prior to the 

observations. I wanted to know about the ‘hows’ of my ideas, for example, 

how did the students adjust to their student nurse role? Indeed, much of the 

observation information I gained influenced the subsequent interviews. This 

was due to the students discussing what I had been observing them 
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undertaking during that period of time. For example, I observed the staff on 

one particular ward encouraging the student to observe and take part in 

procedures being carried out by the medical staff. During the interview the 

student had asked me if I had ‘seen the staff asking me to go with the doctor’. 

I answered ‘yes’ and she replied ‘then you can see how good the staff are 

here they are always like that’. This comment encouraged us to discuss the 

teaching and learning environment in that clinical area and others the student 

had visited during their training period. 

2.10 Accessing the information 

2.10.1 Literature searches 

A selective literature search had been undertaken prior to the fieldwork and 

data analysis occurring, however, this was only to ascertain whether or not 

specific research had been undertaken in this area previously. A more in-

depth literature review was undertaken during and following completion of the 

data analysis, to reduce prejudgements and premature closure of ideas 

(Stern, 1980). The literature searched at the beginning of the study suggested 

that very little had been written regarding the implementation of the new 

nursing curriculum due to the fact that it had only been introduced in 

September 2000. However, there was a plethora of material relevant to 

teaching and learning strategies; registered practitioners perspectives of 

student nurses and student nurse perspectives of their own training 

programmes, which was integrated into the discussion of my own findings. 
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2.10.2 Data base searches 

Numerous databases were searched for information relating to student nurse 

education, problem based learning, student experiences and the transition 

from student nurse to registered practitioner. 

Table 2.4 displays the databases searched. 

Table 2.4 Databases searched 

Cinahl 
Medline 
Department of Health 
Nursing and Midwifery Council 

English National  Board 
Internet using the search engine 
‘Google Scholar’ 
 

I wanted to know if there was any research or evidence available relating to 

the information I required from an international perspective. This provided a 

plethora of information relating to Problem Based Learning, boundaries and 

socialisation relating to student nurses. 

2.10.3 Keywords 

The key words used were  

• Peach Report 

• Fitness for Practice 

• Making A Difference 

• Problem based learning 

• Theory-practice gap 

• Socialisation of student nurses 
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The literature search and review allowed for a provisional outline for the case 

study to be developed although I had intuitively developed an outline as to 

how the study would progress. 

2.11 The sample 

The sample group consisted of fifteen (15) students, fifteen (15) student 

mentors, eight (8) ward managers, one (1) practice development co-ordinator 

and one (1) senior nurse responsible for clinical development at Trust Board 

level, who were all interviewed. In addition, the fifteen students were observed 

for part of a shift within the clinical environment and field notes taken at the 

time. 

A purposive sample is one which is selected by the researcher subjectively. 

The researcher attempts to obtain sample that appears to him/her to be 

representative of the population and will usually try to ensure that a range 

from one extreme to the other is included. Subjects are selected because of 

some characteristic. Patton (1990) has proposed the following cases of 

purposive sampling.  

• Extreme or Deviant Case - Learning from highly unusual 

manifestations of the phenomenon of interest, such as outstanding 

success/notable failures, top of the class/dropouts, exotic events, 

crises. 

• Intensity - Information-rich cases that manifest the phenomenon 

intensely, but not extremely, such as good students/poor students, 

above average/below average.  
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• Maximum Variation - Purposefully picking a wide range of variation on 

dimensions of interest...documents unique or diverse variations that 

have emerged in adapting to different conditions. Identifies important 

common patterns that cut across variations.  

• Homogeneous - Focuses, reduces variation, simplifies analysis, and 

facilitates group interviewing.  

• Typical Case - Illustrates or highlights what is typical, normal, average.  

• Stratified Purposeful - Illustrates characteristics of particular 

subgroups of interest; facilitates comparisons.  

• Critical Case - Permits logical generalization and maximum application 

of information to other cases because if it's true of this once case it's 

likely to be true of all other cases.  

• Snowball or Chain - Identifies cases of interest from people who know 

people who know people who know what cases are information-rich, 

that is, good examples for study, good interview subjects.  

• Criterion - Picking all cases that meet some criterion, such as all 

children abused in a treatment facility. Quality assurance.  

• Theory-Based or Operational Construct - Finding manifestations of 

a theoretical construct of interest so as to elaborate and examine the 

construct.  

• Confirming or Disconfirming - Elaborating and deepening initial 

analysis, seeking exceptions, testing variation.  

• Opportunistic - Following new leads during fieldwork, taking 

advantage of the unexpected, flexibility.  
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• Random Purposeful - (still small sample size) adds credibility to 

sample when potential purposeful sample is larger than one can 

handle. Reduces judgment within a purposeful category. (Not for 

generalizations or representativness).  

• Politically Important Cases - Attracts attention to the study (or avoids 

attracting undesired attention by purposefully eliminating from the 

sample politically sensitive cases).  

• Convenience - Saves time, money, and effort. Poorest rational; lowest 

credibility. Yields information-poor cases.  

• Combination or Mixed Purposeful - Triangulation, flexibility, meets 

multiple interests and needs. (Patton, 1990)  

From Patton’s (1990) examples the sample I chose was a typical case as all 

the participants were involved in student nurse teaching and were involved in 

the implementation of the new curriculum. Indeed the sample may have been 

referred to as a convenience sample as the selection of participants was 

based on easy availability and/or accessibility. That is to say the students 

chosen were those that were on clinical placement during the field work 

process. This method of sampling was the most feasible as I had restricted 

time to undertake the data collection and had no financial resources that 

would have enabled me to employ an assistant to assist with the interviews 

and observations.  

All students were interviewed following the observation period and the 

mentors and ward managers interviewed on the same day or the following 

day. An unstructured open-ended format of interviewing was used to conduct 

the interviews. This provided the opportunity for the interviewees to discuss 



 87 

their own thoughts, experiences and viewpoints. The interview agenda was 

modified for each of the participants in relation to the answers and 

discussions we held. The fields in question were an orthopaedic, ophthalmic, 

medical and surgical ward, an intensive care, a coronary care and a medical 

admissions unit.  

There was no direct patient/client involvement in the data collection. However, 

as I was observing how the students interacted with them on a day-to-day 

basis, it was inevitable that they too were being observed on an indirect level 

to ensure that the care being administered was safe. I did not interact directly 

with any of the patients during the fieldwork. This was achieved by not 

wearing a uniform, sitting in an unobtrusive position in the clinical areas and if 

the patients asked the participants what I was doing they explained that I was 

a lecturer from the university observing the ward routine. 

2.12 Ethical considerations 

Thompson, Melia and Boyd (2003, p.62) describe ethics as being 

fundamentally about power and responsibility, about the conditions for power 

sharing and the criteria for the responsible exercise of power in our relations 

with one another. In relation to this study I believed that it was important to 

focus my attention on the structure of power relationships in the clinical 

settings and the possible power that may have been asserted between 

myself, as an academic, and the participants. Here ethics may be related to 

the power of myself as the researcher. Power in this context is related to the 

‘power to act’, that is to say, that I possessed the authority to act 

autonomously during the field work and that I ‘belonged’ to the university 

rather than the health care setting. 
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The participants were aware that I was a registered practitioner and a nurse 

lecturer and as such they wanted to share their ideas and experiences with 

me in a knowledgeable fashion. They did not want me to think that they were 

outdated in their knowledge or skills base. Macintyre (1981) uses the example 

of Aristotle to discuss the issue of intellectual virtues that combines scientific 

knowledge with competence in the application of scientific method and 

technical expertise. He continues to discuss the issue of moral virtues that are 

personal competencies and include prudence. Prudence he defines as 

competence based on skilled application of relevant moral and practical 

knowledge to specific situations. The participants in this study were keen to 

display that they were competent practitioners and competent students who 

possessed the underpinning knowledge to support their practices.  

During the fieldwork period the participants did indeed display competency in 

their actions and their discussions. The students did not undertake any 

practices unsupervised, although two students often worked together to make 

beds and to assist patients with their hygiene needs a registered practitioner 

was always on duty who had responsibility for ensuring the students were 

supervised. Although I was not directly supervising the students during the 

observation periods had they displayed any signs of poor or dangerous 

practices I would have been professionally and morally obliged to intercede if 

it I were witnessing poor practices. If the participants had informed me of any 

poor or dangerous practices during the interviewing process I would again 

have been morally and professionally obliged to report these to the nurse in 

charge. This would be despite the fact that I had promised anonymity and 

confidentiality of the information. Ethically I remain a registered practitioner 
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who holds a responsibility to ensure that safe practice is delivered to the 

patients.   

Streubert and Carpenter (1999) highlight that ethical issues in a qualitative 

investigation are unclear and despite efforts to inform the participants and to 

anticipate outcomes, there is little control over what might surface in a 

qualitative interview. They suggest that researchers must observe certain 

basic principles when conducting an investigation. First, participants must not 

be harmed, thereby supporting the principle of nonmaleficence. In any 

qualitative investigation, if researchers sense that the interview is causing 

issues to surface that may result in serious consequences, they must protect 

the welfare of the participant, perhaps by ending the interview or providing 

follow up counselling. I would have to disagree with this point for the reasons 

mentioned previously as the NMC code of conduct (2004) would instruct me 

as a registered practitioner to report any issues that I believed were or could 

be detrimental to patients.  

Streubert and Carpenter (1999) continue to state that researchers must obtain 

informed consent, and informant participation must be voluntary thereby 

supporting the principle of autonomy. However it must be remembered that 

this is often impractical from all who might appear as data in a study for 

example, visiting porters. Furthermore, researchers must assure participants 

will be treated with respect and dignity. During my study I ensured that these 

principles were complied with.  

The honesty with which the participants discussed issues and experiences 

with me, I believe was partly attained as I had assured them confidentiality for 

individuals when I wrote the study up. In addition I had informed the 
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participants both verbally and in writing the purpose of the study and that the 

findings may be used to influence future curriculum development issues. All 

participants had the option to withdraw from the study at any time and I had 

informed them that I would not be involved in the assessment of their 

academic work so that they would not feel pressurised to give me the ‘right 

answers’ during the interviews. Indeed the responses during the interviews 

were so diverse and different from what I had expected that, as mentioned 

earlier, the whole focus of the study changed. This reassured me that my 

status as a lecturer was not having a detrimental effect on the interview 

process and that the students did not have any feelings of being oppressed. 

The participants were happy for me to refer to the field by the name of the 

Trust and the University but they did not wish to be named in the study itself. 

The reason for the research was explained to all participants both verbally 

and in writing by me. I met all participants on a one-to-one basis prior to the 

fieldwork and explained the reason for my fieldwork, in that I was undertaking 

a PhD and wanted to investigate: 

1. What effect did PBL have on students in relation to the theory – 

practice gap? 

2. What were the effects of PBL and the associated curriculum on the 

student experience in clinical practice?  

In addition I gave all the participants written information regarding the study 

that identified the background for the study and the fact I was undertaking my 

PhD. I also highlighted that all information given would be anonymous and 

that I would destroy the tape recordings of the interviews after I had 



 91 

transcribed them, Ethics approval had been sought and successfully gained 

from both the university and the local research and ethics committee. 

 I did not identify any of the wards, so although the Trust was identifiable the 

clinical areas were not. This was with the exception of ICU, CCU and the 

ophthalmic unit as these were single specialised units so they have been 

named with the participants’ permission. Furthermore, as I was a solo 

researcher they were further assured that there would only be me reading and 

analysing the data. I had also asked the participants if they were content for 

me to analyse the data without them first hearing or reading the transcripts I 

had made and they all replied in the affirmative.  

At the time of the fieldwork one aspect of my role was that of a base group 

facilitator and intake co-ordinator for the September 2000 cohort of adult 

branch student nurses. Although some of the students who participated in the 

study were from the September 2000 cohort none of them were from my 

particular base group. During my study I did not allow my own group of 

student nurses to be involved in the observation and interviewing procedures. 

This was because I believed that they might act in a way that they thought 

was correct while they were in their clinical placement areas or that they may 

not be totally honest with me during the interviews feeling that they had to 

give me the ‘correct answers’. Indeed this had been identified during the 

research and ethics committee meeting and we had agreed that I would not 

involve my own group of students in the data collection phase.  

I was aware that the students may have viewed me as an ‘expert’ or an 

‘authority figure’ as I was a nurse lecturer but I do not believe that the quality 
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or transferability of the data collected was affected, as all the students were 

open and honest in their discussions with me.  

Murphy and Dingwall (2001, pg.344) stated that it was important that the 

researcher and the researched were aware of a balance of power between 

the two and that allowing a researcher into the life of the participant could 

imply a loss of power on the side of the participant. I was open and honest 

with all the participants about what my role was that is to say, a researcher in 

the field. They were all aware that I was a nurse lecturer and was not in the 

field to assess their nursing abilities. I gained their agreed consent to taking 

part in the study; by consenting to participation the people involved in the 

study have agreed, to allow me, the researcher, into their lives. Arguably the 

participants have the power in the research situation as Iphofen (2005, pg.31) 

states ‘the ultimate test of the enhanced power of research participants lies in 

their knowing that they have the ability to withdraw from the study at any 

point. No matter how inconvenient this may be to the researchers’. 

Luker (1984, p.2) during her fieldwork interviewed students who she had been 

teaching and argued that: 

‘I was an insider in the sense that it was obvious to the students that I 
knew what it was like to become a nurse through an unorthodox route. 
It seemed that in this context I was seen as a past student rather than 
a lecturer and I see this as a methodological strength rather than a 
weakness’. 

 

I agree with Luker in that the students appeared comfortable discussing 

various issues with me and at times they reflected on their experiences in the 

clinical areas. I too reflected following each interview and examined my own 

experiences of being a researcher. These reflections enabled a greater 

understanding of both the research topic and the research process (Taylor, 
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2005). Indeed, Spencer et al (2003) suggest that reflexivity may promote 

quality of the work being undertaken as the researcher is displaying an 

awareness of the importance of the research on the researcher and vice 

versa; recognising how values, assumptions and the presence of the 

researcher may impact on the data.   

Lincoln and Guba (1985) commented that reflecting on the interview process 

can help to identify ways of improving the interview guide and by recording 

any changes to the research process the researcher is able keep a useful 

record for subsequent audit trails ensuring the trustworthiness of the research 

process.   

Ethical procedures are important in any research with the overriding 

imperative ‘to do no harm’. Indeed, Daniel (1993, p.14) states that one of the 

major guiding principles for ethical consideration ‘is a respect for 

confidentiality and the anonymity of informants and advisors.’ In case study 

evaluation, where it is often not possible to anonyomise participants and 

where individuals may have different perceptions of what took place and 

different interests in the outcomes, an ethical code of conduct is essential for 

the gathering and sharing of information (Treacy & Hyde, 1999).   

The method of participation has been identified as problematic in relation to 

obtaining informed consent. Merrell and Williams (1994) discussed the 

difficulties associated with obtaining informed consent when the researcher 

occupied a variety of roles and entered into a variety of relationships in 

participant observation studies. They argued that the researcher might be a 

colleague and friend as well as researcher to those whom they encountered in 
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the field, and when someone in the field imparts the information, it is 

sometimes unclear under which of these roles it was done. 

Merrell and Williams (1994) also discuss ‘situational limitations and 

opportunities’ of performing observation studies and the implications they 

have for gaining informed consent. The limitations refer to the lack of control 

the researcher has in determining whether and when an individual enters and 

departs from the field of study. Paddison (1995) also identified the problem of 

multiple roles in interviewing colleagues. She acknowledged that in her study, 

interchange with informants after the tape recorder had been switched off 

yielded copious data, a large proportion of which was wasted because she did 

not perceive herself to be in the researcher role at that point in time. 

Interestingly, I also found that some of the participants discussed many issues 

following the tape recorder being turned off yet they claimed this was, as they 

felt ‘silly’ talking to me when they knew they were being recorded. With regard 

to this information I made notes both on paper and via the tape recorder when 

the participants had left. I did, however, ask and gain the participants 

permission to do so.  

Treacy & Hyde (1999) identify that access to personnel can be a sensitive 

issue in case study evaluation and so the principle of double access should 

be considered. That is to say that the gatekeepers (the major stakeholders) 

and the participants should give their permission prior to evidence being 

sought. Furthermore, all individuals should agree to be interviewed and/or 

observed and informed how the data will be used and reported. In respect of 

my study ethical approval was sought and gained from the University and the 

local research and ethics committee. Each interview was taped, with the 
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permission of the interviewee, and was transcribed by myself. The 

interviewees were informed that they would be allowed to see the results of 

the interviews if they so wished and that they would remain anonymous. Each 

participant was informed that they could leave the study at any time. I also 

explained that the data was being collected for my doctorate and when 

completed they were welcome to access the thesis.  

Finch (1984) argued that the use of interviewing might promote a high level of 

trust among research subjects, which in turn gives the researcher a special 

responsibility to ensure that this trust is not abused by reneging on 

commitments, acting deceitfully, or producing explanations that may damage 

the interests of the subjects. Throughout the collection of the data I have 

attempted to record the participant’s interviews as accurately as possible 

ensuring that the meaning they intended has been transcribed.  

Attention needs to be drawn to the comments of McHaffie (1996) who 

described a difficulty in relation to confidentiality that could challenge the 

simplicity of ethical guidelines. This is where potentially detrimental 

information is revealed by participants on which the researcher might, in 

another role, intervene. However, if researchers felt the urge to breach 

confidence on the basis of discrediting information they received that was 

deemed to be damaging to either the participant or others, our knowledge of 

the social world might be shut down through potential respondents’ fears of 

research participation. This is an enormous ethical dilemma, which I 

considered prior to undertaking the fieldwork. During the research and ethics 

meeting we discussed actions I would take if I witnessed a potentially 

dangerous situation or if a participant imparted information that suggested 
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poor practice. It was agreed that as a registered practitioner I would intervene 

to prevent any injuries occurring. If a participant were to reveal any elements 

of poor practice that required intervention I would report this to the senior 

staff. Each required intervention would be different and would be dependent 

on personal experiences and judgement in each case. 

Broom (2006) discusses integrity in the field where the researcher can be in a 

position of power when interviewing or observing participants. She states that 

during interviews participants may talk about issues that are sensitive and the 

researcher needs to be able to respond in a sensitive manner. Broom was 

referring to her experiences when interviewing patients with cancer, but I 

noted the importance of integrity in the field in relation to my interviews with 

the students. They were also discussing issues that were sensitive, for 

example, when they had felt unsupported in the clinical areas and when they 

did not understand what their role was. It was important that I constantly 

reviewed the degree to which the students wanted to provide this information 

and the degree to which the discussion was appropriate for the study (Broom, 

2006). Gilbert (2001) suggests that qualitative interviewers should work 

through a ‘guided conversation’ that will help to prevent the imposition of 

predetermined issues. In this way the data remains true to the experience of 

the interviewee rather than an imposition of preconceived ideas by the 

researcher. Gilbert (2001) maintains that being ethical is also about being a 

good methodologist and ensuring that the data is of high quality and useful for 

informing policy and practice.   

Murphy and Dingwall (2001, p342) discussed the issues of participants’ 

anonymity and confidentiality stating that: 
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‘The rights of research subjects in ethnographic work will not be 
respected simply because consent forms have been signed: indeed, as 
in much biomedical research, these forms may offer more protection to 
the researcher than to the subject in the event of litigation…Signed 
consent forms may actually jeopardise the confidentiality of participants 
by making them identifiable. There are genuine difficulties about the 
means of respecting rights to autonomy and self-determination. The 
answers depend more on the moral sense of the researcher and their 
ability to make reasoned decisions in the field than upon regulative 
codes of practice or review procedures.’ 

 

I believe that I entered the field with a moral sense of duty to answer the 

research questions posed in a truthful and factual manner and that the 

participants understood the rationale for the data collection process.  

2.13 Collecting the data 

All ethnographic research occurs in the field with researchers going to their 

culture of interest. A question about the difference in human experiences 

found in foreign cultures leads researchers to determine those differences. 

Data collected by the ethnographer in the field to describe differences and 

similarities will no doubt lead to more questions about the culture. 

Ethnography is a research method whose sole purpose is to understand the 

lifeways of individuals connected through group membership that leads to the 

focus on the culture being unique. As Boyle (1994) stated ethnography 

focuses on a group of people who have something in common. The 

researcher’s participation has been called ‘cultural immersion’ requiring that 

the researcher live amongst the people being studied. In the case of my study 

I observed how the students functioned within the clinical environment, how 

they interacted with other members of the team and if they questioned 

members of staff regarding activities.  
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In addition, I observed how the registered practitioners reacted to the students 

within their clinical environment during placement. The influence of the 

observer on observation will be discussed later in this chapter. I made field 

notes during the observation period and extra ones following the 

observations. I did not want to appear to be documenting everything the 

participants were doing when I was in the clinical areas, as this may have 

made them nervous. However, I did want to maintain an accurate record of 

my observations. I also found that when I left the clinical areas I would record 

information that returned to me. 

Lofland and Lofland (1995, pp.93-95) suggest that five types of material 

should be included in the record: 

• Running descriptions – specific, concrete, descriptions of events, who 

is involved and conversations. Keeping any inferences out. 

• Recalls of forgotten material – things that come back to you later.  

• Interpretative ideas – notes offering an analysis of the situation. 

• Personal impressions and feelings – subjective reactions. 

• Reminder to look for additional information. 

2.14 Interviewing techniques 

Ethnographic interviewers allow their interviewees to talk from their own point 

of view and in their own language on a subject that they are expert in, that is, 

their own perceptions and experiences (Denzin, 1989). The flexibility and 

open-ended questions give the interviewer the opportunity to explore topics as 

they emerge and are conducive to rapport building, which is essential when 

participants are required to disclose information that may be sensitive 

(Fielding, 1993). The ethnographer must ensure that there is an element of 
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trust between the interviewer and interviewee that transcends the interview. 

There must be a desire to know, to learn people’s views and perceptions of 

the facts, to hear their stories and to discover their feelings.  

The aim of the interview is to secure what is in the minds of the interviewees, 

uncoloured and unaffected by the interview (Woods, 1979). This was 

achieved through using an unstructured interviewing technique in an informal 

manner in a room that was away from the clinical environment. I asked the 

participants some general questions surrounding the implementation of the 

new nursing curriculum, their ideas on the roles of the student nurse and the 

registered staff and then allowed the conversation to develop. I assured all the 

participants that it would only be me that had access to the transcripts and the 

field notes I had made and all of this information would be destroyed following 

completion of the study. 

King (1994) suggests that this will aid in understanding individual perceptions 

of processes within a social unit, that is, the clinical areas. An array of 

information and viewpoints from all the participants arose out of these 

interviews that formed the themes for the data analysis. All participants were 

aware of the reason for collecting the data as I had informed them both 

verbally and had given them all an information sheet outlining the reasons for 

undertaking the study and that the information would be used to present a 

thesis with all participants being assured of anonymity. The length of the 

interviews varied from between half an hour to one hour and forty-five 

minutes, the longest was with the senior nurse for practice development.  

All the participants chatted quite freely and often offered me far more 

information than I had originally hoped for. What was interesting was that 
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when the participants saw me visiting other wards they would stop me and 

continue to discuss issues we had identified in the interviews. I made field 

notes of these conversations following our informal meetings.  

Triangulation of data collection methods (Robson, 2003) that is to say the use 

of two or more methods of data collection was used to increase the credibility 

of the findings. Triangulation is recommended by Cook (1983) as being useful 

in assisting the researcher to disprove previous biased research by replicating 

the original quantitative methods and comparing these findings with the 

results of qualitative methods. The benefits of the use of both methods are 

obvious but perhaps Cook’s assumption that a previous quantitative study 

may have been biased, whereas the qualitative study will not be, is rather 

sweeping (Begley, 1996).  

Redfern & Norman (1994 p. 52) describe the strengths of triangulation as: 

• Overcomes the bias of ‘single-method, single-observer, single theory 

studies’ 

• Increases confidence in the results 

• Allows development and validation of instruments and methods  

• Provides an understanding of the domain (completeness) 

• Ideal for complex social issues 

• Overcomes the elite bias of naturalistic research 

• Overcomes the holistic fallacy of naturalistic research 

• Allows divergent results to enrich explanation. 

Begley (1996) states that the first three listed strengths plus the sixth all refer 

to the first purpose of triangulation; that is, confirmation of findings. The four 

remaining strengths refer to the second goal of triangulation, namely, 
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completeness. Redfern & Norman (1994), Fielding & Fielding (1986) and Jick 

(1983) maintain that triangulation is of prime importance to qualitative 

researchers in particular. The investigator with this goal of triangulation in 

mind is not expecting each new piece of data to confirm the existing data. 

Instead, he or she is expecting it to contribute ‘an additional piece to the 

puzzle’ (Knafl & Breitmayer 1991). 

 

2.15 Observing power  

Dahl’s (1986) position on power argues that it is a relation between actors 

who may be individuals, groups, roles, offices, governments, nation-states or 

other human aggregates. This position can be related to students and the 

staff they meet during their clinical placements. The students rely on the ward 

staff, in particular, their mentors to complete their clinical documentation and 

to teach them how to develop their skills while they learn how to be a ‘real 

nurse’. The power in this example is held by the ward staff and mentors and 

not the students, the students accept this power relation to help them fit into 

the teams. The use of observation as a research tool enables observation of 

power examples in the clinical areas.   

Foucault (1977) argued that society exerts power over individuals through 

dominant social discourses. He explores and discusses the concept of 

surveillance as a process by which individuals conform to behavioural norms. 

Surveillance relates well to the way that students’ learning was managed in 

this study in that they are subjected to surveillance each time they enter their 

clinical areas. As such they conform to the behavioural norms of each 

environment, rarely questioning practice at the time, but waiting until they 

return to the educational arena. Indeed Durkheim (1957) identified that health 
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care professionals, through their access to technical knowledge and 

development of expertise within a particular discipline, were able to shape the 

experience and behaviour of others. Holmes (2001) contrasted the caring 

relationship of nurses to their patients to the surveillance of patients which 

occurs when they are observed by closed circuit television in some in-patient 

settings. This paradox of surveillance could arguably be related to the fact that 

I was observing the students and that through the observation I was indeed 

disempowering them to a greater degree than had I not been there.  

Whilst Michel Foucault has had an enormous impact on ideas in social 

science and history, and I draw upon his ideas for my discussion of power, his 

approach has little to say about methodology as such.  

2.15.1 Observation techniques 

Davidson and Layder (1994, p.165) argue that:  

‘In order to truly grasp the lived experience of people from their point of 
view, one has to enter into relationships with them and hence disturb 
the natural setting. There is no point in trying to control what is an 
unavoidable consequence of becoming involved in peoples lives in this 
way’.  
 

They clearly note that when we undergo observation techniques we will, to 

some extent, influence the way people are going to behave. They will to a 

point ‘act’ in the way they think is appropriate when being observed. This point 

is interesting for me as during the observation periods I actually witnessed this 

occurring with a student nurse. I had observed her being encouraged to 

observe procedures away from the clinical area, yet when I interviewed her 

she said that this was an unusual occurrence as normally the staff wanted her 

on the ward to be ‘an extra pair of hands.’ From this comment it may be 

argued that I was not ‘getting at the truth’ during the fieldwork period. The 
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student explained that it was only because they were aware that I was going 

to the ward that day that they allowed her to observe the procedures (this will 

be discussed in more detail in chapter three). I believe that this episode was 

not a reflection of all the clinical areas I had visited as no other student 

reflected these concerns and neither did I witness this during my observation 

periods. 

Indeed LeCompte and Goetz (1982) addressed the issues of reliability and 

validity in ethnographic research. They highlighted five areas where external 

reliability could be affected; the status position of the researcher; informant 

choices; the social context in which the data was collected; definitions and 

delineations of the constructs and their relationships and the methods of data 

gathering and analysis. I realise that my status as a lecturer may have 

precipitated some changes of the registered practitioners treatment of the 

students to produce what they perceived was an effective teaching and 

learning environment. Nonetheless, I do believe that the majority of the 

registered practitioners did not change their attitudes or behaviours towards 

the students when I was in the clinical environments. Indeed no other 

students when interviewed had stated that this had happened to them, in fact, 

the majority of students were complementary and positive regarding the 

learning opportunities that they had access to when in the clinical area.  

An ethnographic approach is more a question of general style rather than 

following specific prescriptions with Hammersley (1992) stating that it is the 

idea that people construct the social world through their interpretations of it 

and the actions based upon those interpretations. Atkinson and Hammersley 

(1994) agree that there may be multiple designs associated with ethnographic 
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research and assert that while ethnography is a distinctive approach, it can be 

linked with either the case study or grounded theory approaches.  

2.15.2 Participant observation 

Robson (2003, p.315) has highlighted that participant observation is more 

effective than other observation techniques when: 

• Working with small groups so that the researcher can get to know 

virtually all the people involved that would not be feasible in a large 

group. 

• Frequent events are occurring, for example, when there is a daily 

routine, which relates to a ward routine. 

• Your prime motivation is to find out what is going on.  

He maintains that the wealth of information available in a participant 

observation study is such that you can probably find supporting evidence for 

virtually any initial hypothesis. He does warn that it may be a dangerous 

technique for those simply wanting to confirm their pre-judgements. 

I was working with small groups during my observation periods as I wanted to 

learn how the students interacted with the registered and unregistered staff. 

Although I did not wear a uniform or actually work on the wards during the 

observation periods arguably my close involvement could still be seen as 

participant observation. In addition, I wanted to see if they used the 

knowledge they had gained in school, through undertaking the Making a 

Difference curriculum and being exposed to PBL, to aid in their passage of 

student nurse to registered practitioner. 

A key feature of participant observation is that the observer seeks to become 

some kind of member of the observed. This involves not only a physical 
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presence and a sharing of life experiences, but also entry into their social and 

‘symbolic’ world through learning their social conventions and habits, their use 

of language and non-verbal communication. The observer also has to 

establish some role within the group (Robson, 2003). Manis and Meltzer 

(1967) argues that participant observation may be perceived as subjective 

and ‘bad science’ to those trained in traditional views of experimental design 

and quantitative analysis. However, it could be argued that when working with 

people scientific aims can be pursued by explaining the meaning of the 

experiences of the observed through the experiences of the observer. This 

arises from a perspective that the social world involves subjective meanings 

and experiences constructed by participants in social situations. The task of 

interpreting these meanings and experiences can only be achieved through 

participation with those involved.  

Some of the most important things in human behaviour are the things that 

cannot be directly observed, such as intentions and feelings. These criticisms 

have led to a paradigm commonly known as ‘post-positivism.’ This paradigm 

accepts values and perspectives as important considerations in the search for 

knowledge. What you see is dependent upon your perspective and what you 

are looking for. It is a qualitative approach, which has many elements of 

insightful observation though in its best manifestations is grounded in theory 

(Anderson & Arsenault, 2001, p.5). Post-positivism recognises the force of the 

criticisms made of positivism and attempts to come to terms with them. 

Essentially, positivists look for the existence of a constant relationship 

between events, or in the language of experimentation, between two variables 

(Robson, 2003). Arguably this can be relatively straightforward when dealing 
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with the natural world; however when people are the focus of the study, 

especially when it is taking place in a real world context, psychology and the 

social sciences do not appear to produce any scientific laws to be measured 

against (Robson, 2003). Positivists maintain that one reality exists and that it 

is the researcher’s job to discover what it is. Post-positivists also believe that 

a reality does exist, but consider that it can be known only imperfectly and 

probabilistically because of the researchers’ limitations.  

2.15.3 Objective observation 

It should be remembered that objective observation is impossible as the 

participating observer is involved, not detached. By beginning to share in the 

members’ world it enables the researcher to gain access to their own personal 

experience. This knowledge is introspective and while the description and 

conclusions may be public, the introspective knowledge is not. This means 

that a test of congruence or principle of variability must be pursued. The idea 

is that in any natural setting there are norms or rules of action in which 

members are competent. Understanding, on the part of the observer is 

achieved when the observer learns the rules. The adept observer is able to 

provide others with instructions of how to pass in the same setting.   

It should be remembered that primary data collected are the interpretations by 

the observer of what is going on around them. The observer is the research 

instrument, and hence great sensitivity and personal skills are called for if 

worthwhile data are to be collected. Lincoln and Guba (1985, p. 195) warn 

that ‘one would not expect individuals to function adequately as human 

instruments without an extensive background of training and exposure’. 

Therefore, as my background is that of a registered practitioner I did possess 
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the skills and knowledge required to function as a human instrument 

effectively. With participant observation, it may be difficult to separate out the 

data collection and analysis phases of an enquiry. Analysis takes place in the 

middle of collection and is used to help shape its development 

2.15.4 Participation methods 

The process of participation was to a point overt, as all members of staff and 

students were aware of the reason for my presence i.e. to collect detailed 

data and not to be a new member of the team (Gilbert, 1999). As a registered 

practitioner I understood the rules of clinical areas and was able to 

communicate with staff members and understand many of their worries and 

concerns related to both the students and clinical issues.  

Indeed my role could have been described as being the participant as 

observer. With this method the participant makes it clear to the group being 

observed that they are an observer and attempts to establish close 

relationships with members of the group. This stance means that as well as 

observing, the observer can ask members to explain various aspects of what 

is actually going on. Robson (2003) argues that one effect of the participant 

as observer is that members of the group, particularly key informants are led 

to more analytical reflection about processes and other aspects of the group’s 

functioning.  

Table 2.5 below identifies the areas where participant observation may be 

useful in a small project (Adapted from Robson, 2003, p. 315). 
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Table 2.5 Participant observation 

With small groups where you will be able to know virtually all the people 
involved in a way that would not be feasible with a large group 
For events/processes that take a reasonably short time 

For frequent events – participation observation is in general more easily 
handled in situations where there is repetition of the central activities on a 
frequent basis 
For activities that are accessible to observers. These may also be 
supplemented by the use of interviews or informal discussions with the group 

When the prime motivation is to find out what is going on - the wealth of 
information available in a participant observation study is such that supporting 
evidence can often be found for virtually any initial hypothesis. It may, 
therefore, be a dangerous technique to employ to simply confirm pre-
judgements 
When there is no shortage of time – small participant observations can take 
up a lot of time for example, the time spent writing up field notes. 

 

Once the fieldwork had been completed the next step was to analyse the data 

developing categories and themes.  

2.16 Analysing the data 

Prior to analysing the data it was essential to attain an understanding of the 

purpose of the analytical tools being used. Strauss and Corbin, (1998, p.89), 

provide ten purposes for their use presented in table 2.6. 

Table 2.6 Purposes of analytical tools 

 
1. To steer a researcher’s thinking away from the confines of both the 

technical literature and personal experience. 
2. To avoid standard ways of thinking about phenomena. 
3. To stimulate the inductive process. 
4. To focus on what is in the data, and do not take anything for granted. 
5. To allow for clarification or debunking of assumptions made by those 

being studied. 
6. To listen to what people are saying or doing. 
7. To avoid rushing past ‘diamonds in the rough’ when examining data. 
8. To force the asking of questions and the giving of provisional answers. 
9. To allow fruitful labelling of concepts, although provisionally. 
10. To discover properties and dimensions of categories.  
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2.16.1 Dealing with the information 

I transcribed all the interviews within forty-eight (48) hours of them occurring, 

typed and imported them into the NVIVO computer aided qualitative data 

analysis package (appendix one provides an example of an interview 

transcript).I must admit that a majority of the coding was completed manually 

as I felt that I was able to understand and interpret the data in more detail if I 

were physically reading and writing it. The computer package, although 

useful, felt a little artificial at times. Observation data was also placed into 

NVIVO. The data was categorised through the selection of certain words and 

phrases that were relevant to the study being undertaken, comparing each 

one and joining them together as appropriate. I then reduced the categories 

allowing the major themes to emerge as suggested by Hutchinson (1986).  

This may also be referred to as microanalysis,  

‘The detailed line-by-line analysis necessary at the beginning of a study 
to generate initial categories (with their properties and dimensions) and 
to suggest relationships among categories; a combination of open and 
axial coding’  

(Strauss and Corbin, 1998, p.57) 

2.16.2 Categorising the data 

Categorising the data allowed for concepts to be developed from the data and 

links to be created. Categorising required a line-by-line examination of the 

data that led to some categories being discarded, as they did not relate to the 

foundation of the data. They were, rather, the participants discussing other 

issues, not directly relevant to the study. These included discussions 

regarding ‘traditional’ and ‘Project 2000’ training courses. Although, the data 

was valuable much of the information was the participant’s own experiences 
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of their education and training and, therefore, I felt that this did not relate 

directly to the questions posed. 

However, what did emerge were the registered staffs’ perspectives of how the 

educational programme had changed and whether or not they felt that it was 

actually making a difference to the performance of the students while on 

clinical placement. The students’ views and observations of how well the 

programme had prepared them for their role in clinical practice were also 

investigated. Although these issues were discussed in detail it was interesting 

that many other themes also occurred that I had not taken into account prior 

to undertaking the fieldwork, many of which have actually shaped and indeed 

reshaped the whole structure of this study.  

In addition, some of the participants used the interviews to voice their opinions 

on management issues; again some of these were extremely personal and 

did not directly relate to the questions being investigated.  

In essence, the categorisation process could be referred to as selective 

coding. I had developed an overall feeling of what this study was examining 

and as such these personal viewpoints from the participants did not 

accurately represent the reality of the study. I did however, acknowledge that 

these viewpoints were important for the participants, but felt that they were 

using the fieldwork experience as an opportunity for them to discuss their 

personal feelings with a person who was independent of their immediate 

workplace. 

2.16.3 Developing the categories 

Mapping the data from the interviews and observation periods was an 

important task. In this study, principal data were derived from the interviews 
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and the observations. It was therefore necessary to assemble tables and grids 

to assist with the clustering of information (appendix two provides examples of 

clustering of information) and eventual formation of themes (appendix three 

identifies the themes). In addition following each interview I highlighted the 

words and phrases in different colours (appendix one) that I believed were 

relevant and assigned numbers. The numbers in each transcript were applied 

as a footnote for ease of coding as seen below. 

1. No one tells us/don’t know themselves/don’t think there is a lot of 

knowledge – Red bars 

2. Question/quizzing/at home – Brown bars 

3. Not given a role/extra pair of hands/not learn/role of a student/student 

role/supernumerary/ needed on the ward – Blue bars 

4. Observations/clinical skills – Silver bars 

5. Staff nurse role/real nurse/auxiliary – Purple bars 

6. No teaching/learning opportunities/teaching – Green bars 

7. Support – Yellow bars 

By this stage I found I had an enormous amount of information, but after 

careful consideration I managed to assign categories to the data. 

These were:  

• Understanding and learning boundaries 

• Preparing to enter the profession 

• Understanding and bridging the theory-practice gap 

• Clinical support 

• What is a student nurse role? 

• What is the registered practitioners’ role? 
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Following the categorisation of the information I re-read the entire interview 

and field notes that I had collected. Then through looking at the categories I 

managed to formulate the central themes, this stage proved to be exciting and 

interesting.  

2.17 Developing the themes 

The themes that emerged are listed below: 

• Learning to be a student 

• Fitting into the clinical team 

• Being professional  

• Being a real nurse 

• The role of the practice development co-ordinator 

• Effective mentors 

• Reflecting in practice 

• Developing clinical skills 

Although I had questions in mind that needed to be answered and discussed, 

the information that I had gathered had provided a diverse amount of material 

that not only related to the central questions but also raised more issues. 

Possibly one of the most surprising themes to emerge was that of clinical 

skills. I had not realised the importance that had been attached to these by 

both the students and registered practitioners. Indeed, the whole issue of 

clinical skills underpinned the themes of the role of the student nurse, 

progression from student to registered practitioner and fitting into the team.  

Lincoln and Guba (1985) identified this phenomenon as being probable in a 

case study. In fact, they recommend that the first draft be a ‘draft dump,’ in 

which all the data, even those of presumably marginal relevance, are 

included. They argue that this is due to specific inclusion-exclusion criteria 

being virtually impossible to formulate in advance and until the writer has seen 
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at least a first draft he or she is not competent to make a solid relevance 

judgement. As when I first read and re-read the data I had collected, Lincoln 

and Guba (1985, p.365) state that the first draft is likely to be a surprise to the 

writer ‘who will not have imagined it in just that way when the writing began.’  

What had to be remembered during the fieldwork and subsequently the 

analysis process was the issue of bias. I had entered the field believing that I 

held no preconceived ideas of answers or activities the participants would 

partake in. However, a certain element of bias did arise when participants did 

not behave in the way I perceived they would. Therefore, it was imperative 

that during the analysis stage I ‘stepped back’ and examined the data 

objectively, by questioning words and phrases that were given and reviewing 

their meanings several times.  

The data, interviews, observations and to a point my own personal 

interpretations of the data collected, were examined and interpreted carefully 

over several periods of time to allow for common and variable themes to 

emerge. At first I looked at the data in a very general sense and began to 

separate themes into groups relating to the staff I had interviewed, but after 

further more in-depth analysis, I realised that many of the themes actually 

cross linked together and I was then able to formulate definite themes. This 

analysis allowed for a comparison and classification of the information to 

provide a conceptual mode of analysis as described by Strauss and Corbin 

(1998).  

This classification provided a grouping of concepts containing similarities and 

differences that would aid in the development of a theory. Comparison of the 

data enabled identification of variations in the patterns of the data. This was 
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particularly important when attempting to ascertain whether or not the 

registered practitioners actually believed that the new nursing curriculum was 

making a difference to how the students performed and fitted into in the 

clinical areas.  

I was aware that generalization of case study findings is limited to the case 

itself or types of cases. However, attention to selected details enhances the 

analysis and increases clarity of reasoning. According to Yin (1994) analysis 

hinges on linking the data to the propositions and explicating the criteria by 

which findings are to be interpreted. While generalization limits the use of 

case study method by some social scientists, Yin (1984) further argues that 

theoretical generalization is to the domain of case study, what statistical 

generalization is to the true experiment. An important technique used to 

incorporate rigor into the study design is the use of the negative case to serve 

as a study "control". The use of the extreme case, the deviant case, and the 

normal case are helpful for making points of comparison.  

Stake (1978) focuses on context-specific or "naturalistic" generalization. Such 

an approach resonates with readers' tacit knowledge, which helps people 

make connections and associations without the benefit of words. It is believed 

that people have the capacity for this kind of knowledge, and from it they build 

understandings. In this study, major themes emerged as focal areas of the 

analysis. .One of the main factors was the practitioners and students 

perception of the importance of clinical skills development and how these 

impacted upon the student nurse role. This factor linked much of the 

information collected together particularly as it became apparent that the 

students ability to be able to effectively perform certain clinical skills related to 



 115 

whether or not they fitted into the team and in addition they became a 

measure of how competent the student was in their ability to be able to 

perform their role while in placement.  

2.18 The audit trail 

Lincoln and Guba (1985) regarded audit trails as one of the principal 

techniques for establishing the ‘conformability’ of qualitative findings. Cutcliffe 

and McKenna (2004) state that Lincoln and Guba drew heavily on a PhD 

dissertation by Halpern (1983), whose study was influenced by mathematical 

audit or audit of fiscal accounts. According to Halpern (1983), this audit 

algorithm could be used for all forms of inquiry. It identified six categories of 

information that could/should be collected to inform the audit process. 

1. Raw data 

2. Data reduction and analysis products 

3. Data reconstruction and synthesis products 

4. Process notes 

5. Materials relating to intentions and dispositions 

6. Instrument development information 

 Lincoln and Guba (1985) highlighted that not all of these six categories may 

be appropriate to qualitative studies arguing that auditors may not be 

consulted until the study is virtually complete and that there may be utility in 

waiting until the end to avoid the possibility that the auditor may be co-opted. 

Cutcliffe and McKenna (2004) state that the most crucial and often most 

problematic stage of this audit process is the assessment of conformability. 

They quote Lincoln and Guba (1985, p.323) who describe sub-steps to this 

process, for example: 
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‘Ascertain whether the findings are grounded in the data - a matter 
easily determined if appropriate audit trail linkages have been 
established.’ 
 

Based on this information the auditor will be able to make an independent 

assessment of the study and as a result will be able to confirm the findings 

reported.  

Within my study I used interviewing and observational techniques to collect 

the raw data. Data collected during the observational periods influenced the 

interviewing schedule with the students as they often referred to activities that 

had occurred during the observation period. This allowed for the incoming 

information from the participants to sharpen the focus of the research 

questions and related general questions (Strauss & Corbin, 1994), indeed this 

is one of the underpinning philosophies of the general techniques of grounded 

theory that I used. Furthermore as it was an unstructured interviewing 

technique being used the questions were open ended, again abiding to the 

grounded theory methodology of limiting influence on the participants from 

myself as the interviewer. The interview data was transcribed and analysed 

following the interview as the incoming information determines the information 

sought, referred to as theoretical sampling (Strauss & Corbin, 1990). I do 

recognise that theoretical saturation was not achieved in this study as I was 

using principles of grounded theory rather than grounded theory in its purest 

form.  

The raw data from the interviews and observations was reduced following 

Miles and Huberman’s (1984) suggestions of data reduction, data display and 

conclusion drawing. Data reduction refers to the process of selecting, 

focussing, simplifying, abstracting and transforming the data as the 
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researcher elicits meanings and insights from the words of the respondents 

(Marshall and Rossman, 1989). As discussed earlier I tape recorded all the 

interviews (with the participants permission) and transcribed them myself. I 

read and re-read all the data several times to familiarise myself with the data. 

I initially numbered each line of the interview data to allow cross-referencing 

of each interview. I highlighted words and phrases that related to one another 

and then re-read the data again to ensure that nothing had been missed and 

to keep track of multiple ideas ensuring that the overall intent of the data was 

maintained (Field & Morse, 1985). Following the colour coding process I was 

able to assign categories to the data that then allowed for me to re-visit the 

data and to further develop the categories into the emergent themes. 

Throughout this process I continually challenged and questioned the 

emerging patterns searching for other plausible explanations of the data 

(Marshall and Rossman, 1989). In line with recommendations from Strauss 

and Corbin (1990) I asked myself “What is happening in the data?” and “What 

action does each particular happening, incident, event or idea represent?” 

These two questions aided in developing the categories and themes.  

In addition to this questioning I discussed the data with my supervisor to 

ensure that I was not inadvertently developing themes that were not there. 

Preliminary results of the data analysis have been presented at national and 

international conferences that allowed a discussion to develop surrounding 

the themes from parties that were not involved in the collection of data. 

Throughout this data analysis stage of the interviews I referred to the 

observational data I had collected to maintain development of the data. The 

participants own language was used at all levels of the coding process with 
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each word and relationship being referenced to the interview transcripts. The 

purposes of this qualitative study had been to investigate the effect of PBL in 

relation to the theory-practice gap and if there had been any effects of PBL 

and the associated curriculum on the students’ experiences in clinical 

practice. Following data collection and analysis the focus of the study 

changed, consequently new areas became under investigation. The 

participants introduced concepts of professionalism, power and equality that 

led to the formation of a discussion surrounding the socialisation of student 

nurses in clinical practice with the identification of clinical skills proving to be 

the issue that linked the data together.  

The concepts of professionalism, power and equality will be discussed and 

explored in future chapters. The next chapter will discuss the analysis of the 

fieldwork data and the themes that were developed. 
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Chapter Three 
Preparing student nurses to enter the profession 

 
In this chapter I will discuss the themes that have arisen from the interviews 

and observations in relation to how students learn to be effective in their 

clinical roles. Given that it was my original aim, I will explore the influence that 

the new curriculum and the strategy of PBL may have had on them 

undertaking their clinical role.  However, from the outset we must recognise 

that any conclusions in this respect are very tentative. The important features 

of the chapter will be how students and their ward based mentors appear to 

experience practice-based education and the contribution this makes to their 

socialisation.  

Whilst my analysis was painstaking, and I have accounted in some depth in 

chapter two for the methods I used to collect, transcribe and analyse data, I 

nevertheless feel that qualitative, ethnographic, case-study type research is 

best presented in as readable a format as possible. To this end I have 

followed the tradition of Hammersley and Atkinson (1983) and not allowed the 

intuitive aspect of qualitative analysis to be overcome by too much reliance on 

audit trails for each specific theme. The data speak for themselves, and it is 

up to the reader partly to accept the responsibility for deciding the credibility of 

my argument.  

I have used sub-headings have been used to identify the various themes. The 

interviewees have used the terms auxiliary, health care assistant and care 

assistant interchangeably and I have documented the term they use. They are 

using these terms to describe staff that do not possess a registrable 

professional nursing qualification; however, some of these staff members may 
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hold a National Vocational Qualification (NVQ) in health care at either level 

two or level three; when I refer to this grade of staff I have referred to them as 

unregistered staff. All the names of the interviewees are pseudonyms to 

maintain confidentiality. Following each interview excerpt is the name of the 

interviewee and their status. Student interviews are followed by their year and 

semester of study; qualified practitioners are followed by their job title and 

whether or not they are a mentor. This allows the reader an appreciation of 

the experience they possess.  

3.1 Development of clinical skills 

One theme that emerged from the interviews with all participants, and 

underpinned our discussions, was that of clinical skills. The ability to be able 

to perform certain skills was viewed, by the students and registered 

practitioners, as being evidence that the students were competent and 

knowledgeable.  

Table 3.1 Examples of clinical skills 

Recording of vital signs  

Injection administration. 
Wound dressings. 
Catheterisation. 
Administration of Intra-venous fluids. 

Communication. 

 

The clinical skills that the students did not perceive as being a worthwhile part 

of their role, but was a role of the unregistered staff member included: 

• Personal hygiene needs of patients 

• “Toileting” – a term applied to assisting patients to and from the toilet or 

onto bedpans and commodes. 
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The registered practitioners believed that the clinical skills of venepuncture 

and cannulation were ‘enhanced’ roles of registered practitioners and they did 

not view these as essential skills of the student nurse.  Samantha, a mentor, 

stated that: 

‘It’s all well and good them (the students) telling us they want to 
practice cannulation and taking bloods, but that’s not their role when 
they are here……they need to be doing the basic things, like feeding 
patients and bedbaths…’ (Samantha; mentor and staff nurse).  

 

However, the students believed that these were important skills that they 

should be competent in, and be allowed to perform in their role as a third year 

student nurse. The students considered that these skills were needed to help 

them progress in their development as competent registered practitioners. 

Adele explained: 

‘Now we are in our third year the lecturers have taught us how to 
perform extra skills like venepuncture and cannulation…..but when we 
get on the wards they (the registered staff), won’t let us do them. If we 
can’t practice them then how can we learn how to do the staff nurse job 
properly? I think the staff are frightened that we know more than them!’ 
(Adele: Year 3; semester, 1). 

 
 Table 3.2 identifies the clinical skills the students learn throughout their 

training period within the school of nursing used in this study. 
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Table 3.2 Clinical skills taught in the school of nursing 

• Hand washing 

• Moving and Handling. 

• Cardio-pulmonary resuscitation 

• Venepuncture 

• Recording of temperature, pulse, respirations and blood 
pressure. 

• Cannulation 

• Recording of electro-cardiograms 

• Male and female catheterisation  

• Personal hygiene needs 

• Skin care 

• Oral hygiene 

• Serving meals and feeding patients 

• Wound care 

• Bandaging 

• Collection of specimens 

• Urine testing 

• Testing blood glucose levels 

• Measuring height and weight 

• Injection technique 

• Disposal of sharps 

• Caring for the dying patient and last offices 

• Care of the unconscious patient 

• First aid 

• Administration of medication 

• Drug calculations 

• Elimination needs 

• Care of the patient with an intra-venous infusion 

• Pain management 

• Prevention of infection and cross infection 

• Communication skills 
 

I will explore how the students and registered practitioners differed in their 

perceptions of essential clinical skills throughout this chapter.  

3.1.1 Knowledge 

The ‘knowing how’ to perform a task within the clinical environment was seen 

to be more important when assessing a student’s ability to that of ‘knowing 

that’. Benner (1984) considered the distinction between propositional 

knowledge and practical knowledge in depth. Propositional knowledge is the 
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ability to know how to perform a task either with or without the underpinning 

knowledge; for example, you may watch it being performed and then know 

how to perform it. She argued that practical knowledge differs in kind from 

propositional knowledge and that this knowledge amounted to the success in 

the performance of an activity, for example, the successful administration of 

an injection. The principle of the skill can be learnt in the classroom prior to 

observing it in the practice area, however, it is difficult to relate it to a patient 

at this time and therefore it is viewed as an ‘abstract principle’. Only when the 

student in practice applies it, do the theory and principles acquire some 

content. The student tends to focus upon specific aspects of a situation rather 

than assessing the whole, and as Benner (1984) states’ nursing is ‘not 

procedural but holistic’.  

It is not until the students have developed the ability to be able to link theory 

to practice and gained a certain amount of experience and confidence within 

the clinical areas that they are able to view the patient and the situation in a 

holistic fashion. This was supported through the interviews with the students 

who were eager to practice clinical skills while on placement regardless of 

whether or not they had received and understood the underpinning theory. 

For example, the first year students were keen to take and record the vital 

signs of patients, such as temperature, pulse, respirations and blood 

pressure, while in the clinical areas, despite not having being taught the 

theory to underpin the procedures in the school.  

3.1.2 Salience 

Benner (1984) introduces the idea of ‘salience’ with the suggestion that the 

‘expert’, in the monitoring of a situation is able to home in on clinically salient 
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areas, whereas the ‘novice’ may be able to perform the task but will be unable 

to explain why they have done what they did. The students perceived that 

their level of knowledge was based upon their abilities to be able to undertake 

clinical tasks successfully with or without the underpinning knowledge to 

support their actions. It is important to note here that when Benner was 

referring to the novice to expert continuum in her work she was discussing 

registered practitioners; however, I do believe that these principles may also 

be related to the educational levels of student nurses for the purpose of my 

research. This was clearly exemplified through an interview with Louise, a first 

year student nurse who stated that: 

‘If the sister asks me to set up a dressing trolley I will say OK, then go 
and find someone else to show me what to do and then go back to her 
[the sister] with it, so I don’t look silly in front of the sister’.  (Louise; 
year 1; semester 1) 

 

3.1.3 Theory versus practice 

Edwards (2001) refers to the influence of Plato on the acquisition of 

knowledge stating that each component or step of the clinical skill has an 

equivalent proposition. This is then mentally grasped by the actor and leads to 

the relevant step in the series of acts, which completes the larger act. So on 

this model, giving an injection will involve the assumption that the task as a 

whole is composed of smaller, discrete steps for each of which there will be 

an equivalent mental proposition. What distinguishes the person who can 

perform the task (the expert) from one who cannot (the novice) is that the 

former has the internal manual and the latter does not. This model suggests 

that there is a sharp distinction between theory and practice i.e. theory is 

one’s knowledge of the mental propositions and the practical tasks are those 
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which one is engaged in therefore theory precedes practice. When one 

administers an injection it is necessary to first learn how to prepare for and 

perform the skill. However, what we should remember is that levels of theory 

and depth of knowledge will vary between participants.  

The students believed that the knowledge base they required was simply to 

understand the practicalities of preparing the injection and administering it. 

What they failed to appreciate is that they also needed to be aware of the 

anatomy and physiology of the skin; pharmacology; technical knowledge of 

the syringe and needle and drawing up of the injection in a safe manner. 

Samantha, a mentor claimed that: 

‘As mentors our role is to supervise the students performing the clinical 
skills. I think that it is up to the lecturers to teach them why they are 
performing them and to give them the theory before they come to us. 
We don’t have the time in practice to do all the teaching’. (Samantha; 
staff nurse and mentor) 

 

Ryle (1949) disputes this model and suggests that considering mental 

propositions is itself an activity, although Ryle’s work is not specific to nursing 

his concepts can be applied to a caring environment. The supposed 

relationship between activities and propositions cannot go on forever; at some 

point we must simply act without actions and being prompted by consideration 

of an ‘inner’ mental proposition. There is a clear sense in which practice is 

given priority to theory, many theories of nursing follow from the practice of 

nursing therefore, such actions cannot be theory driven. For example, 

concurrence of best practice states that one of the nursing actions that must 

be taken to prevent a pressure ulcer developing is to relieve pressure (Norton 

et al, 1962). Therefore, as Walker and Avant (1985) claim, the essence of 

practice theory is a desired goal and prescription for action to meet that goal. 
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Jacox (1974) described practice theory, as being the actions a nurse has to 

take in the clinical areas to produce a change or to affect the condition of the 

patient.  

3.1.4 Knowing how 

The final component, that of a nurse’s judgement, may be related to the work 

of Benner (1984) in her discussions regarding ‘knowing how’ to perform a 

particular task and the work of Schön (1983), who described reflection-in-

action, where problems are solved for practice through informal theories that 

are constantly being tested, modified and retested in the clinical areas.  

This assumes that any set of mental propositions which generated nursing 

actions constituted a theory, therefore, mere knowledge of a relevant set of 

propositions (a theory) is not sufficient for knowing how to perform a particular 

activity, for example, the student may be able to discuss all the steps required 

to administer an injection but physically cannot carry out the task. This clearly 

demonstrates that ‘knowing how’ does not necessarily precede successful 

carrying out of the task. It is difficult to directly relate Ryle’s work to nursing, 

although some areas are practice based, there is also the concept of 

accountability for all registered practitioners that suggest each registered 

nurse must understand the theory prior to engaging in nursing care.  

Furthermore the Nursing and Midwifery Council (2004, p.16) state that: 

‘You must keep your knowledge and skills up-to-date throughout your 
working life. In particular, you should take part regularly in learning 
activities that develop your competence and performance. You are 
personally accountable for your practice. This means that you are 
answerable for your actions and omissions, regardless of advice or 
directions from another professional. You have a duty of care to your 
patients and clients, who are entitled to receive safe and competent 
care’. 
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3.1.5 Preparation for clinical skills 
 
I asked the students how well they felt they had been prepared within the 

school to undertake their role in the clinical environment. They all discussed 

the issue of clinical skills and believed that they should be taught a wide range 

of them prior to going into practice rather than being taught areas such as 

biology, sociology and psychology. Louise a first year student described how 

she felt: 

`‘To be honest, I don’t think we have learnt a lot from the lectures like 
some of the biology ones.. ..…….I need the really basic stuff and things 
that we are going to see on the wards, you know practical things. We 
need to know how to do blood pressures and things like that’. (Louise; 
year 1; semester 1) 
 

This was a rather interesting observation from Louise, as she appreciated that 

the theory she was learning was correct but she believed she required the 

practical skills to allow her to ‘fit into’ the team. The students wanted to fit into 

the team and wanted to learn how to become a registered practitioner and as 

such were reluctant to question practitioners on how they performed certain 

duties. This phenomenon may be related to the concept of a rite of passage 

for the students. Their practice in the clinical areas mimics that of their role 

models, the permanent staff, the students want their own knowledge and skills 

base to develop as a result of attending the practice placement areas. They 

also want to be accepted as a valued member of the team who will become 

an asset to the clinical areas when registered. They understand their own 

social standing in this group and the boundaries associated with it, so despite 

the fact that they may have a more developed knowledge base of theory they 

are unwilling in their student role to upset the status quo in their placement 

areas.  
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Julie, a second year student, echoed the views of Louise in her interview 

stating that: 

‘Well I thought the first year for teaching [in school] was not very good 
because we did not learn how to do blood pressures, injections or 
anything like that before we went onto the wards. I usually end up 
doing a load of auxiliary work, like the washes and giving out drinks 
when there are other things you would rather be doing and learning, 
you tend to miss out because you are doing the basic care rather than 
expanding your knowledge as a student should’. (Julie; year 2; 
semester 2) 

 

3.1.5 Auxiliary work 

I asked the registered practitioners what they thought was the role of a 

student nurse while on placement. On the whole they said that it was to learn 

and for the student to be able to apply theory to practice while becoming 

competent in performing clinical skills.  

Claire, a ward sister and student mentor explained: 

‘I feel that our role [mentors and registered staff] is to give the students 
practical experience and skills, like supervising them changing an I.V. 
bag of fluid. They know the principles but have never done it to a real 
person, a patient in a bed. That’s our role to provide the link for them 
and to develop their practical skills’. (Claire; ward sister and mentor).  

 

Marion, also a ward sister and mentor believed that while the students were 

on placement they were: ‘A valuable asset who can help us [permanent staff] 

when the ward is busy and can go and do the obs for us when we are busy 

with other things’. 

Interestingly, both students and registered staff distinguished certain clinical 

skills as auxiliary work, for example, washing patients; generally the students 

stated that: 

‘We are here to learn and not just do the auxiliary job, I mean I know 
the washing is important but you have to develop clinical skills like 
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wound dressings, recording of vital signs and drugs rounds to be able 
to do a staff nurse job’. (Students; Years 1and 2; semester 1 and 2) 

 

Marion was the only  mentor who highlighted the value of learning and 

undertaking ‘basic nursing care skills’ and she identified that it was important 

that the students understood the role of each member of staff while they were 

on placement because: 

‘When the students have completed their training the care assistants 
will be able to do the basics but you have to know how to do 
everything, they have to learn from the bottom up and learn to give 
holistic care by looking at all the people from the auxiliary nurse 
through to the ward manager’. (Marion; ward sister and mentor). 

 

3.1.6 Acquiring knowledge 

It would seem that the acquisition of practical knowledge and the ability to be 

able to put it into practice makes the students feel as though they are 

undertaking their role effectively and that they are becoming a valued member 

of the team. The need to understand the underpinning theory is seen as 

secondary to the ability to be able to perform the task unsupervised. They 

have all perceived nursing to be a practical discipline that does require some 

evidence of knowledge to underpin the execution of the skill effectively, but 

the actual ‘doing’ of the skill is seen to develop them into efficient nurses. 

Rather than the ‘knowing why’, they are performing the skill. The students 

have obviously developed an insight into what they perceive will be the role of 

the registered practitioner. This urgency to acquire clinical skills would appear 

to be the catalyst that makes a ‘real nurse’ in the clinical environment. Yet the 

students understood the importance of possessing the underpinning 

knowledge as their comments have demonstrated. It is apparent that the 

students themselves have developed their own perceptions of which 
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boundaries exist in the clinical areas and have identified that one is the ability 

to be able to perform clinical skills.  

3.2 Learning to be a student 

When the students enter their clinical placement areas they anticipate that 

they will be offered the opportunity to develop and enhance their knowledge 

and skills base to prepare them for their registered role of the future. At the 

same time they understand that they must also learn how to be a student and 

to become an accepted member of the ward team. The issue of the students’ 

ability to be able to competently undertake clinical skills assists them in being 

able to socialise into this role and to overcome boundaries.  

Adele, a third year student explained: 

‘When I was a first year I was shown how to do the obs and other skills 
by the auxiliary and that was good because I could talk to her and ask 
questions, without feeling daft. Now I am a third year I can teach the 
junior students and the auxiliaries how to do those things, but the 
difference is I understand why we do them `cos I am training to be a 
staff nurse’. (Adele; Year 3; semester 1). 

 

The students believed that as they became more experienced they would 

naturally develop the underpinning knowledge base. It was interesting to note, 

that as the students progressed through their training the importance of the 

types of clinical skills to be undertaken changed. For example, as the students 

advanced through their third year, they wanted to undertake enhanced clinical 

skills that included the recording of electro-cardiograms (ECGs), 

venepuncture, cannulation and male catheterisation. These skills had been 

taught to the students in semester 1, year 3 in the school and the students 

were eager to practice them in the clinical areas. Both the unregistered and 

registered staff on the wards performs these skills provided that they have 
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undertaken the appropriate training. The registered practitioners, during the 

interviews, did not particularly believe that it was necessary for the students to 

undertake these skills during their placements. Instead, they felt that they 

could develop these skills when they had registered.  

Marion, a ward sister, explained: 

‘I know the students are taught these enhanced skills in school, but we 
have staff that have been specially trained to do them on the 
wards……... Some of these people are health care assistants who 
could not assess the student doing them. It’s better that they wait until 
they are registered then they can do the Trusts training programme 
and be assessed properly’. (Marion; ward sister and mentor). 

 

This exemplifies that the ward staff are aware of the skills that the students 

are learning. However, as some of these skills have been delegated to the 

unregistered staff it is difficult for the mentors to assess the students’ 

competency levels in undertaking them. Some of the registered practitioners 

on the wards had not undertaken the training programmes to enhance their 

skills and, therefore, they relied on the medical staff to perform certain skills, 

for example, cannulation and male catheterisation. Samantha, one of the 

mentors informed me: 

‘I think it is a good idea that they [the students] learn these skills but it 
is difficult for some of the mentors to help and advise them as we 
cannot do them ourselves’. (Samantha; staff nurse and mentor). 

 

The availability of mentors trained to perform these enhanced skills was an 

issue for the students who wanted to undertake them. The Intensive Care and 

Coronary Care units had encouraged their staff to undertake the training and 

perform these skills. It was the general medical and surgical wards where the 

majority of staff had not undertaken the requisite training. The students 

themselves found this to be a problem when attempting to develop their skills 
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base. They were disappointed that they could not use the skills they had been 

taught and develop their practical knowledge in the clinical areas.  

Adele, a third year student explained: 

‘When we were in school we got taught how to take blood, record 
ECGs and perform male catheterisation, but when we get on the wards 
they won’t let us do it’ (Adele; year 3; semester 1) 

 

This is a valid point if the school is teaching the students certain clinical skills 

should the clinical staff then not be ensuring they can perform these skills as 

well? It would appear that the students have a more in-depth knowledge base 

of enhanced skills, at this stage of their training than some of the registered 

practitioners. It may be fair to say that their social status has risen in this area 

and they could, in fact, teach the registered practitioners how to perform these 

skills. This would then lead us to believe that the students are becoming more 

equal and powerful in the clinical areas. These concepts will be discussed in 

more detail in the next chapter.  

3.2.1 Knowing About Nursing 

We have to question whether nursing is a purely practical profession or would 

it be more correct to say it is in fact a science with practical aspects? There 

are a variety of descriptions for the concept of science; there are some who 

see it as an end in itself, science as contemplation. Science does what it does 

for the sake of science, i.e., to increase knowledge about the world. Others 

take a less pure view and see the purpose of science as being about the way 

in which scientific facts can be applied to problems in the world. When we 

compare this to nursing we can note that nurses spend a lot of time ‘nursing’ 

and therefore when we talk about nursing science we mean one theory that 
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can be applied to nursing (Reed and Ground, 1997). What we need to do is 

distinguish between ‘knowing about nursing’ and ‘nursing knowledge’.  

Nursing knowledge may be defined as the knowledge, information, or 

understanding that nurses need to do the job e.g. how to perform a wound 

dressing or record a blood pressure. Knowledge about nursing is knowledge 

about the job itself. The way nurses manage their tasks, the way they are 

constrained or enabled by various factors and their aims and aspirations. Both 

types of knowledge are important and to a point interrelated (Reed and 

Ground, 1997). Through the interviews, observations and data analysis I have 

seen that this is evident. Students believe that they possess nursing 

knowledge if they are able to perform the clinical skills effectively, they are not 

as concerned about knowledge about nursing when they are within their 

placement area, this they believe will be shown to them when they register 

and become a permanent team member.  

During the interviewing of the students I asked them what action they would 

take if they were asked to carry out a task that they were unsure about or that 

they had not witnessed before. The replies were interesting: 

Joanna, a second year student, explained that: 

‘They [the registered staff] expect you to just get on with it, sometimes 
when you ask how to do something or why you are doing it, they say 
“I’ll do it myself” because it is quicker than having to explain it to me. 
They don’t really have time to show you how to do things so I just do 
whatever it is because it’s a task and then read up on it when I get 
home or ask when we are in Uni’. (Joanna; year 2; semester 1). 

 
3.2.2 ‘I’ll do it myself!’ 

This concept of ‘I’ll do it myself’ was rationalised as acceptable by Joanna as 

she believed that the staff were too busy to spend time explaining procedures 
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to her when the clinical areas were busy. However this contravenes the 

NMC’s (2004, 4.3) Code of Professional Conduct which clearly states: 

‘You must communicate effectively and share your knowledge, skills 
and expertise with other members of the team as required for both the 
benefit of patients and clients’. 

 

The Code of Professional Conduct is referring to all members of the team that 

includes student nurses. So despite the fact that practice areas may be busy 

due to clinical commitments it is an integral and professional aspect of each 

registered practitioners duty to share their knowledge with the students. 

Arguably we could assume that PBL has promoted the abilities of the students 

to seek out information and identify their own learning needs to such an 

established degree that they no longer require the knowledge or expertise of 

the registered practitioners to explain procedures to them. I would contend 

this and believe that the staff feel the teaching of student nurses, while the 

clinical areas are busy, is a task that they do not have the time to undertake 

and as such they do it themselves to ensure that the procedure or task is 

carried out in the fastest time possible.  

The notion of ‘I’ll do it myself’ has been studied by Johnson et al (2004) in a 

research project exploring the role and accountability of Senior Health Care 

Support Workers (SHCSWs) in intensive care units. They discussed that the 

reluctance to delegate may in part be due to the issues of responsibility and 

accountability. The registered practitioners’ perceptions of the SHCSWs were 

that they were there to assist the registered nurses. The registered nurses felt 

that they would be accountable personally for any errors that were made by 

the SHCSWs, both to their employer and the Nursing and Midwifery Council. 

The issues of responsibility and accountability may well be one of the reasons 
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why registered practitioners are reluctant at times to delegate certain duties to 

the students. The Code of Conduct (NMC, 2004) makes explicit that the 

registered practitioner may delegate to other members of the team but that 

they will remain accountable for the appropriateness of that delegation. 

Although the students do not always feel that they are being taught the 

underpinning knowledge in the clinical areas, there is a clear sense from them 

that they feel well supported by the University. They do not worry too much if 

they have to seek out the knowledge themselves; they are becoming quite 

self-directed in developing their own knowledge and then discussing it with 

their facilitators in the school or with the practice development co-ordinator. 

Sarah, a first year student stated that: 

‘The practice development co-ordinator is really good. She teaches us 
how to do things, like blood pressures and giving oxygen, you can ask 
her questions and she will explain things that then help to make sense 
of the skills you have done on the wards. You don’t feel daft asking 
her!’ (Sarah; year 1; semester 1). 

 
In respect of being taught the rationale behind performing certain procedures 

and developing their confidence they believed that it was the practice 

development co-ordinator who delivered the information. Julie, a third year 

student explained: 

‘She [the Practice development co-ordinator] holds skills teaching 
sessions that we [the students] all enjoy because she teaches us the 
reasons why we do things. The ward staff just expect us to do it and do 
not explain why we are doing it’. (Julie; year 3; semester 1). 
 

The students perceived the practice development co-ordinator to be a person 

who they could confide in, as she was not directly related to the clinical areas 

where they were working. They believed that they could openly ask her 

questions and it would not affect the successful completion of their practice 

documentation.  
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3.3 The role of the practice development co-ordinator 

The Practice development co-ordinator was a role developed in line with the 

recommendations laid down from the Making a Difference (DoH, 1999a) and 

Fitness for Practice (UKCC, 1999) documents. The approach developed at 

this Trust has been to employ a practice development co-ordinator to oversee 

the learning environment and to support the mentors in practice. She has 

provided a strong link between practice and the university to discuss various 

student-based issues. Her role has allowed for an effective collaboration 

between the two sectors. For example, the practice development co-ordinator 

and a member of the academic staff, who has responsibility for liaising with 

this group of staff, meet on a monthly basis. They discuss student and 

strategic issues. These meetings provide a forum, through which both the 

practice and educational sectors can discuss any problems and new ideas, 

thus producing a collaboration of both areas for future developments. Prior to 

this post being implemented the academic area relied heavily on feedback 

from students and practitioners regarding any practice issues. The feedback 

was collected after the students had completed their placement areas, 

whereas, these problems can often be dealt with at an earlier stage thanks to 

the input of the co-ordinator.  

Criticisms of the old curriculum had included that students and staff did not 

feel well supported in the clinical areas. They claimed that while in the school 

of nursing they had support from their personal teacher but in practice they 

did not feel that they, apart from their mentor, had anyone they could 

approach regarding questions about education and placement allocations. 

There was also an apparent void of communication between the school and 
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practice areas as there was no named individual who could be contacted to 

discuss various student issues. The whole philosophy of the new curriculum 

was to strengthen the partnership between the key stakeholders.  

3.3.1 Development of the role 

The post was intended as a support for the student nurses on placements, for 

practitioners and to aid in the development of the clinical learning 

environment. The person was employed in the post in January 2001 and the 

current post holder has been working in the Trust since that time. The model 

used to progress this role is one that focussed upon practice. It should be 

highlighted here that various Trusts around the country have adopted different 

models for this post and my discussions focus specifically upon the chosen 

one for this Trust and may not be directly related to others. 

Senior staff from the Trust explained that:  

‘We wanted a model that focussed upon practice, it was about taking 
education back into practice and not out of the university or the 
education department but about nurses on the shop floor.’ (Senior 
nurse for practice development). 

 

There was a realisation that there would be significant challenges during the 

first twelve/eighteen months of the implementation of the new curriculum 

particularly in supporting the registered practitioners with the transition from 

the old to the new curriculum.  

The senior nurse for practice development rationalized that the Trust saw the 

practice development co-ordinator as being someone:  

‘Who would have two primary focuses, one was to work with the 
registered staff in clinical areas and develop them as mentors, working 
with them around the curriculum, supporting them as clinical guides, 
helping them to understand the concept, supporting the wards with 
issues around placement allocations, trouble shooting and delivering 
the mentorship programmes. Equally the role was to support students 
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and to be a key link so that when the students required any questions 
answering or needed clarification of any issues they had an identified 
person to liaise with based on their own home Trust site’.  (Senior 
nurse for practice development). 
 

The development of the role is currently under discussion by members of the 

Strategic Health Authority (Commissioners), who themselves have just taken 

over the employment of these people rather than NHS Trusts employing them 

individually. The role in its current form has been accepted and viewed as a 

positive addition to the support of the students from both the practitioners and 

the students alike. During the interviews the participants discussed the role of 

the practice development co-ordinator and how has the role affected the 

education of student nurses in the clinical areas and how it had developed 

since she came into post. All the interviewees were aware of the role of 

practice development co-ordinator; however there were different conceptions 

of what the role entailed and how this person should function. All of the 

interviewees believed that the role was beneficial to the students and the 

registered practitioners. The following section will discuss the data collected 

from the interviews and observations regarding this role. 

3.3.2 Promoting clinical support 

On the whole, the students perceived this role to be one of support for them in 

developing their own clinical skills and someone who they could approach for 

help and guidance in a confidential manner.  

Jane, a third year student nurse explained: 

‘She [the practice development co-ordinator] has encouraged and 
initiated a lot of training sessions and has taught me more than other 
people have. I think she is more like a clinical guide; she is there when 
you need her she is a support for us [the students]. I have found her 
approachable and a resource for us’. (Jane; year 3; semester 1).  
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Maria, a second year student, echoed these views stating that: 

‘She (the practice development co-ordinator) has helped me to develop 
my confidence through the teaching sessions she has held in the 
clinical skills lab, because I can learn the skill and then go straight back 
to my placement area and practice them She is also someone that I 
can go and talk to about things that are happening on the ward and I 
know that she will try and sort them out for me’. (Maria; year 2; 
semester 1). 

 

The mentors and ward managers also felt that this role was beneficial to them 

as it created a link between the practice areas and the university, which in the 

past they felt they had not had. One of the ward managers interviewed 

commented that: 

‘We now have a link with the university, before this post there had been 
a gap and we had no-one to go to, she can help us to sort out 
problems and knows who to contact in the school’. (Christine; ward 
manager). 

 

Another of the ward managers believed that the role had positively impacted 

upon her own role when planning for the students’ placements as the practice 

development co-ordinator ensured that the clinical areas received prior notice 

of the students’ arrival and this, therefore, allowed them the opportunity to 

allocate mentors and to plan induction programmes.  

She stated that: 

‘I think that before she was in post things were a bit haphazard, 
students would turn up and we did not know that they were coming. 
Our student evaluations have improved because of her [the practice 
development co-ordinator], and everything is more structured for the 
students’. (Susan; ward manager).  

 

It would appear that this role has helped the clinical areas to be able to plan 

for the student’s arrival and has offered support to the students, mentors and 

ward managers in dealing with problems. The practice development co-
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ordinator herself has seen the role develop in the twelve months that she has 

been in post. She explained that the verbal feedback she has received has 

shown that there has been an increase in registered staffs awareness of 

student issues and that staff on the ward have taken an active role in 

developing orientation and teaching and learning packages for the students 

allocated to their areas.  

The practice development co-ordinator has also introduced monthly ‘drop in’ 

sessions for the students, where they have the opportunity to discuss clinical 

issues with her and with their own peers. The students’ written evaluations of 

these sessions were positive, stating that they were given the chance to 

‘share experiences and feelings in a safe environment and reflect on 

situations they had been involved in’.  Many of the students stated that they 

felt they could discuss sensitive issues in these sessions, as the practice 

development co-ordinator was not involved in evaluating their clinical practice 

or completing their practice assessment document.  

Margaret a first year student stated that: 

‘I don’t like to keep pestering the staff as they are all really. The 
practice development co-ordinator is useful because I can ask her 
questions when we meet and she has the time to explain things to me’. 
(Margaret; year 1; semester 2). 

 

The notion that the clinical staff were always busy and that the students did 

not want to be constantly asking them questions was a theme described by all 

the students at some point during their interviews with me. The students often 

referred to the support that they received from the university and their own 

abilities to be able to self-direct their learning helped them to meet and 

develop their learning needs. The students were aware that they were 
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‘visitors’ to each of the wards they were allocated to and as such were aware 

that there were boundaries that they had to appreciate and overcome. The 

role of the practice development co-ordinator has been one vehicle that the 

students have been able to access and that has helped them with the 

passage through their education and training period.  

3.4 Fitting into the team 

3.4.1 Meeting expectations 

What became apparent during the data analysis was that the students wanted 

to be viewed as a valuable member of the ward team and wanted to ‘fit in’. 

Therefore if they undertook the tasks allotted to them without question they 

believed that the staff would accept them. The students were striving to meet 

the expectations of their mentors and the ward staff while struggling to cope 

with how to develop their own learning needs, to fit in with the team and 

provide care that was evidence based. Marshall (1986) sought to understand 

stress from an ecological point of view and focussed one aspect of his work 

on the occupational stress of nurses. He found that stress arose around role 

expectations, especially with regard to the public and the patients. Coping 

mechanisms for dealing with stress were also studied and it was suggested 

that nurses manage within an organisation by seeing patients as illnesses and 

nursing as tasks that have to be done. This was exemplified during the 

interviews with the students who felt that were part of the team and ‘fitted in’ 

when they understood the ward routine. Furthermore, when the students and 

indeed the registered staff discussed teaching in the clinical environment they 

focussed on illnesses as the main area that they needed to learn and 

understand.  
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3.4.2 ‘Hands on’ students! 

Many of the staff interviewed thought that the students were now more 

practical as Liz, a mentor, explained: 

‘They [the students] seem to have a totally different remit, they expect 
to get involved and want to be involved, they seem to have been given 
a different brief to come in and learn and to be able to do things under 
supervision that they feel they are able to do. There is such a big 
difference from previous students the school seems to be better 
preparing them for practice, it’s wonderful!’ (Liz; staff nurse and 
mentor). 
 

This was echoed by Rebecca another mentor who stated: 

‘They [(the students] seem to be more hands on, even though they are 
supernumerary, they want to do more and get more involved. Their 
attitudes are different.’ (Rebecca; staff nurse and mentor). 

 

The inference that it is the attitudes of students that is changing is interesting. 

Rebecca is quite clear in her comments that these students are more ‘hands 

on’. This change in attitudes has helped the students cross the boundary of 

being a student nurse who is on placement to a student nurse who is a valued 

member of the team. It is the notion that they are more involved in nursing 

care activities and are caring that has helped this transition. Leininger (1981) 

states that the central theme that nursing knowledge and nursing practice is 

based upon is that of caring. Indeed, Benner (1984) argues that nursing as a 

discipline has disregarded the knowledge that can be and is gained from the 

practice of nursing. She maintains that the main function of a nurse is to care, 

although she does not deny that cure is also foremost. Therefore, because 

the students want to care they are accepted and the staff choose to help them 

develop by sharing their knowledge and power allowing them an insight into 

the role of the registered practitioner. 
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3.4.3 Ever changing boundaries for student nurses 

It was as the students progressed through their training that they felt they 

were not learning if they were working alongside the unregistered staff. They 

believed that the knowledge and skills they now required surpassed the 

knowledge base of the health care assistants and that they had reached a 

higher social standing in the clinical environments. Indeed, what they were 

demonstrating was their own rite of passage from junior to a more senior 

student and moving their own professional boundaries. A part of this 

phenomenon may be the teaching in school. As the students progress 

through their studies they are expected to be able to discuss planning, 

management and evaluation issues of nursing care and to offer rationales for 

the choice of care. This is quite different to the first year where the students 

are taught the fundamentals of basic nursing care.  

They had recognised that in their first year they needed to develop 

relationships with all grades of staff, especially those students who had had 

no prior caring experience. They witnessed the unregistered staff 

administering the basic nursing care duties and to a point managing the 

workload for a particular shift, i.e. the unregistered staff were ensuring that the 

physical needs of the patients were being met. If the unregistered staff 

accepted the students they were in essence becoming a part of a group 

whose skills were respected on the wards. In effect, the students were 

attempting to emulate the peer support in the clinical areas that they received 

in school from their base groups.  Liberatore et al (1988) explain that in a 

small group each person is able to relate to every other group member and 
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that this helps in the problem solving process as each member of the group 

would be attempting to reach the same goal. 

I asked the students if they felt they had developed their skills and knowledge 

base while they had been on their placement. The students on the whole felt 

that they had, especially in the high technical areas where they had worked 

with a registered practitioner for the duration of their placement. During my 

observation periods I noted that the students who were allocated to the high 

technical units, i.e. intensive care and coronary care units, worked on a one-

to-one basis with their mentor and cared for one or two patients with the staff 

teaching at the bedside encouraging the student to link theory to practice.  

Whereas, on the general wards the registered staff numbers did not allow for 

this to happen and although the students did work alongside a registered 

practitioner for a period of their placement time, the registered practitioner 

was often called away to answer the telephone, answer queries, perform ward 

rounds etc. this prevented the staff from teaching at the bedside. However, 

Liz, a mentor stated that: 

‘I try and teach the students as we go around the ward, looking after 
the patients or doing the drugs……….. They will go away and look 
things up and then ask me questions, it makes me want to share my 
knowledge with them. They get ‘stuck in’ with the ward routine and 
seem like they want to be here.’  (Liz; staff nurse and mentor). 

 

The registered practitioners felt the students did learn while on placement yet 

many of them stated that you never really learn until you qualify and that is 

why:  

‘They [the newly registered staff nurses] all have a preceptorship 
period so that they know how we do things in our area’. (Rebecca; staff 
nurse and mentor). 
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I can only conclude that the registered practitioners felt that students were to 

some degree apprentices and that they learnt by watching how things were 

done and then went away and did it themselves. Again we can see the split 

between the academic and clinical settings, as discussed by the staff in their 

interviews. The university is where the students learn and the clinical areas 

are where the students practice. The gap between theory and practice has not 

been bridged, but then I question should it be? If we did not have this gap 

then practices would not be questioned or new developments implemented 

leaving a status quo. The changes in the curriculum, promoting problem-

based learning, must be viewed as positive. It should provide the student with 

the necessary skills to be able to question while in practice and in the 

academic area, but they should also possess the abilities to be able to solve 

problems for themselves rather than becoming reliant on academic and 

clinical staff to provide the solutions for them.  

3.4.4 Who should teach? 

The teaching of students was perceived to be a time consuming activity that 

only took place off the ward with a member of staff formally teaching the 

student. The concept of problem-based learning was seen to be a teaching 

and learning technique used in the school of nursing and not in the clinical 

areas.  

All the students I spoke to explained that they did learn in the clinical areas, 

they learnt how things were performed in practice and they realised that there 

was often a difference between the idealism of nursing theory and the realities 

of practice. This was interesting because throughout my observations and 

interviews it had become apparent that although the registered practitioners 
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had stated that a part of their role was to teach and develop the students 

ensuring that they were fit to practice at the end of their training period. There 

was still a strong feeling that the school of nursing should be teaching the 

students all the underpinning knowledge to support their practice and that the 

school should also be teaching the students clinical skills prior to them arriving 

in the clinical areas.  

The concept of a ‘good student’ was someone who could undertake clinical 

skills without supervision and who would report any abnormalities to the 

registered practitioners, not a student who would ask to be taught a skill or 

who would say that they did not know how to undertake a certain skill.  

This was intriguing as many of the mentors and ward managers had 

commented that ‘we do not have enough time to teach’, which was seen in 

the discussions regarding ‘I’ll do it myself’. Yet in the observation periods it 

was apparent that teaching was happening. The practitioners were explaining 

to students how to perform procedures or explaining why they were doing 

what they did. This was happening at the bedside rather than in a formalised 

teaching area, such as the resource room.  

Field Note: Intensive Care Unit; Wednesday 2pm. I have been 
observing the students now for just over an hour and it is interesting to 
note that they have remained with their mentor for that period. Mike 
(the mentor) has been constantly questioning the student regarding the 
patients care. He has asked her what the blood results stated 
yesterday and how they compare with today’s results. The student has 
answered him and has make an excellent effort to plan his care using 
the information she has about the patient. She is motivated to learn 
and not relying on her mentor to direct her.  
 

However, the students and to some degree, the registered practitioners did 

not recognise this sharing of knowledge at the bedside as a legitimate form of 

teaching. It would appear that teaching is still perceived to be the domain of 
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the classroom and not the clinical areas. Staff and students struggle to 

recognise that practical teaching and establishing the students’ knowledge 

base through linking the theory learnt to the practice is as equal as classroom 

teaching in developing the skills and understanding of the students. Benner 

(1984) recommended that it was the role of the experienced nurses in the 

clinical environment to facilitate the transition from novice to competent 

practitioner. Indeed Burnard (1990) referred to the mentor as an experienced 

practitioner whose role is was to guide and look after the student. 

The aspect of teaching the students was not viewed to be an essential 

priority, but in fact many of the staff believed that staff from the university 

should come into the clinical environments and teach the students. Four of the 

mentors’ interviewed reminisced about the previous role of clinical tutor. This 

post involved a member of the academic staff visiting the clinical areas, at a 

pre-arranged time spending a proportion of time with the students. During this 

time they would discuss various issues, practice clinical skills and spend the 

time with students caring for a caseload of patients. The mentors stated: 

‘The clinical tutor was really helpful, we knew they were coming to the 
ward and that we could leave the students with them knowing that they 
were going to be taught how to do things. If there were any problems 
with the students abilities we could discuss with the tutor how to sort 
them out’. (Liz; staff nurse and mentor). 

 

They found that the post of practice development co-ordinator had been 

beneficial for the teaching and learning needs of the students as she offered 

formalised teaching sessions for all students to attend regarding clinical skills. 

The staff, perhaps, viewed the practice development co-ordinator role as a 

substitute for the clinical tutor role. Indeed, the senior nurse for practice 

development also believed that the academics should spend a percentage of 
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their time in the clinical areas not only teaching the students but also ensuring 

that their own clinical skills and knowledge were up-to-date.  

Field Note: Surgical ward, Monday morning: I have been sat observing 
in the bay for nearly 3 hours and the students have been busy making 
beds and chatting to the patients and between themselves. I think they 
have forgotten I am here! As the morning has progressed the ‘tasks’ 
have been completed and the ward is relatively quiet. The staff and the 
students are all having a coffee at the nursing station. What is most 
noticeable is that the ward is quiet and yet the staff have not taken this 
opportunity to teach the students, I thought they may have used this 
quiet period to perhaps explain common conditions etc to the students. 
I have to say that the notion of always being busy and being too busy 
to teach is not being fully supported during this observation period. 
 

3.4.5 Successful practice assessments. 

It was important to the students that they received a positive practice 

placement assessment and they worried that if they questioned practices too 

much their assessment documentation would not be successfully completed. 

For example, Joanna, a second year, stated that: 

‘I don’t like to question the staff too much or they might think that I think 
I know more than them. At the end of the day I am only here for 11 
weeks and it is important that I pass my assessment. I will be able to 
change things when I am a staff nurse and I will explain things to my 
students’. (Joanna; year 2; semester 1).  

 

Once again the students are describing the safe environment of the 

University. They perceive that they can instigate changes in practice through 

their facilitators and as such the student remains anonymous, thereby not 

disrupting the power relations in the clinical areas. Therefore, they rely on 

lecturing staff, who they see as being from the ‘higher status’ group to 

communicate with the ward staff regarding areas of practice that may require 

some development.  



 149 

3.4.6 The routine 

The ‘ward routine’ has become an important aspect for the students being 

accepted into the ward team and learning how to undertake their clinical role. 

The notion that they will get ‘stuck in’ helps the students to alleviate some of 

the problems of being a visitor to a ward. The questioning abilities of the 

students and the fact they will go and seek out knowledge for themselves 

reflect that the students are using some of the principles of PBL in clinical 

practice. They are clarifying their understanding by asking the registered 

practitioners questions and are attempting to link theory to practice. The need 

for students to become accepted as a part of team through learning the ward 

routine is by no means a new phenomenon (Melia, 1987, 1997, Olesen and 

Whittaker, 1963) but the fact that the students in this study are actively using 

the principles of PBL to link theory to practice establishes that they 

understand the importance of questioning issues while in clinical practice to 

further develop their own knowledge base. The students considered that PBL 

had provided them with the skills to be able to work through issues 

themselves and find solutions.  

Jayne, a third year gives this account: 

‘I try to break the problem down and address or work through the 
issues and see how they can be overcome…I don’t think that the staff 
really understand PBL, like when they face a problem if they don’t 
know what to do they pass it on to someone else rather than to try and 
work through it in a logical way.’ (Jayne; year 3; semester 1). 

 

It could be argued that PBL has given some of the students the ability to be 

able to work through issues in the clinical area in a logical fashion, but this 

notion is one that will require larger scale systematic study in the future.  
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3.4.7 Making a difference 

The students discussed that when they move into the ‘higher status’ group of 

a registered practitioner they will be able to make a difference but as students 

they are in the lower status group.  

Carrie, a third year student, echoed this view: 

‘I was introduced to my mentor on the first day and she showed me 
around the ward and explained what needed to be done before the late 
staff came on duty. I worked with her all morning and by the end I had 
a good idea of what needed to be done….. Halfway through my 
placement I knew I was working as a member of the team ‘cos I didn’t 
have to keep asking what needs to done now’.  (Carrie; year 3; 
semester 1).  
 

From the comments that Carrie made it was clear that once she had learnt the 

ward routine she felt as though she had ‘fitted into’ the team. Her knowledge 

base had changed by the fact that she was now comfortable with the routine 

and this made her feel a member of the team. It could be assumed that the 

ward routine affords a feeling of safety for the students, in that; they can plan 

their workload according to the routine and appear to be busy. This notion of 

always looking busy will be discussed in more detail later. 

Carrie explained that she if she were asked to do something she had not 

undertaken before and her mentor was busy elsewhere she would ask 

another member of staff who would probably show her what to do, but 

sometimes the registered staff would do it themselves because it was 

quicker.. She said that if this happened she would read about it at home when 

she had finished that day or would ask her facilitator when she was in school. 

I pursued this line of inquiry and asked her if there were many occasions 

when the staff did not explain the reasons for carrying out certain procedures 

and why she thought this happened. She answered: 
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‘Well they are often very busy and do not always have the time to 
explain things to us. Some of the staff have said to me that I am here to 
learn what really happens in practice and that the theory is to be learnt 
in school………………………………………….. You are sometimes 
better just keeping quiet and discussing it when we go back into 
school.’ (Carrie; year 3; semester 1). 

 

From Carrie’s comments I can presume that the notion of ‘fitting in’ with the 

team and being accepted is high on the student’s agenda. 

3.4.8 Developing an identity 

We can now assume that students believe acceptance and developing an 

identity within an already established team is a major part of their role. 

Stewart (1976) states that when people work together in organised contexts 

they form a social relationship within the group and develop their own 

distinctive ways of getting the work done. Indeed, Homans (1961) claims that 

there may be several social groups within one work group with some 

individuals who do not belong to a group. The social group is likely to have a 

sense of like-mindedness among the members who will agree upon many 

subjects of immediate importance to them. This theory may be related to the 

role of the students within the clinical area, they are part of a group yet are not 

an integral part of the already established group who are permanently in that 

clinical area. Homans observes that as the groups become more socially 

cohesive they develop norms that may restrict or enhance productivity. This 

may be related to the behaviour of the students, who believe that their ability 

to perform clinical skills will enable them to become a part of the ward team.  

In fact, Adair (1986, p. 95) argues that: 

‘A team can be distinguished from a group. Or rather, in the words of 
Bernard Babington Smith, a team is a group in which the individuals 
have a common aim and in which the jobs and skills of each member fit 
in with those of others, as – in a jigsaw puzzle pieces fit together 
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without distortion and together produce some overall pattern. The two 
strands of this definition – a common task and complementary 
contributions – are essential to the concept of a team. An effective 
team may be defined as one that achieves its aim in the most effective 
way and is then ready to take on more challenging tasks if required’. 
 

During the student interviews Kate, a third year student nurse explained how 

she felt she fitted into the clinical team: 

‘When I am on placement I work alongside a staff nurse and try to help 
them with their job, like I will do the drugs with her, admit patients, do 
the care plans and of course the obs. I try to do the things that the staff 
nurse would do so that they know I am able to do the things that need 
doing that day.’ (Kate; year 3; semester 1). 

However, Vanessa a first year student did not feel as though she were part of 

the ward team, she said that: 

‘I am left working with the auxiliaries and am more or less left to my 
own devices! I have to push myself forward all the time to find things 
out and although they do answer my questions I feel as though I am 
just making numbers up and the staff don’t really know what my role is’. 
(Vanessa; year 1; semester 2). 

 

I asked her then what she thought was her role. She stated: 

‘Obviously being new in this role I have to observe a lot and gain 
confidence so that I can achieve some goals while I am on the ward. 
This is the second part of my placement and I am feeling more 
confident and am achieving some goals so I can do a bit more which 
helps the staff, because when you look round you can see they are 
busy and would rather do the skills themselves because they do not 
have the time to show me.’ (Vanessa; year 1; semester 2). 

 

When the registered staff were asked the question of what was the role of the 

student nurse on placement the answers were varied, fitting into the team was 

perceived to be an important aspect.  

Liz the practice development co-ordinator explained: 

‘I think it depends on what stage of their training they are at. I think that 
for the first years it is mainly observation but it is important for all of 
them to get involved in the ward team and try to relate the theory they 
have learnt into their practice on the wards.’ (Liz; practice placement 
development co-ordinator). 
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 Liz one of the mentors stated that she believed: 

‘The students have to help out all the team members so that they know 
the role of every member of the team, if they don’t then how can they 
be part of the team.……… I think they sometimes get too attached to 
their mentor and can’t then function as an effective team member when 
she is not there. They need to work with everyone.’ (Liz; staff nurse 
and mentor).  

 

The senior nurse for practice development explained that the role of the 

student nurse was to learn how to nurse at that point in time. As nursing was 

changing all the time and that the students had a role to play in contributing to 

patient care by delivering care, linking theory to practice and working 

alongside the clinical team.  

‘I guess that their role is to develop an understanding of what nursing is 
all about today and being responsive to patient needs and delivering 
care that is pro-active. It is about teamwork. They [the students] need 
to experience working with the Health Care Assistants to gain basic 
nursing care skills otherwise we will build a culture that nursing is about 
being a manager and not delivering patient care, it must be a culture of 
teamwork.’ (Senior nurse for practice development). 

 

It is important that all members of the team are valued and that the team 

works together to support one another to achieve their objectives. The 

registered practitioners believed that it was important that the students worked 

alongside, and understood the role of the unregistered staff. Whereas, the 

students, as they progressed through their training programme, believed that 

they had learnt the skills possessed by the unregistered staff in their first year 

and now needed to progress to understanding a staff nurse role. This may be 

attributed to the theory of social development that stresses society is 

composed of social groups that stand in power and status relations to one 

another: people need to assess the value of their own group in relation to that 

of similar ones.  
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3.4.9 Social development 

Turner (1991) claims that subgroups are by nature stereotypic and that they 

mark out agreed boundaries of group membership. He has linked the process 

of inter group and interpersonal comparison to two essentially distinct aspects 

of the self which fall into two different sub-systems: one of them is made up of 

social identifications derived for the in-group – out-group categorization (such 

as sex, race, occupation and class); the other consists of personal 

identifications, idiosyncratic descriptions of self which derive from 

differentiation of self as a unique individual from other individuals. We can 

relate this to many of the students’ comments in which they do not perceive 

their role to be one of undertaking the role of the unregistered staff. The 

registered practitioners, however, can appreciate the roles of all members of 

staff, regardless of grade or class, and can formulate that into the 

development of an effective team.  

3.4.10 Developing Effective Communication Skills 

Prior to interviewing the students I observed them in practice for half a shift. 

During this time the staff were busy but there were times when they appeared 

to be stood chatting to each other around the nurses’ station. The nurse’s 

station in all but one area, critical care, was the meeting point for the staff 

where they would go to when the work was completed. The students would sit 

and chat to one another rather than sitting and chatting with the patients. 

Communication on an informal level with the patients was rare. In fact, the 

students would say to me that:  

‘This is a quiet day we are normally much busier than this and don’t 
have time to sit down’ (Maria: year 2, semester 1). 
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The students did not always seem to appreciate the importance of 

communication with the patient, unless they were asking them specific 

questions about their condition or regarding their planned care for that shift. 

This was despite the fact that they had identified communication as an 

essential clinical skill they needed to learn. This may have been because 

when the students observed the permanent staff members during these quiet 

periods they themselves did not sit and talk to the patients. Sitting, talking to 

patients was often viewed as the student as trying to avoid administering 

other aspects of care to the patients, for example, assisting with hygiene 

needs.  

While talking with one of the second year students following the observation 

period I asked her why she did not sit and chat to the patients and she 

informed me that: 

If you sit down and talk to the patients the staff think that you are lazy 
and you are trying to avoid doing other things like the bed baths you 
always need to look busy and sitting down isn’t being busy’. (Maria; 
year 2; semester 1). 

 

During these quiet periods in the clinical areas I had expected to observe the 

students either studying patients’ case notes or questioning staff about issues 

relevant to their patients. This was not apparent during the observation 

periods, neither were the registered staff approaching the students and 

offering informal teaching sessions, this was despite staff informing me that 

they did not have the time to undertake teaching sessions with the students. It 

must be remembered that the observation periods I undertook only provided a 

snapshot of the ward’s normal routines and what I observed cannot be 

attributed to every situation. 
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Interestingly, the concept of looking busy with physical activities rather than 

sitting and talking to patients was not particularly portrayed in the critical care 

areas of Intensive Care and Coronary Care. Here the students were actively 

‘encouraged’ to talk to the patients, to discuss how the patient felt and to talk 

about their life away from the care environment. On these units the students 

informed me that that they felt a part of the ward team because the staff 

allowed them to sit down and talk to the patients and trusted them to discover 

how the patient felt helping to formulate the care plan to reflect their 

conversations with the patients. What is noticeable here is that the permanent 

staff encouraged the students to talk yet the students viewed this as being 

‘allowed’ to talk to patients. This may be due to their own experiences from 

other clinical areas where sitting and talking had been viewed in a negative 

fashion. Students believed that the critical care areas were excellent learning 

environments as they stated that:  

‘We have learnt loads here; the staff are always willing to teach us 
even though they are busy. They ask us questions about why we are 
doing things and ask us why we think they have done something. 
When we talk to a patient they ask us what we have learnt from them 
and if the plan of care needs revising’. Debbie and Marjorie; year 2; 
semester 2). 

 

This observation from the students may well be due to the staff/patient ratios 

in the critical care areas. I observed that there would be one registered 

member of staff per patient on each shift. In addition there was one health 

care assistant and a ward clerk.  

The students understood the need and value of effective communication skills 

while recognising that they were as important as attending to the physical 

needs of the patients. The fact that the staff were encouraging the students to 
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develop their own knowledge base, through asking the patients questions and 

reassessing their needs on a regular basis, was not only encouraging the 

students to be an active member of the team but was also fundamentally 

problem based learning. It was apparent that this strategy of learning was 

being employed in these areas and was helping the students to fit into the 

team thus developing their communication skills.  

The students appeared to feel as though they ‘fitted in’ when the staff involved 

them in the care being planned and delivered and when the students worked 

closely with the registered practitioners. This maybe is an aspect of power 

and status relations between the student and registered practitioner, whereby 

the student clearly understands which social group they belong to.  

3.4.11 Looking Busy 

The students identified communication as a clinical skill that they should be 

competent in, yet in the reality of the clinical areas there were many 

boundaries created that prevented them from always successfully developing 

this skill. Perhaps this is an area that as educationalists we need to study in 

more depth and teach to both pre and post registration practitioners, that of 

the importance of communication with the patients. This idea of nurses always 

having to look busy is not a new phenomenon, indeed Melia (1987) discussed 

the students’ perceptions of sitting and talking to patients and that many of the 

permanent staff viewed it as staff ‘not pulling their weight’. She comments that 

the whole issue of talking versus working can cause problems for students as 

some ward sisters ‘encouraged’ the students to talk to patients while others 

‘allowed’ the students to talk to patients that promotes the idea that physical 

work is what nursing is about (Melia, 1997, pg.21). We can argue that this 
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situation has arisen from nursing’s need to be recognised as a profession. 

Nurses are supposed to be caring and able to show empathy to their patients 

without becoming too involved. Whereas, professionals have the power to 

distance themselves from the emotional distress and retreat behind the ‘cloak 

of detachment’ (Davies, 1996). It is here that the problems begin; nurses tend 

to become attached to their patient, particularly if they have been an in-patient 

for a long period of time with an important aspect of nursing being that of 

developing a therapeutic relationship that is gained by communicating with the 

patient. If nursing is to become professionalized do we really want to loose the 

understanding aspect of the job or is it already happening?  

3.4.12 Nursing practice – what is it? 

The changing role of the registered practitioner has produced a predicament 

for the students in clinical areas. They leave the school understanding that 

they need to integrate the theory they have learnt into practice and are aware 

that they are learning to become competent registered nurses who are fit for 

practice and fit for purpose. However, when they reach their placement area 

they are confronted by registered practitioners, who in the main appear to be 

managers at varying levels, planners and organisers of care, whereas, the 

unregistered staff are seen to be administering the basic nursing care. Benner 

and Wrubel (1989) have described nursing practice as that of caring whereas, 

Curzer (1993) argues that nursing is not about caring but is a professional 

relationship between the nurse and patient. This may be where the dilemma 

arises for student nurses when they are attempting to understand the role of 

the registered practitioner. The students then struggle to understand where 

they fit into the scheme. The students must decide whom it is they follow, to 
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develop the skills and knowledge to become competent and professional 

upon registration.  

The integration of new roles such as Trainee Assistant Practitioners (TAP) 

has allowed the registered practitioner to move away from the bedside role 

and take on roles that were traditionally performed by the junior medical staff, 

for example, venepuncture, cannulation and nurse prescribing activities.  

3.4.13 Trainee assistant practitioner (TAP) 

The TAP role is an initiative that has been developed in the North-West of 

England. Other similar training schemes are available in the remainder of the 

country but may be referred to under different terms. 

The TAP is a relatively new role to health care and was introduced in 

September 2002 and the first students from the courses registered in 

September 2004. They leave their chosen universities with a Certificate in 

Health Care and are paid as a ‘C’ grade practitioner. Their pay structure will 

change with the inception of ‘Agenda for Change’, which is in progress across 

the country. The role is as the title suggests assisting the nurse practitioners 

in the clinical areas. They are expected to assess, plan, implement and 

evaluate patient care and perform clinical skills. They have not been trained to 

undertake the medicine rounds or to take charge of the ward. Their role has 

been envisaged to fill the void between unregistered and registered nurses. 

That is to say, that they will be responsible for administering the ‘hands on’ 

care while supervising the unregistered staff to undertake the same. These 

practitioners are educated to a higher level than the unregistered staff who 

have completed the NVQ three in health care.  
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The TAP role may well cause more confusion for the student nurse when they 

are trying to understand the role of the registered nurse and indeed where 

they, as a student, fit into the team. Again, they are witnessing a change in 

role boundaries and social status of staff members. If the students were to 

read the job descriptions of the unregistered staff and the Trainee Assistant 

Practitioners, they would probably assume that the reason they are 

undertaking their student nurse training, and the differences between their 

skills and those of the unregistered and Trainee Assistant Practitioners is that 

they will be allowed to administer medication when they register. These roles 

need strict clarification if the students are to effectively socialise in the health 

care culture.  

3.4.14 Using PBL to understand and overcome clinical boundaries 

Throughout my interviews with the students and registered practitioners we 

discussed the teaching and learning strategy of PBL. The students felt 

comfortable discussing their experiences of PBL, whether or not it was used 

and how they applied its principles in clinical practice. The registered 

practitioner’s interviews concerning this subject were somewhat different. I 

wanted to know whether or not this strategy of learning was helping the 

students to develop their problem solving and questioning skills and if it was 

actually making a difference to the student’s performance while in clinical 

practice. I was also interested to know what knowledge base the registered 

practitioners possessed regarding the new curriculum and PBL.  

3.4.15 Sharing of knowledge 

Power and knowledge are strong analytical concepts that have a long history 

with nursing. Street (1992) argues that clinical nursing is embedded in 
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traditions, historical constructions and a specific nursing culture. The culture 

shapes nurses and is reciprocally shaped by them. She further argues that 

nurses recognise the value of their clinical skills, knowledge, experiences and 

relationships and this aids them in being able to help a patient transform from 

a person of illness to health or from illness to death. The students on the 

wards are attempting to develop their knowledge base and in doing so they 

are trying to understand why they and registered practitioners do what they 

do. When they arrive on the wards the students do feel powerless and have to 

constantly ask staff, which they perceive, hold the power to instruct them. This 

is why the role of the mentor is so important. It is the person the student can 

liaise with at all times and some one who they can turn to, ask questions and 

reflect with in a relatively safe manner as the mentor is there for support. 

One of the mentors undertaking the Level 3, Preparation for Mentorship 

Module discussed the concept of PBL in her interview. She was the only 

practitioner fully to understand this concept, probably due to the module she 

was taking. She believed that PBL had contributed to the changes in the 

students while they were on placement because: 

‘…As far as PBL is concerned it makes them look at the whole picture 
and pull theory and practice together. It makes them realise that they 
have to work together as a group when in school and if one of them 
does not get the information they need then they ruin it for everyone 
else. This is helping them to problem solve when they are on the 
wards’. (Pat; staff nurse and mentor). 
 

The strategy of PBL was viewed to be a concept used in the school and not in 

the clinical environments; it was seen as a purely academic strategy for 

teaching and learning. This may be due to the fact that the school of nursing 

had embraced the concept and while practitioners had participated in the 

curricula planning stage these staff members had been of a senior level. It is 
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therefore questionable as to how effectively these staff members had 

explained the concept to ward staff. Academic staff had run road shows 

explaining the new curriculum to staff and had explained it at mentorship 

study days but the focus had not been on the teaching and learning strategy 

of PBL but rather changes in the length of student placements, role of the 

mentor and role of the practice placement co-ordinator. 

The practitioners did believe that the students were being better prepared for 

their clinical experiences as they did appear to be more questioning and more 

‘hands on’ as they felt the students were receiving more clinical skills training 

prior to going into practice. In reality, the students undertaking the new 

curriculum do not have extra instruction in the performance of clinical skills 

prior to going to their clinical placements than previous students.  

3.4.16 Belonging  

This led me to reflect on the concept of PBL and how the students now 

‘belong’ to their own base group while in school. From the commencement of 

their studies the peer support they have seems to be facilitating them to 

become more confident in their abilities while in the clinical areas. Although 

the students worry about questioning practitioners too often, they have 

demonstrated that they possess the skills to direct their own learning, attain 

the relevant information and then discuss it with their mentor in practice or 

their base group facilitator.  

Indeed, Price (2003) argues that the small study groups assists the students 

to manage the emotional work and to manage their anxieties, as the process 

of collaboration and challenge within the group is believed to be educationally 

beneficial.  He continues to discuss that within the practice areas there are 
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often no right answers, only better solutions and that working within a small 

group helps to develop the ability to construct meanings from the available 

information. This group working in school is providing the students with the 

ability to work effectively in a group in the clinical areas. Despite their limited 

knowledge of the changes the new curriculum was welcomed and thought to 

be beneficial for the training of the students. It is difficult to ascertain exactly 

why the clinical staff believe the students are more effective. It may be that 

the post of practice development co-ordinator has provided the staff with a 

named person who they can contact if they have any questions relating to the 

students. It may also be due to the fact that the students are now working in 

small groups, the base groups, when in school and through this they are 

learning how to work in a group and understand the needs of their peers. 

They then transfer this group working into the clinical areas and learn how to 

work as a part of the ward team.  

Students were eager to learn in the clinical areas. They wanted to become 

proficient in performing their clinical skills and to understand and participate in 

the role of staff nurse. The students believed that the strategy of PBL in the 

school of nursing had prepared them for working in the clinical environments. 

Debbie, a second year student explained that: 

‘When we are looking at triggers in university and then you come out 
into placement you can see how it all fits around the patient, like your 
care management and care delivery domains and you can relate it to 
your patient. You are able to help the patient and know how to find out 
information for them if they ask you a question’. (Debbie; year 2; 
semester 2). 
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3.4.17 Integrating theory and practice using triggers 

Debbie believed that the use of triggers had enabled her to be able to put the 

theory she had learnt into practice. During her trigger work in school, she and 

her group had sought out information to answer the triggers and to feedback 

to her facilitator. This skill was now being used in her placement areas where 

she was able to find information for the patients on her own rather than having 

to ask the registered staff. She also stated that the staff on the Coronary Care 

Unit where she was placed were also using PBL when they were teaching 

her. She described to me how this happened: 

‘When I am working with the staff they ask me questions about the 
patient and the care that is being given. They also ask me why I have 
decided to do things in a certain way; I suppose this is a form of PBL.  I 
then have to explain why the care is being delivered if I don’t know I 
have to go away and find out why. They then ask me again.’ (Debbie; 
year 2; semester 2). 
 

All the students I interviewed told me that they wanted to learn how to be safe 

practitioners and that they would either question the staff if they did not 

understand something or they would seek out the information themselves. 

They considered that PBL had improved their abilities and knowledge 

regarding how to find evidence to support their care interventions.  

3.5 Effective mentors 

3.5.1 Mentorship – being a support for the students? 

The registered practitioners saw the role of the mentor as one of an advisor, a 

teacher and a support for the students. It is important to explain here that not 

all registered practitioners are mentors. To become a mentor the staff must 

either possess the English National Board’s 998, teaching and assessing 

certificate or the Level 3 Preparation for Mentorship module. They must also 
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attend yearly mentorship update sessions to ensure they are aware of any 

changes. In addition, to the mentor role there is the associate mentor. 

Registered staff that undertake this role are a support for the mentor and can 

only mentor students under their supervision. They must attend a day’s study 

session that explains what is expected of them and issues relevant to the 

curriculum. Furthermore, they must have completed their preceptorship period 

and if they sign any of the students’ documentation it must be counter signed 

by the mentor. Students had highlighted that sometimes their mentors were 

on night duty, annual leave or on sick leave during their placements and they, 

therefore, found it difficult to work alongside them. The associate mentor role 

was developed to ensure that the students were able to access some form of 

mentor support during their clinical placements. 

Benner (1984) claims that the professional expertise of a mentor should take 

a number of years and they should be experts and professionals within their 

role. The students themselves saw the role of their mentor as someone in 

whom they could confide, who could teach them clinical skills and who they 

saw as an expert in practice who had a degree of authority within the ward 

team, therefore, they tended to expect their mentor to be an ‘E’ grade or 

above. On the whole the students did not appreciate having the ward 

manager as their mentor as they felt they were too busy with paperwork to be 

able to mentor them effectively.  

3.5.2 Awareness of the curriculum 

All the wards I visited held a copy of the Making a Difference (DoH, 1999a) 

document in their ward office. During the interviews I asked the staff if they 

were aware of the changes in nurse training and what they thought had been 
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the main changes. All the staff, bar one, were aware that nurse training had 

undergone changes but they had not read, in detail, the relevant documents, 

however, some of the staff had attended mentorship study days, which had 

given them an overview of the curriculum and the relevant changes. All the 

staff stated that they believed the main change had been the supernumerary 

status of the students. This was interesting, as the Project 2000 students had 

held supernumerary status as well during their period of training. One mentor 

had been unaware that there had been any changes in nurse education and 

was under the impression that students were still undertaking the Project 

2000 form of training. Following this particular interview I arranged for the 

practice development co-ordinator to visit her and update her on the changes, 

which she accepted. Following the interview this practitioner talked to me for a 

long period of time (I made field notes of these following our discussion) and 

explained that she had been on permanent night duty for a large proportion of 

her career. This night duty, she believed, had left her feeling ‘ignored and 

forgotten about’ by senior staff when educational opportunities arose. She 

said that she had asked on numerous occasions if she could attend study 

sessions but they were always during the day and she could not attend. She 

had also asked if she could undertake a teaching course, so that she could 

help assess the students when they were on night duty. However, her 

requests had been refused. She said that she felt ‘pushed out’ and had 

decided to ‘just get on with the job’. She also explained that as the students 

registered with a diploma or a degree, they were ‘far more qualified than me’ 

and as such she did not believe that her general nursing qualification was 

sufficient to be teaching or mentoring these students. 
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3.5.3 Intra-occupational tensions 

It was quite apparent that this mentor believed there was a boundary between 

her and educational opportunities as she worked nights and that there was a 

boundary between her and the students, due to the level of academic 

qualification that the students would leave university with on registration. Allen 

(2001) has discussed the notion of boundaries in health care in detail. She 

describes the intra-occupational tensions that can be seen on a ward and the 

concept of ‘new nursing’ that were affecting the professional identity of 

practitioners. She argues that because nursing work relies on staff working 

together it becomes too easy for nurses to blame one another for 

contradictions. These observations clearly match how this sister was feeling 

and that her role was being blurred with the inception of students who would 

eventually register with a higher  academic qualification than herself. 

3.5.4 Being an effective mentor 

I asked the mentors what they thought their role as a mentor was and what 

preparation they had undertaken to perform it. In addition I asked the students 

what they thought the role of their mentor was. The replies for the role of the 

mentor were similar in that the majority of the mentors stated that it was 

someone who was able to teach and who could be there to offer the students 

help and advice as necessary. However, the preparation they had received for 

this role varied greatly and the feelings of the staff were often strong and 

somewhat defiant towards the implementation of this role. It is important to 

note that the job descriptions for all registered practitioners include that of 

actively teaching the students and those staff of ‘E’ grade and above are 

expected to act as a student mentor. The students themselves saw the role of 
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their mentor being someone who they could talk to, discuss professional 

issues with and who would guide them through their allocation on the ward 

and perhaps most importantly to them it was the person who would complete 

their practice placement assessment documentation.  

Indeed, Donna a first year student stated: 

‘I have worked with my mentor for nearly every shift and she has 
shown me what to do and the right way of doing it  I have been lucky, 
some students never see their mentors and have to make do with who 
ever is on duty that day.  I mean how will the staff be able to complete 
their placement report properly or how will the student know they are 
doing things properly?’ (Donna; year 1; semester 2). 

 

3.5.5 Worker versus student  

Donna’s statement exemplifies the students’ view of themselves as workers 

while on the wards and to a degree how they model their own behaviour upon 

the mentor with whom they are working. It is not until they reach the 

summative assessment stage of their allocation that they revert back into the 

student nurse role. 

The Making a Difference document (DoH, 1999a) appeared unclear about 

whether nurses were to be trained by apprenticeship or educated in the liberal 

arts tradition. Training was used in the document to refer to the preparation of 

student nurses and stated that all nurses would be trained to broadly the 

same standard and would have the same skills wherever they were trained. 

The priorities included an increased emphasis on practice within the nursing 

programme and a nurse education system that was responsive to the needs 

of the NHS. The document maintained that basic personal care should remain 

a part of the registered nurse’s training including; helping patients to eat and 

drink, access and use toilet facilities, maintain personal hygiene, be 
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comfortable, mobilise as planned as well as performing basic cardio-

pulmonary resuscitation; contributing to raising an awareness of health issues 

and understanding the ethical and moral dimensions of care. Bradshaw 

(2001) argues that as nursing has become more professionalized, and caring 

has become commodified, the vocational ideal has withered. Under the 

vocational model of nursing the nurse did not aim for status, but in the public 

mind was accorded the highest possible esteem because of their altruism. 

Some kind of status rested in the value accorded to the nurse as a bedside 

carer. As the nursing role has changed to meet the requirements of status and 

professionalisation, so the boundaries between the medical and nursing 

professions blurred and it is now probable the unregistered staff rather than 

the registered nurses will perform that personal care for the patient. If this idea 

is followed to its conclusion then we must surmise that the unregistered staff 

will become nurses in all but name, while nurses will not nurse.  

This judgement has in part been realised through my observations of the roles 

of the registered and unregistered staff in the clinical areas. The RCN 

congress in April 2004 saw a resolution tabled and debated regarding the role 

of the registered nurse. It stated; ‘that this meeting of the RCN Congress 

believes that the caring component of nursing should be devolved to health 

care assistants to enable nurses to concentrate on treatment and technical 

nursing’. The resolution was resoundingly defeated with 95% against and 5% 

for. It would seem that registered nurses do want to be involved in the ‘hands 

on’ caring activities but pressures of the ward and the ever changing role of 

their post does not always allow for it to come to fruition. However, this 

resolution was not based on a scientific survey therefore we have to question 
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the validity and authenticity of the results. Jo, a mentor described her mentor 

role as being: 

‘My role is to make them feel part of the team and to show them how 
the ward works and what needs to be done when they are on duty. I 
am also there to be an advocate for them because if they have certain 
educational needs hopefully I will be in a position to facilitate them.’  
(Jo; staff nurse and mentor).  

 
This served to reiterate that students and practitioners believed that theory 

was taught within the classroom and that clinical skills and becoming part of a 

team were taught in the clinical areas. The students believed that an effective 

mentor was one that had shown them around the ward and explained to them 

the routine within the first week of their allocation. Once the students had 

mastered the ward routine they believed that they then understood the 

individual roles of each member of the staff.  

The distinction between theory and practice has arisen with the mentors 

believing that theory is taught in the academic sector and the students 

accepting this idea. The culture of each clinical area is important, many 

students have commented that the wards are busy and therefore accept that 

staff will not always be able to explain rationales behind certain procedures or 

will not have the time to teach the students skills or to aid in the development 

of their knowledge base.  

3.5.6 Preparing the mentors 

Mentors themselves have stated that they recognise a part of their role is to 

teach the students and to help in their quest towards registration, however, 

they too perceive the teaching role as secondary to completing the ward work 

and that they are not allowed sufficient time to perform the mentor role. Many 
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of the mentors saw this role as an added burden to their already busy life in 

the clinical areas of which they had had insufficient training.  

In fact one of the mentors stated that in relation to the training she had 

undertaken for the mentor role: 

‘I don’t think I have had any [training]. I have done my 998 [a course in 
teaching and learning of students], which I suppose comes in handy for 
the mentor role, but at the end of the day I’m only here to show them 
what’s done on the ward I can only give them basic knowledge and 
they do not start to learn until they qualify when they could be on any 
ward.’ (Andrea; ward sister and mentor).  

 

This is interesting as the 998 was a formal teaching and learning qualification 

which was one of the pre-requisites required to undertake the mentorship role. 

Andrea did not appear to understand fully that she possessed the necessary 

qualifications to support the students and indeed did not believe that her role 

was actually one of teaching the students the underpinning knowledge. She 

strongly believed that she was there to show the students what work needed 

to be performed on the ward. During my observations I noted that there were 

many posters in the clinical areas advertising educational and mentorship 

study days for all staff involved with student nurses. I asked the mentors what 

actions they would take if they were unsure as to how to complete the 

documentation. Those who had not attended the study days said they would 

ask the students which they thought was perhaps wrong, as they should be 

au-fait with the paperwork. What was extremely interesting were the 

comments from a couple of the mentors who recognised that they should be 

competent with the paperwork.  

However they did not see why they should have to attend study sessions to 

up-date their knowledge they stated: 
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‘I know we should really know what we are doing with the assessment 
documents but why should I have to go in my own time to learn about 
it? The lecturers from the school should come down the ward and tell 
us what to do. In fact, I think the lecturers should come onto the wards 
more often and teach the students’. (Andrea; ward sister and mentor). 

 

Again I sensed from this remark that registered staff believed that their role 

was to teach the students how to behave in the clinical environment, which 

rules they had to follow to ‘fit in’ with the philosophy of the ward. The 

comments relating to the mentors having to attend study sessions in their own 

time is significant, as the registered staff understood the need to keep 

themselves updated with mentorship issues but believed that their workplace 

should provide them with the time to attend. They did not believe that they 

should have to go to the study sessions in their own time; they believed that 

being a mentor was part of their role and therefore the Trust should allow 

them the time to develop into it. However, the study sessions delivered by the 

Trust and University were during a morning or an afternoon, which is in 

‘works’ time but staff did not attend as they stated that the wards were to busy 

to allow them to leave. This is a difficult situation to overcome and perhaps 

the only solution would be to offer staff financial payment to attend or to offer 

them ‘time back’. 

All but one of the staff nurses had attended the relevant study days prior to 

undertaking the role but they still felt ill prepared for the role. They worried 

about  completing the students’ documentation it in case they ‘got it wrong’. I 

attempted to relieve their anxieties by explaining that that they could not “get it 

wrong” as they were assessing the student’s competence while on their 

placement. All the mentors believed that their knowledge base was  

developed sufficiently to be able to assess the students  that because they 
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had been registered for a number of years they possessed experience that 

could be transferred to the students. 

3.5.7 Student/mentor bond 

The students developed an affinity with their named mentor when they arrived 

on their clinical placements and sometimes found it difficult to form strong 

relationships with other registered members of staff when their mentors were 

not on duty. In addition, they worried that if their mentor did not closely guide 

and explain how to undertake procedures they would not develop the skills 

required of a staff nurse. This was echoed earlier in the interviews by one of 

the ward managers who had expressed a concern that the students were a 

little too reliant upon their mentor and often felt ‘lost’ if they were on a shift 

without them. Maintaining a close relationship with the mentor was beneficial 

to the students as they felt that they had an advisor, confidant and someone 

to who they can turn if they had any questions. However, this may at times be 

to the detriment of them developing their skills as a team player and being 

able to integrate effectively in the clinical teams. The next theme that emerged 

from the data is that of what is a real nurse?  

3.6 Being a real nurse 

The students wanted to learn how to be a ‘real nurse’ when they were in 

clinical practice. They wanted to understand the role of the registered nurse 

and how they could gain the necessary skills to become a safe and competent 

registered practitioner. Both the registered practitioners and the students 

appreciated that the clinical areas allowed the students the opportunities to 

witness the ‘real’ world of nursing, rather than the ‘ideal’, which they alleged 

was being taught in the academic area. The registered practitioners 
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understood the need to ensure that the students worked as part of a team and 

learnt how to prioritise the workloads on a daily basis ensuring that the wards 

were functioning effectively. 

Rebecca explained: 

‘We need to give the students the opportunity to be a part of the team. 
We also need to let them know of the policies and procedures so that 
they understand how to do things. While they are on placement they 
need to know how to be a real nurse and see what really happens on 
the wards, they can learn the ideal in school’. (Rebecca; staff nurse 
and mentor). 
 

During my interviews with the registered practitioners they were all positive 

about the learning opportunities they afforded their students when they were 

on placement. 

One of the students echoed this view of being encouraged to see different 

procedures as long as it did not affect the running of the ward even though the 

students were meant to be supernumerary: 

‘This is the first time I have been allowed to observe a procedure that 
happens off the ward. I have arranged to see a couple before but the 
staff have told me I am not allowed to go because the ward is too busy 
and they need me to help with the washes and getting the patients up.’ 
(Debbie; year 2; semester 2). 

 

Students valued the time they spent with their mentors as they classed this as 

‘learning about real nursing’. They believed that they needed to become 

proficient in learning how to undertake ward rounds, the paper work and liaise 

with other members of the multi-disciplinary team. What interested me about 

this was that the students did not appear to always appreciate the importance 

of acquiring and being proficient in ‘basic nursing care skills.’ However, during 

my observations I noted that the registered staff rarely performed these tasks 

and the students were witnessing a quite marked demarcation of roles.  
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Shils (1961) identifies and discusses the issue of society and how this relates 

to institutions and the cultivation of cultural values. He argues that these 

institutions, that can include hospitals, have an authority, ‘an e lite’, which 

might be either an individual or a group of individuals, loosely or closely 

organised.  Each of these elites makes decisions, sometimes in conjunction 

with other elites and sometimes on their own initiative, with the intention of 

maintaining the organisation, controlling the conduct of its members and 

fulfilling its goals. The decisions made by these elites contain as major 

elements certain general standards of judgment and action, and certain 

concrete values, of which the system as a whole, the society, is one of the 

most pre-eminent. He refers to these values as the ‘central value system’ of 

the society. They are central because of their intimate connexion with what 

the society holds to be sacred; it is also central because it is espoused by the 

ruling authorities of the society.  

He continues to explain that the central value belief system is constituted by 

the values which are pursued and affirmed by the elites of the subsystems 

and of the organisations which are comprised of the subsystems. By their very 

possession of authority, they attribute to themselves an essential affinity with 

the sacred elements of their society, of which they regard themselves as the 

custodians. In relation to the university system he argues that the elites 

practice certain values that that govern intellectual activities.  

With regard to the students valuing the support of their mentors and 

attempting to emulate how they practice as registered practitioners. We could 

argue that this is the students central value system in so far as the clinical 

areas are viewed, by the students, as the society and that the registered 
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practitioners possess the authority to not only ensure the clinical areas are 

safe and efficient but also that the learning needs of the students are 

identified and met. The unregistered staff are a part of the society’s sub-

system who play an important role in maintaining the delivery of nursing care 

but are also working to the authority of the registered practitioners.  

3.6.1 Understanding the staff nurse role 

One of the mentors during my interview with her she stated that: 

‘The students need to work with their mentors to understand the role of 
the staff nurse, it is no good that they work with the auxiliary and do all 
the washes and stuff because that is not what they are here to learn. 
We have a resource room here that I encourage the students to go into 
when I am busy or when the ward is quiet but many of them don’t want 
to and would rather be on the ward’. (Claire; ward sister and mentor).  

 

I asked her why she thought the students would rather be on the ward than in 

the resource room. She answered that she thought it was because the 

students valued their time in the clinical areas, observing practices and being 

with the patients and that they felt they miss out on something interesting if 

they were in the resource room. This exemplifies the importance the students 

place on being able to observe practices while in the clinical areas and being 

offered the opportunity to ‘do real nursing’.  

3.6.2 Kinship 

The importance the students place on working alongside the staff rather than 

spending time in the resource room relates to the notion of kinship. 

Greenhalgh (2000) claims that this sense of kinship is supported by the 

group’s evolution of particular attitudes and behavioural patterns, or norms 

and beliefs systems. The kinds of beliefs system on which a group operates 

are of critical importance and can make a difference between a sterile or even 
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destructive group and a useful one. The evolution of group norms can serve 

as a means of helping some members feel safe. Some norms and belief 

systems have the effect of widening the boundaries of the group. She further 

discusses that these systems help students to discuss problems they may 

have and produces an environment that provides co-operative learning 

methods that enriches the exchange of ideas and experiences and increases 

the motivation for learning.  

Marjorie, a second year student explained to me that: 

‘Working in ICU has been great; I have learnt such a lot and feel a 
valued member of their team. It is a bit like being in our base group. 
They all want to help me learn and they make me work through 
problems and treat all the patients needs, not just the diagnosis’. 
(Marjorie; year 2; semester 2). 

 

The senior nurse for practice development stated that: 

‘The students should be learning by mirroring the registered staff, but it 
is not the registered staff who are delivering the direct basic care, it’s 
the unregistered staff, so there is a dilemma there, if the student works 
alongside the staff nurse they learn about how to co-ordinate a ward, 
run an office, risk management, management and man management 
etc. so to gain the experience of basic nursing care they need to work 
with the support worker who does have the experience to link the 
theory at the bedside with the student. The students themselves begin 
to think that they are being used as a pair of hands because they want 
to be a staff nurse and they see the staff nurse doing something 
different than delivering patient care. I think we are at risk of building a 
culture where nursing is not seen as delivering patient care but is seen 
as being a manager.’ (Senior nurse for practice development). 

 

3.6.3 Transferring skills 

Barrows (1994) argues skills learnt should be transferable and equip the 

students well for the varied clinical situations that may arise in the practice 

element of their courses. Furthermore, Savin-Baden (2000) states that PBL 

should mimic practice in so far as it reflects the collegiate way in which 
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practitioners need to operate, identifying their own and others’ expertise and 

working coherently to solve a problem. We could argue from this that students 

are indeed using the principles of PBL in the clinical areas as they are asking 

the registered practitioners, who they see as the experts, for answers to their 

questions. 

In relation to what they saw as their role, the students stated that when they 

worked with their mentors they learnt how to do the drugs rounds, bleep 

doctors, discontinue intra-venous infusions and other clinical skills but when 

their mentor was not on duty with them they were: 

‘Treated as an auxiliary when my mentor was on nights, I had to help 
with the washes or help to feed patients, I wasn’t doing what nurses do, 
like the dressings and the paperwork, but I’ve stuck with it and now my 
mentor is back things are much better.’ (Jayne; year 3; semester 1). 

 

3.7 Being professional 

3.7.1 Social relations in the clinical areas 

Hogg and Abrahms (1988) demonstrated how the power and status relations 

between groups bear on social identity; the dominant groups in society have 

the power and the status to impose the dominant value system and ideology, 

which serves to legitimate and perpetrate the status quo. Individuals are born 

into this structure, and simply because of their sex, social class or “race”, fall 

into one social group rather than others. By internalisation of the social 

categorizations that define these group memberships, they acquire particular 

social identities that may have positive or negative value. Members of 

dominant and higher status groups gain a positive social identity and high 

self-esteem from group memberships; members of lower status or sub-

ordinate groups have a less positive social identity and lower self-esteem.. If a 
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proportion of individuals believe that membership of the higher status group is 

achievable by individual effort, they will attempt to move upwards into the 

dominant group by these means. However, if individual upward social mobility 

is impossible and members of the low status social groups see boundaries 

between groups as impenetrable, they may adopt collective strategies to 

create a more positive social identity for their group. Tajfel (1978) calls these 

strategies social change. 

3.7.2 Social change 

Tajfel (1978) uses the term social change to include three kinds of activity. 

The first of these is assimilation or merger, which involves the adoption of the 

positive features of the high status group by the low status group who wish to 

join them. The second type is social creativity, whereby the subordinate group 

seeks to create a new and positive image for itself thereby reducing the need 

for comparisons. Finally, rather than seek to compare themselves with the 

superior group, low status groups may seek comparisons with equivalent or 

more subordinate groups to themselves in order to enhance their social 

identity.  

Attempts to exert social influence can take on a number of forms. Conformity 

occurs in situations where individuals yield to group pressure without direct 

requests to do so. Compliance is a more direct form of social influence. It 

occurs in circumstances where people will alter their behaviour in response to 

a direct request to do so. Obedience involves commands, rather than 

requests and modelling takes place in situations where behaviour is changed 

through the observation of the actions of some one else (Niven, 2000).  
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This theory of social identity can be related to the performance of students in 

clinical practice who want to manifest and learn the skills of registered 

practitioners and not those of the unregistered staff. The students perceive 

the registered group of staff to be the ‘higher status group’ which they wish to 

emulate and the unregistered staff to be the ‘lower status group’ that is not 

their role during their training period in clinical practice. This can be linked to 

conformity where the students are changing their behaviour despite not 

having been asked to. There are two explanations for conforming to group 

pressure. The first is normative social influence and states that one reason 

why individuals conform is because they do not want to cause problems by 

openly disagreeing. The second explanation is that of informational social 

influence. Niven (2000) offers the example that if all the people in front of you 

have answered in a way that disconfirms your opinion, you start to question 

your ability to make correct responses.   

The concept of obedience in social influence relates to the role of the student 

nurse in clinical practice. The students ‘obey’ the commands from the 

authoritarian figures of their mentors and the registered practitioners in order 

to successfully complete their placement. If they ‘disobey’ then they believe 

they will be punished through an unsuccessful practice placement 

assessment.   

In fact, during the interviews, the students actively challenged the merits and 

advantages of them working alongside the unregistered staff. Joanna stated 

that:  

Different members of staff expect different things……………….I’m here 
to learn and not just to do tasks Some people expect you just to act like 
you are an NA rather than a student learning to become a nurse and 
sometimes when you are doing nursing things you get other people 
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thinking you should go and clean that patient. (Joanna; year2; 
semester 1). 
 

This may be referred to as social competition. The students are challenging 

the basis of the status hierarchy and are seeking to change the relative power 

and status of the groups by active or passive resistance. In addition, the 

paradox of professionalism within nursing has seen the concept of ‘higher 

status’ work being highlighted as a recruitment initiative rather than promoting 

the values of administering basic nursing care. This may be exemplified from 

registered practitioner’s job descriptions that states they will be expected to 

‘enhance’ their roles, i.e. perform cannulation and venepuncture. Indeed, the 

students observe the registered practitioners enhancing their roles and 

through their individual efforts, of undertaking clinical skills effectively, they 

are attempting to move up into this higher status group.  

3.7.3 Developing professionalism 

The students mentioned, when interviewed, how they taught and helped more 

junior students; this may be viewed as the students attempting to compare 

themselves with equivalent or more subordinate groups in order to enhance 

their own social identity.  Julie was discussing her role as a student and how 

her role had changed over the last two years. She explained that  

‘Well now I’m in the third year I feel that I can teach the first years and 
share with them what I know…………it makes me realise that I have 
learnt things over the past two years…………I am a senior student now 
and the first years really don’t know anything!’ (Julie; year 3; 
semester1).  

 

The vision of the bedside nurse who cares for all the basic needs of the frail 

and elderly person has been replaced by a ‘professional,’ whose role it is to 

define, plan and evaluate patient needs while the unregistered member of 
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staff implements the care required. This has to some degree been promoted 

by the changes in nurse education and the move from ‘traditional’ hospital 

based schools of nursing into universities. As the students progress through 

their nurse training they perceive themselves to be developing into the 

registered nurse role and therefore becoming a ‘real nurse’ and becoming 

professional. 

Throughout the interviews and observation periods the students had viewed 

the administration of ‘basic nursing care’ as an unregistered member of staff’s 

role. In fact, when they had been asked to undertake these roles they 

believed that the registered practitioners were using them as ‘a pair of hands’ 

rather than treating them as learners. Some of the registered practitioners, 

during the interviews also stated that they did not believe the students should 

be carrying out this role because they were not learning anything from it. 

During my discussions with Claire she explained: 

We have to be careful not to use the students its easy to say can you 
just go and do the obs………………….we should be teaching them 
why they are doing things and questioning them (the students)……not 
just using them as a pair of hands and to work with the N/A’s when we 
are busy’. (Claire; ward sister and mentor).  

 
3.7.4 Observing professionalism 

My observations took place on eight different wards. On duty each day were 

varying numbers of registered and unregistered staff as well as students. All 

the wards except Intensive Care and the Coronary Care Unit were split into 

bays, with a registered and unregistered member of staff in each bay and the 

student working alongside their mentor, if they were on duty. Intensive Care 

and Coronary Care were open plan units and the staff were allocated 

individual patients, up to a maximum of two each, again the student was 
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working alongside their mentor (during this stage of the analysis these will be 

referred to as units not wards). In the two units the student was always 

working with a registered member of staff, probably as the ratio of registered 

staff was relatively higher than on the general wards. My first observation, 

from the early shift (commencing at 7:30am), on all the wards was that the 

unregistered member of staff assisted the patients to either sit up or out of 

bed for their meals and served the meals to the patients. The registered nurse 

undertook the medicine round. The student in all cases assisted in helping the 

patients with their personal hygiene and nutritional needs. Following the 

medicine round the registered nurses spent a proportion of the morning 

answering telephone calls, making telephone calls and carrying out the 

doctor’s ward round. 

Noticeably, on three of the wards there were two students on the same shift 

and inevitably they worked together. It was heartening to note that when they 

approached any patient they wished them good morning and explained what 

they were going to do and attained the patient’s permission for the nursing 

care intervention prior to proceeding with anything. I do not believe that they 

did this because I was observing them as this was maintained when the 

students were behind the curtains with the patient.  

The staff nurses did communicate with the students on all the wards normally 

asking them how well they were progressing with the hygiene needs of the 

patients, however, on all but one of the wards the students were not invited to 

assist with the medicine rounds or join the medical ward rounds. 

 I asked one of the second year students what she thought her role was 

during the shift I had been observing and she replied: 
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‘Well for me to work alongside the staff nurse and do their role. So I try 
and do the drugs, take bloods, give I.V.s, but obviously I have to have 
them checked because I am not registered. I normally do the same as 
my mentor like admissions, discharges, assessing the patients, doing 
the care plans and the obs. This morning, though it’s been busy so I’ve 
had to help with the auxiliary work’. (Joanna; year 2; semester 1). 

 

Field note: I have noticed that Joanna’s mentor has been asking her to 
assist with the medicine round. Joanna has been reading from the 
prescription sheet, placing the medicines in pots and administering 
them to the patients. The staff nurse has been nodding approval and 
has been congratulating Joanna on carrying out the procedure. The 
staff nurse has not asked Joanna any questions so I presume that she 
understands the medication she is administering. I must ask later how 
the students learn about the drugs, contra-indications etc. 
 

Registered practitioners on the ophthalmic ward approached the students 

quite differently and they were invited to observe a number of procedures, 

assist with the medicine round and they were actively encouraged to contact 

the medical staff and other members of the multi-disciplinary team to ask 

them to visit patients. This may have been because the majority of the 

patients were self-caring and the priority of the ward was not to ensure that all 

patients had been assisted with their hygiene needs and helped out of bed as 

appropriate but to administer specific ophthalmic care. The first year students 

described their role on the ophthalmic ward as: 

‘We help the nurses do all the admitting and discharging. The 
auxiliaries here are really good and don’t leave everything to you to do. 
The staff here are very student orientated and make sure we see all 
aspects of the patients care. They are interested in students and they 
know about the forms we have to fill in for Uni.’ (Sarah and Margaret; 
year 1; semester 1). 

 

What is probably the most noticeable feature about her comments is that she 

has drawn quite a distinction between the roles of the registered nurses and 

the unregistered staff, in that she was impressed that the unregistered staff 

did not expect the students to undertake what they viewed was their own 
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roles. Therefore, even as early as the first year of training the students are 

formulating very definite views of what the various roles are of the ward team 

and that the role of the student is to learn to be a staff nurse and not an 

unregistered member of staff. 

3.7.5 Changing boundaries of being professional 

The students had been challenged by their perceptions of the roles of the 

registered and unregistered staff and indeed their own role while in clinical 

practice. The role of the registered practitioner continues to change with the 

changing needs of the health service. Registered staff ‘take on’ the traditional 

roles of medical staff and enhance their own roles in an attempt to offer 

holistic care to the patient, but in doing so blur the boundaries of their own 

profession.  This division of labour is by no means new to this study.  

3.7.6 Division of labour 

During the interviews and observation periods I noticed a marked division of 

labour between the registered and unregistered staff. Allen and Hughes 

(2002) studied this division of labour and remarked that, even when the 

nurses and support staff worked together washing patients and preparing 

breakfasts they tended to different patients. Nurses would stay in the ward 

areas, from where their skills could be utilised if needed, whereas the support 

staff would work in the bathrooms. These arrangements, she argues, afford 

the support workers considerable freedom in the performance of patient care. 

Although the unregistered staff do not possess a formal qualification to 

undertake mentoring duties, they do appreciate the principles of administering 

basic care needs. They have learnt this either from undertaking the NVQ 

courses or being instructed by the registered staff. This would lead us to 
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believe that they are the most appropriate group of staff to teach the students 

these skills. We should also remember that there is always a registered 

practitioner on duty and, in principle the unregistered staff are always 

supervised, albeit from a distance.  

The more senior students, normally third years, felt that they were being used 

as ‘a pair of hands’ when they worked with these staff members. Indeed, 

Donna, a first year student stated that: 

‘I have learnt loads from the health care assistants. I have never 
worked in a hospital before and did not know anything. They [the health 
care assistants] have taught me how to bed bath and get patients up in 
the morning’. (Donna; year 1; semester 1). 

 

Whereas, Julie, a third year student, explained: 

‘I don’t mind helping the health care assistants but I should not be 
working with them every day, I don’t learn anything from them. How am 
I meant to know how to admit and discharge people and things like the 
paperwork if I am with them all day?’ (Julie; year 3; semester 1). 

 

Freidson (1970, p.63) discussed ‘the dilemmas of nursing’ and argued that 

leaders of nursing had become concerned that nursing should not be a 

dilution of medicine nor an accreditation of the functions medicine had 

sloughed off. He maintained that in order to gain autonomy and 

professionalism, occupations had to be able to operate outside the walls of 

organisations especially organised institutions such as clinics and hospitals. 

The nurse, he believed, seemed fated to remain subject to doctor’s orders in 

part because of the fact their work is largely carried out within a hospital 

environment. He continues that nursing is required to become a part of an 

organisation, within the hospital or out in the community, and as such 
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depends upon doctor’s orders and requirements to delineate which tasks 

belong to nursing and which do not.  

Interestingly Freidson (1970, p.57) asserted that in order for nurses to obtain 

semi-professional status, they need to become a part of the subordinate 

paramedical division of labour, and so handicap their chance for subsequent 

professional status.  He concluded that ‘legally and otherwise the physician’s 

right to diagnose, cut and prescribe is the centre around which the work of 

many other occupations swings, and the physician’s authority and 

responsibility in that constellation of work are primary’. This remains true 

today of the medical profession. The consultants lead the patients care and 

nurses and other professions allied to medicine are required to follow the 

medical orders when delivering their aspects of care. Nursing will therefore 

find it extremely difficult to ever attain total autonomy. It is this dichotomy that 

the students have witnessed while in clinical practice and what makes it so 

difficult for them to understand not only the role of the registered practitioner 

but also how they are to become true professionals when registered. The 

question that needs to be addressed is can nursing ever be a profession in its 

own right or is all it can truly try to achieve is that if being a ‘semi-profession?’ 

These questions led to all the participants discussing how they reflect upon 

their own roles and experiences from the clinical areas.  

3.7 Reflecting In Practice 

3.7.1 Students reflecting 

When the students are in school they are encouraged to reflect upon their 

experiences from the clinical areas, with an integral part of the practical 

assessment process, being the development of a learning diary through 
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reflection. Boud et al (1985) suggest that the outcomes of reflection may be 

both cognitive and affective in nature, and that reflective learning may also 

lead to changes in attitudes, values and behaviour. This is an important 

concept for the students in the practice areas. They attend their placements to 

learn how to link theory to practice, develop their own knowledge base and 

how to integrate into a ward team. The effective use of reflection helps them 

to link together all the pieces of the jigsaw. Duke and Appleton (2000) agree 

that the use of reflective practice can assist practitioners to share knowledge 

they have gained and connect the theory to practice.  

When questioned about the use of reflection in the clinical areas the students, 

on the whole, agreed that there was someone on the wards they could reflect 

with if required. The people who they approached for their reflective activities 

were both registered and unregistered staff. This was interesting, as the 

students were happy to reflect with an unregistered member of staff, but at 

times felt quite aggrieved when asked to work alongside them for a period of 

time. This demonstrated to me that the students appreciated and respected 

the experiences of the unregistered staff; it was the lower academic level of 

the unregistered staff that the students felt did not benefit the development of 

their own academic capabilities.  

I asked the students with whom they reflected while they were on their 

placements. The students explained that, on the whole, the person whom they 

been working alongside when an incident occurred. For example, following 

the death of a patient one of the students had talked to the unregistered staff 

member about the situation, as she had performed last offices with her. I 

asked her why she had not discussed it with her mentor she said:  



 189 

‘Because I was with the health care assistant at the time …………….. 
She made me feel better so I didn’t need to talk to my mentor about it’. 
(Maria; year 2; semester 1). 

 

If an event happened that related to performing certain nursing procedures 

the students would wait until they returned to the school of nursing and 

discuss the event with their personal tutor. This would normally be in the form 

of a significant event or as a discussion surrounding their learning diary 

entries. This usually regarded an incident involving clinical skills for example, 

the changing of a wound dressing.  

3.7.2 Reality of reflecting in practice 

Karen, a third year student, reflected upon an event when she had been 

asked to change a wound dressing with a staff nurse. They had approached 

the patient with the dressing pack and the procedure was carried out at the 

patient’s bedside, without a dressing trolley. Karen explained that when she 

had undergone the same procedure with the ward sister previously they had 

set up a dressing trolley and performed the procedure ‘properly’. The staff 

nurse had informed her that her way was the quickest way but when she had 

been working with the sister she had in fact carried it out following the written 

guidelines. A dressing trolley is accepted to be the cleanest way to undertake 

a dressing change at the bedside as it provides a clean area onto which the 

staff may place the necessary equipment to perform the procedure. However, 

if the nurse were to clean, for example, the bed table prior to commencing the 

procedure then this would be acceptable, this is supported by Jamieson, 

McCall and Whyte (2003). She did not feel that she could reflect on this 

situation with the ward staff, as she did not want to get any one in trouble. 

Indeed she did not believe that she possessed the authority to question the 
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staff nurse or to discuss the situation with the ward sister; therefore, she said 

that she told her personal tutor who would then inform the link tutor for the 

ward. This portrays that the students do not feel they are regarded as equals 

nor have the power to fully question in practice. These concepts will be 

discussed in more detail in the next chapter.  

3.7.3 With whom should I reflect? 

Reflection in practice is ongoing for the students and they all appreciate the 

importance of reflecting to improve their own practice however the problem 

they face is with whom they should reflect. Schön (1983) claims that to nurse, 

reflective practice is essential and describes three aspects: knowing-in-action, 

reflecting-in-action and reflection-in-practice. Knowing-in-action relates to 

nurses recognising a certain phenomena but not being able to give a 

complete description of them. Reflection-in-action and reflection-in-practice 

tend to occur together where the process of reflection-in-practice is not time 

limited and may happen immediately or a few hours or days later. Reflection-

in-action requires the nurse to listen and communicate and to create 

openness to know and receive. Students must feel comfortable to reflect in 

practice with their mentor or another member of the ward team if they are to 

develop their skills and confidence. Being able to reflect critically upon their 

own actions and indeed actions of others will allow them the opportunity to be 

able to question practices and to make a difference to the care that they plan, 

implement and evaluate both as a student and as registered practitioner.  

3.7.4 Learning through reflection 

Eraut (1994) discusses the concept of process knowledge defining it as 

knowing how to conduct various processes that contribute to professional 
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action. Including knowing how to access and make good use of propositional 

knowledge. He claims that when people are asked to describe what 

professionals do or to examine the nature of professional action, the result will 

be a list of processes. Indeed, the quality of professional performance largely 

depends on the manner in which such processes are conducted and that all 

professional processes make use of propositional knowledge. He does clarify 

that the knowing how cannot be reduced to knowing that as described by Ryle 

(1949).  

What is interesting here though is that many of the students when interviewed 

based their knowledge upon the actions they have observed within the clinical 

areas and what actions the practitioners have undertaken to deal with a 

variety of situations. The students themselves when questioned about their 

knowledge base would describe a list of processes they witnessed.  

Mary, a first year student, stated: 

‘Whenever I am not sure of how to do a clinical skill I ask one of the 
staff nurses to show me what to do and then I watch what they do. 
After that I can do it on my own because I know that they have done it 
right’. (Mary; year 1; semester 2). 

 

When I asked her what evidence they based their actions on and whether or 

not she questioned their actions during the procedure she answered: 

‘They have been doing these things for years so they know what to do, 
they have the experience that I don’t have at the moment, but if I need 
to know anything technical I will look it up in a book when I get home or 
ask my tutor when I get back into school’. (Mary; year 1; semester 2). 

 

This clearly highlights that the students consider that experience forms a 

sound knowledge base of how to undertake procedures. They do realise that 
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practitioners may not always be able to offer the rationale underpinning the 

procedure and that they may need to seek out this information for themselves.  

3.7.5 Developing knowledge using reflection  

The students often found difficulty explaining what they understood by the 

term caring. Many felt that the basic nursing care skills delivered by the 

unregistered staff were indicative of caring. Whereas, the registered 

practitioners were perceived to be less caring, as their role was not primarily 

to undertake these skills but also to assess, plan and evaluate the care 

administered while liaising with other members of the multi-disciplinary team. 

Karen, a second year student, reflected with me regarding her knowledge and 

experiences of caring in the clinical areas: 

‘When I was in my first year I learnt how to care for a patient ‘cos I 
worked with the NA’s. Now I am in my second year I am learning how 
to do ward rounds, the medicine rounds and referrals like the staff 
nurses do’. (Karen; year 2; semester 2). 

 

I asked her if she thought the registered staff were caring she replied: 

‘Yes, but they do not have the time to do all the hands on care so they 
have to delegate these duties to the NA’s. They need to make sure the 
ward is running safely’. (Karen; year 2; semester 2). 

 

She believed, on reflection, that the registered staff were as caring as the 

unregistered but due to the priorities on the ward they had to delegate the 

‘basic caring aspect’ of nursing to the unregistered staff members.  

3.7.6 Acquiring information 

Eraut (1994, pg.108) argues that an efficient and effective approach to the 

acquisition of information requires at least four types of knowledge, those 

being: 

1. An existing knowledge base in the area concerned. 
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2. Some kind of conceptual framework to guide one’s inquiry. 

3. Skills in collecting information. 

4. Skills in interpreting information.  

He claims that these may be characterized as a combination of appropriate 

propositional knowledge and the ability to select and implement appropriate 

methods of inquiry. However none of these methods of inquiry may be 

learned from propositional knowledge alone and the knowing how is as 

important as the knowing that. The student nurses are all taught a variety of 

skills in collecting and interpreting information in addition to being given the 

underpinning theory prior to going on their placements. The conceptual 

framework that they are using at the moment is that of problem based 

learning. This encourages them to question when in practice but also if they 

come across a problem to attempt to find the answer themselves through a 

process of identifying the problem and attaining the knowledge and 

information they require to solve the problem effectively.   

There are times that the students may not be allowed the time to seek out the 

appropriate information on which to reflect, for example, in the case of a 

cardiac arrest. Here they will have to reflect following the incident with 

someone who experienced the situation with them. This is known as 

‘deliberative interpretation’ where there is time for thought and discussion. 

Benner (1984) suggests that experienced professionals learn to detect 

changes in a familiar person or situation. This is particularly important in 

nursing where intuitive detection of a change in a patient’s condition often 

precedes more dramatic events or alerts nurses to the need for other sources 

of information. This capability, she claims, appears to be experientially 
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developed and that there may be a significant role for tutors in accelerating 

the learning process. It depends upon the continuity of contact with the patient 

on how the nursing care is organised and not just the recorded evidence and 

research that suggests this is the correct way to deliver care. Students 

reflected upon this phenomenon and hoped that when they became 

registered practitioners they to would be able to make instantaneous 

decisions regarding a patient’s condition, as they would possess the 

experience to guide them in their decision-making. The importance placed 

upon experiential learning by the students exemplifies how they are 

attempting to integrate theory into practice and to develop their own 

understanding of the rationales for undertaking certain procedures.  

3.7.7 Experiential learning 

The discussions of experiential learning highlighted the different thought 

patterns of those students who had been working as unregistered staff 

members prior to the training programme and those who had entered nurse 

training with little or no health care experience. The students who possessed 

prior knowledge had pre-conceived ideas of what they should be learning on 

their clinical placements and during their reflections they felt that they were 

being ‘treated as a health care assistant rather than as a student’.  

Julie, a second year student, who had been an unregistered staff member 

prior to undertaking her training, stated: 

‘I feel that I am being treated as an auxiliary. I know how to do the 
basic cares. I should be being taught how to do real nursing, like the 
drugs and ward rounds’. (Julie; year 2; semester 2). 

 

The first year students who possessed little or no health care experience felt 

that being involved in planning and administering the ‘basic care’ was learning 
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how to be a nurse and that they could learn a lot about interpersonal and 

communication skills from performing the ‘basic’ care such as bed bathing a 

patient. The students with some prior knowledge did not seem to appreciate 

the importance of this and saw the procedure of bed bathing as a task rather 

than an opportunity to communicate with the patient.  

3.7.8 Propositional, practical and experiential knowledge 

Brew (2002) describes two conceptions of knowledge that may be applied to 

this situation. That of ‘propositional knowledge’, which is knowing as a 

quantity and could be claims to facts or truths that are added to the store of 

knowledge. The second being, ‘practical and experiential knowledge’, where 

the students know the event or thing from prior experiences. These two types 

of knowledge are also described by Benner (1984, p.97) and have been 

discussed earlier in this chapter. Therefore, they already have a process of 

learning from their previous jobs. She further claims that there is an 

assumption that the accumulation of experiences leads to or parallels with the 

accumulation of knowledge. This in itself may cause problems for the learner 

as they may use this prior knowledge as an avoidance to further develop their 

knowledge and that they may use inadequate criteria for checking the 

accuracy of their own knowledge base. She continues to discuss that the 

process of learning is a continual journey and the highest point of knowing is 

not knowing, in which lies the paradox of learning from experience. Students 

who did have health care experience often reflected that practitioners did not 

appreciate what they already knew and often did not help them develop their 

established knowledge base.  

Donna explained: 
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‘The staff know that I used to be an auxiliary and they tend to leave me 
to do that role ………………………………. Perhaps it is my own fault 
sometimes because I can see what needs doing on the ward and just 
do it forgetting that I am a student now’. (Donna; year 1; semester 2). 

 

So prior experience may sometimes be detrimental to the learning needs of 

the student. Some of the students found it particularly difficult to make the 

transition from an unregistered member of staff to a student nurse especially if 

they had been seconded onto the Diploma programme from the Trust in which 

they were undertaking their training. From my observations and interview 

data, encouraging all students to reflect, regardless of their backgrounds, is 

vitally important if these people are to be able to fulfil their student nurse role 

and to enable them to become effective registered practitioners in the future. 

3.8 Conclusion 

The data collection and data analysis processes were both interesting and 

illuminating. I had entered the fieldwork stage believing that everyone would 

know about the new curriculum and the strategy of PBL and that there would 

be an air of excitement amongst the staff in having the opportunity to share 

their experiences. What actually transpired was that many registered staff 

were aware of the changes but did not fully understand how nurse education 

had changed. The students were willing to share their experiences and 

wanted their voices and opinions to be heard and shared.  

The only interviewee that ‘gave me’ the answers I had been expecting was 

the senior nurse for practice development. This may have been for a variety of 

reasons. He had been part of the curriculum planning team and been involved 

with the development and implementation of the new curriculum from its 

inception. The staff in the clinical areas had been informed of the changes, 
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via, briefing sessions and study sessions but many of them had not attended, 

due to pressures of work. Many of the staff had stated that they did not see 

the relevance of attending for their own practice.  

The second aspect that was interesting from the analysis is that the students 

are still being judged on their level of competency by the amount of clinical 

skills they can undertake successfully without supervision. Melia (1987) in her 

work, discussed learning and working in the clinical areas and this thesis 

supports many of her findings, suggesting that clinical staffs’ attitudes have 

changed very little over the last 25 years.  

The overwhelming conclusions are those of the importance placed on clinical 

skills acquisition and the role of the registered practitioner. Many students 

alluded to the issue that they felt they were being trained to become health 

care assistants when they had been asked to carry out ‘basic nursing care’ 

duties. They had perceived these tasks to be the role of unregistered staff and 

not of a registered practitioner that they were expecting to become at the end 

of their programme 

Nurses need to be aware of all aspects of the patients care but also need to 

understand how to make decisions, how to solve problems and the 

underpinning rationales for performing their care needs. There appears to a 

blurring of the boundaries of each role at the moment. Health care assistants 

are now undertaking training for their own roles i.e. National Vocational 

Qualifications that allows them to take more of an active role in the 

implementation of patient care and to some degree a role in the planning and 

evaluation of the care as well.  
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The main discussion throughout this chapter has surrounded the experiences 

of students in undertaking their clinical role.  I have argued that students find it 

difficult to understand what is expected of them when they enter the clinical 

areas and as such they rely upon their mentor to direct them. In addition the 

students observe practices in the clinical areas and watch who is undertaking 

various care interventions. As such they become confused as to the role of 

the registered practitioner when they see the unregistered staff implementing 

the basic nursing care skills which leads them to believe that this is not one of 

their roles as a student. Yet the teaching and learning strategy of PBL should 

be promoting critical thinking and problem solving skills in the students, thus 

allowing them the opportunity to understand the division of labour in the 

clinical areas. The research questions that I had set out to answer in this 

thesis were about the effect of PBL on students in relation to the theory – 

practice gap and how it might have helped them to learn differently in practice.   

In part these issues have both been explored with the importance of clinical 

skills development being identified as the underlying factor that enables 

students to socialise into their clinical role. However the importance of 

students learning to be a ‘real nurse’ has become the focus of the discussions 

and there’s no denying that the realities of qualitative research led to me, as 

others before me, to refocus my analysis on the students’ experiences of 

preparing to adapt to ‘real nursing’ on qualification.  The analysis of the data 

has examined and established the boundaries that the students have to 

overcome to facilitate them to achieve this goal.   
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I found some limited, but encouraging evidence of my hunch that the the use 

of PBL as the main teaching and learning strategy used within the school of 

nursing has encouraged the students to become more questioning while in 

clinical practice but has also given them the confidence to seek out 

information for themselves from books, journals and the internet as well as 

discussing issues with their mentors and other members of the ward team. 

This has helped them to be able to link the theory learnt to the practices they 

are involved with. Yet it must be remembered that there is still reluctance for 

students to question excessively as they believe that the staff will look on 

them unfavourably and think that they are not progressing in line with the 

curricula outcomes. The importance of receiving a positive and successful 

practice placement assessment prevents the students from questioning 

practices that may be out dated or ritualistic. The students would rather wait 

and ask questions in the safe environment of the school where their 

assessment will not be affected.    

The art of reflection also allows them an opportunity to link theory to practice 

but as I discussed this is an area that is not utilised to its full potential and 

some students did not feel comfortable engaging in reflective practice with 

staff from the clinical areas. The fact that students are now taught in small 

groups while in school appears to develop their interpersonal and 

communication skills that they can transfer into the clinical areas.  

Positively though, the registered staff all commented how much better 

prepared the students were for their clinical experiences stating how well they 

fitted into the ward team and that the students wanted to learn and be 
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involved in ‘hands on’ work. On the whole the students interviewed were all 

positive regarding their experiences.  

The introduction of the practice development co-ordinator was perceived to be 

a positive addition to the team. She was viewed to be the link between theory 

and practice that had, at times, been missing from previous curricula and she 

provided additional impartial support to the students. The continued 

importance of developing the mentor role as stated in the Making A Difference 

(DoH, 1999a) and Fitness for Practice (UKCC, 1999) documents were viewed 

as positive developments by the students who relied upon mentor support to 

guide and develop them throughout their training programme.  

Socialisation issues of has been highlighted as an important factor in students 

learning to be a real nurse and being able to fit into the team. Registered staff 

and the students use the ability to undertake clinical skills in an effective and 

efficient manner while on clinical placement as a level of their competency. I 

would therefore argue that to a point the various teaching and learning 

strategies used within schools of nursing makes little impact on the registered 

practitioners’ assessment of students’ competencies in the clinical areas. The 

registered practitioners do not always value the importance of students 

understanding the underpinning knowledge to support their interventions, but 

rather, they value the students’ abilities to be able to undertake wound 

dressings, observations of the patients, medicine rounds and caring for IVI’s. 

The next chapter will discuss and explore the boundaries of professionalism, 

culture, power and equality concepts that have arisen during the data 

analysis.  
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Chapter Four 
Exploring the boundaries of professionalism, culture, power and 

equality 
 

The implementation of the Making a Difference recommendations (DoH, 

1999a) and the strategy of PBL were designed to enhance the students’ 

questioning abilities; their ability to be able to link theory to practice; the ability 

to understand and apply research and evidence into their own practice and to 

become independent life long learners. Integral to these are the concepts of 

professionalism, culture, power and equality that impinge upon the students’ 

abilities to be able to develop into their clinical role. The ensuing chapter will 

investigate the perceived power relations, inequalities, issues of culture and 

the notion that nursing is a profession. The discussion will examine the new 

curriculum and the strategy of PBL to establish if it assists students to 

overcome these inequalities and to illuminate the power relations in the 

clinical areas. It will progress to examine the strategy of PBL ascertaining the 

extent to which it has actually achieved its aims, which are to improve the 

students’ understanding of their role and to aid in their development towards 

professionally registered practitioners. Furthermore, as nursing continues to 

strive to be recognised as a profession within its own right the concept of 

professionalism and how this impacts on the student nurse role will be 

investigated. 

4.1 Professionalism  

As discussed in the previous chapter the students were confused as to the 

role of the registered practitioner. The changing role of the nurse had led to 

discussions surrounding how they ‘fitted into’ the team and how they 

perceived their role. The changes implemented through the new curriculum 
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had attempted to prepare them for their careers yet an element of confusion 

still remained. 

Through the educational programmes, nursing needs to be promoted as a 

discipline that possesses a body of knowledge making it distinct from other 

health care groups. The concept of a discipline maybe defined as: ‘a field of 

study with a distinct theoretical body of knowledge within defined boundaries 

whose purpose is to guide the pursuit, development and dissemination of 

knowledge’ (Johnson and Webber, 2001, p.222). In fact Deans et al (2003) 

undertook a study of nurse education and the expectations of nurse 

academics for the year 2008. They concluded, from analysis of the data 

generated from their study, that nursing was unlikely to be considered as a 

discipline by the year 2008 and that the status of nursing as a profession 

would not be recognised by that time either. Furthermore, they predicted that 

the research assessment exercises would cause nurse academics to prioritise 

their research above teaching; curricula would be driven by national workforce 

priorities rather than academic standards and that universities would find it 

difficult to recruit suitably registered and experienced nurse academics. This 

in turn could lead to negative implications for the disciplinary development of 

nursing.  

Prospective students who wish to undertake a nursing programme now attend 

university and will exit following a three-year programme with either a degree 

or diploma in nursing, dependent on which course they apply to, and are 

successfully accepted for. The move from hospital to university-based 

education may well be one of the reasons for the changing role of the 

registered practitioner as discussed in chapter one.  
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Henderson (1966) described nursing as being primarily to assist an individual 

in the performance of those activities contributing to health, or its necessary 

recovery that they would perform unaided if they had the necessary strength, 

will or knowledge. It is noteworthy that Henderson in this description states 

the word ‘nursing’, rather than specifically saying the role of the registered 

nurse.  

The role of the registered practitioner has been constantly changing since the 

British nurse education system commenced at St. Thomas’s Hospital in 1860. 

This in turn has led to a change in the skills and knowledge base required by 

student nurses to become practitioners that are ‘fit for practice’ and ‘fit for 

purpose.’ However, these changes have at times caused a degree of 

confusion for students in fully understanding their role and what will be 

expected of them on registration. Indeed, this wish for nursing to be 

recognised as a profession has led to an expansion of boundaries for the 

registered nurse in the clinical areas, with at times, these boundaries 

becoming a blur as to what their role is and what the role of the junior medical 

staff is.  

Over the years nurses have taken on roles that were previously undertaken 

by the medical staff and following appraisals of job roles these duties have 

changed. Indeed, Hughes (1984) recognised the division of labour and argued 

that it was due to changes in macro-sociological and micro-sociological 

factors stating that one of the ways an occupation could attempt to increase 

its status was by taking on work that was accorded a higher social value. This 

would appear to be what nursing has been attempting to achieve in its bid to 

be recognised as a profession by taking on the work of junior medical staff. 
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The importance of developing nursing into a profession has led to a greater 

emphasis on the issues of power, equality and culture in the clinical areas. 

Prior to discussing these issues the elements that constitute a profession will 

be considered.  

4.1.1 Issues of professionalism 

The definition of a profession and the wish for nursing to be recognised as 

one has been a source of great debate. Johnson and Webber (2001, p.217) 

offer the following as a definition:  

‘A profession is a vocation or occupation that requires specialised 
knowledge, skill, and methods based on research and is taught in an 
institution of higher education. A profession advocates high ethical 
standards of its members and engages in expanding its body of 
knowledge. Members of a profession function autonomously, are 
committed to advanced study and are motivated by service to society.’ 

 

They have based their definition on Pavalko’s (1971) dimensions of a 

profession that stated a profession would have:  

• An educational period 

• Elements of self motivation 

• A theoretical framework 

• Professional practice based on a theoretical framework 

• Training 

• A code of ethics 

• Commitment to life long learning 

• Relevance to social values 

• Members in control of the profession 

In this section I will discuss in detail the concept of a profession and argue 

that nursing is striving to be recognised as one but has not ultimately 
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achieved that aim as yet. It is important to note here that whether or not 

nursing ever becomes a profession will make little difference to the public, as 

they will still receive the same type of care they have always received. 

Although nursing has moved into higher education and is eager to expand its 

body of knowledge, it may be argued that it has not yet reached total 

professionalism. Indeed Kloss (1988) argued that nurses as a profession 

place considerable emphasis on formal training and hold that a nurse is not 

competent to perform a task which they have not been specifically trained to 

do, unlike most other professions, which recognise training acquired through 

practical experience.  

Nurses themselves do not reach complete autonomy in their practices as they 

often rely on policies, procedures, medical orders and direction from the 

managerial hierarchy.  

4.1.2 Boundaries 

Witz (1992) believed that in relation to nursing, medicine was the dominant 

group and nursing was the subordinate group, with the medical staff 

possessing the power to demarcate responsibilities. She further argues that 

this demarcation is present between nurses themselves, who exclude more 

subordinate groups than themselves, for example, the lower status that was 

afforded to the State Enrolled Nurse (SEN). However, the SEN is now 

afforded the title of Registered Nurse but is on a separate part of professional 

register to the first level registered nurses who undertook a three-year training 

and education period. This could signify that nursing is attempting to remove 

this boundary and valuing the skills of all registered practitioners. 

Nevertheless, there is a demarcation in status attributed to unregistered 
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nurses and to students despite the fact that students are indeed unregistered 

practitioners. The demarcation in this case refers to the fact the students are 

undertaking a formal qualification that will ultimately allow them to become 

registered practitioners. Indeed, there is another demarcation line drawn 

between those students who are undertaking a degree programme and those 

undertaking the diploma.  

Furthermore, we see a difference between those students who were trained 

using the Project 2000 method and those who are, and have undertaken the 

Making a Difference programme. There were comments made by the 

registered staff in the interviews that I held referring to the differences 

between students who had been trained using various curricula. Many of the 

registered staff commented that the old curricula focussed on the academic 

aspect of nursing rather than the practical side and, as such the students did 

not understand how they should behave when they were on the wards. 

Whereas, students who had undertaken the Making a Difference curriculum 

appeared to be better equipped to take on the student role.  

Luker (1984) in her study examined the differences between student nurses 

who undertook their training as university undergraduates and those in a 

school of nursing, based within a hospital. She likened the differences to the 

position of the disabled in society arguing that the ‘differentness’ of the 

undergraduates was identifiable through its visibility. This meant that there 

was no immediate opportunity for the concealment of information about them, 

as undergraduates wore different uniforms from the other students and this 

led to other members of the team stereotyping them. She alleges that the 

white uniform did at times provide a cover for rule breaking in so far as the 
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students became aware that if they deviated from the usual ward routine it 

would, on occasions, be tolerated as it would be interpreted in the light of their 

label ‘university nurse’. Indeed, the demarcation lines drawn between the 

diploma and degree student nurses and the students who have undertaken 

various curricula are similar today. They may not wear different uniforms but 

they are categorised by their identity of which programme of study they 

embarked on. 

4.1.3 Nursing and medicine 

Taylor and Field (2001) have claimed that nursing adopted many of the 

structures and philosophies of the medical profession in their quest to become 

recognised as a profession. These included the move to replace training with 

education; the establishment of a career structure in the form of a progressive 

ladder for promotion, which is based on the male model of a working life and 

does not allow for career breaks and the emphasis on quantitative and 

scientific research and clinical effectiveness that are based on medical terms.  

Indeed Freire (1972) noted that the education process could act as a tool for 

conformity or an instrument for liberation and promotes an education based 

on liberation. Individuals are empowered through critical examination of their 

reality via the vehicle of reflection. The students and staff discussed the use of 

reflection during their interviews and identified that it did aid in their 

development and understanding of issues, yet many staff did not use 

reflection in depth. However Paley (2002, p.31) argues that the possibility that 

a culture of deference which originally characterised by nursing’s relationship 

with medicine, has been introjected into the community of academic nurses. 

He further argues that the passive, unquestioning demeanour historically 
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required of nurses by the medical profession has been transferred to a 

number of high-profile nursing academics. Furthermore, Paley (2002, p.31) 

maintains that nursing’s attempts to outdo medicine in the ‘fantasy 

competition for status’, has gone to ridiculously self-congratulatory attempts.  

Davies (1996) argues that nursing should create a new and genderless 

approach to professionalism by challenging the assumption that caring and 

empathy are female characteristics whilst authority and scientific logic are 

said to be masculine ones. This could be achieved by an approach based on 

collective responsibility; with egalitarian working between doctors and nurses 

and that the secrecy and exclusiveness that has been adopted by 

professionals should be discarded. The role of the educator is one of critical 

intervention (Monette, 1979) with the educator contributing to the students’ 

ability to be able to think for themselves and empowering them to realise their 

own role. Freire (2000) proposes that by engaging in critical enquiry and 

reflection students will become responsible, accountable and ethical 

practitioners who wish to advance the discipline and practice of nursing. 

Nurses have developed their clinical skills to take on roles traditionally 

undertaken by medical staff for example, venepuncture and cannulation, they 

need to be equipped with the education base to undertake these tasks while 

possessing the ability to be able to critique and question the appropriateness 

of undertaking them. The roles of Specialist and Advanced Practitioners 

(DoH, 2003) provide a valid example of nurses preparing themselves for this. 

The reduction of junior doctors’ hours although not a new initiative, the 

Calman Report (DoH, 1991) had previously called for a reduction in junior 

doctors’ hours, was an impetus for nurses to change their roles.. Indeed 
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Greenhalgh (1994) and the NHS Executive (1991) had also reviewed junior 

doctors’ hours suggesting that the impetus for many of the proposed 

advances in nursing practices originated from government and management’s 

aim for a more cost-effective use of available resources. This had resulted in 

senior nurses being required to assume a proportion of clinical activities that 

had previously been undertaken by junior doctors.  

By 1994 the UKCC had announced a recordable entry on the professional 

register of ‘Specialist Practitioner’. The UKCC guidelines (1995) for advanced 

practitioners were concerned with the acquisition of academic qualifications, 

empowering nurses to develop and deliver high quality nursing care. However 

they did not define the role of the advanced practitioner in the acute sector, 

evading this by suggesting that this might stifle potential development of 

individuals (Neenan, 1997). Neenan (1997) further argues that nurses most 

likely to seek advanced practitioner status were interested in the technical 

aspects of the role, particularly when combined with the possibility of clinical 

decision making regarding medical treatments that had been traditionally led 

by doctors. 

The UKCC (1997) stated that this type of nurse would be clinically focussed, 

educated to degree level and have specialist knowledge who was required to 

work autonomously and to exercise higher levels of decision making. 

Additionally they stated that this person should be concerned with advancing 

clinical practice, research and education, developing new roles in response to 

the changing needs of the health service and therefore extending the 

boundaries for future nursing practice. It was envisaged that this role would 
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serve to empower the nursing profession enabling nurses to influence future 

plans and decisions regarding health care provision (Neenan, 1997).  

Following this the UKCC (2001) produced the Higher Level of Practice 

descriptors of the activities and competencies that would be used to assess 

whether a practitioner was working at an advanced level. The UKCC identified 

seven areas as being central to the advanced practice role. These were 

providing effective health care; improving quality and health outcomes; 

evaluation and research; leading and developing practice; innovation and 

changing practice; developing self and others; working across professional 

boundaries and organisational boundaries. The Making a difference document 

(DoH, 1999a) announced that those practitioners who were practicing as 

nurse consultants would be educated to at least Masters Level and would 

practice autonomously possessing the same authority as medical consultants.  

Various Government policies have been instrumental in developing the roles 

of specialist and advanced practitioners to meet the needs of reducing junior 

doctors’ hours the in NHS workforce. These include the New Deal (NHSME, 

1991); Calman Report (DoH, 1993); A Vision for the Future (DoH, 1993); The 

Heathrow Debate (DoH, 1994); Scope of Professional Practice (UKCC, 1993); 

NHS Plan (DoH, 2000); Making A Difference (DoH, 1999a) and reports by the 

Audit Commission (1999). We should also consider the impact these reports 

have had on the developing role of the unregistered staff. As the registered 

role develops in line with these policies and white papers then the role of the 

unregistered staff member also develops to encapsulate the traditional roles 

of the registered practitioners. Caines (1993) suggested that nursing duties 

not considered essential for registered nurses to undertake could be 
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delegated to unregistered staff in order to free up registered nurses for greater 

cost-effective use of their time and expertise. Castledine (1994) further 

suggested that the increased level of education that was meant to enhance 

the quality of nursing care appeared to have distanced the registered nurses 

from basic care, with these roles being delegated to the support staff. Indeed 

Caines (1993) acknowledged that the higher level of education amongst 

registered nurses only served to advocate the use of support workers to 

perform ‘simple care’ duties. With Glen (1996) arguing that competence is not 

achieved by education alone, but through a combined experimental, attitudinal 

and educational attainment. Moreover, Castledine (1995) asserted that if 

nurses were primarily occupied with invasive high technical procedures there 

would be no opportunity for them to use the essential skills of assessment, 

planning and evaluation for which their knowledge base had specifically 

equipped them and without which there would be no nursing function. He 

continued that there would be a risk of nurses evolving into technicians or 

sub-doctors. Interestingly these comments by Castledine were echoed in the 

student interviews where they discussed the confusion they felt in 

understanding the role of the registered practitioner and often questioned why 

they, as students, were asked to undertake the role of the unregistered staff 

when this would not be a part of their role when they registered.    

We could argue that many of changes that have occurred in the education of 

practitioners to a higher level are not as a direct result of the development of 

nursing practices and meeting the needs of the patients, but as a result of 

having to meet the changes in junior doctors hours and Government polices.  
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The relationship between nurses and medical staff has been studied in the 

literature (Mackay, 1993; Allen, 1997; Wicks, 1998). They argue that medical 

staff retain dominance whilst enabling the nurse to participate covertly in 

decision-making. Allen (1997) further argues that the changing boundaries 

between medical and nursing work, as nurses move into areas of medical 

work that were traditionally the domain of doctors, causes a social structure 

based on a ‘negotiated order’ as described by Strauss et al (1963). 

Allen (1997) continues to discuss the social mechanisms that she believes are 

in place which retain the order of health care delivery. This allows for nurses 

to participate in medical decision making to a degree that belies their position 

in the formal organisational hierarchy. Wicks (1998) states that there is a need 

to question the divisions of labour in healthcare that she claims are based on 

a ‘nineteenth century conception of master/servant gender appropriateness’. 

She suggests that the result of these divisions is that the medical problem 

dominates all other aspects of the patients’ life.  

Hurst (1999) has suggested a model of health practice that may aid in the 

blurring of these boundaries between the professionals. The model proposes 

that health carers should not be restricted by function, traditional 

compartmentalisation or overspecialisation, but rather should be equipped to 

provide the service required by the patient. I would argue that nurse education 

is attempting to achieve this aim by teaching the students to care for the 

patient in a holistic manner using a problem solving approach to the 

assessment, planning, implementation and evaluation of their needs. 

However, what probably needs to be developed is some form of shared 

learning for a time in the educational programme. That is to say that all the 
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professions allied to medicine would be taught together for subjects such as 

communication, clinical skills and working as a team. This may help to reduce 

the boundaries and for each member of the health care team to appreciate 

the different roles.  

Interestingly the Department of Health (2004a, 2004b, 2004c) has published 

key policy documents displaying the Government’s continuing drive towards 

an agenda for modernisation and improvement in health and social care 

services. They aim to promote and implement interprofessional learning 

ensuring that the professions allied to medicine will learn together and 

therefore work better together. They believe that this will develop teams who 

can work collaboratively across organisations and agencies who will 

communicate using a common language that aids effective team working.  

4.2 Nursing knowledge 

Porter (1992) stresses that while nursing is striving to develop a unique body 

of knowledge; this detracts from patients possessing knowledge and 

disempowers them. This he suggests, is that the development of nursing 

knowledge is for the benefit of the nurses rather than for the patient and, 

therefore, detracts from the service ideal. He believes that there is an 

alternative route for nursing to gain professional status and that is through 

clinical professionalism that is independent of medical supervision, for 

example the expanding of nurses’ roles and nurse specialist/consultant posts. 

Nevertheless, Walsh (2000) argues that although nursing has a specialised 

body of knowledge it has drawn heavily on the social and biomedical sciences 

for its theoretical base, and as such does not possess its own unique 

knowledge. However, the move to a university based education and with the 
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curriculum having a more in-depth focus on the application of research in 

practice suggests that nursing is endeavouring to develop its theoretical base. 

Walsh (2000) further argues that although nurse education is now in higher 

education, the majority of nurses register at diploma level, rather than 

graduate level; conveying that many nurses are hostile to the notion of 

nursing becoming an all graduate profession and, therefore, not all nurses 

aspire to professional status.  

There is indeed a continuing debate between the NMC, the RCN and nurses 

regarding the move to an all-graduate method of education with the RCN 

recommending the move. However, it may be argued that this would alienate 

a percentage of people from entering the profession, who would feel that they 

were not academic enough to complete degree level studies, for example 

those people who do not hold recognised academic qualifications, but rather 

possess vocational qualifications. This would suggest that there is a social 

divide inherent in nursing, where those who are deemed to be academically 

competent are the managers of the future, whereas, those who maybe are 

less academically gifted are the ‘givers’ of care.  

4.2.1 Financial concerns 

Financial concerns are not confined to registered nurses but also to those 

wishing to enter nursing. The reluctance for people to enter at degree level is 

not confined to standards of academia. Those who apply for the diploma will 

be given a fixed non-means tested bursary every month for the three-year 

training programme. Those who enter at degree level will receive a means 

tested bursary and as such many people cannot financially afford to 

undertake these studies. On completion of the two programmes the students 
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will both register with the same professional qualification, that of a Registered 

Nurse, it is only the academic qualification that differs. In the clinical areas this 

will make no difference to the level at which the student enters and many 

would rather undertake a post-qualification degree in the area they are 

specialising in on registration. The RCN are discussing the discrepancies in 

students’ bursaries and attempting to find a more equitable solution, however, 

the debate continues. If bursaries were to be paid at the same rate for 

diploma and degree nurses we may well see an upsurge in applications for 

the degree course.  

The Making a Difference curriculum offers students the opportunity to transfer 

to Level 3 studies in the final six months of the programme, providing the 

academic institution has included this in their curriculum. This is known as 

‘Advanced Standing’, if students choose this path they will exit with a diploma 

in advanced standing and will have accrued 60 Credit Accumulation Transfer 

points at level 3. This suggests that although diploma courses are offered to 

students the NMC is attempting to encourage an all-graduate profession.  

4.2.2 The Nursing and Midwifery Council 

Included in the characteristics of a profession described by Taylor et al (1995) 

was that of having a high degree of autonomy and self-regulation. 

Nursing is governed by the NMC so in this respect it achieves that criterion of 

a profession. Their membership is not entirely made up of nurses, but has 

representation from nursing, midwifery, health visiting, education, employers 

and consumers. In total there are 36 members. The rationale to include lay 

members was that the NMC believed there needed to be a balance of 

professionals and general public to ensure that the public were protected and 
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they, the NMC, were robust in protecting the good names of the nursing and 

midwifery professions (Asbridge, 2002). Admission to the NMC is by the 

election of people, by nurses, who have shown an interest in participating in 

the work of the council. However, Johnson (2004) considers that the NMC 

should also develop, with other relevant bodies, a national framework of 

standards for education and training in safeguarding vulnerable people. In 

addition, it should commission work to learn from good practice elsewhere, 

and on the model of its predecessors (the UKCC) should begin to invest in the 

systematic investigation of educational preparation, maintenance of 

professional standards and professional regulation.  

The NMC also provide the regulation of nurses through competencies and 

guidance on ethical practice. They have the power to be able to remove 

registered nurses from the register if they are deemed as unfit to practice. It is 

also the nurses’ responsibility, as individuals, to ensure that they maintain 

their own education and competency levels. As discussed earlier nursing is 

not totally autonomous but is guided by external forces that include the 

medical staff, Government agenda, national guidelines and local management 

issues. Indeed, Wilkinson (1997) proposes that to be truly independent is 

idealistic and undesirable. He suggests that it would be more appropriate for 

nurses to be aware of the external factors that control their practice and to 

challenge these when it affects their ability to care for their patients in the way 

they would wish. Macdonald (1997) concurs with this, stating that we should 

view nurses’ and other health care workers’ autonomy as relational, as they 

are not only dependent on working in an institutional culture that is supportive 
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of their capacity for independent judgement, but also upon supportive social 

relations.  

4.2.3 Nursing as a vocation 

Nursing is perceived by many to be a vocation that has the welfare of people 

as its purpose. Yet with the rising expectations of women in the workforce and 

an increase in men entering nursing there has been a rising dissatisfaction 

with the low financial rewards. The percentage of men entering nurse training 

has been 10% for some years; in 2004 it was 17% within the University used 

in this study. We should consider that midwifery is now all graduate and 

prospective nurses undertaking their training in Scotland and Wales also 

undertake a Degree programme. The debate surrounding the move to an all-

graduate programme is in England.  

Arguably what nursing should be interested in is the care of the patients, with 

nurse training identifying how the students care for patients while applying the 

best available research and evidence to their planned care and working in 

unison with relevant members of the multi-disciplinary team. In fact, Wade 

(1999) suggests that nurses should be concerned about doing the right thing 

for the patient at the right time, while engaging in collective enterprise with 

other health care professionals. The notion of caring as being a pivotal factor 

in becoming a nurse is an issue that requires some discussion. The debate 

regarding what is caring and who actually cares are causing power and 

equality boundaries in the clinical areas. Before we discuss the concepts of 

power and equality the term caring requires clarification.  
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4.3 Caring – A registered nurses role? 

During the interviews the concept of caring was discussed by the students. 

They believed that the role of the unregistered staff displayed the 

conventional definition of caring. However they did think that the registered 

staff were also caring as they ensured the effective planning, assessment and 

evaluation of patient care. Mackintosh (2000) and Stockdale and Warelow 

(2000) claim that caring as a concept is admirable in itself but is just one ideal 

among others arguing that there are other values and virtues, and as such 

caring cannot be held to over-ride them. In fact Kuhse (1997) and Koehn 

(1998) believe that caring should be regarded as a vice as it encourages 

favouritism; creates injustice; provokes inefficiency and tends to paternalism.  

Bowden (1997) proposed that the ethics of caring underestimates the 

powerful organisational, professional and social structures that conspire to 

subvert nursing, and which may even find in the caring ideology a source of 

legitimisation.  

Morse et al (1990) claim that caring as a concept remains elusive and that 

there is no consensus regarding the definition of caring. With Savage (1997) 

observing that caring was a subjective concept and was difficult to define 

objectively and therefore to measure. Paley (2001) argues that nurses’ 

knowledge about caring is almost exclusively knowledge of what is said about 

caring. He continues that the vast majority of empirical studies report the 

views and perceptions of nurses, and make no attempt to describe what 

nurses actually do. This is an interesting insight into the definition of caring 

and relates well to the student nurse role. During this study the difficulties that 

the students were having when undertaking their role were understanding the 
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registered practitioner’s role and what they should be doing to develop into 

their future registered role. The students witnessed the unregistered staff 

administering the ‘basic’ nursing care duties or the ‘hands on’ care, whereas, 

they perceived the registered practitioners to be planners of care, managers, 

and at times, office workers. These responsibilities would appear to lack a 

sense of caring. Are we, therefore, to assume that professional barriers hinder 

nurses’ caring and is this why the students feel vexed when they are asked to 

undertake tasks such as, bed bathing and feeding patients?  

4.3.1 Perceptions of caring 

The participants in my interviews had various perceptions of what caring 

actually entailed. To the general population nursing and caring are 

synonymous, they perceive the nurse as being the person who will look after 

their physical needs, talk to them and hold their hand if they are in hospital. 

The student nurses did not view their role or the role of the registered 

practitioner, as caring for the physical needs of the patient, but rather saw this 

as primarily the unregistered role.  

Caring is central to nursing and each nurse would, no doubt, claim that they 

are a caring person. Perhaps then we need to redefine our own ideas of what 

caring is. The concept is diverse and in the clinical areas it would be foolish to 

say that registered nurses do not care as much as the unregistered staff, 

because they perform less ‘hands on’ care. The planning and evaluation of a 

patients stay in a health care environment also equates to caring. Without 

effective and efficient planning and evaluation of care interventions, the 

patients would not receive the appropriate attention. This is, therefore, a form 

of caring. Indeed, Arthur et al (2001) differentiates between ‘caring as an 
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activity’ and ‘what is said about caring’. We could use these to explain the 

views of the students in their attitudes towards caring; in that, they believed 

the unregistered staff perform the act of caring whereas, the registered staff 

know about caring and are able to direct the care interventions.  

4.3.2 Role of the nurse 

Watson (1997) encapsulates why the students have found difficulties in 

understanding their roles and development needs while in clinical areas. She 

describes modern health care as being very high technical, losing the human 

element in the process and that the nature of caring has become impersonal. 

The idea that caring is about a therapeutic nurse-patient relationship is lost if 

the human element has gone in health care environments. Whereas, Benner 

and Wrubel (1989) claim that caring is not simply about being physically 

present in the same room as the patient, but it is about being able to 

understand the verbal and non-verbal communication signs from the patient. 

This would, therefore, seem to explain that although the registered staff may 

perform less ‘hands on’ care interventions, they do listen to patients, 

understand body language and can relate these verbal and non-verbal cues 

to the effective planning of patient care.  

The issues of culture, power and equality relate to the differences between 

the registered and unregistered staff with the notion of caring being one of the 

boundaries. The students perceive that the registered staff retain the power 

base and authority in the clinical areas with their ability to be able to plan and 

delegate care activities. The importance of the ward team working as a part of 

the multi-disciplinary team is important, yet in terms of equality, there is little to 

be observed with a very definite social status attributed to registered and 
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unregistered roles. Before the students can become an accepted member of 

the ward team they need to understand the culture of the area they are 

allocated.  

4.4 Culture  

Within the clinical area there is a quite definite cultural pattern that in itself 

leads to levels of social status and power. The ward managers hold the 

authority, with this grade planning and controlling the ward environment. The 

unregistered staff hold the least formal authority in the grading system, yet in 

reality they can in fact wield considerable informal authority. The students 

hold relatively little authority and their social status can be difficult to define. 

They are not permanent members of the staffing team, but are in fact, visitors 

to the ward or unit, for a pre-defined period of time. This makes it difficult for 

the staff to understand where the students fit in. They are neither registered 

nor unregistered members of staff. They are in the clinical areas to learn to 

become registered practitioners and will in the future hold some limited power 

and authority, but as students they have to learn the culture of that ward and 

understand how they will fit in.  

4.4.1 Culture in the clinical areas 

Mangena and Chabeli (2005) state that culture plays an important role for the 

students in that it provides the basis for language acquisition and 

comprehension as reasoning is empowered through language and culture. 

Culture can either facilitate or hinder the thinking process, since different 

groups react differently to group interaction.  

Kendall and Wickham (2001, p.14) comment that ‘culture’ refers to the way of 

life of a group, including the meanings, the transmission, communication and 
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alteration to those meanings, and the circuits of power by which the meanings 

are valorised or derogated. By analogy, culture involves the group’s way of 

life, particularly its meanings; with the emphasis on the politics of the ways 

those meanings are communicated. Culture must concern itself with the study 

of meanings and their dissemination, that is, with circuits of power and with 

forms of resistance. The students, while in clinical placement, are having to 

learn and understand the cultural patterns of each ward or unit they visit and 

attempt to immerse themselves in a seamless fashion. In addition, they need 

to understand the language of that culture to be able to cross the boundaries 

and feel a welcome member of the team. Language is an integral part of how 

the culture operates as a social force. It reflects the cultural norms, 

assumptions and patterns and contributes to their maintenance (Thompson, 

2003a). 

4.4.2 Culture as a boundary 

This process of language and culture helps the ward team to communicate 

and convey messages between themselves; sometimes without them being 

aware the process is taking place. The students need to become members of 

this group and it is these processes that can hinder them. It is difficult for them 

to fit in with the culture if the staff do not realise their own values. Culture can 

cause a boundary for the students, it can be used to exclude or marginalize 

the student group and create a ‘them and us’ situation. This is why the 

effective use of clinical skills and understanding the ward routine is so 

important. It helps the students to ‘fit into’ the culture as they are using the 

same language as the clinical staff and integrating into their cultural pattern.  

Indeed, Thompson (2003b) explains that a significant feature of culture is the 
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way in which its members become so immersed in its patterns, assumptions 

and values they do not notice they are there. He believes that this may be 

both positive and negative. 

The positive aspect is that it can contribute to an ‘ontological security’, a 

sense of psychological integration allowing people to be able to pursue 

everyday activities without having to question everything they do. The 

negative aspect is that they see the world from within the narrow confines of 

one culture and fail to recognise cultural differences and their importance for 

the people concerned. This is relevant to the students. As mentioned the 

students want to fit in and do not want to ask too many questions, they want 

to be a part of the culture. During the fieldwork the registered practitioners had 

identified the ‘good students’ as being those who understood the ward routine 

and who could undertake clinical skills unsupervised.  

These students fitted into the cultural base whereas the students who asked 

questions and had to be taught how to undertake the clinical skills did not fit in 

as straightforwardly. However, they were still perceived to be ‘good students’ 

but were thought to require more guidance while in the clinical areas from the 

staff. This was due to the registered and unregistered practitioners not 

understanding that the students had a culture different to themselves. The 

strategy of PBL should, to a degree aid in the crossing of these boundaries, 

however many of the registered practitioners believed that PBL belonged to 

the academic arena and as such did not cross over the boundary into clinical 

practice.  
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4.4.3 Ordering 

Kendall and Wickham (2001) forge links between culture and what they call 

‘ordering’. Culture, they claim, is one of the names given to the different ways 

the world goes about ordering people and refers to how social structures 

intertwine with cultural patterns and formulations. They continue that the 

cultural factors rely on the social structural level that underpins and envelops 

them. These include the constraints of social, political and economic issues. 

The clinical environments are very much governed by these constraints, in 

that, they need to adhere to Government policies, local and national 

guidelines and medical instructions that create their cultures and thus can 

make it difficult for others to enter and attempt to change the culture. 

The concept of culture does not stand alone as a boundary. Power plays an 

enormous part in the development and maintenance of a culture, while at the 

same time causing inequalities.  

4.5 Social inequalities 

These inequalities were experienced by the students, who believed that they 

were not treated as student nurses when being asked to work alongside the 

unregistered staff, and therefore, were not treated as an equal in status to the 

registered practitioners. Grabb (1993) explained that the study of social 

inequality is really the study of human differences. Structured inequality 

involves a process in which groups or individuals with particular attributes are 

better able than those who lack or are denied these attributes to control or 

shape rights and attributes for their own ends. This structured inequality can 

be directly associated with the issue of the difficulties the students experience 

in defining their own role.  
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4.5.1 Social structure 

The students enter their placement areas with little knowledge of what is 

expected from them or the culture on the ward and as such they do not 

possess any prior experiences in that area. They are instantly disadvantaged 

from being able to gain an understanding of the prevailing social structure. 

Again, the importance of being able to undertake clinical skills without 

supervision or having to question how to perform them, allows the students 

the opportunity to become involved in the social structure.  

When discussing the social structure of the clinical areas it is useful to look at 

Giddens (1984). He discusses the ‘structuration theory’ that can be applied to 

the health care setting. A key element of the theory is the attempt to 

understand social reality in terms of both the structure, that is, the significance 

of social divisions, and other aspects of the social organisation, the exercise 

of choice. The students enter their practice placement areas with some 

underpinning knowledge that they have received from their academic studies. 

They have been encouraged to question when they are in clinical practice and 

informed that they will receive support from their mentors and other members 

of clinical staff. When they arrive on the wards they are confronted with an 

unfamiliar culture, where all the staff appear to know how and when to 

perform the daily rituals.  

The students are then confronted by a choice of either following what is 

expected of them and ‘getting on with it’, or questioning and observing the 

practices. They have to interact with the external world of the structure and 

other people to understand the social reality. As they learn how to interact 

with others they manage to find their own identity and can then begin to exert 
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their own social influences. The more senior students are able to use their 

developed identities to exert their influence over the junior students and the 

unregistered staff, as their developed knowledge base allows them the 

opportunity to offer rationales for the administration of care and the performing 

of clinical skills. In essence they are moving up in the social status and as 

such they become aggrieved at being asked to undertake and participate in 

what they perceive is the work of the unregistered staff.  

They are becoming empowered and feel they are in a position to be able to 

support others. Their identities in the clinical areas are also changing. The 

registered and unregistered staff, view the more senior students as someone 

who has a developed knowledge base and is ready to work alongside the 

registered member of staff to learn about their role. The students now have a 

degree of power and authority that enables them to be viewed more as an 

equal, than the junior students by staff in the clinical areas.  

4.5.2 Socialisation 

We could argue that the students are now socialised into the clinical areas. 

Thompson, Melia and Boyd (2003) discuss this socialisation process. They 

state that the speed with which the nursing recruits adopt the prevailing mode 

of nursing has both advantages and disadvantages. On the positive side it 

affords the learners some immediate ways of coming to terms with what they 

see, and of finding a way of functioning. The newcomer learns how to carry 

out nursing work with more confidence and competence and so the 

socialisation process enables the student to cope with crises and emotionally 

stressful situations. However, the disadvantage is that this socialisation may 
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put at risk the students’ initial sensitivity to situations and they may 

compromise their own moral values in an attempt to be treated as an equal.   

4.6 Power 

The concept of power is dominant within nursing. The ward managers 

possess some degree of authority and not only manage the day-to-day 

running of the ward but also manage the resources and can influence the 

quality of the learning environment.  

Thompson (2003b) offers examples of terms when power can manifest itself. 

• Control or influence over the allocation of resources; 

• Knowledge, expertise and skills; 

• Professional discourse and legitimation; 

• Statutory powers; 

• Hierarchical power by virtue of status or position within an organisation. 

4.6.1 The multi-disciplinary team and teaching 

These five examples can be transferred into the roles of the registered 

practitioners in the clinical areas. The students view the registered 

practitioners as possessing the knowledge and expertise required to perform 

the nursing role, and it is to them to whom they look for guidance. They 

believe the registered practitioners are the professionals who they need to 

emulate to prepare them for their future roles as professional registered 

practitioners. To a point, the registered practitioners have statutory powers, in 

that they are able to discipline staff if they fail to adhere to the accepted 

policies and procedures. In contrast, the students do not view the 

unregistered staff as being professionals with power, but rather the ‘hands on’ 

care givers who follow the instructions of the registered practitioners. 



 228 

Thompson, Melia and Boyd (2003) reason that many of the tensions and 

sources of conflict in hospitals may well be due to the lack of clarity about the 

scope of responsibilities attached to the roles performed by various members 

of the team. They identify that the multi-disciplinary team has been ill 

prepared to work in a team as they are segregated from one another during 

their basic training.  

They suggest that boundaries and roles associated with the multi-disciplinary 

team need to be carefully and explicitly negotiated, clarifying the scope of 

each player’s responsibility or accountability to other members of the team. 

This they argue will aid in the prevention of misunderstandings, tension and 

conflict in the teams. Furthermore, they state that many ethical problems, 

interprofessional tensions and interpersonal conflicts could have their origin 

both in the traditional structure of power relations, between nursing, medical 

and other staff, and in the actual way that power is exercised and shared 

between the team.  

4.6.2 Identity 

Weber (1968) asserted that power contained certain characteristics. These he 

argues include; that power is exercised by individuals and therefore involves 

choice, agency and intention; it involves the notion that an individual can 

achieve or bring about goals that are desirable; it is exercised over individuals 

and may involve resistance or conflict; there are differences in interests 

between the powerful and the powerless and that power is negative that 

involves restrictions and deprivations for those subjected to domination. 

These features of power can be visualised in the clinical practice settings that 

the students are exposed to during their training period.  
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The students are expected to understand and engage in the ward routines, if 

they are to be accepted. Many do not question that routine but fit in with it, if 

the routine is changed again this is accepted without question, exemplifying 

the perceived power base and authority exerted by the staff in the clinical 

areas. Thompson, Melia and Boyd (2003, p.33) liken the student nurse role to 

that of a patient. The loss of a certain amount of identity, taking on a 

generalised role and behaving accordingly are experiences common to 

nurses and patients. The student has a uniform, the patient has nightwear; 

decisions about day to day living have been taken from the person and placed 

in the hands of the organisation, e.g. meal times and off duty rotas for the 

nurses. New nurses often feel that they are in a rigid hierarchy, which relies 

on rank rather than rationality and reason. Their freedom to act and question 

what they see is sometimes restricted.  

Conversely, when a member of staff or a student would like to implement a 

change in the ward areas, resistance is often noted. The authority required to 

make this change is a powerful struggle for those wishing to initiate the 

change. People who do not want the change to happen may use their power 

base and level of authority to resist, block, sabotage or counteract the 

attempts. This is the key element in Foucault’s (1982) theory that power is not 

a one-way phenomenon. The exercise of power by one person or a group can 

be viewed by others as domination and, therefore, contains the potential for 

abuse and oppression.  

However, power is also positive and can assist in people developing and 

attaining additional resources. Foucault (1982) argues that power is not an 

absolute entity that people do or do not have. Rather it is a property of the 
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interactions between individuals, groups and institutions. He recognises 

power as being positive, but that we should be aware that it could be present 

in a multitude of disguises that include; state organisations, internal 

bureaucracies and institutional arrangements. These aspects of power are all 

present in the culture of the NHS and the students are subjected to them on a 

daily basis. They have to abide by the rules of the ward, the governing body, 

the university and their own moral standing.   

4.6.3 Resources and authority 

Interestingly, the concept of power base has been likened to the availability of 

resources. The NHS has a finite amount of resources that can prevent change 

occurring and lead people to become disillusioned. Change often requires 

different and more resources to make it a success, for example, further 

training for staff. If the monies are unavailable for this to happen then the 

change process is hindered. The resource managers, rather then the staff in 

the clinical areas, hold the authority in these situations, leading to boundaries 

between those who practice in the placement areas and those who allocate 

the resources. 

Whenever a student enters a ward for the first day of their placement they will 

recognise the seniority levels of each grade of staff, from the uniforms they 

wear. The wearing of the different uniforms symbolises the levels of authority 

present in the clinical areas. Those staff that wear the most senior uniforms, 

the ward managers and staff nurses, possess authority as an everyday 

feature of their working lives. They are the decision makers of the ward, who 

due to the accountability aspect of being a registered nurse live with the 

consequences of those decisions made. However, the authority can be and is 
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delegated, when these staff assign duties to more junior members of staff, 

including the students.  

As Thompson (2003b) and Foucault (1982) argue this represents that power 

is not an absolute quality that a person either does or does not have. The 

amount of power an individual can exercise depends, upon the choices they 

make. They argue that power can be likened to desired outcomes to achieve 

particular goals. In this respect, power has a past and a future dimension, in 

that it represents the historical outcome of previous actions and future 

directions that may be successful.  

4.6.4 Oppression of students 

This fear of questioning in the clinical areas could be viewed as a form of 

oppression, but it may be due to a lack of understanding, by the registered 

practitioners of the learning process and obstacles to learning that can be 

generated. Staff should not feel threatened by the students questioning but 

should welcome it as a constructive process through which issues can be 

clarified or changed as appropriate. It is difficult for clinical staff to answer all 

the students’ questions as the clinical areas are often busy and staff feel 

pressurised by the workloads. It is idealistic to suggest that the staff must be 

available for the students all the time. The environment should be an effective 

learning area, where there are resources available for the students to access 

if their mentors are busy with other activities.  

The discussion of mentors being too busy with clinical activities has led to 

many Trusts employing a ‘practice educator’. The role of this person is to 

assess the learning needs of permanent staff members and to develop an 

environment that is conducive to learning. The post holder is normally a senior 
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member of staff who has shown an interest in education. Although, they are 

primarily employed to assess and develop the learning needs of the 

permanent members of staff, they can also be used as a resource for the 

student nurses. The post has not been developed to replace the clinical tutor 

role but to enhance learning opportunities in the clinical areas. However, 

registered practitioners must offer some recognition to the importance of the 

students learning needs and allow them the opportunity to participate in and 

contribute to care interventions.  

4.6.5 Surveillance 

While in placement the students are under constant surveillance due to them 

being assessed in clinical practice and having to meet their competencies as 

required by the NMC and the university. Foucault (1977, p.171) compares 

surveillance with the construction and design of a military camp where the 

camp represents a diagram of power by means of general visibility. He states 

that this model of the camp or at least its underlying principle was also found 

in urban development, in the construction of working-class housing estates, 

hospitals, asylums, prisons and schools, leading to a spatial ‘nesting’ of 

hierarchiazed surveillance. Similarly he describes the environment created by 

an outbreak of a plague where the spaces become enclosed, segmented and 

observed at every point. Foucault (1977, p.197) continues to argue that, 

‘Individuals are inserted into a fixed place, in which the slightest movements 

are supervised and in which all events are recorded. In this situation power is 

exercised without division, according to a continuous hierarchical figure, in 

which each individual is constantly located and examined’. This description 
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could be related to a hospital ward where the staff maintain constant 

surveillance of the patients and to a lesser extent the students.   

Foucault (1977) further argues that surveillance is integrated into teaching 

relationships where the teachers, or with regard to student nurses, their 

mentors and other permanent members of staff ‘observe’ the students 

behaviour ensuring that their behaviour meets the predetermined outcomes 

required at that stage of their training. Although surveillance rests on 

individuals, its functioning is that of a network of relations from top to bottom 

and laterally. This network holds the whole together and traverses it in its 

entirety with effects of power that derive from one another. This transference 

of power can be witnessed in the clinical areas where the students perceive 

that their mentors and indeed other registered practitioners possess the 

power to refer them in practice if they do not successfully achieve their 

learning outcomes. Thus we observe a division of labour within the clinical 

areas where the experienced registered and unregistered staff become the 

supervisors of the students.  

Abbott and Sapsford (1997) agree with the notion of surveillance claiming that 

it presents implications for the maintenance of power relations in the working 

environment and indeed in working with the patients. Bloor and McIntosh 

(1990) argue that surveillance is always something that has the potential to 

provoke resistance, and indeed is likely to do so, as the non-professional 

expresses their world view and values. However surveillance is something the 

students cannot avoid. Goffman (1968) described his theorizing of institutional 

life and argued that the hospital is a powerful institution where staff are 

subject to, and must learn, various formal and informal rules and regulations. 
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He argues that staff behaviour is shaped by the institutions and as such the 

students are also expected to follow the same rules or face action by the 

institution. Thompson (2000) contends that surveillance has implications that 

include: 

• Individuals contribute to their own oppression through the 

internalisation of disciplinary practices; 

• Power relations operate within systems of ideas and do not rely solely 

on the actions of individuals or groups; 

• Those who wield power, including those of us engaged in ‘people 

work’, are also subject to disciplinary practices, that is to say, the 

controllers and the controlled. 

These points relate to the issues of inequality, discrimination and oppression.  

4.6.6 The students’ mentor as an oppressor? 

The role of the mentor in assessing the competency level of the students may 

be viewed as a form of oppression. The mentor should, in theory, work 

alongside their student for 50% of their clinical placement time. During the 

times they are not with the student, they are expected to liaise with the staff 

who have been working with the student and discuss their progress. The 

power base of the mentor is extremely strong, in that they can if necessary 

refer the student in practice. This would occur if the mentor believed the 

student were not achieving their competency level for the stage of their 

training. The role of the mentor is meant to be one of support and guidance 

and it is this role that can help the student feel a part of the team, equal and 

less oppressed. Spouse (2003, p.151) discusses in detail the role of the 

mentor in her research. She describes how students felt a ‘sense of 
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membership of a clinical community’ that was central to their development of 

identity and enhanced their ability to learn. This had been achieved as 

students had gained more confidence and knowledge as they progressed 

through their training period, but it was also affected by the support given to 

them by their mentor.   

The students I interviewed and observed during my fieldwork referred to the 

amount of support they received from their mentors in practice. Those 

students who perceived their mentor to be helpful and interested appeared to 

fit into the ward team and benefited from their clinical placement area. Those 

students who felt their mentors were less supportive and a little disinterested 

did not feel that they benefited from their clinical experience as much. 

Interestingly, it was these students who often commented that they felt as 

though they were being used as ‘a pair of hands’. Wenger (1998) identifies 

the importance of good social support particularly when people are new to the 

work. Indeed, Spouse (2003) states that a human characteristic is wanting to 

become an integrated member of the society, and to work on its behalf and, 

thus gain their identity in doing so. This was certainly how the students felt 

during my fieldwork. They wanted to fit into the team and be a welcomed, 

valued member. They wanted to be recognised as student nurse and not an 

extra pair of hands they were all attempting to forge an identity for 

themselves.  

4.7 Problem Based Learning 

One of the largest boundaries that the students needed to overcome in 

practice was to be accepted as a team member. Many of the students saw the 

ability to be able to undertake clinical skills in an effective and often 



 236 

unsupervised manner to be one of the main ways of being accepted. In 

addition, they saw the ability to undertake these skills as crossing the 

boundaries from being viewed as an unregistered staff member to being 

accepted as a student nurse, who was learning how to become a registered 

practitioner in the future. This appears to be an indirect way of proving that 

they, the students, are indeed professionals in the clinical area, with a higher 

social status, than the unregistered staff. During the fieldwork process there 

was a clear sense of demarcation of the students and the unregistered roles. 

The students believed that their clinical and problem solving skills, not only 

helped them become a member of the team, but also helped to enhance 

patient care. This was due to the fact that they could implement and evaluate 

the holistic care they had administered effectively as they had learnt the 

underpinning knowledge to support their actions through academic study.  

Demarcation of boundaries proved difficult for many students in the clinical 

areas. Although, they had stated that they did not want to be used as a ‘pair of 

hands’ they did understand that they needed to be able to undertake and 

understand the unregistered role at times. However, they wanted to be able to 

embark on the registered nurse role effectively and efficiently. Feedback 

regarding the ability of students to perform in clinical practice from previous 

curricula had been rather poor, in that registered practitioners had commented 

that all the students did ‘was to stand around and did not want to muck in’ 

(Susan; ward manager). They also claimed that now the students were being 

educated in university they ‘thought they were too good to work with an NA’ 

(Susan; ward manager).The recommendations from the Making a Difference 
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document including the use of PBL were implemented to try and overcome 

these concerns. The question is has it achieved this? 

The concept of PBL as a strategy for teaching and learning had been 

implemented into the school of nursing, used in this study. The degree of 

implementation varied dependent on lecturers; some lecturers had embraced 

the strategy, while others have been slightly less enthusiastic. However, each 

base group was assigned a number of triggers to complete during their 

training and each lecturer presented them to the students. The differences in 

the lecturers’ facilitation styles varied and it may be argued that some 

lecturers would ‘teach’ the students the information they required, rather than 

facilitating the learning process. Nevertheless, PBL had been welcomed by 

the students, this can be seen through their evaluations of the modules where 

they stated that they ‘have enjoyed working in small groups with a facilitator’ 

and that ‘PBL has helped me to develop my knowledge and I know where to 

go and find the information from’ (Debbie; Year 2; semester 2).  

In the clinical areas it was viewed as a purely academic concept that was not 

being used yet the concept has the capability to be used across both areas. 

This is quite a concern as we are constantly promoting the importance of 

linking theory to practice, to ensure that research and evidence based care is 

implemented and to advance nursing as a profession. In spite of this, the main 

teaching and learning strategy to help achieve this is not being used in the 

areas where the reality of nursing is happening.   

4.7.1 Problem solving 

Student nurses are expected to integrate into the ward team when they arrive 

in their practice areas and to achieve a specific set of competencies as 
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provided by the NMC. Furthermore, the registered practitioners expect the 

students to be able to assist themselves and other members of the ward team 

with a degree of understanding. They are expected to be able to problem-

solve particularly when they are involved in nursing activities such as the 

nursing process. This is important as the planning, assessing, implementation 

and evaluation of patient care requires the nurse to be able to assess the 

patient by looking at non-verbal signs of communication, comparing the 

information provided by the patient with what is the accepted norm and to be 

able to refer to relevant members of the multi-disciplinary team in an 

appropriate manner. The students need to develop critical thinking and 

communication skills that will enable them to communicate and collaborate 

with other health care professionals. This was also an important element in 

previous curricula.  

4.7.2 Advantages of PBL 

Nonetheless Glen and Wilkie (2000) claim that PBL is considered to have 

several advantages over more traditional methods of education. First, student 

motivation tends to be high because the material presented is relevant and 

applicable to the clinical situation. Second, the emphasis is on encouraging 

the students to use their existing knowledge, a deficiency, they claim of the 

traditional passive teaching methods. The skills that are developed through 

this process are intended to facilitate lifelong learning and the ability to deal 

with problematic situations encountered during their professional lives. In fact 

the ENB (1996) reported that pre-registration students on PBL courses 

reported increased confidence in dealing with complex situations. In addition 
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to reflection in practice becoming second nature as students developed the 

ability to think through practice issues in a reasoned way.  

4.7.3 Disadvantages of PBL 

There are disadvantages as well to a curriculum using PBL as a strategy for 

teaching and learning. Needham and Begg (1991) were concerned that some 

students may find it difficult to transfer the knowledge they had learnt through 

undertaking the triggers, as some may not be easily transferred to clinical 

practice. They identified that the feedback sessions students had with their 

facilitator were of the up most importance in ensuring that they were able to 

transfer the knowledge. If there were a lack of facilitators to take these 

sessions then feedback could be poor from the facilitator to the student.  

Andrews and Jones (1996) were concerned that facilitators might 

predetermine problem identification leading to students being weaker in 

recognising problems. This in turn may hinder the application of classroom 

concepts to the clinical settings. It is an issue that requires consideration yet 

the philosophy of PBL is that the students should be leading the sessions and 

the lecturers facilitating. Whether or not this occurs is debatable but the 

concept has its advantages over the old curricula that were often lecturer led 

and caused boundaries, as they did not allow for a deviation from the 

established timetable. Indeed, McMillan and Dwyer (1989) and Townsend 

(1990) argue that some students do not always want or like self-directed 

learning methods but would rather have direction, order and content. This is 

due to the fact that there are statutory and defined outcomes from the 

professional bodies that students have to achieve. Therefore, nursing should 

adopt a more limited approach of ‘freedom with boundaries’.  
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In respect of lecturers, Townsend (1990) in her study found that some were 

resistant to the self-directed approach as they were used to the didactic 

methods and felt ill prepared for more open approaches. Yet Alavi (1995) 

argued that PBL encourages deep learning as it moves the locus of control 

from the taught (the lecturer) to the sought (the student). She suggests that 

this will prevent ‘surface’ learning where the student is able to recall 

information but there is little time for independent learning due to the expanse 

of the curriculum. PBL will, however, promote a ‘deep’ learning where 

teaching and learning methods foster active and long-term engagement with 

learning tasks.  

Williams and Lau (2004) argue that meta-analysis shows that, PBL in a 

medical curriculum does not produce doctors with better factual or clinical 

knowledge than those from traditional curricula. They continue that there is no 

evidence that the new strategies will produce better doctors, and as a result, 

risk that students with inadequate knowledge will become poor clinicians. 

Furthermore, they believe that a rigorous comparison of ‘traditional’ versus 

‘new’ curricula is urgently needed to determine the best strategy for training 

doctors. If medical schools are concerned that the strategy of PBL is 

producing poor clinicians then surely schools of nursing must now re-examine 

their use of this strategy.  

The students in this study had suggested that they would seek out information 

for themselves if they believed they required more knowledge. Yet in the 

clinical environments they would still question practitioners and many felt that 

the practitioners did not always answer their questions fully. This would 

suggest that the concept of a theory practice gap remains, with the students 
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being self-directed in their own learning when in school, but in clinical practice 

they find it difficult to relate the philosophy of PBL.  

4.7.4 Exploring boundaries using PBL 

The advent of PBL has allowed for an exploration of these boundaries. Set 

lectures and seminar groups still remain, as there has to be a core content 

that each individual receives. The PBL sessions, however, give the students 

the opportunity to explore their own learning needs and to demand 

information that relates to the knowledge base they require to function as 

students. The lecturer, therefore, becomes the facilitator rather than the giver 

of information. This should enable the students to be able to link the theory 

learnt to the practice areas, thus allowing them to be to engage in theoretical 

analysis related to practice that can only realistically be carried out in the 

workplace (Swallow and Coates, 2004).  

Indeed, Spouse (2001b) discusses the complexities of practice and practice 

development and advocates cultures that value education as an essential and 

continuous process. The advocating of a culture that embraces education is 

one of the aims of the Making A Difference curriculum and PBL, in that they 

want the students to recognise that learning does not only occur in the 

classroom but also in the clinical areas. In addition, PBL is attempting to 

promote students who are critical thinkers and can link the theory they have 

learnt into their clinical practice.  Nevertheless, where nursing needs to further 

develop, as a discipline is, in its research base. It needs to move away from 

the medical dominance and extend its own individual research and evidence 

base.  
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4.7.5 Collection code 

Bernstein (1971) distinguishes between two types of curriculum; the 

‘collection code’ and the ‘integrated code’. In the collection code subjects are 

taught separately, and no criteria are permitted which might allow comparison 

of different subjects. The only source of unity in such a course of study is the 

timetable; this perpetuates separate areas of study. It also conveys a 

message that the lecturers have the power to decide what subjects should be 

taught and, therefore, what knowledge base is required. Treacy (1987) agrees 

with Bernstein’s idea of a collection code. She reported that as a result of it 

being used in nurse education in Ireland the students felt powerless, uncertain 

and depersonalised. The only way they managed to complete the course was 

through obedience, deference and subservience by compiling and conforming 

to the rules and following the timetable.  

Interestingly, Melia (1987) in her research found that students managed to ‘fit 

in’ with the ward team through ‘compartmentalisation’ and ‘segmentation’. 

That is to say, that they were able to understand how they should behave in 

various situations. Throughout this study I noted that the students were in fact 

able to do this. They would ascertain the routine on each ward and follow that. 

Although they understood the importance of learning new skills and 

understanding the essence of nursing care, they did not want to upset the 

equilibrium on the wards. To achieve this they did not question excessively, 

as they did not want to appear to be disputing how the ward was run or the 

rationales for administering certain aspects of care.  

Bernstein (1971) ascribes this to the notion of ‘tribes and territories’ where the 

students are associating the need to fit in with a focus on ‘getting through the 
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work’ and maintaining local loyalties, i.e. being accepted as a team member. 

The students, therefore, would either read about issues in their own personal 

time or ask their facilitator when they return to the school so as not to upset 

the status quo they had developed for themselves in the clinical areas.  

4.7.6 Integrated code 

Bernstein (1971) also identified the ‘integrated code’ where the emphasis is 

not on the autonomy and separation of subjects, but on the active connections 

between them. In this code knowledge is organised in themes and the 

timetable structured to support the exploration of these themes. This type of 

code or curriculum is aimed at trying to dismantle and redefine boundaries 

allowing for a flexible approach to teaching ad learning. The strategy of PBL 

could be classed as an integrated code as it allowing the students to ascertain 

their own learning needs and encouraging them to question both in the 

academic and clinical sectors.  

The registered staff have commented that the students were fitting into the 

ward team and that they were more adept at ‘mucking in’ than previous 

students. The questioning abilities of the students were commented on with 

the staff claiming that the students were keen to learn while in the clinical 

areas. Again this relates very clearly to the notion of ‘getting through the 

work’. On face value we could assume that PBL is indeed helping the 

students cross the boundaries in clinical areas, yet the analysis of the 

interviews presents quite a different observation.  

When the students and I discussed their own roles they all discussed how 

they had felt like they were being used as a ‘pair of hands’ and were not 

working closely with the registered practitioners. However, they did not 
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complain to the staff on the ward, as they were afraid they would receive an 

unsuccessful practice placement assessment. They would rather discuss the 

issues with the lecturing staff in the school, where they felt ‘safe’.  

4.8 Conclusion 

This discussion has centred on the issues of professionalism, culture, power 

and equality. I have explored how these concepts and issues may influence 

how the students perform in practice and how they impact on the roles of the 

registered and unregistered practitioners in the clinical areas.  

There are boundaries in the clinical areas that students will have to face and 

develop strategies to overcome. Many of the students understood these 

boundaries and would ‘fit into’ the ward teams by engaging in the ward routine 

and not questioning the staff when they were asked to undertake certain 

procedures. They also found that when they understood the nursing language 

they were able to exert a certain amount of authority over those staff that were 

either junior or new to the clinical areas.   

The Making a Difference and strategy of PBL has enabled the students to 

seek out information and apply it to their clinical placement areas. Yet we 

must remember that there are disadvantages to PBL and questions regarding 

its effectiveness in relation to medical education are now being asked. 

Perhaps, as nurses and nurse educators we should also examine its 

effectiveness in producing critical, problem solving practitioners. 

The following chapter offers a reflexive account of the methods used and 

analysis of the data whilst reflecting on the research experience and 

proposing recommendations for future investigation. Finally the chapter 

identifies and discusses the contribution this study has made to nursing.  
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Chapter Five 
The Research Experience 

As discussed in the introduction the impetus for this study had been the 

implementation of the Making a Difference curriculum and the use of PBL as a 

teaching and learning strategy. However as the study progressed the issues 

of students socialising into clinical practice and the students’ aim to learn to 

be a real nurse became the focal point of the study. This motivated me to 

investigate further and to use the information to publish papers and to present 

at conferences, share my early findings and to instigate discussions with other 

academics and practice staff who wish to improve the student experience. 

This chapter will reflect on the research experience, the choice of 

methodology, the research question and the discussions surrounding the data 

collection and emergent themes.  

5.1 Reflexivity 

I would now like to offer a reflexive account to the reader of the methods used 

and analysis of the data, allowing for the merits and possible implications of 

the study to be identified while highlighting any limitations that may be 

present. Spencer (2001, p.450) argues that strong reflexivity recognises that 

the ethnographer and his or her language are inevitably a part of the 

phenomenon that is being investigated. Linked to this reflexivity is a sense of 

responsibility for the consequences of a particular way of representing the 

words and practices of other people. He further argues that this sense of 

responsibility recognises complexities and differences rather than hiding them 

beneath a veil of homogeneity and generalisation. This sense of responsibility 

then becomes a source of liberation rather than an unwelcome burden.  
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Reflexivity is the process of reflecting critically on the self as researcher, the 

‘human as instrument’ (Guba and Lincoln, 1981). It is a conscious 

experiencing of the self as both inquirer and respondent, as teacher and 

learner, as the one coming to know the self within the process of research 

itself.  

Alcoff and Potter (1993) state that reflexivity forces us to come to terms not 

only with the choice of research problem and with those whom we engage in 

the research process, but with our selves and with the multiple identities that 

represent the fluid self in the research setting. Reinharz (1997) highlights that 

although we have many selves they can fall into three categories: 

• Research based selves 

• Brought selves (the selves that historically, socially and personally 

create our standpoints) 

• Situationally created selves. 

She argues that each of these selves comes into play in the research setting 

and consequently has a distinctive voice. Reflexivity demands that we 

integrate each of our selves regarding the ways in which research efforts are 

shaped and staged around the binaries, contradictions and paradoxes that 

form our own lives. It should be remembered that the purpose of reflexivity is 

not to produce an objective or value free account of the phenomenon, 

because qualitative research does not yield standardised results but as Ward-

Schofield (1993, p.202) suggests: 

‘At the heart of the qualitative approach is the assumption that a piece 
of qualitative research is very much influenced by the researcher’s 
individual attributes and perspectives. The goal is not to produce a 
standardised set of results that any other careful researcher in the 
same situation or studying the same issues would have produced. 
Rather it is to produce a coherent and illuminating description of and 
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perspective on a situation that is based on and consistent with a 
detailed study of the situation’. 

 

Indeed this piece of work is a case study and as such will produce different 

results to any similar study that may be carried out with different students in 

different health care settings. Therefore, in order to reflect on this study and to 

ascertain its level of ‘trustworthiness’ I am using Lincoln and Guba’s (1985, p. 

290) suggestions for four questions that an inquirer should ask of themselves 

to determine the trustworthiness of a study.  

They are: 

1. Truth value. How can one establish confidence in the ‘truth’ of the 
findings of a particular inquiry for the subjects (respondents) with which 
and the context in which the inquiry was carried out? 

 
2. Applicability. How can one determine whether the findings of a 

particular inquiry have applicability in other contexts or with other 
subjects (respondents)? Included in this category is the concept of 
transferability. 

 
3. Consistency. How can one determine whether the findings of an 

inquiry would be repeated if the inquiry were replicated with the same 
(or similar) subjects (respondents) in the same (or similar) context? 

 
4. Neutrality. How can one establish the degree to which the findings of 

an inquiry are determined by the subjects (respondents) and conditions 
of the inquiry and not by biases, motivations, interests, or perspectives 
of the inquirer?  

 

5.1.1 Changing focus 

This study commenced on the premise that it would investigate and discuss 

whether the curriculum (Making a Difference) and PBL help students to make 

the transition into their clinical role. However during the data analysis it 

became apparent that the emergent themes reflected the importance of 

students being able to undertake clinical skills to allow them to ‘fit into’ the 

team and learn how to be a ‘real nurse’. This in turn led to discussions 



 248 

between me and my supervisor and the focus of the thesis changing from 

PBL to that of socialisation issues for student nurses and their accounts of 

‘learning to be a real nurse’.  

5.2 Truth value 

Hammersley (1992) notes that the criterion of validity ultimately has its point 

of reference in concepts of the ‘truth’. This allows for the possibility that ‘truths’ 

derived from attempts to understand and interpret the cultural processes are 

different from those of other phenomena. It also allows for the certainty that 

truths of applied research are generally more contingent and subject to varied 

criteria of utility than those drawn from the framework of ‘pure’ and discipline 

bound research.  

Lincoln and Guba (1985) argue that the ‘truth value’ of a study is based on the 

assumption of a single, tangible reality that an investigation is intended to 

unearth and display. They claim that for the inquirer to ensure the truth value 

they need to know the nature of that ultimate tangible reality, yet if they 

already knew it there would be no need to mount an inquiry to determine it.  

The issue of ‘truth value’ can be related to this study. Initially I had intended to 

discover whether or not the curriculum changes had had an influence on the 

students’ performances in clinical practice, and if it facilitated them to 

overcome the boundaries they may have faced. The curriculum and the 

strategy of PBL were new and therefore I did not have any data or previous 

experiences as to the precise nature of the reality of the situation. I was aware 

that I could not prove the hypothesis as there was no data to test it against but 

as suggested by Popper (1959) I could ‘falsify’ it. However as discussed the 

focus of the investigation changed and the data suggested that the issues of 
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the socialisation process for students, for example, the concepts of power, 

culture, language and inequalities became the areas for discussion. These 

concepts have been the focus for investigation by previous writers (Olesen & 

Whittaker 1968, Orton, 1981, Melia, 1987, 1997, Ogier, 1989, Castledine, 

1995, Bradshaw 2001, Spouse, 2003), and therefore I was able to compare 

and contrast my findings with theirs.  

5.3 Applicability 

I recognise that ‘reliability’ is something that I cannot achieve and believe that 

it would be more appropriate to use rigour and evidence trails. It would not be 

possible to replicate the study, as students who I studied will have completed 

the course and the registered practitioners interviewed may have left the Trust 

I visited. Indeed, Robson (2003, p.42) argues that in real world research and 

social science attempts to replicate are rare. Some qualitative researchers 

consider it an impossibility; to them each study is unique. Certainly it is just 

not feasible to repeat a study exactly with the same people in the same 

situation. I believe that it would be acceptable, in the future, to observe and 

interview different cohorts of students investigating how they have ‘fitted into’ 

their clinical role and discussing their experiences of learning to be a ‘real 

nurse’. The implementation of new curricula may be used to compare 

differences in their experiences. Indeed the discussions surrounding the 

socialisation process of the students can be used as a comparison for future 

studies.  

The main aim of this study for me has been the discussions surrounding the 

concepts of power, culture, language and inequalities that were identified as 

issues that affected the students journey to learn how to be a ‘real nurse’. This 
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study will provide additional information for future research projects to 

investigate when developing curricula and preparing students for their 

occupational roles of the future.  

5.3.1 Sampling 

With reference to the sample, I used the principles of purposive sampling and 

elements of ‘convenience sampling’. The principle of ‘purposive sampling’ is 

the selection of participants by the researcher’s judgement as to typicality or 

interest. Convenience sampling involves choosing the nearest and most 

convenient persons to act as respondents. Indeed Gall et al (1996, p. 228) 

argue that: 

‘Researchers often need to select a convenience sample or face the 
possibility that they will be unable to do the study. Although a sample 
randomly drawn from the population is more desirable, it usually is 
better to do a study with a convenience sample than to do no study at 
all…assuming, of course, that the sample suits the purpose of the 
study.’ 

 

I chose student nurses from various cohorts undertaking the Making a 

Difference curriculum training programme and their respective mentors and 

ward managers within the Trust where I was carrying out the study. These 

allowed me to gain an insight into the views of the participants. The sample 

choice of students relied on those students who were allocated to practice 

placement areas during the data collection stage.  

Robson (2003) comments on the use of convenience sampling stating: 

‘Convenience sampling is sometimes used as a cheap and dirty way of 
doing a sample survey. You do not know whether or not findings are 
representative’. 

 

While Robson’s comments may be true I believe that the sample I chose was 

credibly ‘representative’ of the student population undertaking the Making a 
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Difference curriculum during my fieldwork period. I am confident that the work 

does promote discussion and identifies areas that staff and students believed 

were improved and areas that required development. The participants were 

eager to discuss their experiences with me and wanted to share their own 

personal feelings of boundaries they had faced when attempting to learn to be 

a ‘real nurse’ and to ‘fit into’ the team’. I have no reason to believe that they 

were not honest in their discussions regarding the issues we discussed and, 

therefore, I can assume that the data I collected were relevant to the issues 

under study.  

You will recall the sampling I used met the criteria of qualitative research 

because in ethnography a specific number of individuals who have 

appropriate characteristics for the study may be contacted in order to achieve 

a pragmatic solution when time and financial resources are limited (Morse, 

1987). Furthermore as Roper and Shapira (2000) state these participants are 

key informants who act as gatekeepers that enable the ethnographic 

researcher greater access to the study population; they are also able to reflect 

upon cultural practices and share this knowledge with the ethnographer. The 

study sample is identified both at the start of the study and during the 

engagement research design. During the fieldwork process various registered 

practitioners, whom I had not originally included in my sample, asked if they 

too could be involved in the interviewing process. This displayed that the 

practitioners had an interest in the study and believed it was worthwhile as 

they wanted to be involved and for their experiences and ideas to become a 

part of the data.  
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There was also an element of ‘purposeful’ sampling or ‘theoretical’ sampling. 

Glaser and Strauss (1967) suggest: 

‘The criteria of theoretical sampling are designed to be applied in the 
on-going collection and analysis of data associated with the generation 
of a theory. Therefore, they are continually tailored to fit the data and 
are applied judiciously at the right point and moment in the analysis. 
The analyst can continually adjust his (sic) control of data collection to 
ensure the data’s relevance to the impersonal criteria of the merging 
theory’.  

 

The data I collected did indeed enable the evolution of the research question 

as the participants discussed an array of issues with me that I had not 

considered prior to entering the field and that then aided in the future 

development of the questions. This type of sampling was based on 

information and not statistics. Its purpose was to maximise the information I 

could collect from the participants in the allotted time. I believe that the 

responses were plausible and that the respondents could be said to be 

diverse as they were from a variety of cohorts undertaking their training.  

5.3.2 Transferability 

According to Guba (1981) application or transfer of knowledge can occur 

across settings when one knows a great deal about both the transferring 

context and the receiving context. He preferred the term transferability to 

generalizability. In fact, LeCompte and Goetz (1982) argued that in relation to 

generalizability the challenge for ethnographers was to demonstrate either the 

typicality of a phenomenon or the extent to which it compared and contrasted 

with other relevant phenomena.  

Lincoln and Guba (1985) state that in the classic paradigm all that is 

necessary to ensure transferability is to know something with high internal 

validity about sample A, and to know that A is representative of the population 
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to which the transferability is to apply. The transferability will then apply to all 

contexts within the same population. The process of coding that I undertook 

allowed for categories and themes to emerge with the underpinning theme 

being that of ‘clinical skills’.  

Participants were elicited from a particular group that of student nurses 

undertaking a specific curriculum. In the future the results could be used as a 

comparison for studies examining the role of the student nurse in clinical 

areas and the perceived importance of clinical skills in assessing a students 

competency levels. Indeed the setting would need to be in a similar situation 

to allow for transferability of the results.  

5.4 Consistency 

I recognise that nurse education and training does change over time yet the 

principles remain relatively constant, in that, it is attempting to produce 

practitioners who are ‘fit for purpose’ and ‘fit for practice’ on registration. In 

fact students who undertake the course want to learn the role of the registered 

practitioner to enable them to socialise into their clinical role both when they 

are a student and when they become registered.  

With reference to the observations and interviews that I undertook in the field, 

the interpretations I made could be said to be consistent. Mason (2002, p.65) 

argues that interviews can be regarded as social interactions and as such it 

would be inappropriate to see social interactions as bias that can be 

potentially eradicated. In respect of the interviews the participants were 

assured that the discussions we held would be confidential so it is reasonable 

to assume that they understood it would only be myself who would be 
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scrutinising and analysing the data and as such they felt more prepared to 

offer truthful accounts of their experiences. 

The coding was consistent yet I was aware that I might have been susceptible 

to ‘observer drift’ where I was seeing examples of category definitions that I 

was developing. I was aware of these possible problems and attempted not to 

develop a bias in my observation techniques. When analysing the data I read 

and re-reread the information and during the observation periods I attempted 

to be as careful as possible by only documenting exactly what I saw and not 

inflicting any personal viewpoints into the data.  

The fact that I had undertaken single observer techniques may be seen as a 

threat to the consistency and transferability of this study. Yet Dey (1995, 

p.224) argues that qualitative data is typically of uneven quality and if we had 

made all the observations ourselves, and made them repeatedly; and had the 

same observations confirmed by others, disinterested and unbiased and 

trustworthy observers, in neutral circumstances we are probably not doing 

qualitative research.  

I have discussed the ideas generated from this study with my supervisor, 

academic peers and participants in addition to presenting the preliminary 

findings at conferences. This has allowed for an open discussion of the 

content. Indeed, the study was not aimed at achieving a cause and effect 

theory of the Making a Difference curriculum and the strategy of PBL, but 

rather was aimed at allowing the reader a theoretically informed and research 

based insight into the participants’ views and experiences of them. It has 

offered an insight into the students journeys of becoming a ‘real nurse’ and 

the socialisation process they undertake with the development of clinical skills 
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being one of the main indicators allowing the registered practitioners to 

assess the competency levels of the students.  

5.4.1 Reflecting on the research process 

Throughout the field work and the subsequent data analysis period I 

continually reflected on the research process. 

I examined my own criteria for judging what was moral and ethical using 

various questions as suggested by Mason (2002): 

1: What were my own experiences, values and politics? 
 

2: What were my own professional culture and the norms of acceptability 

that operate in my own professional setting? 

3: What codes of ethical practice was I adhering to as developed by my 

own professional body and within nursing? 

4: What legal framework was I adhering to, for example, data protection, 

rights to privacy and information? 

The fourth question that Lincoln and Guba (1985) suggest the researcher 

should ask them is that of the level of neutrality that the researcher has 

achieved.  

5.5 Neutrality 

This study has provided many elements of neutrality as appropriate 

methodology of ethnographic and case study methods were used. This 

allowed for me to feel immersed in the culture while integrating some 

principles of grounded theory. As a registered practitioner and a nurse lecturer 

I was aware that I should not impose my own clinical values into the data. 

Scriven (1971) asserts that in achieving objectivity/neutrality the emphasis 

should be removed from the investigator and be placed on the data itself. The 
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issue is no longer the investigator’s characteristics but the characteristic of the 

data, and therefore, it is the data that should be checked for conformability. 

This was achieved during the data collection and analysis period as themes 

and categories emerged that led to a discussion and exploration of the 

concepts identified by the participants which led to the focus of the research 

changing from the original aims.  

5.6 Recommendations for future investigation 

The following section identifies some recommendations for the future and is 

presented under four headings:  

• Research;  

• Practice;  

• Education  

• Theory. 

5.7 Research 

5.7.1 Role of the registered practitioner  

This study has identified many areas that would benefit from further research. 

The role of the registered practitioner led to detailed discussion during the 

interviews with the students expressing confusion over what they should be 

learning when learning to be a ‘real nurse’. This therefore requires 

consideration and investigation into the changing role of the registered 

practitioner and how this impacts on the teaching and learning needs of 

student nurses.  

The continuing changes in the NHS and the private sector lead to the roles of 

the unregistered and registered practitioners altering to meet health care 

needs. In line with these changes curricula develop and as such research will 
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be needed to investigate and compare curricula to ensure they are indeed 

meeting the needs of the service sector. When the Making a Difference 

curriculum is validated a comparative study against the newly validated 

curriculum might be undertaken using the information I have gathered and 

analysed. For any follow up studies it may be beneficial to use a research 

team rather than a single researcher to allow for an exploration and 

discussion of themes as the data is collected and analysed. Indeed work of 

this type evaluating ‘Fitness for Practice’ is currently under way in Scotland.  

It may also be beneficial to undertake a follow up study interviewing the 

students who were involved in this research who would be registered 

practitioners. This would investigate, if on reflection, the Making a Difference 

curriculum and PBL had helped them to overcome boundaries in practice and 

prepared them for the registered practitioner’s role. In addition, they would be 

able to comment on students who had subsequently undertaken their nurse 

training and comment on their abilities to be able to undertake the student 

nurse role. 

5.7.2 Assessing the competency levels of students  

Research into the competency levels of PBL trained nurses as against non-

PBL trained nurses would be beneficial. This would allow for a comparative 

study exploring whether or not PBL trained nurses had more developed 

questioning abilities than those students who were not PBL trained. In 

addition to compare whether or not PBL trained nurses had achieved a 

greater understanding and ability to perform the competencies required of a 

registered practitioner than those who were not PBL trained.  
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Throughout the data analysis the theme of clinical skills was prevalent. This 

area requires researching as to whether or not students who can successfully 

undertake clinical skills in the practice areas become an accepted member of 

the team faster than those who require teaching of them when they arrive in 

placement.  

5.7.3 Learning to be a real nurse 

As you will recall the ultimate aim of the students was to learn how to be a 

real nurse. I would suggest that research should be undertaken investigating 

the definition of a ‘real nurse’ and the expectations of the public and 

practitioners as to what their role is.  

5.8 Practice 

5.8.1 Clinical skills 

The data has identified the importance of clinical skills development for the 

students and their importance in assessing the competency level of the 

students. It would be useful if the issue of who teaches clinical skills, that is to 

say, should they be taught within the classroom or in the clinical areas, be 

discussed in detail with academics and practitioners. It may be that the theory 

underpinning the skills should be taught in the school of nursing but the 

practical application of the skills should be taught and assessed in the 

practice areas by the mentors. This would allow for a bridging of the theory-

practice gap and would allow the practitioners to be actively involved in the 

development of students who are ‘fit for practice’ and ‘fit for purpose’.  

Furthermore discussions surrounding whether in fact all clinical skills should 

be taught in the school prior to students entering practice should be held. 
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5.8.2 PBL 

The data highlighted that although the students were aware of the concept of 

PBL as a teaching and learning strategy that was being implemented in the 

school of nursing many of the registered practitioners, although aware of the 

concept were not using the strategy in the practice areas. A part of PBLs 

philosophy is that it can be used in the clinical areas to allow the bridging of 

the theory-practice gap.  I would recommend that academic staff present a 

host of seminars in the clinical areas to explain and explore the concept to the 

practitioners. Time restraints are factors that may prevent staff from attending 

therefore, the role of the link tutors or academics in practice will require 

development to allow a sharing of ideas and information regarding the 

educational needs of the students at each stage of the training process. This 

may include the academic and clinical staff developing ‘triggers’ that reflect 

the educational needs of the students while on clinical placement and that 

could be used as a part of the assessment process. The development of 

partnerships and collaboration between the academic staff and practitioners 

would also strengthen communication channels between the two sectors and 

ensure that changes in the curriculum and teaching and learning needs of the 

practitioners were shared at ward level.  

5.9 Education 

The data collected and analysed during this study suggests that practitioners 

have been encouraged by the development in the students’ abilities to 

function as effective student nurses while in the clinical areas. However it is 

questionable as to whether or not it has been the integration of PBL as a 

teaching and learning strategy that has been the major force in this, or 
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whether it is the fact that students have been taught their academic studies in 

small groups that has led to a feeling of belonging. I would recommend that 

small group teaching of the students is maintained within the school of 

nursing, with further studies being carried out to assess the effectiveness of 

the use of small groups in nurse training institutions.  

5.10 Theory 

Nurse education and training has evolved from an apprentice style of training 

to a university-based education. Yet the ability of students to be able to 

effectively undertake clinical skills while on clinical placements continues to be 

perceived as the major indicator of the students’ competency levels. The ever-

changing role of the registered practitioner in light of Government policies; 

changing roles of unregistered staff and the introduction of new posts such as 

the Trainee Assistant Practitioner has seen students questioning the 

usefulness of them being expected to learn about how to perform the ‘dirty 

roles’ such as hygiene and toileting needs of patients.  

We must therefore assume that nurse education systems need to develop to 

encompass the changing needs of the health service if we are to ensure that 

the students of the future are ‘fit for practice’ and ‘fit for purpose’ on 

registration. The continued development of clinical skills teaching would 

appear to be the linchpin in attaining this objective and as such I can suggest 

that the emergent theory is: 

‘Student nurses who develop the ability to perform clinical skills 
effectively in the clinical areas are perceived by the clinical staff to be 
undertaking their role effectively and are accepted and valued team 
members’. 



 261 

5.11 What contribution has this study made to knowledge and nurse 

education? 

This thesis commenced with the question ‘Has the Making a Difference 

curriculum and PBL enabled student nurses to socialise into their clinical roles 

and overcome boundaries?’ As the data was collected and analysed the focus 

changed from the impact of PBL to an investigation of students’ experiences 

in learning to be a real nurse and the boundaries they face when attempting to 

socialise into their clinical role.  

The study has clearly identified that the students’ ultimate aim is to learn how 

to become a ‘real nurse’, this has been explored in detail and the roles of the 

student nurses and the mentors have been highlighted by the participants. 

Integral to these descriptions have been the issues of power, authority, 

culture, boundaries and professionalism that has led to the students 

explaining how they have affected their journey through their training and 

educational programme and which strategies they have employed to 

overcome them. 

The issue of clinical skills development has been important to both the 

students and the practitioners. Although nurse education is now delivered in a 

university institution where it is important that students understand the 

underpinning evidence and research to support their care interventions, the 

development and effective delivery of clinical skills is seen as a major 

influence for practitioners when assessing the competency levels of the 

students.  It is therefore important that during future curriculum development 

activities both practitioners and academics are actively involved in its 

inception to ensure that the needs of both institutions and the patients are 
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met. Effective communication channels between the two institutions must be 

maintained and developed if the registered practitioners of the future are to be 

‘fit for practice’ and ‘fit for purpose’.  

The experiences of student nurses in clinical areas and their observations on 

learning how to be a ‘real nurse’ have been discussed and explored in depth. 

The registered practitioners interviewed commented that they believed 

students had developed their questioning abilities while on clinical placement 

and had been able to effectively ‘fit into’ the team.  The students have viewed 

the teaching and learning strategy of PBL favourably but through this study it 

has become clear that it is an academic tool and the clinical areas are not 

using it as a teaching tool. In the future it may be useful to encourage its use 

in the clinical areas to help the students’ link the theory learnt to the practice 

they are involved in.  Arguably it is the small group teaching that has 

developed the team building skills of the students rather than PBL per se. 

However which ever it is clinical staff are positive in their comments towards 

the effectiveness of the students undertaking the new curriculum.  

Both the registered practitioners and the students have viewed the newly 

developed and implemented role of the practice development co-ordinator as 

a positive change. She has provided extra support for development of the 

learning environments and for students and mentors undertaking their roles. 

The role has provided a strong link between the academic and service sectors 

leading to a seamless collaboration between the two institutions.  

The data collected and subsequent analysis has produced a trail of evidence 

that has contributed to providing an exploration and discussion of the 



 263 

identified themes. It may be concluded that the ability for students to become 

‘real nurses’ are affected by the following.  

There is a need for students to understand the culture and boundaries 

inherent in the various clinical areas that they visit. The students must develop 

an awareness of these issues and learn the role of the student nurse in order 

to acquire the skills and knowledge base that will ensure they are ‘fit for 

practice’ and ‘fit for purpose’ on registration. In order to become a ‘real nurse’ 

the students need to learn how to undertake the role of a student nurse 

efficiently and effectively in their clinical placement areas. Students 

developing their knowledge and skills base in the delivery of clinical skills help 

them to fit into the team and to become involved in the everyday activities of 

the registered practitioners. Through doing this they learn how to be 

professional and with the support of effective mentors and the practice 

development co-ordinator they learn how to reflect in practice and thus learn 

the skills and knowledge that will support them in their ambition to become a 

professional nurse when registered.  

Indeed Scholes et al (2004, p.1) evaluated nursing education partnerships 

with the aims of the project being: 

• To identify if the changes to nurse education made in response to 

Making a Difference (DoH, 1999) and Fitness for Practice (UKCC, 

1999) enhance the knowledge and practical skills of students who 

undergo these programmes and affect the quality of the practice 

experience and teaching in practice. 
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• To identify how the partnership has been developed and how it 

responds to the needs of the NHS, balancing local and national 

agendas for change. 

• To identify if these local changes increase flexible career pathways into 

and within nurse education and how the alumnae of these programmes 

make a contribution to care (career destination).  

They concluded that generally the sites involved in the study believed things 

had improved as a result of the partnership curriculum and that the Trusts and 

HEI’s were collaborating well together to meet the continually changing 

agendas and competing demands of the health care sector. However they did 

identify that there was insufficient evidence of consistent challenge of the 

students, by the registered practitioners, to determine the students’ level of 

knowledge and competence. This was caused by inadequate mentor 

knowledge that affected the type of questions and thinking to which the 

students were exposed. Linking higher order thinking was seen to be an 

unrealistic aim that was not routinely demonstrated or reinforced by mentors. 

In fact Scholes et al (2004) highlighted that some mentors were reluctant to 

delegate certain clinical activities or enable students to observe certain clinical 

interactions preferring to undertake them themselves, because they could not 

afford the additional time it would take a student to do this on their behalf. 

These points were exemplified within my study under the heading ‘I’ll do it 

myself’.   

The concepts of power and authority in the clinical areas are important issues 

for the students to understand. As junior student nurses they hold little or no 

power or authority. They perceive the ward manager to possess the power 
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base in the clinical areas and respect their authority. Similarly the junior 

students respect the more senior students as they have more experience than 

themselves. It is therefore fair to conclude that the concepts of power and 

authority as understood by students are not restricted to registered 

practitioners. The senior students also display elements of power and 

authority that they exploit when working alongside junior students and at times 

the unregistered staff.  

This is projected through the increased confidence levels of the senior 

students who believe that a part of their role is to engage in the teaching of 

more junior students, explaining to them what their role is and sharing their 

experiences with them. They also believe that they now possess sufficient 

knowledge and skills to learn and undertake the roles of the registered 

practitioners, albeit under supervision of their mentor. It is at this stage that 

many of them become disillusioned with their student role when they are 

approached or expected to engage in activities that they believe are the role 

of the unregistered staff members. They see the registered practitioner role as 

being one of planning and evaluating nursing care, undertaking medical ward 

rounds, liaising with members of the multi-disciplinary team and administrative 

duties rather than engaging in hands on care activities.  

Students are now developing their own understanding of the boundaries that 

they must either work within or overcome in their quest to become registered 

professional practitioners. They strongly believe that they understand the role 

of the registered practitioner and want to emulate this. Their ability to be able 

to undertake clinical skills without supervision is seen to be an indicator of 
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their level of competency and indeed a tool by which the registered 

practitioners assess the capability and competency levels of the students.   

Throughout the study the registered practitioners have been positive in their 

assessment of the students who have followed the new curriculum and been 

exposed to the teaching and learning strategy of PBL. They have commented 

that these students have well-developed questioning abilities and are able to 

fit into the team. They also believe that the students are relatively self-

sufficient in acquiring knowledge to underpin their clinical activities yet they do 

seek advice where appropriate. Perhaps one of the most interesting 

observations made by the clinical staff is that these students want to be more 

involved in the clinical activities and that they are pleased to see that the 

students are spending more of their training time in the clinical areas rather 

than in the academic setting. This is interesting as students following the old 

curriculum spent equally the same amount of time in the clinical areas. Yet the 

practitioners firmly believed that students following the new curriculum were 

less academically focussed and more interested in developing their clinical 

skills than previous students.  

Overall the study has highlighted the importance of clinical skills development 

and delivery by the students in becoming a ‘real nurse’. Through their 

experiences the students have learnt have to overcome boundaries and to fit 

in with the culture in the clinical areas. We can learn from this that the school 

can provide the students with the underpinning knowledge required to enter 

the clinical areas but learning how to become professional and a real nurse is 

learnt through exposure to the ‘real world of nursing’, it is therefore important 

that roles such as the practice placements co-ordinator are maintained to 
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provide a link between the clinical and academic areas and support for the 

students so that they do not feel isolated when in clinical practice.  

5.12 Outcomes 

The study has identified the following outcomes: 

1. Registered practitioners interviewed believe that the students have 

been able to ‘fit into’ the team more effectively than previous students 

and wish to be ‘more hands on.’ 

2. Students believe that they can learn the skills of a ‘real nurse’ if they 

are competent in the delivery of clinical skills. This complements much 

of the work previously undertaken by (Olesen & Whittaker 1968, Orton, 

1981, Melia, 1987, 1997, Ogier, 1989).  

3. The concepts of power, culture and language and the boundaries that 

they create have been identified by students as issues they need to 

understand and overcome while in clinical placement to enable them to 

become valued members of the clinical team. 

4. Participants in the study identified the role of the practice placement 

co-ordinator as being a welcome addition and provided a link between 

the academic and service sectors.    

5.13 Conclusion 

Overall the research experience has been both enjoyable and illuminating for 

me. When I first arrived in the field I had expected all the registered 

practitioners to have read the Making a Difference (DoH, 1999a) and Fitness 

for Practice (UKCC, 1999a) documents and would be able to discuss them in 

detail. I now appreciate that although they are important, the practitioners 
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were aware of them but due to clinical priorities they had a superficial 

knowledge of the content.  

Following the research process has taught me patience and the importance of 

reading and re-reading information to ensure that I am objective and neutral 

when discussing the information gained. Most importantly I have learnt the 

importance of not imposing my own personal viewpoints on the information. 

This aids in ensuring that I am portraying a true version of the data I collected 

from the participants. I believe that this study is important for the staff at the 

school of nursing, as it allows them an insight into the experiences of students 

and registered staff involved with the Making a Difference curriculum and if 

nothing else, will promote discussion surrounding the issues. 

Overall this study provides a focus for future research examining the role of 

student nurses while on clinical placement and their ability to be able to 

effectively integrate into the ward team. The discussion and exploration of 

PBL provides a basis to compare a variety of a teaching and learning 

strategies that identify to students and practitioners the importance of 

providing evidence and research based care interventions in the clinical 

areas. The importance of students fitting into a team and learning to be a real 

nurse are exciting concepts that although not new to this study do provide a 

focus for futures studies to explore and research. The move of nurse 

education into Higher Education has not removed the importance of clinical 

skills development and indeed competency in delivering these skills in the 

clinical areas for both the students and registered staff. In fact it is the 

competency in the delivery of clinical skills by the students that provides a 

benchmark for the registered practitioners to use when assessing the 
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capabilities of each student and to a degree the fitness of the student to 

become a real nurse. However, the registered practitioners in the clinical 

areas do still want the academic sector to provide students with the skills of 

‘how’ to undertake skills rather than the ‘why’ they undertake them. This can 

perhaps be attributed to the concept of ‘getting through the work’; where it is 

important that the majority of ward work is finished by the end of the morning 

shift. Time in the clinical areas provides a vital measure of students and 

registered practitioners abilities to be viewed as competent nurses. Those 

members of staff who question procedures or take their time completing 

procedures, through communicating with patients in depth are viewed to be 

slow or lazy. This is witnessed by the students and as such they are eager to 

be able to undertake the clinical skills in a ‘quick’ fashion. This is an area that 

needs to be discussed between practitioners and academics. 

Overall the move into Higher Education and the implementation of the new 

curriculum has proved to be positive with the practitioners yet the importance 

of students being able to feel a valued member of the team in their quest to 

learn how to be a real nurse remains paramount. 
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Appendix  
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Appendix one  

Excerpt from interview transcript 

Below is an excerpt from one of the interviews undertaken. Margaret had just 

commenced her second year of training. We were discussing what 

experiences she had had since commencing her training programme. 

‘On the wards we are just given handover for the 38 beds and then go 
out onto the wards. We are introduced to the patients and all we are 
told is what we heard in handover but 1no one tells us which tests they 
have had or what they are for, no one goes over that. I 2question the 
staff cos a lot of the things I don’t understand I’m always quizzing them 
but no-one tells you what the drugs are for I’ve had to read up on that 
myself at home, I’ve bought a drugs book so that I know everything and 
can learn. If I ask questions, they just say oh its heart tablet that is all. 
They sometimes talk you through things but some of the things they 
don’t know themselves, oh, I shouldn’t have said that. For example, 
one man had liver problems due to alcohol and he was bleeding from 
every orifice so I asked them why and they said I don’t know they just 
do. Any way I asked someone else and she got me some books, I don’t 
think there is a lot of knowledge here, especially the newly qualified 
staff. 

 
Interviewer: So what do you think is the role of the student on 
placement? 
Well to work alongside a staff nurse, and do their role its right difficult 
really cos 3I’ve not been given a role. Fair enough, I look after pressure 
areas and I’ve been able to do assessments and care plans, 
evaluations and 4observations. but saying that I have my own 
limitations because I am not registered. So I try and do the drugs but 
obviously, I can’t do them independently, they have to be checked. The 
same for taking bloods and giving I.V.s because I have not been 
assessed but I feel that I do the same as my assessor would in terms 
of like doing the admissions and discharges, assessing the patients 
doing the care plans and the obs. And all the other patient care really. I 
think that the only limitations you have is that you are not registered but 
I do try and do the same things as a staff nurse would. 

 
I’ve been round on drugs rounds but sometimes the trained staff feel 
we are an extra pair of hands we are here to work not learn just to get 
on with it. Yeh. I thought they would teach us how to do the skills on 
the ward and then I would be able to work like a real nurse, but they 

                                                 
1
 No one tells us/don’t know themselves/don’t think there is a lot of knowledge 

2
 Question/quizzing/at home 

3
 Not given a role/extra pair of hands/not learn/role of a student/student role/supernumery/ 

needed on the ward/not being given a role/ extra pair of hands/ 
4
 Observations 
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don’t they think that we already know how to do them. I thought I would 
be alright, we have done some teaching sessions at Uni but as a whole 
we felt that they taught us things after we had been on placement so I 
was quite glad that I had some knowledge prior to starting the course, 
because it was like how to do obs, dressings and the drugs was taught 
after placement it would have been better before especially the obs. I 
felt more prepared than others having done the job before, but I’m not 
an auxiliary now and I have to remember that and try and take on the 
role as a student. I found it hard to fit in the ward environment initially 
because even though you may have banked on the ward previously 
you now have to take on a different role; there is an overlap between a 
student nurse and auxiliary. You don’t really have a defined role, one 
minute you are pulled over by the auxiliaries to help them and the next 
you are expected to do 5staff nurse roles. 

 
I think the school should teach all the skills cos you 6wouldn’t get 
anything here.  They don’t teach here they think we are here to help 
them get through the work. I don’t think they understand what the 
student role is. You try and tell them you want to watch and observe 
things but some of them think you are being lazy. Its not as bad when 
my mentor is here ‘cos I stick with her and she will ask me if I want to 
see things but when she’s away then I am just a pair of hands and 
work with the NA’s a lot.  I have always tried to limit what I do with the 
auxiliaries so that I can learn, but some students are not as assertive 
and then they compromise their learning, you have certain objectives to 
meet and you can’t do that if you are always helping the auxiliaries get 
people up. I had one incident when I needed to redress a patients legs 
the auxiliary came to me to tell me to get a patient up, but I said no I 
have to do this leg because at the moment it is more pressing. You 
have to be assertive but later on, she apologised, other students may 
not have stood their ground and left the patient but we have to learn so 
you have to stand your ground sometimes. 

 
Although the 7practice development co-ordinator has done some and 
they were good, brilliant, it’s a smaller group and you tend to participate 
more, but on the wards, you wouldn’t learn anything. In Uni we’ve done 
psychology but we’ve not done assessments or care of the patient but 
no-one has gone through the action plans, we have been bombarded 
by work and it does not flow and no-one explains things. Like we have 
done the history of the nurse but its not relevant, we have not done a 
lot of clinical skills we need more. I’ve done my assignment on heart 
disease so I have learnt a lot on that but that is cos I’ve read about it 
not that people have taught me. 

 

                                                 
5
 Staff nurse role/real nurse 

6
 No teaching/learning opportunities 

7
 Support 
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Erm, and also a supportive role to other students who are on the ward 
either those at the same stage or first and second years, I try to 
support and help them with their documentation, because we have all 
been through it and have the same concerns. You know I also help 
patients and provide good patient care. 

 
I don’t know it all yet. I’ve been to see a pace maker fitted today but 
other things I’ve asked to go and see I’ve not been allowed to because 
they say the ward is too busy and if I go they will be short staffed, I’ve 
missed three things now, but at the end of the day I am meant to be 
supernumery but when I bring that up with the staff they say well you 
are needed on the ward, so I’ve missed out. I think they only let me go 
to do because you are here!! On here I’ve learnt about different types 
of drugs because the sister questioned me on the drugs when I asked 
her too, I’ve done CPR 4 times!!!! But the staff do not always tell me 
why these things are happening. I feel that I have learnt a few things 
but I don’t feel the school really prepared me cos they did not explain 
what was expected of students on the ward, no-one told us about the 
assessment books properly and did not give us the chance to ask 
questions we were just given the booklets and no-one on the ward 
knew what to do with them 

 
Me: Are there any more comments you would like to make? 
I was thinking it would be nice if we had a visit every couple of weeks 
from the practice development co-ordinator, I’ve spoken to her and she 
has helped. You feel there is no support on the ward you are on your 
own, you are not a staff nurse or an auxiliary you feel alone. I think 
that, I mean the auxiliaries are great it’s the trained nurses who have 
attitudes, they tend to look down on you like you are only a student but 
they don’t always help or want to teach you. The whole attitude is that 
they want you on the ward working not learning. It’s not all of them but I 
tend to find the older nurses are negative towards you just feel like you 
are mithering people if you ring up the Uni all the time. I think we could 
have more on A &P and clinical skills but we do have loads of support 
from school and we get loads of time to do the assignments, which is 
good. Most of the wards are very good, there has only been one ward 
that was not very good for teaching but I have worked around that. I 
think that’s it. On the whole it’s all been good! 

 
After re-reading the interview again I re-examined the words and phrases and 

clustered them into headings that can be seen in appendix two. 
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Appendix Two 

Examples of clustering 

 

 

 

 

Information that I collected during the observation periods also helped me to 

develop the clusters and subsequent themes. It was interesting that as I 

observed the students in their clinical placement areas issues that they 

identify regarding questioning and communication were evident. For example, 

during one of the observation periods with Margaret I noted that: 
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‘Although there are four qualified staff nurses on duty Margaret is 
working with another student nurse. One of the staff nurses has 
checked on Margaret and the other student asking them if they are 
‘OK’. Margaret has replied ‘Yes, fine’, but has also asked the staff 
nurse if she will explain the tests that the patient is due to undergo. The 
staff nurse informs her that she is too busy but that there are books in 
the resource room that she can refer to or wait for her mentor to 
explain.’ (Field note, observation of Margaret, 2nd year).  

 

When I interviewed Margaret she discussed the fact that some of the staff 

were reluctant to answer questions and that she thought it was because they 

did not know the answers. What I did note in many of my field notes was that 

staff explained to me that they did not have enough time to ‘teach’ the 

students even though they recognised that this was a major part of their role. 

However during my observation periods that happened on various days and 

varying times there were times when the staff would stand or sit around the 

nurses station chatting. This would have made an ideal time to teach the 

students or discuss clinical issues with them. The concept of ‘being too busy 

to teach’ was not always supported by my observations.   

Following the clustering I re-read the interview ensuring that I had identified all 

the appropriate words and phrases that had influenced the clusters. The 

reading and re-reading of the interviews allowed for me to understand the 

clusters and be able to assign them to a theme. Interestingly all the 

interviewees identified the acquisition of clinical skills as a major component 

of the students abilities to learn how to be a ‘real nurse’.  Following completion 

of all the interviews and subsequent clustering of the information themes were  

assigned as exemplified in appendix three. 
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Appendix Three 
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Appendix Four 

Example of a publication based on the findings of this study
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