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ABSTRACT 

The purpose of this exploratory case study was to describe the culture of clinical 

teaching through a symbolic interactionist framework, by identifying the rituals, faculty 

behaviors, and student behaviors and characteristics valued by faculty instructing in clinical 

settings, using content analysis, interviews and observation. Five faculty, one from each 

clinical specialty, were chosen using specific criteria. College of Nursing archives were 

content analyzed to ascertain written valued student behaviors and characteristics and 

faculty were interviewed to learn their stated beliefs. Faculty/student clinical interactions 

were observed to assess if faculty written and verbalized beliefs were enacted, and twelve 

students were interviewed for verification of transmission of the values. Peer debriefing, 

member checking and an audit trail ensured trustworthiness of the data. 

Faculty used eight rituals: Preparation, Tracking, Discourse, Closet, Repast, 

Selection, Maneuver, and Documentation, and three types of actions: Teaching, Role 

Modeling. and Caretaking to transmit their values. TeachJng was utilized 55 percent of the 

time and involved questioning, instructing, guiding, correcting and observing. Role 

Modeling. used 22 percent, embodied promoting independence, helping, intervening, 

kidding and admitting fallibility. Caretaking was evidenced 23 percent of the instructor's 

time and included caring. praising, diffusing anger, allowing mistakes and sharing self. 

Over one hundred student behaviors and characteristics that faculty valued were 

identified and collapsed into six descriptors, listed in descending order: assertive, 

therapeutic, compliant, knowledgeable, disciplined, and skillful. Faculty placed emphasis 

on human, interactive skills versus knowledge and psychomotor skills, and respofided to 

students with very caring behaviors. They utilized compassion as a way of effecting 

conformity, and their use of caring behaviors for the exercise of their power was evident. 
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CHAPTER 1 

THE PROBLEM 

Introduction 

Clinical experiences are central in many professional fields. Professional 

education, particularly in health-related fields, focuses on the application and utilization of 

theory in specific clinical settings. While these clinical settings vary according to type of 

educational program and the curricular material being taught, they generally require 

employment of technical skills, utilization of a belief system, and application of theory in 

providing direct patient care. Although faculty interaction with students in the clinical 

setting differs based on type of program, student level, and type of clinical setting, the title 

clinical faculty is widely used to designate faculty with a clinical teaching focus. For the 

most part, there is little research that examines clinical faculty in terms of the behaviors they 

enact and the student characteristics and behaviors they value and encourage. Awareness 

of the values clinical teachers incorporate into their instruction may provide insight into 

what constitutes the culture of clinical teaching. By describing the messages faculty 

construct, acknowledging the actions and rituals used in sending these messages, and 

determining whether these values are consistent among faculty, we will enrich our 

understanding of the culture of nursing education and the nursing profession. 

In nursing education, clinical teaching usually includes supervision of the student in 

caring for a patient or client in a health-care environment to develop the skills, attitudes, and 

knowledge required for practice. This necessitates direct observation of the student in 

performing these care-giving tasks. Inherent in the role of clinical instructor is a certain 

degree of role modeling, as well as the ability to know when to allow the student to make a 

mistake--since the clinical setting is not just a care giving situation but a learning 
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environment as well. 

Along with supervision, the clinical instructor is responsible for evaluating students 

as they perform various skills. In some programs, clinical grades, which constitute a 

considerable portion of the f.ourse grade, are assigned to students as they achieve specific 

learning objectives. This makes it highly desirable for the student to achieve a high level of 

clinical competency, particularly if the earned theory grade is less than the student desires. 

In many college and university nursing programs, the clinical grade is assessed as JjasS/fail 

or satisfactory/unsatisfactory. Nevertheless. clinical competency is a major criterion in 

evaluating the student's ability to administer nursing care. Students generally receive a 

failing grade for the clinical experience if they are unsafe, which means they have 

endangered a patient. 

J!!dud;;!d as part of clinical teaching in nursing are conferences in which the 

instructor encourages students to apply theory to the clinical setting and share learning 

situations, feelings, and concerns with the group. These conferences are customarily held 

at the beginning and the end of the clinical experience. The beginning conference. or pre

conference. is a vehicle for the instructor to learn whether the student has prepared for the 

day's assignment, to validate the student's plan of care by helping to prioritize and problem 

solve, and to reduce the anxiety most students feel before beginning a new assignment. 

The post-conference at the close of the day is used to validate students' interventions and 

discuss any other options that might have been possible. Also used to explore feelings, the 

post-conference supports group participation by encouraging brainstorming with others in 

the group. Students are given the opportunity to discuss the theory learned and how it was 

applied in giving care to their patients. This conference is not a forum for teaching new 

content but for integrating content previously introduced in class. 

Clinical nursing faculty come to their profession from varied backgrounds with 
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different perceptions of clinical teaching. Some of their ideas come from practice through 

preceptors, but many impressions come from remembering past clinical instructors they 

experienced as undergraduate students. "Few professors are very specific about how they 

learned to teach, how they acquired those characteristics that mark their teaching style. 

Many model themselves after powerful presences from their own student days. Some pick 

up hints and techniques, acts and attitudes to avoid as well as emulate, which in time blend 

intO a characteristic """ay of going about their work." (Fble, 1985, p. 1). This seems 

especially true of those clinical instructors without the benefits of graduate education 

courses. Since "most graduate programs do not provide individuals with basic information 

on clinical instruction." (Carpenito & Duespohl, 1985, p. ix), many faculty are 

inadequately prepared to be a clinical instructor. "Few nurses are taught how to teach in the 

clinical area but are considered competent because of clinical expertise and educational 

achievements" (Windsor, 1987, p. 154). 

Regardless of whether they were adequately prepared through graduate education. 

clinical teachers invariably spend considerable time and energy trying to determine what is 

of value. This process continues throughout the professional career by observation of 

other faculty, consultation with peers, incorporation of student feedback, evaluation of 

personal values, and trial-and-error methods of clinical teaching. Over time, faculty 

members are likely to become increasingly satisfied with their values about clinical 

behaviors and characteristics nursing students should acquire c.."ld their ability to send 

messages about these values to students. How faculty attend to the messages they send to 

students and whether these messages are consistent needs exploring. 
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Significance of the Study 

Although clinical teaching is an integral part of baccalaureate nursing education 

(Lindeman, 1989; Meleca, Schimpfhauser, Witteman, & Sachs, 1981; Wong & Wong. 

1987), there is little research about what student behaviors and characteristics are valued by 

faculty. There is little public, professional discussion that can provide guidance to new 

faculty and can provide the basis for conscious reflection about practice among experienced 

faculty. Similarly, the lack of research provides little in the way of guidance for 

administrators trying to create faculty development programs and to increase the retention 

of faculty and students in their colleges. Nursing administrators have little understanding 

of what actually occurs in the constantly changing clinical scene. A study of the culture of 

the clinical faculty could provide them with a clearer sense of faculty, student, and college 

needs in the clinical setting. 

The early nursing literature on clinical teaching focused on the product, perhaps 

because at that time nursing was working to define its outcomes rather than its beliefs. 

Continuous debates surrounded topics such as what behaviors were necessary to be a good 

student (McIsaac, 1902; Mitchell, 1902; Strong, 190 I) and what conduct was desirable for 

clinical instructors (Marvin, 1930; Nutting. 1901; Rein, 1940; Riddle, 1905). In 1908, 

when speaking to the need for a longer period of education so that nurses could develop 

desirable behaviors. the superintendent of the Johns Hopkins Hospital indicated that in 

training nurses there "comes the necessity of imparting knowledge of principles upon 

which the practice of nursing can be grounded. Theoretical knowledge must be therefore 

combined with practical knowledge" (Hurd, 1908, p. 671). This early suggestion to those 

responsible for instructing students in the clinical setting, imparted an administrative rather 

than a faculty value. Alice Shepard Gilman, a department editor for a New York hospital in 

1921, suggested recognizing valued clinical behaviors of nursing students as a means "of 
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checking up Ion] the practical work of the student nurse in a very definite way." (p. 478). 

Although at that time the faculty t.:onsisted solely of the training school superintendent, who 

was responsible for the development of students through interaction with senior students 

and hospital personnel, the implication is that there was a considerable concern for defining 

important behaviors for aspiring nurses to acquire. 

By midcentury the emphasis in the nursing literature had evolved toward the 

process rather than the product In 1940, Crist, in a paper presented to the National League 

of Nursing Education, indicated that the focus of student evaluation had changed to 

identifying "the ultimate goal of nursing t":ducation" (p. 802) and knowing "precisely what 

it is we are attempting to measure" (p. 805). As a means of realizing these goals, Crist 

recognized the importance of identifying those student behaviors and characteristics valued 

by faculty. In the 1950s, the clinical instructor was taking more responsibility for 

instruction; however, the head nurse maintained an integral role. At that time, it was 

believed that a necessary value for the instructor was "correlating classwork and nursing 

practice" (Smith, 1950, p. 371). The emphasis was on the educational process rather than 

the outcome. 

By the 1960s, the accent was still on the educational method with a focus on the 

student, but the importance of interactions among faculty and students and the need for 

faculty to recognize valuable behaviors were beginning to be acknowledged. Specific 

faculty behaviors that were perceived by students as important for learning were starting to 

be addressed (Barham, 1965; Jacobson, 1966; Layton, 1969). Barham's (1965) study 

utilized responses from directors, instructors and students, and, along with identifying 

modei faculty behaviors, the study embraced the various roles and interactions of the 

nursing instructors from a faculty perspective. Jacobson (1966) suggested that future 

studies utilize faculty responses, implying more attention be given to faculty perspective. 
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It was also during the 1960s that Olesen & Whittaker (1968) found, in their study 

of the social psychology of professional socialization, that student nurses, in an attempt to 

learn what faculty expected of them and how to go about meeting those expectations, 

experienced a "Psyching Out" stage. Davis (1968) elaborated on this professional 

socialization eXpt!rience and labeled it "doctrinal conversion," indicating that psyching out 

was the third stage in this process. The fIrst stage was labeled Initial Innocence, followed 

by Labeled Recognition of Incongruity and 'Psyching Out,' which was "the term students 

themselves use to designate the arts of divining what instructors expect of them and of how 

best to go about satisfying such expectations" (p. 244). Although a few sophisticated 

students, those with upper-middle-class backgrounds, were able to achieve this early in the 

program, "there remain some students who throughout their nursing school career never 

evidence any conscious awareness or appreciation of 'psyching out' and who in their 

ingenuousness never employ it" (p. 245). These students in time enacted the valued 

behaviors necessary to satisfy the instructors, but it occurred more as a result of emulation 

of other students. This process resulted in "a certain quality of moral discomfort and ego 

alienation" (p. 245). In other words, students e~perienced guilt about the manipulation that 

was occurring in trying to identify what behaviors faculty valued. The implication from 

this study was that if faculty values were identifIed, students would be spared the 

discomfort resulting from their perceived exploitation of faculty. 

Studies on the characteristics and behaviors of clinical faculty continued into the 

1970s (Armington, Reinikka & Creighton, 1972; Kiker, 1973; O'Shea & Parsons, 1979; 

Rauen, 1974; Stritter, Hain & Grimes, 1975; Wong, 1978), with a continuing focus on 

student perspectives. Rauen (1974) suggested that the underlying dynamics of how 

students become nurses be studied so that clinical instructors might become more aware of 
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the role model they convey to the students. O'Shea and Parsons (1979) advised comparing 

faculty and student perceptions of effective and ineffective behaviors to discern patterns of 

differences that might be useful in preparing nursing educators during graduate studies. 

More recent research (Bergman & Gaitskill, 1990; Brown, 1981; Flagler, Loper

Powers, & Spitzer, 1988; Meleca et al., 1981; Mogan & Knox, 1987; Theis, 1988) 

recommended areas for studying faculty. Meleca et al. (1981) used direct observation to 

discriminate between the actual skill use of facility and what they perceived as ideal clinical 

teaching skills. It was implied that the fmdings be used as a means of identifying 

objectives, activities, and plans to enhance clinical instruction, but they in no way 

purported faculty values of student characteristics or behaviors. In researching unethical 

clinical teaching behaviors, Theis (1988) suggested that faculty needed to reflect on their 

own teaching behavior, being careful not to rely too heavily on student perspectives since 

misinterpretation couid occur. The implied focus was on the recognition of faculty values. 

Bergman and Gaitskill (1990), Brown (1981) and Mogan and Knox (1987) reached 

inconsistent conclusions in a comparison of opinions of faculty and students regarding 

characteristics required for effective clinical instructors, and it was suggested by Mogan 

and Knox (1987) that direct observation of clinical teacher behaviors along with assessment 

of the effectiveness of these behaviors be considered. Flagler et al. (1988) also believed 

that instructor behavior should be explored further by outside observers in order to provide 

additional information about clinical instruction. The need to define faculty values was 

implied, and studying faculty in the clinical setting was recommended. 

Getting closer to the issue of faculty values, Blomquist (1985) discussed the need 

for objectivity in clinical grading but also stated that "intuitive evaluation provides a more 

comprehensive picture of the entire nurse-client transaction" (p. 11). Since intuition 

includes seeing the nature of things, Bradley (1986) studied the relationship between 
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student nurses' personalities and grades awarded and found that an unknown factor 

sometimes produced a "halo effect." Although personality did not seem to be significant, 

evaluators "latched on" to something which influenced their grade decision. Both of these 

studies indicated that there is some intangible property that affects clinical grading, 

suggesting perhaps that faculty values do playa large role. Stuebbe (1980) found 

differences in what faculty valued as weB as what students valued for learning and 

suggested increased communication between the two regarding their own objectives so they 

could work toward achieving a common goal. These findings, however, still focused on 

the learning process and the student rather than the value system of the faculty. 

In the past, nursing has been concerned with the process and product of the 

educational experience. As in the general higher education literature, emphasis has been 

placed primarily on the student. Identifying specific student clinical behaviors to be used 

for instruction and evaluation purposes was the primary focus during the years when 

nursing education was defining its purpose. More recently faculty characteristics 

supporting student learning have been identified. Still little attention has been given to 

actual faculty actions in the clinical setting or what faculty value in student behaviors and 

characteristics. Recognizing not only what faculty value, but whether these values are 

consistent among faculty, and are enacted by faculty, would be of great benefit to those 

involvec in nursing education. For administrators, identifying these values would be 

helpful in establishing policy issues about the types of messages faculty should be sending. 

Such information could be included in the philosophy of the college, thereby giving 

prospective students better insight into the program. Identifying how faculty spend their 

time in clinical activities in order to transmit these messages would help administrators 

become aware of what faculty actually do during the clinical hours. This knowledge could 

be used for faculty development as reinforcement for those already teaching in clinical 
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settings as well as assisting those just beginning. With the rapidly changing technology of 

nursing, those in power frequently lose sight of what actually occurs in the agencies. This 

insight would be useful for budgetary decisions in planning for the optimum faculty/student 

ratios. Recognizing that faculty in certain clinical areas spend more time with individual 

instruction would enable administrators to allocate resources more efficiently. 

Recognizing values of clinical faculty members would benefit faculty by providing 

guidelines for teaching and grading. Valued characteristics and behaviors could be utilized 

for curriculum development by having standardized characteristics incorporated throughout 

all courses. This would save time in preparing individual courses and help gain 

consistency throughout the program. It would also be more efficient because students 

would know specifically what was expected of them. As a recruitment measure, having 

identified the behaviors that current faculty value would provide information to prospective 

faculty and assist in their decision process. If their values did not coincide with those 

presently on the faculty, it would indicate potential problems and perhaps irreconcilable 

philosophical differences. Novice faculty would be assisted by having explicit 

characteristics as guidelines to help form their values earlier, which would lead to less 

confusion for students. These values could also be incorporated into the graduate curricula 

to assist in an even earlier recognition for those planning on becoming faculty members. 

Knowledge of valued characteristics would be important to the student who spends 

excessive time psyching out the instructor (Olesen & Whittaker, 1968) or trying to fmd out 

what the faculty member believes is important (Becker, Geer, Hughes, & Strauss, 1961). 

If these characteristics had already been identified, the student could direct more energy 

toward achieving them rather than identifying them, freeing the student to meet hislher own 

learning needs. Also, if consistency of behaviors were gained throughout the program, 

these values could be reinforced in each clinical course in the curriculum, thereby 
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presenting less confusion to the student. 

Finally, gaining an understanding of the culture of clinical teaching is the fIrst step 

toward being able to direct the process in the future. Through recognition of faculty values 

and interactions, the culture of clinical teaching will become clearer and will be useful in 

defining the roles inherent in the practice. Knowing whether faculty values are consistent 

will give insight into the varied messages being sent. Knowing the meaning of the clinical 

environment will guide decision making for this domain. 

Purpose of the Study 

The purpose of this exploratory study was to defme the culture of clinical teaching 

in a baccalaureate nursing program. To accomplish this, faculty values about students' 

behaviors and characteristics were ascertained, and the rituals utilized to transmit these 

values were identified. The interactions of clinical faculty and students occurring during 

the supervision and evaluation of baccalaureate nursing students in the clinical setting were 

distinguished, and the m~ing of these interactions was discussed as a way of describing 

the culture of clinical teaching. 

Theoretical Framework 

The prevailing point of view about culture evidenced in the professional education 

literature stems primarily from a functionalist perspective (Becher, 1984; Bucher & 

Stelling, 1977; Lacey, 1977; Simpson, 1979; Smircich, 1983). This notion suggests that 

the individual is fIt into the professional role through a series of stages in order to achieve 

an established end product. The participant is envisioned as a passi.ve individual into which 

knowledge, a value system, and customs are poured. The aspiring professional has little 

choice and must accept the norms and values of the group in order to be confIrmed into the 

19 



fellowship (Lacey, 1977). As a result, not only are the necessary skills acquired but also 

the beliefs, values, and priorities of the profession which are then internalized. This infers 

that "culture is a system of shared meaning" (Smircich, 1983, p. 348), and, as such. 

symbols are manufactured and used to give meaning to the world and thus modify 

behavior. Those within the culture therefore advocate the same values and beliefs with few 

suggestions for change. As Becher (1984, p. 166) explained, "Although \;lliture' has 

uncomfortably many denotations, it is the only term that seems satisfactorily to combine the 

notions ... of a shared way of thinking and a collective way of behaving." This implies 

that faculty have already internalized the values and culture of nursing and clearly transmit 

these to students, who are socialized into the values and culture of nursing with little or no 

control over the formation of their values. Merton, Reader and Kendall (1957) suggested 

this as the induction approach and contended that faculty were the students' socializing 

agents. 

Olesen and Whittaker (1968) advanced a disparate view of this process and 

indicated that student nurses had input into their own course of training through the 

psyching out of their instructors. Although the evidence was not strong enough to indicate 

an interactive process, it suggested that students were not totally passive. Becker et al. 

(1961) also advocated that medical students were functioning participants, and more 

recently, Koff (1989) found that medical students are still active negotiators in their 

educational process. These studies visualize students as shapers of their own behaviors, 

what has been labeled by Simpson (1979) as the reaction approach. 

Studies utilizing the symbolic interactionist perspective have tended to concentrate 

011 the situational perspectives of subordinate individuals, such as patients or students 

(Chenitz & Swanson, 1986). The emphasis is on how these people cope with their 

situations. By contrast, the current research, analyzed the message being constructed by 
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those in power. It examined the situational perspective of the socializers as reflected in the 

interaction with students. Accordingly, not only are the rituals and interactions of clinical 

education observed and analyzed, but so is the process by which faculty evaluate students. 

Such a vantage point represents a significant analytical and substantive contribution to the 

literature on professional education. 

If culture is defined utilizing this interactive slant, symbolic interaction, a theory 

about human behavior, is useful as a means of studying the process since the direction of 

analysis flows from the individual up to the groups (Bowers, 1988) and from the situation 

up to the values and perspectives. Symbolic interaction ism is concerned with how people 

act in relation to their beliefs. The search for meaning through a process of symbolic 

construction and interaction involving behavior is a central theme. According to Herbert 

Blumer (1969) there are three basic tenants for symbolic interactionism: 

(1) human beings act toward things on the basis of the meanings that the 
things have for them, (2) the meaning of such things is derived from, or 
arises out of, the social interaction that one has with one's fellows, (3) these 
meanings are handled in, and modified through, an interpretive process 
used by the person in dealing with the things he encounters (p. 2). 

In contrast to a functionalist view that sees values as objective, detached phenomena 

that are "out there" and are transmitted to students, symbolic intetactionists see values as 

being negotiated products of social interaction. In my dissertation, then, I have examined 

the socially and symbolically constructed and expressed meanings of clinical faculty by 

examining various contexts in which they interact with students. 

The heart of any professional program is the clinical laboratory (Infante, Forbes, 

Houldin, & Naylor, 1989), and in this setting values are evidenced through rituals, 
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symbols, and interactions. Clinical nursing instructors use their own symbols, such as lab 

coats or clipboards, and certain rituals are consistently enacted in the clinical setting. These 

rituals can be as simple as checking the student's uniform or as complex as the many steps 

involved in a difficult technical procedure. Clinical teachers use their own 1a.TJ.guage to 

indicate the meanings of the interactions within the profession. Nonverbal gestures such as 

a nod of the head or negative facial expression also may be used to designate whether a 

student's behavior is appropriate. When writing anecdotal notes on student behavior, 

certain key phrases are consistently used. Interactions among students and faculty in the 

clinical setting are constant since the fn.culty member is responsible for patients' care, and 

for monitoring students' activities through observation and questioning the students' 

know ledge base and attitudes toward care. The integrated pattern of these actions, beliefs, 

and knowledge is the culture of the clinical setting. 

Within the context of teaching, "the culture of the discipline is the primary source of 

faculty identity" (Kuh & Whitt, 1988, p. 77), and it has been found that faculty within 

different disciplines hold different values, attitudes, and personal characteristics (Bowen & 

Schuster, 1986), as well as assumptions about practice, what is to be known, and 

professional standards (Kuh & Whitt, 1988). The culture of clinical teaching, then, would 

include the attitudes, values, and personal characteristics of those faculty teaching in the 

clinical setting. Gaining insight into the interactions that occur in the clinical learning 

environment facilitates learning what clinical faculty value, whether these values are shared 

by all faculty, and whether shared values provide a useful way of describing the culture. 

Information about values can be gained through observation of clinical behaviors. 

By utilizing symbolic interactionism as a theoretical framework, observation in the clinical 

setting during faculty/student interactions focuses on faculty interactions with students and 

the transmission of meanings through verbal and nonverbal behavior. Observation 
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concentrates on the interaction, while analysis examines the message the faculty are 

constructing and the perspective it reflects (Chenitz & Swanson, 1986). 

Research Ouestions 

This study addresses two questions: (1) By what process do clinical faculty 

transmit their beliefs and values about clinical behavior to baccalaureate nursing students? 

and (2) What clinical behaviors and characteristics in baccalaureate nursing students do 

clinical faculty value, and are these values consistent among faculty? 

Summmy 

The paucity of literature on the culture of clinical teaching reflects the need for 

identification of student behaviors and characteristics that are valued by faculty and the 

effectiveness of symbolic interactionism in effecting these values. A review of the relevant 

literature is presented in the following chapter, and a discussion of the methodology utilized 

in this study is detailed in Chapter 3. Research Question I is addressed in Chapter 4. 

Chapter 5 discusses Research Question II as well as research results, and the data are 

interpreted. Chapter 6 analyzes the findings in relation to the theoretical orientation and 

review of the literature and discusses contributions of this study to the professional 

education literature and its implications for the field of nursing. Recommendations for 

future study are also provided. 
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CHAPTER 2 
REVIEW OF RELATED LITERATURE 

Introduction 

The review of related literature has been designed to develop a knowledge base for 

the present study and to aid in the data analysis. A discussion of professional education 

will serve to illustrate commonalities among nurses and members of other professions. To 

gain a clearer perspective of the clinical teaching portion of nursing education within the 

scope of professional education, clinical teaching will be examined from an historical 

perspective. Current research on clinical teaching will also be discussed. 

This study seeks to identify those student behaviors and characteristics most highly 

valued by clinical faculty. Since little research in this area exists, the literature review 

initially concentrates on those values that have been examined, e.g., values evidenced in 

clinical evaluation instruments and characteristics and behaviors valued by students and 

others. Also incorporated into this section is a discourse on three learning domains: 

affective. cognitive and psychomotor. Much of the nursing literature addresses the 

differences in these domains and their usefulness for evaluation in clinical teaching. The 

domains provided an initial organizing framework for data analysis. Lastly, values in 

nursing education, mostly student values or ethical and moral issues, are reviewed. 

In concluding this chapter, the review of related literature examines the little 

observational research that has been completed regarding the culture of clinical teaching. 

The various roles that the clinical instructor performs, some of the problems within these 

roles, and how these roles are enacted, is discussed. Since very little direct observation has 

been performed. there is little to report on the interactive process of clinical teaching. 
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Professional Education 

The specific definition of a profession has been a long-debated issue. Many 

professions, including nursing, claim to embody criteria identified by Flexner (1915): 

Professions involve essentially intellectual operations with large individual 
responsibility; they derive their raw material from science and learning; this 
material they work up to a practical and definite end; they possess an 
educationally communicable technique; they tend to self organization; they 
are becoming increasingly altruistic in motivation (p. 904). 

Later in the article, Flexner adds another criterion "In the long run, the first, main and 

indispensable criterion of a profession will be the possession of professional spirit" (p. 

911). Although, as Anderson (1974, p. 3) suggests, Flexner's criteria "represent an ideal 

and that no one profession can 'measure up' in the fullest sense of the word," professions 

tend ~c adopt such criteria in defining what is needed in professional education. 

In writing about changing practices in professional education, Mayhew (1971) cites 

two additional characteristics as being essential. He suggests a self-generated set of ethical 

principals which would help to safeguard the public and a sense of ethos which would 

enable the individual to develop a sense of commitment to the profession. Freidson (1970) 

focuses his definition on the educational process by indicating that a profe~5~:I'l C.ln be 

considered "an aggregate of people finding identity in sharing values and skills absorbed 

during a course of intensive training through which they have passed;' (p. 81). 

Such functionalist views of professions have been challenged in recent sociological 

studies of professions. The traits described above are regarded as more a professional 

ideology that legitimates professionals than an objective description of the traits of 

professionals (Lacey, 1977). Nevertheless, studies of professional education have 

generally adopted the functionalist view of students being socialized into the core values 

and behaviors of the profession. It is believed that those in the professions need to learn 
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"practical techniques and the normative requirements of professional practice" before 

working with clients in order to "protect the client" (Elliott, 1972, p. 76). Such knowledge 

is learned through professional education which strives to blend theory and practice. 

McGlothlin (1964) attributes three parts to the professional education curriculum--the arts 

and sciences, the professional sciences, and application, the latter being the "clinical" aspect 

of education specitic ~.:, the profession. 

Speaking about professional nursing education, Infante (1975) states: 

Professions are outgrowths of society's needs or desires for special 
services. A profession deals with matters that are urgent and significant to 
people. Education for the profession prepares an individual to provide one 
or more of these specialized services to society (p. 11). 

Most research examines how, as part of their professional education, nursing 

students learn these services, techniques, values, and skills during laboratory hours spent 

in a clinical setting. "It is through clinical teaching that students learn how to apply abstract 

concepts in specific and concrete situations and that students acquire the characteristics of 

professional roles and values" (Wong & Wong, 1987, p. 512). 

Comparing the clinical laboratory in nursing to that of three other professions, 

Infante (1975) noted the differences. From the very beginning, activities in the nursing 

clinical laboratory center around the student caring for the patient and learning as a result of 

this. Conversely, medical students have limited contact with patients initially and do not 

make decisions regarding patient care. Early in their education they learn to diagnose with 

no responsibility for patient care, thereby emphasizing learning. In teacher education the 

emphasis is on having the student apply theory to learning under the competent guidance of 

an experienced practitioner, allowing the student teacher to synthesize what he/she has 

learned. The clinical laboratory for the student in social work provides the student with 
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planned activities with individuals, families, or groups in need of service. These planned 

activities are geared toward enabling the student to apply previously learned theory to 

practice and are not instituted until the student has internalized the knowledge to the extent 

that he/she is free to be creative enough to function independently from the established 

order. 

Having started in hospitals as a service of caring for patients, "nursing education 

had its origins in 'doing in order to learn'" (Infante, 1975, p. 18), and this is still 

somewhat evident today in the clinical teaching setting. Emphasis is often on the ability to 

care for the patient rather than learning to care for the patient However, with the move of 

nursing education into the baccalaureate setting, the accent is being placed on the theory and 

practice of a specialized body of knowledge, a common criterion for describing a 

profession (Nyre & Reilly, 1979). 

Historical Perspective 

Clinical teaching evolved from the ever-changing culture of nursing. From an 

historical perspective, it is clear that what is valued in clinical teaching has been formed 

through the acculturation process of educational and work experiences since the beginning 

of nursing education (Smith, 1977). Florence Nightingale intended that nursing schools be 

independent of hospitals and that they be organized with students under the direct control of 

the schools. Recognizing the manpower benefits afforded by the schools, hospitals rushed 

to open training schools in order to utilize students throughout the hospital wherever 

needed. Little consideration was given to the students' needs as learners, and the vast 

majority of their education was at the bedside without benefit of a supervising faculty 

member (Hawkins, 1981). According to Bridgman, "In nursing education the proportion 
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of clinical practice to instruction has been determined, not as a matter of educational policy, 

but on the basis of the amount of student service demanded by the hospital" (1953, p. 45). 

In the late nineteenth century, the clinical education of students was primarily the 

responsibility of hospital physicians, who gave the lecture content, and the ward nursing 

staff, who gave recitations to the students. There was little uniformity in the program of 

study, and the primary focus was on a list of skills for the student to master. Based on 

economic realities, hospital boards took over the operational control of the hospital schools, 

resulting in education becoming a secondary concern (Murdock, 1986). As nurses realized 

that reform was essential, the profession worked to standardize nursing education by 

forming the American Society of Superintendents of Training Schools for Nurses. One 

function of this organization was to establish improved curriculum in the schools. A 

Matron in the Glasgow Royal Infirmary in th;; early twentieth century reflected: 

As nursing stands now, it has no definite position. There is no 
uniformity of education, no general test or examination to prove whether a 
woman is qualified to take charge of the sick or not. 

... Some still retain the idea that twelve months spent in the wards of 
a hospital, without any theoretical instruction, will enable a woman to pick 
up sufficient knowledge to admit of her undertaking the duties of a nurse. 

This implies a nurse's work is purely mechanical, requiring little mental 
capacity . 

. . . Our teacheiS are men of experience, well versed in the requirements 
of nursing, and have themselves fixed the amount of technical knowledge 
they think it necessary for a woman to acquire before she can benefit by the 
practical part of her work. 

The clinical classes were introduced as a second course, we having 
hitherto had no direct clinical instruction for our pupils, it being left to the 
inclination of the medical staff, some taking much more interest than others; 
and also to prevent the probationer from plunging into the practical work of 
the wards without any instruction, causing her to lose much more time than 
at present before she could be of use, making the work more difficult for the 
"head nurse" (Strong, 1901, p. 345-348). 

Even this early, educators were concerned with the value of applying knowledge in the 

clinical setting and the need for direct clinical supervision from those other than physicians. 
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When professional nursing education initially gained a strong foothold in the 

college curriculum, nursing schools began to have more control over what nursing 

education should include. Individuals deemed appropriate for nursing were chosen and 

prepared for practice. An effort was made to predetermine whether the individual was fit 

for nursing, and many schools had a trial month to decide whether the prospective nurse 

had acquired the "moral, mental, and bodily qualities that cannot otherwise be tested" 

(Mitchell, 1902, p. 901). Detailed tasks continued to be taught with emphasis on the "one 

right way" of performing ritualized procedures. Nursing students were considered to be 

"in training" (Reverby, 1987). The responsibility of the faculty was to be certain that the 

care delivered by the students was competent and professional and was comprised of a list 

of "bedside functions" to be mastered (Lindeman, 1989; Murdock, 1986). Most hospital 

training schools had three types of teachers: the physician who gave lectures in the various 

clinical areas, the science instructor who was usually a nurse knowledgeable in the 

biological sciences who lectured in the preclinical courses, and the nursing arts lIlstn.!c:tor, a 

forerunner of the clinical instructor of today, whose responsibility it was to teach the 

procedures and give follow-up instruction to students in the unit (Jensen, 1952). The 

major emphasis was on disciplining the mind through exercise, so memorization and 

recitation were very common (Murdock, 1986). 

In an early study, Riddle (1905) reported the status of nursing education at that time 

using facts that were gleaned from the reports of one hundred fifteen schools in hospitais 

having at least one hundred beds. She found that the superintendent of nurses and her 

assistants or the head nurses were giving most of the clinical instruction with the attending 

staff of the hospital giving very little, quite a departure from the norms of the late nineteenth 

century. She also seemed pleased to divulge that the curriculum had been revised so that 

the theoretical instruction, particularly anatomy and physiology, preceded the practical 
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instruction, "It seems almost absurd to require a nurse to care for a human body of whose 

construction and functions she is often absolutely ignorant" (p. 609). Along with theory. 

moral issues were also valued, specifically obligations to the community and the 

development of character (Hurd,1908). 

Well into the 1920s, the hospital superintendent maintained the dual roles of head of 

the hospital nursing staff and principal of the school, with responsibility for providing care 

to the sick and educating the students. By then some of the larger hospitals were 

employing graduate nurses to educate the nursing students, and this practice continued until 

the 1960s (Christy, 1980). Along with this change in supervision, there is reference in the 

literature to some innovative suggestions for clinical teaching, such as a Student's 

Efficiency Record, comparable to today's clinical evaluation tool (Gilman, 1921), and 

introduction of "cultural work" or emphasis on speaking and dress with less attention given 

to technical matters (Ward, 1920). 

World War II signalled the beginning of significant changes in the nursing 

profession. Prior to the war, hospitals allocated very little money for the salaries of those 

nurses whose primary responsibility was to teach and gave it instead to those in service. 

To support the training of nurses who were desperately needed for the wartime effort, the 

Federal government began to provide financial aid directly to schools, to support the 

salaries of nurses whose primary function was teaching. During this period, the National 

League of Nursing Education prescribed a ratio for minimal number of faculty to students 

in the clinical area, more closely regulating the learning environment. Another factor 

contributing to change at this time was the move of nursing education into the Higher 

Education arena which supported the separation of nursing service from nursing education. 

This inevitable move was supported by the majority of the nursing leaders (Christy, 1980). 

By the 1950s only about 9 percent of all schools of nursing in the country were university 
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or college affiliated, and clinical instructors were considered to be some of the most 

important teachers in nursing. The link between education and service was still evident, for 

it was believed that to teach and direct, the clinical instructor needed to be a specialist in her 

field (Jensen, 1952). 

Through the twentieth century, emphasis on the importa.'1c.e of technical skills has 

varied, as has the focus of clinical learning. As technology and patient acuity have 

increased, the skills and responsibilities allocated to the nurse have also increased. 

Procedures which previously were entirely the responsibility of the physician have now 

been entrusted to the nurse. Bridgman (1953) cites an accurate example of this transfer of 

responsibility: 

The heavy demands upon doctors and the constant or frequent attention 
required in present diagnostic and therapeutic practices necessitate the 
transfer of many clinical procedures to nurses. For example, penicillin 
injections were first delegated to nurses at night because doctors were not 
regularly available. Then the absurdity of the belief that nurses were not 
capable of taking this responsibility in the daytime was recognized (p.27). 

The question of whether "the clinical laboratory should be very different from the 

work situation in order to emphasize the learning aspects, or whether it should simulate the 

real situation so the students can test out their learning" is still argued (Woolley, 1977, 

p. 309; Lindeman, 1989). Tension continues to exist between the learning environment 

and patient care (Gentile & Stevens-Haslinger, 1983) as well as regarding the question of 

promoting a dual role for faculty (Christy, 1980). 

Currently the interest in clinical instruction focuses on the objectivity of clinical 

evaluation tools and positive faculty behaviors that encourage student learning, with faculty 

competence and roles beginning to gain some attention (Greer, 1990; Lindeman, 1989; 

Weinholtz & Ostmoe, 1987; Werner-McCullough & L'Orange, 1985). Dual appointments 

for faculty and clinical teaching specialists positions are being discussed (De Voogd & 
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Salbenblatt, 1989; Infante et al., 1989), and there is much concern about the preparation of 

faculty for their teaching role (Kramer, Polifroni, & Organek, 1986). To prepare and 

maintain faculty in their roles as clinical educators, more must be learned about the clinical 

teaching process itself through the study of the clinical culture. 

Faculty Values Inherent in Clinical Evaluation 

Determining what clinical characteristics and behaviors are important for students to 

acquire has been addressed in the literature since nursing's inception. Controversy 

currently exists as to exactly what these characteristics and behaviors are and how to 

evaluate them. In a revealing study by Hayter (1973),31 nurse educators watched a video 

of three nursing students caring for a patient in shock. Based on the student's ability to 

care for the patient, the educators assigned one grade before reviewing the objectives and 

one grade after reviewing and discussing the objectives. Each of the three students in the 

video illustrated a different level of functioning (above average, average, or below 

average). Although there was much less reliability before reviewing and discussing the 

grading criteria, there were still considerable differences in grading when everyone utilized 

the same "objective" criteria. This indicated that some other criterion was utilized in the 

evaluation process. Interestingly, no replication of this study has been reported to date. 

In the past, evaluation of students in a clinical setting used a functionalist approach 

by viewing student behaviors with regard to outcomes. Since clinical education involves 

experiential learning directed toward preparing the student to apply previously acquired 

knowledge as weI! as to develop the siriUs, attitudes and values of the profession (Wong & 

Wong, 1987), clinical evaluation has become a significant part of the experience. Research 

on clinical evaluation tools has been ongoing based on increased faculty concern about 

subjectivity of grading (Blomquist, 1985; Bondy, 1983; Brozenec, Marshall, Thomas, & 
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Walsh, 1987; Gennaro, Thielen, Chapman, Martin, & Barnett, 1982; Gross & Eckhart, 

1986; Jackson, Mead, & Moore, 1984; Johnson, Lehman, & Sandoval, 1988; Krumme, 

1975; Mackenzie, Antonson, Weldy, Welsch, & Simpson, 1982; Meisenhelder, 1982; 

Wood, 1982,1986). Recent emphasis has focused on the development of more objective 

clinical evaluation tools in an attempt to reduce the subjectivity of clinical grading and 

identify specific actions and skills the student must acquire. The literature abounds with 

examples of evaluation tools as well as discussion of what behaviors are important for 

baccalaureate nursing students to develop (Cronin-Stubbs & Mathews, 1982; Gennaro et 

al., 1982; Mackenzie et al., 1982; Rudolph, Kaiser, & Corrigan, 1987; Schuster & Colvin, 

1986; Wood. 1982). These behaviors usually tr:'..Jlslate into specific actions that the student 

accomplishes in caring for clients and range from step-by-step procedures to evaluate 

clinical proficiency to statements such as "uses critical thinking and judgement" evaluating 

the application of theory to practice. Many tools incorporate valuing behaviors as well. 

The philosophy, conceptual framework, and terminal objectives of the individual nursing 

program are suggested as a basis for defining these expectations. 

Some evaluation instruments address the controversy of norm-referenced versus 

criterion-referenced evaluation and deal with outcomes that separate these behaviors 

(Bondy, 1983; Gentile & Stevens-Haslinger, 1983; Jackson et al., 1984; Krumme, 1975). 

Criterion-referenced eval uation of the student's achievement of the curricular goals enables 

the student to be evaluated according to individual performance rather than in comparison to 

others. This is particularly appealing in the profession of nursing where minimum 

standards of performance must be met in order to maintain the patients' safety. 

Other literature deals with development and implementation of tools used to evaluate 

the students' ability to use the nursing process (Cronin-Stubbs & Mathews, 1982; jackson 
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et al., 1984), development of tools for consistent grading among faculty (Gennaro et al .. 

1982; Hayter, 1973), development of an objective final clinical examination (Johnson et 

al., 1988), evaluation of tools (Rudolph et al., 1987), development of a tool using clinical 

progress notes (Schuster & Colvin, 1986), and dialogue journals (Jackson, 1987). 

Evaluation tools tend to vary according to program content and philosophy, and faculty 

constantly strive to produce the perfect tool for evaluating the students' clinical behaviors. 

Evaluation tools indicate the behaviors faculty publicly state that they value, however, how 

faculty use these tools and whether they actually value all the behaviors on the tools are 

questionable. Faculty values are implied in the tools, but students are often unclear about 

what faculty value because the values may not be shared by all faculty members. Since 

these tools measure outcome, they are not helpful in indicating the meaning of the learning 

interactions. 

Rather than only using previously developed tools, some authors propose 

innovative ways of grading students. Blomquist (1985) suggests that faculty use personal 

judgment as well as valid and reliable measurement instruments in evaluating students. 

What student behaviors are valued by the faculty is not specifically addressed, only that 

using intuitive thinking to evaluate students gives a more comprehensive picture and may 

provide meaning to the interaction. A study by Bradley (1986) on the relationship of 

student personality to clinical grade achieved indicated that there is a "halo effect" produced 

and that instructors "latch on" to something that guides their grading decisions. No specific 

behaviors or actions were found and faculty values, which might have been the influencing 

factor in the clinical grading, were not studied. Contractual grading, a method wherein 

students "contract" to fulfill certain obligations, encourages students to take greater 

responsibility for their own learning (Gross & Eckhart, 1986). Faculty responsibility aa"1d, 

thus, the inconsistency of clinical grading, is reduced. By using preset standards, values 
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are initially declared and thus become more familiar to the student However, in contractual 

grading, behaviors important to faculty are not emphasized as much as with other grading 

techniques, since the burden rests with the student. 

Leske and Ripa (1985) discussed the question of pass/fail versus letter grading and 

dealt with the difficulty of being objective in clinical grading. The emphasis here was on 

fairness, rather than on what was important to faculty for students to have acquired during 

the clinical experience. 

Legal implications (Fowler & Heater, 1983; Majorowicz, 1986; Miller, 1982; 

Nash, Moore & Andes, 1981) were also discussed in the literature with regard to assuring 

faculty fairness for the student. It became clear that whatever faculty deem as important 

will be supported by the courts as long as due process is followed. The courts will not 

intervene by citing what behaviors are important but in all cases have deferred to faculty 

discretion in making those decisions. 

If one carefully scrutinizes the reported clinical evaluation tools, seme common 

themes are evident Although the utilization of theory in performing clinical skills has been 

valued since the nineteenth century, its importance is not necessarily dominant. Other 

behaviors are mentioned equally. Utilization of the nursing process is prevalf:nt in all 

evaluation criteria either as an organizing framework or a specific skill to be mastered. 

Although nursing process encompasses the application of theory, the nursing process is 

more behavioral in that it assumes many different aspects of nursing care, such as valuing 

and skills, rather than just the cognitive features. Behaviors deemed equally as important 

as application of theory were development of professional characteristics, communication 

skills, and leadership and management skills. Safety, teaching, and use of self 

interpersonally were also cited as important. It appt:ars obvious from the evaluation tools 

that what is important to faculty is a more thorough approach to the care of the patient, with 
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interpersonal skills, development of self, and integration of skills to provide safe nursing 

care receiving high priority. 

Values Evidenced Through Effective ainica! Teaching Behaviors 

Much of the relevant research on clinical teaching behaviors has been directed 

toward identifying effective faculty actions perceived by students (Armington et al., 1972; 

Flagler et al., 1988; Jacobson, 1966; Jensen, 1952; Kiker, 1973; Romberg, 1984; Stritter 

et al., 1975; Wong, 1978), perceived by faculty and students (Bergman & Gaitskill, 1990; 

Brown, 1981; Mogan & Knox, 1987; O'Shea & Parsons, 1979), perceived by faculty, 

students, and graduates (Knox & Mogan, 1985), indicated through critical incidents as 

described by faculty, nursing directors, and students (Barham, 1965), and instructional 

skills critical to clinical teaching (Meleca et aI., 1981). The behaviors identified were those 

that students found helpful to their learning. This research gave no indication of what 

faculty valued or what meaning these beha'.'iors held. 

Other literature has centered on identifying effective behaviors of faculty teaching in 

the clinical setting (Armington et aI, 1972; Barham, 1965; Brown, 1981, Erickson & 

Erickson, 1980; Flagler et al., 1988; Jacobson, 1966; Kiker, 1973; O'Shea & Parsons, 

1979; Romberg. 1984; Zimmerman & Waltman, 1986; Zimmerman & Westfall, 1988). 

This literature was particularly concerned with those behaviors that students believe to be 

important to their learning. Some faculty behaviors valued by students were enthusiasm, 

expertness, encouraging students to think, accessibility, awareness of the student as an 

individual, knowing own limitations, fairness, and supportiveness. Most of these studies 

used critical incident reporting and were aimed toward identifying the specific teacher 

behaviors t.~at made a difference in student achievement of goals. The studies do not cite 

what student behaviors and characteristics faculty view as important, nor do they examine 
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interactions between student and instructor through which messages about these values are 

transmitted. 

The early literature on this topic includes a publication by Jensen (1952) about 

faculty preparation. She discussed personal cha.racteristics for a successful clinical 

instructor along with potential role conflict Describing one aspect of the roie as working 

with other people, Jensen defined those persons as students and graduates at differt:nt 

levels of development, ~ucational and administrative staffs in the institutions, physicians, 

both house staff and visiting, other departments in the hospital, and other institutions in the 

community and advocated that the instructor must have "the ability to cooperate, and this 

can only be possible when the clinical instructor is kind, sympathetic, and tactfui" (Jensen, 

1952, p. 254). Discussing this further, she listed additional characteristics: gaining 

confidence of those in superior and inferior positions, reliability, sincerity, loyalty, 

patience, tact, sense of humor, initiative, industry, perseverance, self-reliance, enthusiasm, 

and resourcefulness. It was recommended that the instructor have either education at a 

senior college level in the field of teaching or supervision in nursing and professional 

experience, defined by one year's experience as a head nurse with some teaching 

experience. 

An early study by Jacobson (1966) asked students to identify effective and 

ineffective behaviors and listed 58 critical requirements which were placed into six major 

categories: availability, expertness, interpersonal relations, teaching practices, personal 

characteristics and evaluation. Critical incident reporting by students in group interviews 

were utilized to collect the data, and the information was analyzed and translated into a list 

of behaviors deemed helpful for faculty to be effective. In a similar follow-up study, 

Wong (1978) was able to differentiate behaviors that were vaiued by first-and second-year 

students, along with listing nine helpful and seven hindering behaviors of faculty. First-
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year students were more affected by how the teacher made them feel, while second year 

students valued the teacher's competency. Both of these studies indicated that the 

instructor's ability to make the student comfortable in asking questions or seeking help 

facilitated the student learning process. 

Armington et al. (1972) used student questionnaire responses and found 

enthusiasm, expertness, accessibility and encouragement of student thinking as the most 

highly ranked characteristics. This study, however was not confined to faculty teaching 

clinical; more than half the sample was of faculty teaching in a non-clinical course. 

Therefore, the results are diluted. Kiker (1973) tested twelve characteristics gleaned from 

the literature among different levels of students. The baccalaureate students valued 

organization and expertness. Again, this study was not specific to clinical teaching but 

looked at general characteristic of all nursing faculty. 

In a more recent study Hagler et al. (1988) found many of the behaviors previously 

reported were helpful to students and organized them into five dimensions characterizing 

the instructor as resource, evaluator, encourager, promoter of patient care and benevolent 

presence. Their findings supported the earlier studies on clinical instruction, indicating that 

being supportive of the student was what students perceived to be most important in 

facilitating student learning. 

Earlier, Barham (1965) had used critical incidents described by a director, an 

instructor, a first-year, and a second-year student to identify effective clinical teaching 

behaviors. Nineteen teaching behaviors that were considered critical were identified. 

Although complete agreement among the groups was not achieved, demonstrating an 

awareness of individual student needs was cited as an important behavior. 

Even when characteristics were perceived as valuable by both faculty and students, 

marked differences sometimes existed. In one of their first studies, Knox and Mogan 
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(1985) utilized student, faculty, and graduate perceptions in comparing the importance of 

five categories of clinical teacher behaviors. The highest ratings were given to the 

evaluation behaviors and interpersonal relationships and the lowest rating to personality. 

Faculty also rated clinical competence very highly, as did the graduates, but the 

undergraduate students did not. Later, Mogan and Knox (1987) looked at best and worst 

clinical teacher characteristics. The students valued enthusiasm, promotion of student 

independence, and support of student learning while faculty believed in knowledge base, 

clear explanations, and stimulating interest as best characteristics. Both groups agreed that 

worst faculty behaviors included poor role modeling, being judgmental, unsupportiveness, 

and disrespectfulness. The results indicated some agreement among faculty and students; 

however, since the questionnaire listed characteristics from which to choose, the responses 

were directed. 

In comparing student and faculty responses, O'Shea and Parsons (1979) collected 

data on behaviors that facilitated as well as those that interfered with student learning in the 

clinical setting. Interestingly, all groups indicated that faculty availability was most 

important. Differences arose on the issue of role modeling with faculty indicating this 

hehavior as facilitative more often than students. Also comparing student and faculty 

perceptions, Brown (1981) found that students believed the instructor's interpersonal 

relationships, such as being supportive, patient, and venting feelings in (Ill encouraging 

way, were more important than professional competence. Faculty valued relating theory to 

clinical instruction more than students. Succeeding Brown's work, Murphy (1988) also 

found differences between student and faculty responses. Students valued sense of humor 

and ability to communicate knowledge, while faculty valued facilitating professional 

awareness and relating theory to clinical practice. Also following Brown's study, Bergman 

and Gaitskill (1990) found that both students and faculty value skills involving the student-
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faculty relationship over professional skills, which is somewhat different from Brown's 

and Murphy's findings. An additional discovery was that faculty showed a greater interest 

in patients than did students, but as education increased, the students' views moved closer 

to those of the faculty. 

In studying unethical teaching behaviors, Theis (1988) collected data from nursing 

students about the nature of unethical teaching behaviors and found lack of respect for the 

student was the greatest violation. An instrument to measure these behaviors was being 

designed for utilization in the clinical area. This could have an impact on cbanging faculty 

behaviors in the future by indicating those behaviors that are found to be unethical. 

Awareness of disrespectful actions might induce faculty to avoid these behaviors. 

Utilizing the student perspective, researchers have studied success and failure in 

nursing care provided and mastery of theory by the students (Davidhizar & McBride, 

1985). Although not specifically addressing faculty values, some qualities of instructors 

that were most related to success were listed. In studying clinical settings and student 

anxiety levels (Holder, 1986; Kleehammer, Hart, & Keck, 1990), it was found that student 

perceptions of empathy/respect received from best instructors reduced their anxiety levels 

and perceptions of nonsupportive faculty increased their anxiety levels. Both of these 

studies implied faculty values but neither addressed them directly. Windsor (1987) 

interviewed students to gain a better understanding of the clinical learning experience and 

identified characteristics of faculty along with two other factors that affected the quality of 

learning. She listed behaviors and characteristics that students valued in faculty, but there 

were no implications regarding faculty values or the meaning that the interactions had. 

The effective clinical teaching behaviors reported in the literature currently appear to 

focus on interpersonal skills. Treating the student as an individual, recognizing their 

needs, and respect for the person are valued by faculty. This indicates that emphasis is 
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being directed toward development of the student as an individual rather than on the ability 

to emulate skills. There are some differences seen between faculty and student perceptions 

as well as differences among levels of students. 

Values Reflecting Cognitive. Affective and Psychomotor Components 

According to Rokeach (1973), "Values, like all beliefs, have cognitive, affective, 

and behavioral components" (p. 7). If a person espouses a value, he cognitively knows the 

right way to behave, feels emotional about it, is affectively for or against it, and will act on 

the value when it is engaged. Perhaps because these three domains are inherent in values, 

it is necessary to consider them when transmitting beliefs to student nurses. Such 

conceptualization is frequently found in the literature in discussions of the evaluation of the 

three domains of learning in the clinical setting. 

Weinholtz and Ostmoe (1987) believe that "effective clinical teachers need to use 

particular teaching skills to transmit knowledge, shape attitudes, and develop the 

psychomotor abilities of students in the clinical setting" (p. 197). Concerned about the 

clinical competencies of baccalaureate students, Field, Gallman, Nicholson, and Dreher 

( 1984) requested the clinical objectives from 64 programs and found that most objectives 

were written in the cognitive domain. Concern was voiced that the other domains were not 

sufficiently addressed during the evaluation process. Craig and Page (1981) reported a 

study of the effects of a module on questioning behavior of nursing instructors and found 

that most instructors lack skill in utilizing this behavior. Usefulness of this model would 

be in raising the cognitive level of clipical interactions since effective questioning will aid in 

the evaluation of the cognitive level attained. 

Although it is suggested in the literature that faculty values are implied through 

student evaluation forms, this is not necessarily true. Many affective behaviors of students 
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are not evaluated because they are elusive to grade and thus are usually not included on the 

evaluation form. For example, caring, a major component of nursing, requires the use of 

affective behavior, but it is not usually evaluated. Ethical and moral behaviors are often 

implied ano not specifically addressed within the context of the tool. Andrusyszyn (1989) 

discussed a framework for analyzing affective behaviors in clinical evaluation and 

suggested that affective objectives are suitable for evaluation. Those behaviors which deal 

with placing value judgments are often overlooked by nurse educators when writing clinical 

objectives and formulating clinical evaluation tools. This might indicate a lack of valuing 

by faculty or just difficulty in writing these kinds of objectives. Brozenec et al., (1987), 

while discussing evaluation of borderline students, supported the difficulty of evaluating 

the affective domain objectively and indicated this as being the reason these behaviors are 

lacking in many of the evaluation tools. 

Psychomotor behaviors, or the necessary technical nursing skills, have been given 

little attention in most evaluation forms reported. This is interesting to note since these 

behaviors were emphasized in the e.arly years of nursing. Two possibilities exist for this 

absence in the reported literature. It may be that these behaviors are absent from the 

literature because most faculty assume that they are addressed based on their necessity for 

nursing performance. But it may also be that nursing education, with its current trend 

toward advocating an extensive liberal arts education, is focusing on the care aspect of the 

interventions. 

Harrow (1972) stated, "Most behaviors are combinations of the cognitive, the 

affective, and the psychomotor and though impossible to categorize exclusively as being 

only one of three, the educator when writing behavioral objectives for a particular learner or 

group of learners must focus on the primary purpose or intent of the objective and organize 

the evaluation to reflect a real difference in the learner's behavior" (p. 1(0). Thus it would 
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appear that trying to categorize these behaviors as just one domain may be a problem. 

However, since the nursing literature has given much attention to the domains of lea..rning, 

it is useful as an organizing framework and as a plaCE; to start when categorizing faculty 

values regarding student characteristics and behaviors in the clinical setting. 

Values in Nursing Education 

"Values represent the important and stable ideas, beliefs, and assumptions that 

affect our behaviors" (Fuhrmann & Grasha, 1983, p. 22). Such is the functionalist view. 

At the very least, values are articulated in ongoing activities and are manifested in one's 

verbal and motor behavior; therefore, it would be helpful to know what clinical faculty 

value. Studies on values are not abundant and most center on issues relating to student 

values or ethical and moral issues. Because values are sometimes developed through 

imitating the beliefs of others, looking at studies of student values might result in 

conclusions about faculty values that were transmitted. 

Some studies focus on how values change through the course of education. 

Blomquist, Cruise, and Cruise (1980) examined baccalaureate nursing students in secular 

and religious schools to see if there were differences in the values and whether their values 

changed through the educational process. Students in the religious schools were found to 

value honesty more highly than did secular students. Capability increased in value as the 

students progressed through their programs, and secular students valued it more highly 

than religious students. Seniors valued freedom more than freshman, and secular students 

valued it more than religious srudents. Interestingly, being helpful decreased in importance 

for all students although it was markedly more important to religious students. There was a 

significant decrease in the importance of the value of cleanliness. Two values that the 

literature indicatt.d were important to clinical instructors, intellectual and nursing process, 
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showed no significant increase in value from the freshman to the senior year. which poses 

the question of whether this faculty value is being transmitted to students. 

O'Neill (1973), in addition to examining differences in student class l~vels, also 

compared baccalaureate nursing students to students in other curricular fields and to the 

general female college population. There were significant differences between the value 

norms for the general female college population and nursing students'values. Nursing 

students attached greater important,;e to being generous and helping the unfortunate with 

less emphasis on being conformists. Compared to students in other curricular fields, 

nursing students attached a greater importance to altruistic service. When comparing 

nursing students across levels, the value differences between student groups decreased at 

the successive class levels, indicating that those students whose values were different than 

their peers changed their values as they progressed through the program. Nursing students 

enter their programs with a high value attached to helping people, which is not surprising, 

but this value seems to be reinforced through the program. Although the study could give 

no indication of how or by whom this value is reinforced, the question of faculty influence 

needs to be considered. 

In comparing student and faculty values, Thurston, Flood, Shupe and Gerald 

(1989) and Williams, Bloch, and Blair (1978) had similar findings. Although studying 

different levels of students, graduate and undergraduate, the results indicated that in terms 

of values, nursing students shared more similarities than differences with the faculty who 

taught them. However, there was no indication from these studies as to whether the values 

held by faculty and students were congruent with the philosophy and curricular content or 

whether faculty values actually influenced student values. Both questions need answering. 

Studying the change in the values of entering nursing students over a ten-year 

period, Garvin and Boyle (1985) found ~ higher economic value orientation with the 1982 
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students than with the 1972 students, indicating a greater concern with economic stability 

and security. This supported the researchers' theory that values are affected by societal 

changes. However, the increase in economic orientation also indicated a swing toward 

more masculine values, as indicated by the instrument used, and therefore could indicate an 

influence of other factors, perhaps faculty values. The authors suggested the need for 

nursing programs to clarify their own values and communicate these to the students. 

Medical students' perceptions of values in three different medical schools were 

studied by Maheux and Beland (1986). They found differences in the students' 

perceptions of values emphasized to them in the different schools, indicating a wide 

variation in the wejght attached to values in medical education. There were also significant 

differences between the preclinical and clinical students, inferring a weakening of 

humanistic values during the clinical years. Finally, the authors concluded that student 

differences in rating faculty values in the preclinical and clinical courses was suggestive of 

differences in the values put forth by the school and those of the instructors. 

If faculty values can be defined and categorized, they can then be incorporated into 

clinical evaluation as guidelines for assessing student achievement. Further, knowledge of 

these values and faculty behavior in transmitting them can be included in clinical education 

courses to prepare faculty to be more effective clinical teachers. By studying clinical 

teaching, the values, attitudes, and behaviors of clinical faculty can be learned and utilized 

to assist faculty in improving teaching skills. 

Issues Addressing the Culture of Clinical Teaching 

There is very little literature on interactions in the clinical area, adopting an 

interactionist as opposed to a functionalist perspective. Direct observation has been used to 
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a minimal extent, and there is no description of what occurs in the clinical setting, only 

indirect discussions. 

Carlson, Lubiejewski and Polaski (1987) noted that often expectations in clinical 

situations were not communicated to the student as well as they had been for lectures. 

Although expectations were understood by the instructor, the student was often confused 

about what was expected and, thus was not able to experience maximal learning. Rather 

than rely on verbal instructions given in pre-conferences, faculty developed weekly written 

objectives which were given to the students. Clinical experiences seemed to be enhanced 

since the students had more guidance and thus less frustration. Using therapeutic 

communication to promote learning was of concern to Karns and Schwab (1982). They 

believed a good relationship with students would decrease student stress, and expressed 

concern that little, if any, content on facilitating this process was included in graduate 

education courses on clinical teaching. Although therapeutic communication was 

emphasized in the undergraduate curriculum, faculty often did not use it in their interactions 

with the students. This could have been due to a lack of valuing, or time, or the 

circumstances occurring in the clinical setting. 

Smith (1977) discussed the role of clinical faculty in dealing with the culture ofthe 

university and the difficulties of moving back and forth between the academic and clinical 

communities without really being a member of either. Clinical faculty are guests in the 

clinical environment and often have to play the part of peacemaker. Having no power in 

the system, diplomacy is necessary and clinical faculty are often used as scapegoats by staff 

nurses. Negotiation for space must also take place, since the faculty member often has no 

assigned space. Weinholtz and Ostmoe (1987) cite the responsibilities of clinical 

instructors as being highly diverse, including 
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identifying client populations for learning experiences, finding space for 
clinical conferences, determining objectives for clinical experiences, 
diagnosing individual students' learning needs, planning clinical rotations 
and schedules, providing for student orientation, selecting learning 
experiences, demonstrating professional skills, communicating with agency 
staff, evaluating learning experiences, and providing and facilitating student 
learning (p. 174). 

An important distinction to make is the difference between clinical instruction and 

supervision of students in the clinical setting. Bridgman (1953) suggested that clinical 

instruction 

is systematic and adds knowledge of principles and methods of application. 
It therefore requires the instructor's familiarity with preceding and 
concurrent classroom teaching, careful planning of specific content, to be 
taught in direct connection wit.'l patient care, and, if individual teaching is 
included, planning how equal benefits to all students will be assured. 
Supervised practice without systematic instruction is like supervised study 
and does not constitute a legitimate basis for credit (p. 169). 

Redman (1965) later concurred that "clinical teaching is more than 'supervising the students 

on the ward,' but, rather, is a central part of the educational program" (p. 53). There are 

many conflicts to be considered in clinical teaching and many factors the instructor is 

unable to control. Patients are often unpredictable in their responses to the student, and 

other health care workers' relationships with students and patients are only slightly 

modifiable and must constantly be evaluated for students' learning benefits. More recently, 

Wood (1987) stressed the importance of clear communication between clinical instructors, 

students, and hospital staff. Since the instructor has responsibility for the patients in the 

agency, the students, and the institution, it is the teacher's responsibility to maintain good 

relationships through adequate communication. Along with this, clinical expertise is 

necessary to maintain positive relationships as well as promote optimal patient care 

standards. Since many events are beyond the control of clinical instructors, teaching in the 
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clinical setting is unique. The problem of learning this role needs further study so that the 

clinical teacher can develop insights concerning its special demands. 

Discussing the issue of formative and summative evaluation, Morgan, Luke and 

Herbert (1979) argued that there is often no clear distinction between learning and 

evaluation in the clinical setting and that the student's achievement is often evaluated while 

they are still learning. These should be two distinct roles, that of teacher and that of 

evaluator, with separate times allocated for each activity. Werner-McCullough and 

L'Orange (1985) suggested four approaches to clinical conferences one of which was to 

use this time for a nonthreatening test situation that would provide students with an idea of 

their own knowledge base. 

Wang and Blumberg (1983) attempted to understand the nature of clinical teaching 

by using observation in the clinical setting. Their observations of instructors in clinical 

settings focused only on analyzing specific techniques of interaction between students and 

faculty. They found that either leading/direct questioning or information giving were most 

frequently used, and demonstration, hypothetical situations, summarizing statements, and 

negative feedback were the least frequently used interactions. They summarized only the 

type of facuity-student interactions, the length of interaction, and the type of techniques 

utilized, and therefore had little indication of what faculty valued or the meaning of the 

interactions they observed. 

Research on the interactive process of clinical teaching is scarce. Most of the 

literature is comprised of self-reported accounts or discussions of changes that need to be 

made to improve techniques to be utilized for clinical instruction. 
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Summary 

The current focus of research has been on faculty behaviors necessary to assist 

student learning or the development of valid and reliable clinical evaluation tools, with little 

research addressing the essence of the clinical experience or the actuality of clinical 

faculty's beliefs and behaviors (Infante, 1975). Specific identification of student behaviors 

and characteristics that are valued by clinical faculty is absent from the literature. Although 

these values may be inferred from the clinical evaluation tools as those that are publicly 

stated by the faculty, follow-through on these values has not been observed. 

Clinical teaching has been taken for granted through the history of nursing 

education, with little attention being paid to what actually occurs during the laboratory 

hours. The various roles that characterize clinical instruction have been discussed through 

anecdotal reporting and discussion of what is important, but systematic evaluation of the 

interactions that occur, the symbolism and the rituals that comprise this specialty teaching 

area, cannot be found. Neither is there any differentiation of tl:!e clinical teaching roles in 

the various professions. It is presumed that what is a problem for one profession is also a 

problem for the others. This is not necessarily true. Comprehensive reporting and analysis 

of the clinical nursing faculty role are necessary to learn about the role and attempt to 

improve it. As nursing has evolved, so has the role of the clinical nursing faculty member, 

and the literature supports the contention that improvements are needed to enhance student 

learning. 

Yet we have little sense of the characteristics and behaviors that clinical faculty 

value in their students. This research takes a step in that direction, exploring the situational 

perspectives of clinical faculty, their interactions with students, and the messages and 

beliefs they seek to convey to students. 
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CHAPTER 3 

MEIHOOOLOGY 

Overview of the Study Design and Methodology 

An exploratory field study was undertaken to answer the two research questions of 

the dissertation. Since the focus of this research was to study human behavior and 

interaction, and because there has been little research done on what student behaviors and 

characteristics clinical faculty value in nursing or even on the interaction between students 

and faculty in the clinical setting, the design emphasized discovery rather than validation. 

A multiple case study design was adopted to investigate five faculty members, each from a 

different clinical specialty area in the same baccalaureate nursing program. Three types of 

data collection were utilized in order to learn faculty values regarding student behaviors and 

characteristics: content analysis of published and unpublished archives written by faculty 

in the nursing college, interviews with faculty and students, and observation of the 

student/faculty interactions in the clinical setting. 

For Research Question I. "By what process do clinical faculty transmit their beliefs 

and values about clinical behavior to baccalaureate nursing students?", participant 

observation of the clinical faculty and students in the clinical setting was utilized as the data 

collection technique. The interactions between students and faculty were observed for 

continuous periods of time on certain days with an emphasis on observation of the faculty 

interactions. To answer this question, specific faculty actions were studied, paying 

particular attention to the language used, the symbols, and the rituals involved in the day-

to-day supervision of tiie students. 

As a data collection technique, participant observation "is a way of involved 

watching" (Parse, Coyne, & Smith, 1985, p. 72). Because the focus of this question was 
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on the interactions of faculty with students, this technique was deemed most appropriate. 

In this study, my role was that of a moderate participant in conducting observations. 

During interactions, condensed and sometimes verbatim notes were kept. In recording 

descriptions of rituals, care was taken to report without interpreting. Participant 

observation of incidental and regularized interactions between faculty and students was 

particularly useful in gathering information about the culture of clinical teaching. 

For Research Question II, "What clinical behaviors and characteristics in 

baccalaureate nursing students do clinical faculty value, and are these values consistent 

among faculty?", content analysis, participant observation, and interviews were the 

techniques deemed most effective for collecting the necessary data. Values faculty 

espoused in writing, discovereu through content analysis of archives of the College of 

Nursing; faculty's day-to-day interactions with the students, as witnessed by participant 

observation; and faculty's verbally stated values, learned through interviews were chosen 

to help answer this question. Interviews with students were utilized to provide some 

indication as to whether the faculty were actually transmitting their values to the students. 

Content analysis, "the process of structuring unstructured data" by describing 

categories and looking for themes in the data (Brink & Wood, 1983, p. 173), was utilized 

to glean faculty values from various college archives. Initially, content an.uysis was 

conducted on the philosophy and program objectives of the college by looking for student 

behaviors and characteristics that were cited in these documents. Similar behaviors and 

characteristics were located in the College of Nursing uniform policy and the instructor's 

anecdotal notes writ+..en on the student clinical evaluation forms. It was posited that faculty 

would incorporate their values and beliefs about student behavior and characteristics into 

these written records. It was expected that some differences in values would be evident 

between these data sources since the philosophy, program objectives, and uniform policy 
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were written by other faculty members and the anecdotal notes were written solely by the 

faculty involved in the study. 

Interviewing was also undertaken to address Research Question II. This method 

"can take us into the mental world of the individual, to glimpse the categories and logic by 

which he or she sees the world" (McCracken, 1988, p. 9). Each faculty member was 

asked open-ended, unstructured questions to ascertain what behaviors and characteristics 

they valued in students in the clinical setting (Appendix A). Each interview lasted 

approximately one hour and was conducted in a location that ensured privacy. These 

interviews were completed after the content analysis of the documents but before 

observation in the clinical area. This was done because it was expected that there would be 

differences in values stated in written form and verbally, as well as between the values 

enacted in the clinical setting. The data derived from the content analysis helped guide the 

interviews, and the data from the interviews helped direct the data collection during 

observations. 

Participant observation was also utilized to answer this question and was conducted 

at the same time and under the same circumstances as for Research Question 1. The 

observations were guided by a search for the specific behaviors and characteristics gleaned 

from the prior two data sources. Additional behaviors not evidenced in the content analysis 

and faculty interviews were also included. The observations used to address this question 

had a different focus in that student/faculty interactions were viewed with the intent of 

observing faculty responses to student behaviors and characteristics. Particular attention 

\l!as given to the areas <.md amount of time faculty spent reinforcing or reprimanding 

students' behaviors. 

Student interviews were conducted in a private office. The questions for these one

halfhour, unstructured interviews were open-ended. The goal was to learn what values the 

52 



students believed were transmitted to them in the clinical area (Appendix B). These 

interviews were conducted after the clinical observation had been completed and the 

students had received their clinical grade from the instructor. Since the focus of this study 

was on clinical faculty and what they value, the majority of the data collection was 

accomplished with regard to the faculty. The student information was used only to provide 

some indicatic:fi as to what faculty messages were being received by students. 

Issues of Sampling 

To assure trust"'orthiness of the data, several factors needed to be considered in the 

selection of the samples for this study. The curriculum to utilize; the placement of courses 

in the curriculum; College of Nursing documents; the background, status, and experience 

of the instructors; the choice of students; and the amount of time spent in each clinical area 

were criteria that shaped the selection process. Which curriculum to use was contemplated 

since there was a choice between the current and the revised curriculum which were 

simultaneously being implemented in this college at the time of the study. Placement of 

courses in the curriculum and the level of the student were also considered as means of 

achieving varied results. Which College of Nursing documents to analyze was dictated by 

their ability to suggest faculty values. The sampling decision of which faculty in the 

clinical setting to select needed careful consideration to avoid biased results. Another issue 

involved selection of the student sample, which was affected by the number of students 

volunteering and the size of the clinical groups. Finally, time was mandated by constraints 

upon myself and the length of the clinical course. 

The Coliege of Nursing in which the research took place is part of a iarge, urban 

Research I university located in the southwestern United States. Established in 1957, the 

nursing program is relatively young but has progressed at a rapid rate. The College of 
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Nursing is currently ranked fourth among nursing colleges in National Institute of Health 

research monies obtained and seventh in the latest survey of nursing school deans and 

nursing researchers. At present the College offers degrees at the baccalaureate, master's, 

and doctoral levels, and is one of three state-supported nursing programs. 

Curriculum 

At the time of this study the baccalaureate program was undergoing curriculum 

revision, and courses in both the current and revised programs were being offered. The 

revised curriculum was implemented for the following reasons: (1) to be congruent with 

the newly implemented general education requirements of the university and to allow 

students an opportunity to take upper-division general education cour~es; (2) to begin 

nursing courses in the sophomore year, affording more time for socialization into the 

professional role; (3) to condense the program from four and one-half years to four by 

reducing duplication of subject matter in an attempt to increase marketability in times of 

decreased applicant pools; (4) to tighten sequencing and update content in keeping up with 

the dynamic and changing health care system; and (5) to increase emphasis on decision 

making and management skills to meet the needs of the health-care system. None of these 

changes impacted on the number of clinical hours required or the clinical setting utilized, 

indicating that the importance of the clinical setting had not diminished. Indeed, with the 

shortening of the program, the relative importance of the clinical setting increased. 

The current curriculum had been in effect for ten years with many of the faculty 

already established in their teaching roles. Faculty teaching in the revised curriculum were 

having to learn a new curriculum as well as new courses and so had many other variables 

impinging upon them. Thus, only the current curriculum was deemed appropriate for this 

study. In order to maximize the differences between the faculty members and increase the 

probability that varied data were collected, five different clinical specialty areas, maternity, 
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pediatrics, community health, psychiatric, and medical-surgical nursing, were utilized. 

As stated in the Self-Study Report for Continuing Accreditation of the 

Baccalaureate and Master's Programs (University of Arizona, College of Nursing, 1985, 

p. 92) of the current curriculum, in which this study took place, "the purposes of the 

Baccalaureate Program are to prepare the graduate for beginning practice as a professional 

nurse and for graduate study in nursing." This curriculum consisted of four and one-half 

academic years leading to the Bachelor of Science in Nursing degree. Four semesters of 

prerequisite courses were required prior to admission to the college of nursing, and 

cumulative grade-point average in preprofessional courses was utilized as part of the 

admission criteria. These prerequisite courses were designed to assist students in 

understanding themselves and their goals (University of Arizona, College of Nursing, 

1985). 

Once admitted to the college, students progressed through three levels of the 

curriculum. Each level had its own objectives which were derived from the terminal, or 

program, objectives and acted as a guide to ensure consistency and continuity of the 

curriculum. It was in the nursing curriculum that the students began their clinical courses, 

"the vehicle that provides students with the opportunity to translate basic theoretical 

knowledge into the learning of a variety of intellectual and psychomotor skills needed to 

provide patient-centered quality nursing care" (Schweer & Gebbie, 1976, p. 31). Each 

level contained at least two clinical courses that the student was required to take in a 

specified order. 

Level I consisted of the first of the five semesters of nursing courses and had a 

focus on health promotion and wellness. Students were introduced to nursing skills 

through an assessment of clients across the lifespan and the professional nursing role was 

inaugurated. The two clinical courses required during this semester were not utilized in this 
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study for several reasons. In one clinical course there was no actual patient contact in an 

agency setting. All skills were taught in the skills laboratory, which simulated the hospital 

or agency setting, and the focus was on mastery of psychomotor skills. This was 

considered to be a separate issue in clinical teaching, one which warrants a separate study. 

The concurrent clinical course in Level I had three clinical components, each dealing with a 

different clinical specialty for a short period of time. Because of the minimal 

student/faculty contact, the beginning level of the student, and the difference of faculty 

specialties, it was decided that this course was not appropriate for the study. 

Level II consisted of the next two semesters which included clinical courses. The 

earliest of these was the first of two medical surgical courses in which the students entered 

an adult hospital unit for the first time and cared for patients using the skills developed the 

previous semester. The focus of the course was on patients who were encountering a 

deviation from well ness, quite a different experience from the prior semester. This course 

was not chosen for the study for two reasons. Since this was the students' first extended 

. period in the hospital and their fIrst opportunity to execute their newly formed skills, it was 

believed they would focus on learning the routine, acclimating to the environment, 

adjusting to the professional role, and practicing their skills. The resulting level of anxiety 

would necessitate the faculty spending much time reassuring rather than teaching. More 

emphasis was on supervising psychomotor skills which would tend to skew the results and 

therefore not be an accurate indication of the faculty role. Secondly, the advanced 

medical/surgical course which was the fInal clinical course in the curriculum would allow 

for a more comprehensive view of the faculty role, and observing only one medical surgical 

instructor was considered necessary to maximize the results. 

The fIrst course utilized for the study was situated in the second semester of Level 

II in the curriculum. This particular course was divided into two sections and included the 
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only pediatric and maternity content in the curriculum. This necessitated that two faculty 

members from the course be studied. The content focus was on nursing care of children, 

including theories of child and family development, and nursing concepts and theories 

applied to the health care of woman and families during the childbearing years. Lecture 

material covering both areas was given simultaneously which demanded some creative use 

of the clinical hours. The clinical portion of the course included either a maternity or 

pediatric rotation for two days a week, alternating at three-week intervals for a total of six 

weeks in each area. This meant that the instructor supervised the students on the unit for 

three weeks and then became responsible for a new group for three weeks. Then the 

original group returned until it switched for the final three weeks. 

Three courses in Level III, which comprised the last two semesters of the program, 

were also utilized in the study. Community health and psychiatric nursing were taught 

concurrently in the first semester of Level III, and one faculty member from each course 

was employed for the study. The clinical portion of the course was comprised of one and 

one half days each week for the entire semester. The community health course enabled the 

students to care for individuals, families, groups, and communities viewing health 

problems from local, state, national, and international perspectives. For the psychiatric 

nursing course, the students interacted with clients in mental health settings to improve 

therapeutic communication skills by relating to clients on an individual and group basis. 

The fifth course utilized was located in the final semester of the program. This course was 

divided into two sections. One was held during the first half of the semester and focused 

on utilizing knowledge from previous courses. The second section emphasized 

development of the leader/manager role. Since this was the last clinical course before 

graduation, the students spent four days in the clinical setting to develop as much clinical 
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expertise as possible. Only the first section of this course was used for the study since the 

second section entailed a different faculty role--extensive use of preceptors. 

Documents 

Several College of Nursing documents were utilized to collect a broad spectrum of 

faculty values. Four sets of written documents were chosen for data collection, three of 

which indicated publicly stated or "official" college values. The stated philosophy of the 

College of Nursing was chosen as an appropriate indicator of college values. Although all 

faculty members particip~ting in the study were not instrumental in developing the 

philosophy, it is likely that they generally subscribe to the values advocated. 

The second public document utilized was the statement of program objectives, 

written by the faculty, which guides the curriculum and is the basis for individual course 

objectives. From the course objectives come the clinical objectives which ideally, indicate 

the values of the faculty. Faculty utilize the program objectives in their daily instruction, 

and are likely to be familiar with and ascribe to these objectives. 

The third document used was the College of Nursing uniform policy. Written by a 

faculty committee years earlier, it had been approved by the faculty and it was assumed 

faculty adhere to the uniform policy themselves and require students to do the same. 

Therefore, this document was deemed as a valid source from which to learn faculty-stated 

values. 

The fourth document source indicated the privately stated values of the faculty. 

These were the anecdotal notes written on each student during the semester and used during 

the evaluative process at the completion of the semester. These documents were included 

in the students' files at the conclusion of each clinical course. Although the clinical 

evaluation forms varied from course to course, all forms allowed faculty to include specific 

comments about students' achievement of the clinical objectives and behaviors used to 
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achieve these objectives. Some faculty wrote extensive, detailed comments about the 

student's performance while others cited general statements about behavior. Above

average and below-average students tended to have more written comments documenting 

behaviors and providing feedback, than the average students. During the final clinical 

evaluation students read these comments and signed the evaluation. Signatures indicated 

only that the students had read the comments and did not imply agreement. Since each 

instructor wrote comments about each student in the clinical group, these documents were 

seen to indicate more closely the individual faculty member's values. This was helpful in 

comparing the publicly stated values to the privately stated values. 

Faculty 

Certain assumptions influenced the criteria for selection of the faculty sample. It 

was assumed that faculty new to the clinical teaching role, the course, or the college of 

nursing would have many variables impinging on the transmission of their values to the 

students. Faculty new to the clinical teaching role would not have well-established values 

about student behaviors and characteristics. Those faculty members new to the college of 

nursing or the course would be focused on orienting rather than enacting values. It was 

also assumed that faculty teaching in the different clinical specialty areas would have 

dissimilar values about student behaviors and characteristics. There might also be 

incongruity between faculty who had achieved tenure status and those who had not since 

their personal goals would be expected to differ. Finally, faculty values may be influenced 

by the level of education of the clinical instructor. Therefore, master's-prepared faculty 

from five separate clinical areas who had been in the college of nursing for at least one year 

and had taught in the course the previous semester were preferred for the study. 

The five faculty members included in the sample were all females and ranged in age 

from 37-54, with a mean age of 45. The educational level of all the faculty subjects was a 
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master's degree with a major in nursing. One faculty member had an additional master's 

degree in management and was a certified specialist in her nursing field. Three members 

had taken additional coursework at the doctoral level, and one of the three was currently 

enrolled part time in a doctoral program. The basic educational preparation of four of the 

five participants was a baccalaureate degree program, with one having attended a diploma 

program for her basic nursing education followed by a baccalaureate program. All five 

members listed their ethnicity as caucasian. Number of years in the nursing profession 

ranged from 16-33 with a mean of 24. Length of time as a nursing educator was from 2-15 

years with a mean of 11 years, and the length of time as a clinical instructor was also 2-15 

years but with a mean of9 years. 

The status of these faculty members in the college of nursing was essentially the 

same. All had completed at least one year of teaching at the university where they are 

currently employed, and all had previously taught the course in which they were observed. 

Administrative changes required one sub-:jtution in the sample originally selected. 

Schedule changes resul ted in no clinical component being assigned to a faculty member 

originally intended for inclusion in the study. Two other faculty members assigned to the 

course had not completed a full year at the institution. Consequently, the fourth faculty 

member assigned to the course was selected. Although she had not taught the course 

during the preceding semester, she had been a member of the course several years prior. 

Since the organization and philosophy of the course had not changed significantly since her 

prior employment in the course, she was considered acceptable as a participant. Based on 

this substitution, the exact criteria were not met; however no other options were available 

because the revised curriculum was being implemented and this specialty course was not to 

be taught again in the current curriculum. The variance was ultimately assessed as being 

nonproblematic. 
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Students 

Forty-five to fifty-five students are accepted into the program each semester. 

Mirroring national statistics, approximately 10 percent of the students were males. The 

students' backgrounds varied. Many were older, with families and/or prior degrees, some 

of which were graduate degrees. The number of students in the clinical groups ranged 

from five in the psychiatric rotation to nine in the community health rotation, with an 

average of seven per group. 

Students in each clinicaJ group were asked to volunteer for the interviews, and two 

or three from each group were relected based on availability and level of faculty-evaluated 

expertise. In several groups many more students volunteered than were needed. The final 

selection was made dep~nding on availability for interview and on the interactions of the 

faculty member with the student. For the fmal selection, in order to maximize the 

differences in responses to get a more representative sampling, one student who had 

exhibited excellent behaviors was chosen, and one student who over the duration of the 

semester had needed much support from the faculty member was chosen. It was believed 

that students who achieved at different levels in clinical experiences might have different 

perceptions of what faculty valued. Choosing on a voluntary basis potentially excluded the 

non-assertive students since they would be less inclined to volunteer. In addition, students 

who had difficulty with the instructor and wanted to use the interview to vent their feelings 

would be more likely to volunteer. 

In one clinical group only two students volunteered thus making no selection 

necessary. In the clinical group that totaled nine students, three students volunteered, and 

due to the large size of the group, all were interviewed. Three students were also chosen 

from the final clinical course of the curriculum because those students were assigned to 

several different units during this rotation and participated in a greater va.."iety of different 
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types of interactions. Two students were selected from each of the other two clinical 

rotations. 

The final sample consisted of a total of 12 students. All were females, who ranged 

in age from 26-39 with a mean age of 29. Eleven of the twelve listed their ethnicity as 

caucasian with the twelfth being Mexican American. One student had received a bachelor 

of arts degree with a major in history as well as a teaching certificate and had several years 

of teaching experience at the primary level. Another student had studied art for three years, 

archeology for two, and had a teaching certificate but no degree. Two students had some 

prior medical experience with one being certified as an Emergency Medical Technician. 

Another had received Nurse's Aide certification through an out-of-state vocational school. 

Time 

The amount of observation time varied for each clinical rotation based on my time 

constraints. A minimum of three or as many as eight and one half hours were utilized one 

day per week for a total of four to six observations for each instructor for the duration of 

the semester. Faculty Member 1 was observed for four afternoons and one full day for a 

total of twenty hours. Faculty Member 2 was observed for only afternoon hours for six 

days for a total of twenty and one-half hours of observation. Faculty Members 3 and 5 

were observed for four eight hour clinical days for a total of thirty-two hours each. Faculty 

Member 4 was observed for almost five full clinical days for a total of thirty-ei8ht hours. 

The total number of observation hours was one hundred forty-two with a minimum of 

twenty hours in one rotation and a maximum of thirty-eight in another. 

Gaining Access 

Official entree to the baccalaureate prograIIl in nursing ,vas granted by the College 

of Nursing Ethical Review Subcommittee of the Research Committee as well as by the 
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Director of Research for the College of Nursing. The proposed observation and interview 

process was approved by the Human Subjects Committee (Appendix C), and data 

collection was accomplished in accordance with regulations designed for the protection of 

human subjects. 

The choice of faculty members was limited by the initial criteria discussed 

previously, and in each of four courses only one faculty member met the criteria. In the 

fifth course, no faculty met the exact criteria, but as mentioned earlier, the differences were 

considered nonproblematic. All five faculty members were excited at the prospect of being 

involved and were very interested in obtaining information about the observations. This 

inforrnation was provided to faculty at the completion of the observational periods. 

Access to each clinical group was gained through the clinical instructor, and a 

written disclaimer describing the purpose of the study, explaining the data-collection 

procedures, and requesting written consent for involvement in the study was provided to 

each subject (Appendices D and E). A conference with students was also held prior to the 

first day of observation. The students were reassured that the observation was of t~e 

instructor and not the students and that the research would in no way affect their clinical 

grade. They were also informed that they could specify interactions that they did not wish 

to be observed and were reassured that they not being evaluated. Most of the students 

seemed relieved that they were not "the subjects" with comments such as "Oh, that's a 

relief, I thought she was here to evaluate us. It's nice to know she's evaluating the 

instructor." or "Now I can relax since she's not evaluating us." They found it humorous 

that their current instructor was under scrutiny. Following the conference, students were 

asked to volunteer for interviews at the end of the clinical rotation and were again reassured 

t~at pa.rijcipaticn vloule have no impact on their clinical grade. Several students voiced an 

interest in learning the results of the study when completed. 
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Access to the clinical agencies was dealt with differently, depending on the type of 

facility. In order to blend into the culture, I dressed in the same manner as the instructor. 

This allowed me to be a part of the setting as well as to serve as a resource for students. 

Since I was not grading them, many of the students came to me with questions if the 

instructor was not available. This was not problematic, and in most instances instructors 

welcomed the assistance. 

In the hospitals, the clinical instructor introduced me to physicians, nurses and 

other agency personnel as necessary. I was introduced to patients~..s a clinical instructor, to 

avoid potentially anxiety producing situations. In many instances, rather than go into the 

room with the instructor and student, I elected to stand outside the curtain or room out of 

the patient's range of vision. The patient's welfare was always of prime consideration and 

decisions had to be made spontaneously. If I felt it would be nontherapeutic for the patient, 

I did not go into the room. When I did enter, I tried to interact with the patient or the 

student to make both feel at ease. Sometimes this interfered with data collection, since it 

was difficult to carry on a conversation or make a bed and observe at the same time. In 

these situations I tried to minimize differences by concentrating on the interactions between 

faculty and student, but it was difficult to separate myself from my role as nurse. 

In the community agency, the nurses were told by the instructor about my presence. 

Patient access was more difficult during this rotation. I had to rely on the students to make 

decisions about whether to have me observe because we were going into client's homes. 

Out of nine students, only one volunteered to allow me to go on visits. Again, we decided 

it would be less threatening if the student introduced me as another instructor. In one case, 

the mother of a three-month infant was told that I was an expert on newborns, and she was 

delighted that I would be joining the student Permission was gained prior to the visit. 

I was well accepted in all areas. Since I wanted to observe over the duration of the 
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semester, I chose the days I would observe faculty members in each agency. All faculty 

members appeared enthusiastic about my participation and would ask when I was coming 

next. They never refused and sometimes seemed disappointed if I were not coming the 

following week. While I was observing them, they often discussed student concerns and 

used me as a resource. We also discussed personal issues during lunch or breaks and a 

close kinship flourished that had not been there before. We were now not just colleagues 

but also friends and a bond of trust had developed. At the completion of the observations 

they all claimed they had enjoyed the experience, some even said that they would miss my 

presence. All claimed they were very interested in reading the study results. 

The students too, showed interest as to when I would be there. While there, the 

students often utilized me as a resource and asked questions in my areas of expertLe. In 

clinical areas where I lacked expertise, I was sometimes treated as another learner. In the 

medical-surgical rotation, where students were frequently questioned to ascertain their 

integration of multiple systems theory, they frequently looked to me for assistance. Not 

knowing the answer, I would shrug my shoulders or make a face indicating I did not 

know. Several students later confided that they felt less inadequate about their knowledge 

when they saw that I did not know either. A sense of camaraderie developed between these 

students and myself. During the psychiatric rotation, when the students were presenting 

their reports, they would include me in the audience and direct the information to me as 

well as the other students. When I indicated an interest in the subject material, one student 

went out of her way to give me a copy of her report. She even stopped by my office the 

next day with a copy of the bibliography which hadn't been attached to the report. So, 

although I was utilized at times as a resource and faculty person, ! \!/<loS also accepted on a 

peer level as a learner. On occasion it was difficult to traverse the roles, and this W<lS of 

concern to me as a researcher. This conflict occurred when students asked me for 
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information, for I was inclined to be a teacher and nurse and transmit the information for 

the benefit of the patient, rather than be a passive researcher. My professional inclination to 

consider the patients above allover-rode my role as a researcher. 

Observation and Power 

"Doing fieldwork involves human feelings as excruciating as they are mundane" 

(Rosaldo, 1989, p. 175). Being a faculty member in the college where the study was 

carried out posed some areas of concern regarding power. Although not a senior faculty 

member, I have been on faculty longer than any of the faculty observed and have as much 

or more teaching experience than those observed. Often during the observations faculty 

would turn to me for advice or validation of their teaching. According to Spradley (1980), 

observers should be passive participants, "present at the scene of action but does not 

participate or interact with other people to any great extent" (p. 59). Also an issue was the 

fact that I knew all of the students being observed and was often asked for input concerning 

them. If a faculty member was having a particular problem with a student, we would often 

discuss this, and I would help validate the issue. I found the faculty relying on me for 

support, perhaps because the role of clinical instructor is a lonely one, with little 

opportunity for validation. I found it difficult to separate the two roles and had to make a 

conscious effort to do so. If I sensed that my input would impact detrimentally on the 

student, I refrained from contributing information. I tried only to validate or support the 

instructor's conclusions. 

Because I had instructed almost all of the students at one time, there was some 

question as to whether they saw me in the researcher role. All were very interested in the 

research, but at times I sensed that my observation was making the students uncomfortable. 

If this occurred, I tried to remove myself from the situation. Most students did not 
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verbalize that they wished me to leave, and I question whether they were concerned about 

their grade even though they had been reassured that I had no input into the grading 

process. One student did express privately to the clinical instructor that she found it 

difficult to answer the instructor's questions with me there. The instructor told me about 

this prior to the ensuing clinical observation, and on my next visit to that agency I did not 

observe the questioning period with that student If at any time I felt that the instructor was 

dispensing criticism that would embarrass the student, I would move out of hearing range 

and try to observe from afar. Fortunately, this only occurred on two occasions. In all 

cases I tried to be nonthreatening and unobtrusiVe and never forced a situation. 

Another issue of concern about ti}e observational experience was that of researcher 

bias. Having extensive years of clinical teaching experience, it was impossible to refrain 

from bringing my own values into the observations. It was surprising to find that my 

values were closely aligned with the faculty members I observed even though four 

instructors were from different clinical specialty areas. Rosaldo (1989) argued that 

closeness to one's subjects has advantages and that research can be done validly from close 

up or at a distance. "Objectivism's practice of using the 'detached observer' to make 

'ourselves' invisible to ourselves has been debilitating" (p. 198). Recognizing that 

possible bias exists encourages one to work to be objective, but it also lends credibility. 

Rather than reporting events as routine, I could view them from a perspective of experience 

and make inferences about the process. 

Concerns with Interviewing 

The interviews focused on ascertaining what student behaviors clinical faculty 

value, both from a faculty and a student perspective. Faculty questioning was aimed 

toward learning what clinical behaviors the instructors believed they valued. Student 

67 



questioning was geared toward learning what values they perceived, through the clinical 

experience, that the faculty valued. Formal interviews with faculty and students and 

informal interviews with faculty were utilized for data collection. 

Before conducting the formal interviews, a pilot interview was held with a faculty 

member who was not involved in the study. This was useful in refining the questions and 

helping with the sequencing of questions. I decided that my role should be familiar in 

order to encourage comfort among my informants and so I dressed in the same manner that 

the faculty and students were accustomed to seeing me. In the initial stage of the interview 

I explained the purpose and asked the interviewee to read the informed consent. Since the 

unstructured interview "is the mode of choice when the interviewer does not know what 

he or she doesn't know and must therefore rely on the respondent to tell him or her" 

(Lincoln & Guba, 1985, p. 269), it was the method of choice for this research. 

According to Spradley (1979, p. 78), "interviewing involves two distinct but 

complementary processes: developing rappon and eliciting i'!fonnarion." In order to 

develop rapport by reducing the apprehension that accompanies the beginning stages of an 

interview, and in keeping with the concept of the unstructured interview, I began with a 

"grand tour" question (Spradley, 1979). As the interview progressed from apprehension to 

exploration, the queries became more specific. The techniques advocated by Lincoln and 

Guba (1985) were used extensively. Probes, such as the use of silence or directed cues for 

more information, were deployed when the conversation waned or more information was 

needed. "Pumps" were exercised to encourage conversation by nonverbal nods of the 

head, smiles or "umm," and open-ended statements such as "Could you elaborate on that?" 

or "What do you mean by that?" were employed frequently. Very often clarification was 

obiained by restating what had been said w"'1d asl'..ing if it had been repeated COITff-t1y, 

The interviews with faculty and some of the students progressed to the stage of 
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cooperation as defi,led by Spradley (1979) where informants offered personal information 

and asked questions. Other students did not reach that stage, responding in a consistently 

subordinate manner. Although I tried to reduce their apprehension, some students could 

not transcend the student role, or they may have been uncomfortable about the interviews 

being audiotaped. 

The informal interviews with faculty were spontaneous and occurred mainly during 

the clinical hours. Occasionally, since I work with these faculty members, we would talk 

in my office at other times. This occurred most often in response to a problem the faculty 

member was having with a particular student. For validation, the faculty member would 

seek me out to. di~llsS the issue. As mentioned previously, I tried not to give additional 

input but only to validate what the instructor had already surmised or support them in their 

decision. The data derived from these informal interviews were employed to clarify and 

enhance the data acquired through the formal interviews and observation. Very often after 

a day of observation and analysis of the observation, questions would come to mind that 

were answered through these informal sessions. These conversations were not taped, but 

notes were made after the discussion and added to the observation notes at a later time. 

Content Analysis Procedures 

There is evidence in the literature that discrepancy exists between publicly stated 

values and privately enacted values of clinical instructors. The "Ideal" or expected clinical 

teaching behaviors and "State of the Art" or actual clinical teaching were found to be 

inconsistent by Meleca et al. (1981). To ascertain whether a similar disagreement existed 

with faculty values, content analysis on the college documents was performed for 

comparison with the values indicated by the observations and interviews. 
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Initially, the philosophy and program objectives were scrutinized for behaviors that 

applied to the clinical area. Since the literature supports the concept of learning domains, 

behaviors were organized into cognitive, affective, and psychomotor areas. Frequency 

counts were completed, and the behaviors were listed according to recurrence as a way of 

ascertaining the importance of the behaviors. These behaviors and characteristics were then 

included with those gleaned from the dress code. The anecdotal notes were content 

analyzed in the same manner but listed separately to be compared later. These documents 

were considered to be consistent indicators of faculty values for clinical behaviors for 

students, although it was anticipated that additional behaviors would be found during 

observation and interviews. 

Once data analysis was completed, it appeared that allocation of the behaviors and 

characteristics to the domains of learning did not adequately address the research question. 

Different categories were developed and the behaviors and characteristics were relabeled 

accordingly. This is discussed later, in more depth. 

Data Analysis 

Since there were two research questions involved in this study, the data were 

analyzed separately for each question. Although participant observation was used in 

answering both questions, the content was analyzed separately for each. For Question II, 

content analysis and interviews were utilized in addition to observation. Therefore, in 

discussing the management of the data, each question was examined individually. 

Research Ouestiqn I 

Only the participant observation data were utilized to answer the frrst research 

question: "By what process do clinical faculty transmit their beliefs and values about 

clinical behavior to baccalaureate nursing students'?" The grounded theory method of 

70 



theoretical sampling, "the process of data collection for generating theory whereby the 

analyst jointly collects, codes, and analyzes his data and decides what data to collect next 

and where to find them, in order to develop his theory as it emerges" (Glaser & Strauss, 

1967, p. 45), was utilized. After each observational period, the data were analyzed in 

order to direct the subsequent observational experiences toward developing an 

understanding of the interactions that were occurring. Thus, a new perspective was given 

to each observational experience. Observation was continued until no new information was 

accumulated. 

Observations focused on the interactions between students and faculty in the clinical 

setting and focused on identifying the symbols, rituals and interactions utilized during the 

clinical rotation to convey to the student what was valued by faculty. Symbols related 

primarily to the use of uniforms and documentation equipment. clipboards or assignment 

sheets. Rituals entailed activities evidenced by faculty to assure follow-through of 

necessary behaviors and set patterns that were more structured than the interactions. 

Interactions focused on actions initiated by the faculty in response to student behaviors. 

Further discussion with specific examples is found in Chapter 4. 

Exact quotes were written and notes were taken during observations so that 

interactions could be detailed in writing later. If students appeared disturbed by the note

taking, I either stopped or reassured them that I was only interested in the behavior of the 

instructor. When asked, I shared the notes with the students and faculty. Since there were 

four to six days of observation for each clinical situation, the notes were extensive. 

Once all observations were completed, the notes were read and reread, and content 

analysis was performed. Initial codes were established and then reevaluated. Specific 

behaviors were identified, and frequency lists were made for each clinical instructor 

according to the number of times the behavior was utilized in a day. If a great deal of time 
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was spent on one action, it was weighted more heavily than those that were addressed 

briefly. 

Constant comparisons were made throughout the analysis and data collection. Field 

notes were compared for differences and similarities, and the data were coded according to 

faculty behavior. These codes reflected the substance of waat was said and done and were 

chosen to describe faculty actions such as; instructing, guiding, or praising. Twenty-six 

behaviors that were similarly used by all faculty members were identified and collapsed into 

fifteen behaviors (Diagram 1, p. 93) describing faculty actions. Initially the domains of 

cognitive, affective, and psychomotor were used as the categories. After further analysis; 

however, the categories of teaching, role modeling and caretaking were deemed more 

descriptive of the essence of the behaviors. Data analysis was continued until there was 

saturation of the categories. To ensure dependability and confrrmability, an inquiry audit 

was completed at the end of data collection to authenticate the results. Member checks were 

also utilized to ensure credibility (Lincoln & Guba, 1985). Both of these procedures are 

discussed later in the chapter. 

Research Ouestion II 

For the second research question, "What clinical behaviors and characteristics in 

baccalaureate nursing students do clinical faculty value, and are these values consistent 

among faculty?", the following areas were utilized for data analysis: 

1. The philosophy of the College of Nursing, written and approved 

by the faculty; the College of Nursing uniform policy, written by a 

faculty committee and adopted by the faculty; the program objectives, 

developed and accepted by the college of nursing faculty. 

2. The anecdotal notes, written by the individual faculty members at 

the completion of the clinical rotation for each of the students. 

72 



3. Faculty interviews during which the faculty were asked to 

verbalize their values regarding student characteristics and behaviors 

in the clinical area. 

4. Observation of faculty members instructing in the clinical area. 

5. Student interviews during which students were asked to identify 

what they perceived faculty values to be. 

The published documents of the College of Nursing were first content analyzed by 

looking for specific behaviors and characteristics faculty valued and conducting frequency 

counts. The literature was initially used as a base for identifying specific behaviors such as 

"critical thinking," "utilization of the nursing process," "mastery of psychomotor skills," 

and "application of learned theory to clinical." Once these values were identified, faculty 

members were interviewed to learn the behaviors that they stated were valued. These 

behaviors were then compared to those derived from the documents. Following the 

interviews, observation took place in the clinical setting to observe the interactions between 

students and faculty and identify what behaviors and characteristics were reinforced and 

which were reprimanded by the faculty members. The students were then interviewed on a 

voluntary basis, during which time it was ascertained whether the values were 

communicated to the student. These five different data sources were chosen in order to 

ascertain if there were any meaningful patterns that might shape the students' learning. 

The philosophy and program objectives were carefully scrutinized for themes and 

actions that indicated what behaviors and characteristics the faculty deemed important for a 

graduate of the baccalaureate program to have acquired. Using these themes and behaviors 

as guidelines, content analysis on the anecdotal notes written by each instructor was carried 

out. The notes were compared for similarities and differences, both among the instructors 

and with the philosophy of the program. This allowed comparison of publicly stated 
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values with privately stated values. Initially domains of meaning were identified, these 

were then categorized to aid in identifying cultural themes. These data were then coded to 

reflect the substance of what was written, and the categories were utilized as a guide for 

data collection during interviews and participant observation. Additionally, the College of 

Nursing uniform policy was content analyzed since the philosophy indicated that these 

were important behaviors. 

The formal interviews with the faculty conducted before the observational 

experience used an unstructured format with open-ended questions progressing from 

general to specific and took place in a private office. At the beginning of the interview, 

which lasted forty-five minutes to one hour, demographic data were obtained by the use of 

a face sheet containing a code number; date of the interview; interview site; age; gender; 

education; race/ethnic identity; and length of time in nursing, as a nursing educator, and as 

a clinical instructor (Appendix F). This formal interview built upon the content analysis as 

a means of identifying the stated values of the faculty member, and these were later 

validated by observations in the clinical setting. The informal interviews took place mainly 

in the clinical setting and were guided by the goal of validating the observations and 

collecting additional data about faculty beliefs of valued clinical behavior. There were no 

specific meeting times or locations' rather, these informal interviews occurred when it was 

deemed appropriate. 

Observation took place in the natural clinical setting during clinical hours. Using 

the theoretical framework of symbolic interactionism as a guide, the researcher observed 

interactions between instructor and student, focusing on expectations and perspectives of 

the instructor regarding student clinical behavior. The behaviors gleaned from the content 

analysis and faculty interviews were used as guides in observing the interactions as well as 

analyzing the body of the observational notes. 
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Finally, formal student interviews were conducted after the observations had been 

completed. Again interviews were held in a private office in order to facilitate a confidential 

atmosphere (see Appendix B for student interview schedule). Questions were directed 

toward learning whether faculty members were successful in communicating their 

expressed values regarding behavior to the student. As data collection progressed, 

questions were elaborated on, and additional questions were added to the interview as 

indicated by data analysis. Each interview lasted approximately one-half hour and was 

preceded by collection of demographic data (Appendix G). Only one interview per student 

was conducted, and only students who volunteered were included. The purposes of the 

student interviews were to valid2.te the observations made in the clinical setting and learn 

whether the behaviors stated by the faculty to be of value were, in fact, communicated to 

the student. The body of these interviews was then content analyzed using earlier findings 

as a guide. 

Constant comparisons were made throughout the analysis. Field notes and 

interview notes were compared for differences and similarities, and the data were coded 

according to student and faculty behavior. These codes reflected the substance of what was 

said and done. Coding of faculty behaviors included how student actions were 

admonished and rewarded, how control was exercised, patterns of communication, what 

behaviors were constantly addressed, and any other themes observed as data collection 

progressed. Following comparison, similar codes were clustered into categories and 

labeled. As data collection progressed, additional behaviors were derived from analysis of 

the interviews and observation. Data collection was continued until there was saturation of 

the categories. To ensure dependability and confirmability, an inquiry audit was then 

completed to authenticate the results (Lincoln & Guba, 1985). 

Once all the data had been collected, all notes were again scrutinized at least twice, 
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and comparisons were made of all five faculty members. As discussed previously, the 

coding had organized the faculty values according to a trio of learning domains--affective, 

psychomotor, and cognitive--identified in the nursing literature as a taxonomy for 

categorizing types of learning. At this point, it was evident that the learning domains were 

not indicative of the essence of the analysis, and consequently, all behaviors and 

characteristics were reanalyzed and categorized according to six descriptors (assertive, 

therapeutic, compliant, knowledgeable, disciplined, and skillful) that captured the nature of 

the faculty values. 

U sing the six descriptors as organizing categories, each of the clinical instructors 

was compared for differences and similarities in values. Taken into consideration were the 

differences in the clinical specialties and the semester and level placement of the cou..rses in 

the curriculum. Tne data from each faculty member were also analyzed individually 

utilizing all forms of data collection to ascertain whether the values were consistent across 

data sources. The purpose of this analysis was to discover whether the faculty written and 

verbalized values differed from those publicly stated values as reflected in the college of 

nursing philosophy, objectives, and dress code and if these stated values differed from 

those the faculty actually enacted in the the clinical setting. Finally, comparison of the 

student interviews with the previous data ascertained whether students' perceptions of 

faculty values differed from faculty stated and enacted values or whether the message was 

actually transmitted to the students. 

Trustworthiness of the Data 

Lincoln and Guba (1985) suggest five techniques to ensure credibility when 

conducting naturalist inquiry, three of which were utilized for this study. The first 

technique consists of prolonged engagement, persistent observation, and triangulation. 
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Prolonged engagement was met by staying in the agencies with the instructors and students 

until a bond of trust had developed and the culture was assimilated. Persistent observation 

provided depth by allowing the focus on faculty actions to occur within the setting. 

Triangulation was achieved by utilizing different data collection methods, such as content 

analysis, observation, and interviews and by using the mUltiple sources ,)f college 

documents, faculty members, and students. 

A second technique implemented was peer debriefmg. Another faculty member 

was consulted periodically about the progress of the research. Initially methodological 

issues were discussed and emerging hypotheses considered. As data collection and 

analysis continued, discussions progressed to include an emotional cleansing which lent 

clarity to the study. 

Member checking was also completed. All of the faculty members observed were 

given copies of observational notes to read and asked to comment on the exactness of the 

notes. Two of the five faculty members wrote comments on the notes, providing 

clarification or correcting a misquote. One statement related to the fact that I had not 

recorded a faculty interaction with a patient that the faculty member considered important. 

Two faculty members stated that reading the observational notes had given them more 

insight into their clinical behavior, and one said she wished she had the benefit of the 

experience earlier in her career. 

In order to ensure dependability and confirrnability an audit trail was undertaken. 

For this, a faculty member was engaged to inspect and verify the process that had taken 

place. Several meetings were held in which the auditor read the raw data, the data 

reduction, and the category structure as well as the methodological procedure. Much input 

\vas r~.eived from the auditor aaid help was gained in categorizing u~e data, iabeiing, and 

attaining i...rlsi.ght 1.'1to amuysis. 
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Summruy 

This chapter included a description of the research design and methodology for each 

of the two research questions. Details and issues regarding the various methods of data 

collection utilized, and the analysis and the trustworthiness of the findings were included. 

The criteria for subject selection and description of the time involvement were discussed 

and measures taken to insure the protection of human subjects were detailed. 

The results of the data analysis for Question I are found in the following chapter. 

Data analysis from Question II is addressed in Chapter 5. 
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CHAPTER 4 

FINDINGS: FACULTY ACTIONS IN THE CLINICAL SETI1NG 

Introduction 

This chapter will discuss the findings related to Research Question I "By what 

process do clinical faculty transmit their beliefs and values about clinical behavior to 

baccalaureate nursing students?" Before addressing this question, however, several issues 

relating to both research questions must be discussed. The following section includes 

information necessary for the purposes of orientation and explanation of clinical instruction 

in this baccalaureate nursing program. A general description of the clinical settings and a 

discussion of the faculty routine in each is provided. 

Description of the Clinical Settings and Faculty Routines 

Four different agencies were utilized for the five clinical groups. For both the 

pediatric (PED) and maternity (MAT) clinical settings, the students were assigned to a 

private hospital affiliated with an academic health science center. As a teaching hospital, 

the agency was a very supportive learning environment and encouraged student 

participation. The site for the psychiatric (PSY) rotation was a private psychiatric hospital 

undergoing major administrative changes. This institution has been affIliated with the 

College of Nursing for many years and was supportive of having student nurses on the 

units. The agency utilized for the community health (CH) experience was a county facility 

utilized frequently although not consistently over the years. Although the agency had 

recently moved to a new building, many of the staff had previously worked with students 

from the college. The medical-surgical (MIS) rotation was conducted at a private hospital 

which had been utilized for the education of nursing students for many years and had 
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students assigned to various units. With the exception of the community health instructor, 

all faculty participants had taught in these agencies during previous semesters. However, 

since the focus of community health was the utilization of outside agencies with which the 

instructor had previously developed expertise, being new to this particular agency was not 

considered to be detrimental to the enactment of the faculty role. 

Because units in the PED setting were small, the instructor placed students in two 

units on the same floor. Since younger patients were generally restricted to one unit, 

students spent one-half of the semester in each unit, thereby acquiring experience with 

patients of different ages and a wide variety of diagnoses. Students assigned to pediatric 

units began their day by submitting care plans to the instructor prior to attending a report by 

the nursing staff going off duty. While the students were in this report, the instructor 

reviewed the care plans, enabling her to provide immediate feedback. Because of the 

iikelihood of miscalculations and the potential for error resulting in possible injurious 

effects to the children, students in pediatric units were not allowed to administer medication 

without supervision. Consequently, the majority of the instructor's time was spent 

supervising medications and treatments and checking nurse's notes. Following the clinical 

portion of the day, students attended a post-conference, where the instructor prompted the 

students to discuss the day's activities, and answered questions. 

The typical day for the MAT clinical faculty member began with assigning patients 

to students. Daily patient assignment was necessary because of the rapid recuperation and 

early discharge of patients in the maternity setting. If assignments had been made the 

previous day, several patients would have already been discharged. Students also 

benefitted from cat-ing for newiy deiivered mothers who required more comprehensive 

care. After receiving their assignments, students gathered information about the patients 

from verbal and written reports by staff members. Two students were assigned to the labor 
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and delivery unit, and one student was assigned to an outpatient clinic. Since the students' 

experiences in these areas were mainly observational, the instructor did not directly 

supervise but relied instead on verbal reports from the students. Most of the instructor's 

time was spent supervising procedures, checking on the students' teaching activities and 

writing of nurse's notes. The MAT instructor also utilized a post-conference at the 

conclusion of the clinical day. 

Students in the PSY setting were divided among three units, adolescent, adult, and 

woman. To broaden the scope of their experience in dealing with various patient diagnoses 

and ages, students spent one half of the semester in each of two units. The majority of the 

instructor's time was spent proceeding from unit to unit to provide support to students and 

observe their interactions with patients. 

In the CH agency the instructor organized the day's activities prior to the arrival of 

the students. Not all students reported to the instructor each day since attendance at several 

alternative experiences in the community was required during the semester. Unless she 

was accompanying students on home visits, the instructor spent the majority of her time in 

the conference room meeting with students. For this rotation, each student was 

accompanied on at least two home visits, one prior to mid-semester and one toward the end 

of the course. This allowed the instructor to judge student progress during the semester. 

Students in the five MIS units chose their own patients. Much of the instructor's 

time was spent supervising procedures and quizzing the students on their knowledge of 

pathophysiology. The day ended when the students had completed their patient assignment 

and the shift reports were concluded. 

Although the settings were diverse, the routines of the faculty were essentially the 

same. For most of the day, the instructors were engaged in individual interaction with each 

of the students providing support and engaging in teaching activities. They served as a 
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resource and role model for students and encouraged them to be independent learners. In 

each case, the instructor's prime consideration was the students' ability to care for the 

patients. 

The Rituals of Clinical Teaching and Their Uses 

According to Schein (1985), rituals belong to one of the three levels of culture 

which he labels as "artifacts." These are symbols of culture indicating many meanings and 

emotions. "Rituals communicate meaning ... by calling attention to and transmitting 

important values" (Kuh & Whitt, 1988, p. 17). They are deliberate, orderly actions, 

repetitive in content, form, and occasion, part of a special behavior to engage the focus of 

the audience (Kuh & Whitt, 1988). 

Rituals were used consistently in the clinical settings and provided one method by 

which faculty transmitted their values about what was important for students to learn. 

Faculty personality, experience, and clinical specialty had apparent effects on shaping the 

ritual, so distinctions can be seen in what comprised the ritual as well as how each was 

carried out. Even though the rituals varied from one clinical setting and instructor to 

another, patterns used to convey meanings emerged consistently, and these were organized 

into eight rituals. These eight were: "Preparation," "Tracking," "Discourse," "Closet," 

"Repast," "Selection," "Maneuver," and "Documentation." 

"Preparation Ritual. " Although the writing of patient care plans was a student 

assignment, it is classified as a ritual because it was used in all clinical specialties, and was 

repetitive in content and form. Varying somewhat depending on instructor preference, the 

focus of clinical content, and established routine, the care plan was a means of transmitting 

many messages to the student. When students received their assignments the day prior to 

the start of the clinical week, they were expected to bring their completed care plans with 
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them so the instructor could evaluate them. The PED instructor actually graded and 

returned them that day, while the MIS instructor graded them during the one-on-one 

conferences with the students by asking questions about their plan of care. For the MA T 

clinical, students were expected to submit written care plans on the patients of their 

choosing, one who had a vaginal delivery and one who had a cesarean delivery. The PSY 

rotation required no assignment labeled as a care plan; instead students were expected to 

prepare a written analysis of a conversation with a patient. Since therapeutic 

communication is the core of PSY nursing care and is difficult to plan for, this assignment 

was evaluated as equivalent to the care plan. In CH a care plan on one family was written, 

updated continuously during the semester, and graded at the completion of the course. 

For all of these assignments there was some discussion between the student and 

instructor, either during the clinical hours ur during the evaluation meeting when the 

instructor reviewed the graded care plan and provided feedback. This ritual was useful in 

setting the written standards of care that the student was expected to meet as well as 

teaching the student how to organize and be prepared. Care plans also involved specific 

language that the student needed to learn to be part of the culture, and the name itself 

implies the focus of the clinical experience. Since these assignments were theory-based, 

the message of the valuing of a knowledge base was implied. The way these meanings 

were transmitted periodically changed depending upon student feedback. Faculty often 

revised their expectations for this assignment according to student comments from the prior 

semester. 

"Tracking Ritual." Each faculty member had her own way of being aware and 

following the changes that occurred in the patients or families for which the students were 

responsible. In the three hospital settings, it was interesting to note that all faculty 

members utilized what they tenned "brains," a sheet of paper with infonnation about the 
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patient. The sheets varied as to the information included, but they were all used to keep 

track of the students, their patients, and the procedures required during the day. They were 

used for organization purposes, as a means of checking up on the students, and as a 

method for ensuring that all necessary patient care was accomplished. Generally the 

instructor completed the sheets at the time she made the student assignments. Since the 

clinical faculty member was ultimately responsible for the patients to whom the students 

were assigned, she was also responsible for making sure that the necessary work was 

accomplished. The importance of these sheets was illustrated by the priority placed on 

locating misplaced"brains; 11 no other tasks were initiated until they were found. In the 

community agency, the instructor had an initial list offamilies assigned to each student, but 

because the students made out their own schedules, and kept their own log of visits, and 

followed families over the entire semester, the instructor did not keep a daily written tally of 

patients and visits. She relied on regular individual verbal reporting by the student and 

weekly review of families' charts as ways of tracking what the students were doing. The 

instructor in the psychiatric setting relied only on verbal reports from the students about 

their patients. Since there were so few procedures to accomplish in these two settings, 

verbal reporting was sufficient to keep the instructor aware of the students' performance. 

Tracking was helpful in setting the patient-care standards that the student was 

expected to meet. The ritual was an enactment of the standards set by the care plan and 

enabled the student to relate to "real nursing care" and to observe one strategy for 

organizing in the clinical setting. It was also useful in allowing the student to see role 

modeling behaviors indicating the importance of the patient to the nurse. This ritual varied 

in intensity depending on the clinical setting and the instructor's past experience with the 

student. In the acute care setting and in interacting with studeats who needed more 

supervision with their patients, the instructor more closely tracked the student 
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"Discourse Ritual. " All of the rotations had student-faculty conferences of some 

genre. The MAT and PED clinicals had post-conferences at the end of the clinical day. 

The conference during the PSY rotation was conducted in the morning, so students would 

not miss other important activities. In the psychiatric hospital, patient activities were 

planned for each half-hour, and many were important for the students to attend. The 

instructor and students decided which hour would be best for most in the group to miss. 

All of these instructors generally started the conference by asking the students about 

their day and then discussing any patients that were of interest to them. The MAT 

conference was held in a small conference room, and the students and instructor sat around 

a table. The instructor always sat at the head of the table and most often lead the 

conference, indicating a form of control over the students. The PED conference was held 

in a larger classroom, and a student was allowed to sit at the head of the table. As 

expected, this instructor's conferences were more student-directed and less formal than the 

MAT instructors. For the PSY conference, held in the children's playroom, the students 

and faculty generally sat in a circle. The conference focused on student feelings. Toward 

the end of the semester, the PSY students were given a topic to present to the group, 

leaving less time for discussion of the day's activities and placing more emphasis on 

student control. 

In the CH and MIS rotations, no group conferences were held; rather,the instructor 

and student had individual conferences discussing the student's patients. In CH the 

conferences were held in the same room where all the students were working, but in the 

MIS clinical the instructor met with each student individually in a private area. These rituals 

entailed much more intensive questioning by the instructor. Since it involved one-to-one 

quizzing, the student had to be prepared to respond, enabling the instructor to evaluate the 

student's knowledge base more effectively. 
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The discourse ritual served to emphasize the importance of communication and the 

affective behaviors necessary for optimal nursing care. Discussions sometimes fostered 

exploration of the student's feelings about what they had experienced. The conference was 

also a forum wherein the students were encouraged to contribute to the discussion. 

Questions raised during these discussions heightened awareness of the necessity for 

acquiring an adequate knowledge base. 

"Closet Ritual." Although one-to-one interactions were again evidenced in this 

ritual, they were quite different from those experienced in the previous ritual. In all of the 

clinical rotations, there were emotional situations in which the instructor took the student to 

a private area out of view and hearing of others. These situations were generally of two 

types, reprimand or support. In circumstances where the student had made a serious 

mistake, the instructor; when possible, took the student to a private room or area to discuss 

what the student had done incorrectly and how to change the behavior and prevent its 

reoccurrence. In situations when the student needed support because of a particularly 

stressful predicament, such as the death of a patient, the instructor tried to remove the 

student to a private area in an attempt to be reassuring. 

Taking students aside clearly indicated the instructors' belief in the importance of 

nurturing students through times of crisis. It was an effort to keep intact the students' 

sense of self by encouraging them to recognize what they were feeling and work it through 

in a situation not necessarily shared with the group. 

"Repast Ritual. " Lunch breaks for the hospital rotations, PED, MAT and MIS, 

generally consisted of the students and faculty meeting in the cafeteria and dining at the 

same table. Discussion was usually social with much joking between faculty and students. 

In the PSY hospital the students were expected to share meal times with the patients. The 

faculty member for this rotation generally ate with staff members and utilized this time to 
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observe the students interacting with patients. For the CH rotation the instructor and 

students usually brought their lunch and ate in the conference room whenever they chose. 

There was no specified time for lunch since home visits were scheduled at various times. 

Often the instructor conferred with students while they were eating. 

This ritual was used to transmit two messages to the students. One indicated that 

the instructor "had another life." Spending her leisure time with the students suggested that 

she respected them as human beings, treated them as peers, and reinforced the sense of self 

confidence that the instructor supported through other behaviors. This ritual was also 

evidence of the faculty member's devotion to work, for instead of dining with friends and 

colleagues, she indicated the need to spend the time with the students. 

"Selection Ritual." The ritual of assigning patients was handled in different ways 

depending on the agency ,uld ievel of student. For the MAT and PED courses, both were 

hospital settings with the same level of student, and the instructors chose the patients for 

the students. When asked, both stated specific criteria used in making the assignments. 

The pediatric instructor tried to find patients whose diagnosis coincided with the 

week's lecture content so the students could correlate content with theory. Patients who 

required numerous medical procedures were also chosen based on students' interest in 

performing these tasks. Finally, since caring for children was a new experience for many 

students, the instructor attempted to make the situation easier by matching the personality of 

the student to that of the child. Assignments were posted the day prior to the week's 

clinical activities, and the students were expected to get the assignment, familiarize 

themselves with the care, and come prepared with a care plan. 

The criteria used by the maternity instructor included (I) first-time mothers, so that 

students would get some experience teaching, (2) patients with psychosocial problems, so 
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the students could intervene, and (3) patients who were not going home that day. She also 

made sure that each student took care of at least one woman who had a vaginal and one 

who had a cesarean delivery. These assignments were made on the first day, and students 

were expected to arrive early to prepare their plan of care. 

In the other three clinical specialties the srudents generally chose their own patients. 

In the PSY setting, patients were chosen by the student or assigned by the nurse in charge 

on the fIrst clinical day of the week. These assignments changed from week to week 

depending on the patient census. For the CH setting, the students chose their families 

during the fIrst week of the clinical rotation and followed them all semester. Sometimes 

new families were chosen as the semester progressed, depending on the status of those 

initially chosen. For the MIS setting, the students chose their patients for each week and 

prepared care plans prior to the first clinical day of that week. 

The selection ritual was useful in imparting different messages to the student 

depending on the level of the student and the experience of the faculty member. Because, 

through experience, the faculty member had come to value the importance of patient 

selection, she spent considerable time choosing the optimal patient for the student to insure 

a good learning exposure. For the students at a higher level in the curriculum, where the 

objectives emphasized independent learning, the instructor allowed the students to control 

their own learning by permitting them to choose their own assignment, thus encouraging 

autonomy. With experience, faculty members became more adept at making student 

assignments because through interactions with the students they established more clearly 

their values for these situations. 

"Maneuver Ritual. " This ritual of guiding the student in their attempt at a procedure 

for the fIrst time was perhaps the most interesting that occurred during the observations. 

Primarily occurring in the clinical experiences that were located in the hospital, it consisted 
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of three phases. Phase I began with the student advising the instructor that a procedure 

needed to be performed on the patient. The instructor then asked if the student had 

completed this before. If the answer was "No," the faculty member would usually say 

"Tell me what you are going to do." She and the student would then either "walk through" 

the procedure step by step or together read the instructions listed on the product to be used. 

After this, the student was asked whether shelhe felt comfortable performing this procedure 

and the instructor responded according to the student's answer. 

Phase II occurred when the instructor observed the student doing the procedure. 

Since the instructor's responsibility was to majntain patient safety by assuring that the 

student proceeded correctly, it was sometimes necessary to intervene with instructions such 

as "Let's do it this way." In situations where the procedure was very complicated or the 

instructor assessed that the student was extremely anxious, the faculty member would 

intervene and complete the procedure while the student observed. On most occasions, 

however, the student accomplished the task under the supervision of the instructor. If the 

student made an error, the instructor helped correct it with statements such as "I'll get you 

another pair of gloves since those are contaminated. " 

Phase III occurred upon completion of the procedure when together they critiqued 

the student's technique. First the student was asked to assess their own performance and 

then the instructor gave input The instructor began with a note of praise pointing out what 

the student had done correctly and then gave useful information about what the student 

could have done differently, often by saying "What I would have done is this ... " or "I 

find that ... " Even in situations where the student had completely "blown the procedure," 

the instructor always found something positive to say. 

For the CH and PSY rotations, the ritual was somewhat different because it was not 

used to accomplish psychomotor skills but rather to assess communication skills. For the 
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CH clinical, the ritual occulTed before, during, and after the home visit. The same basic 

process happened, but the focus was on what the student was going to teach and whether 

they taught correctly as well as on their use of therapeutic communication skills. This ritual 

in the PSY rotation was accomplished in a slightly different way because the instructor did 

not actually observe the students' techniques. Since it was through student reporting that 

the instructor learned of the process, she listened and then commented on how the student 

had interacted with the client, again giving positive feedback fITst. She then made 

recommendations for future interactions. 

The maneuver ritual was used to promote several values. In Phase I, by going over 

what the student intended to do, the ritual emphasized the importance of being 

knowledgeable, prepared and organized. Phase II was used to impart the messages that the 

patient's welfare was of prime importance and that the instructor would not jeopardize that 

even for the student's learning. It also demonstrated the importance of skill mastery. 

Phase III emphasized the instructor's belief in the need for students to take some 

responsibility for their learning and the commitment to supporting the students in their 

learning. 

"Documentation Ritual. " Documentation of nursing care through the recording of 

nurse's notes is one of the ways in which nurses show accountability for nursing. Because 

of its importance, documentation was emphasized in every clinical course, albeit in very 

different ways. With the exception of the MIS instructor, all faculty spent considerable 

time checking the students nurses' notes. On one unit the students would begin to line up 

about forty-five minutes prior to the end of their shift to have the instructor read and correct 

their notes. The students were very good about taking turns, never cut in on one another, 

and wrote the notes on scratch paper so the instructor could correct as needed. One 

student, in handing the instructor her notes also handed her the pen and said "Here's the 
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hack pen." and the instructor proceeded to cross out words giving explanations as she 

went. Another instructor checked the notes weekly and when she assessed the student to 

be competent she allowed them to write their notes on patient's charts independently, 

although they were encouraged to seek advice when necessary. 

As the students progressed through the curriculum, the instructors seemed to check 

the charting less with the exception of the CH instructor who was mandated to cosign each 

chart. In this agency the students' notes were read by the nursing supervisor who often 

sent them back with corrections written on the attached "yellow stickies". Standardized 

forms containing nurses' notes are required for funding purposes, so the emphasis was on 

perfection. The students and faculty member constantly kidded about the notes, labeling it 

the "sticky challenge". 

The documentation ritual indicated the faculty's commitment to the professional 

aspects of nursing. It also inferred that the use of liberal arts knowledge by communicating 

via written word in a concise, clear, and thorough manner was a necessary skill. The 

message of support for the students' use of their knowledge base and assessment skills and 

transmissiun of this knowledge to others was evident. This ritual was an example of the 

pattern of face-to-face interaction seen throughout the clinical experience in that the 

instructor usually checked the notes in the presence of the student 

Differences among clinical areas sometimes contributed to students' confusion 

about the rituals. Expecting the ritual to be the same in each area, students had to adjust to 

their new instructor and her differing expectations. This was particularly evident for rituals 

involving a written assignment and the differences were mainly related to the clinical 

specialty and requirements of the agency setting. For example, in the documentation ritual, 

the students learned to write their notes on scratch paper, even if the instructor had not 

asked them to, and have them approved before writing them on the chart in order to avoid 
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mistakes. Also, students often responded to negative feedback on their preparation ritual 

with the comment to the instructor of "I didn't know what you wanted". By the second 

conference, students had figured out the differences in the discourse ritual and were able to 

respond to how they perceived the instructor wanted the ritual carried out. 

Use of rituals helped give structure to the individual clinical setting but, more 

importantly, helped the student to become part of the clinical culture. Since these rituals 

were repeated in all of the clinical specialties, they gave the students a stable foundation and 

contributed to a sense of comfort as they moved from one clinical area to another. Rituals 

helped reduce anxiety for students by giving them patterns to follow, thereby making the 

clinical rotation a more fruitful experience. 

Faculty Behaviors 

Twenty-six actions were utilized by the faculty members in their daily interactions 

with students. Some behaviors were used more frequently by some instructors than 

others, not unusual considering the variance in the clinical settings (Appendix H). These 

behaviors were assigned as either a teaching action, role modeling action, or caretaking 

action as indicated by the behaviors. The caretaking actions were not evidenced by all 

faculty but were frequently associated with the specialty area of clinical instruction. In their 

studies of the role of nursing faculty, Rauen (1974) and Pugh (1980) both found that 

students expected clinical instructors to enact the roles of both nurse and teacher, a fact that 

lends credence to the use of these categories. 

Seen in the following diagram, the original twenty-six actions, indicated by the 

underlining, were collapsed into fifteen behaviors and assigned as either a teaching, role 

modeling or caretaking action: 
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Diagram #1 FACULTY BEHAVIORS 

QUESTIONING Quizzing TheoQ: 
Seeking Infonnation 
Checking 

INSTRUCTING Jalkil)g Through 
TEACHING GUIDING Directing 

Suggesting 
CORRECTING Recommending 

Reprimanding 
OBSERVING 

PROMOTING INDEPENDENCE Giving AutQnom~ 
Treating as Equal 

HELPING 
ROLE MODELING INTERVENING 

KIDDING 
ADMITTING FALLIBILITY 

CARING Showing Concern 
Reassuring 
SUPPQrting 
Assuring Safet~ 
Validating Feelings 

PRAISING 
CARETAKING DIFFUSING ANGER Listening 

Criti~uing the S~stem 
ALLQWING MISTAKES 
SHARINQ OF SELF 

Teaching Actions 

Teaching was defined as those interactions between the clinical instructor and the 

students during which the instructor worked to enhance the learning of the student The 

following five actions were identified and are discussed in the order of frequency in which 

they occurred: questioning, instructing, guiding, correcting, and observing. Through 

these actions the faculty member interacted with the "student as leaT'Jler" and responded to 

what they perceived as the student's fi~~S. Some of the actions were supportive and/or 

manipulative actions that were used to guide the student through the clinical experience by 
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giving infonnation or designating their actions. Others served to give the student evaluative 

feedback on their performance in the clinical setting. As a way of giving formative 

evaluation, some actions were useful to the students in giving them an appraisal of what 

they needed to improve for their summative grade, and it served as a means of giving an 

informal estimate of the student's progress. These actions were most often seen as 

nonthreatening by the student and were useful for the faculty member in responding to and 

managing the student's performance. 

Questioning. Well documented in the literature as being valued by faculty, this 

action was a means of ascertaining the level of the students' knowledge base and their 

ability to apply this knowledge to the clinical setting. Questioning was used to evaluate the 

students' infonnation base as well as helping the instructor to keep track of the students' 

interventions. This behavior was utilized an average of 22 percent of the instructor's 

clinical time, and for all faculty it was one of the top three behaviors utilized with two 

faculty using it most frequently. Often the instructor would begin by seeking information 

andlor checking and then, depending on the student's response, would move to quizzing 

their theory base. 

Seeking information was used as a means of gathering information from the student 

and was employed with regularity by all of the faculty members. It was practiced in an 

attempt to learn more about the patient or situation. This allowed the instructor to make her 

own assessment as to whether the student's nursing care was complete, and it enabled the 

instructor to track the patients better. Sometimes it was employed by the faculty member 

simply saying, "Refresh my memory," or "Tell me more about your patient," or "So what 

did you learn today?" In these situations, the instructors posture and tone of voice were 

very nonthreatening. Seeking information also provided the student with some guidance as 

to what to do next. The following passages are examples of this action: 
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One by one the students discuss their families and their objectives for the 
day. At times the instructor asks questions about the families, generally for 
clarification. If the student gives a thorough account indicating that she is 
prepared, the instructor just says "OK" and perhaps asks a question or two. 
If the student is not thorough, she asks more questions. 
In looking at the chart, the instructor asks, "What kind of formula does the 
baby take? Is it here on the chart? Or is she breastfeeding?" 

The instructor walks up to them, and the student says to her, "We were just 
trying to figure out why my patient is getting Heparin." The instructor asks 
some questions about the patient in an attempt to understand why she may 
be getting Heparin. 

When the student is finished writing, the instructor reads the notes and 
asks, "What is it she needs to do with her husband?" The student tells her, 
and the instructor says, "So, she's angry with him for that? Would it be 
more reasonable to say ... 1" 

Checking was a means of tracking what the student was doing as well as guarding 

agai,lst mistakes. This teaching behavior was used to check on a procedure or intervention 

or just to be certain notes were written correctly: 

A student asked to be checked on her meds, and the instructor went to the 
med book with the student and checked. 
The instructor took the narcotics from the locked drawer and counted them 
and checked them against the signout sheet before closing the door. She 
then signed the narcotic signout along with the student's signature. 

The instructor walks into the nurse's station and up to a student and asks, 
"Did you get any of the teaching done on either of these patients?" The 
student says, "Yes I got all the discharge teaching on this one." The 
instructor asks, "What about your other patient?" 

The instructor continued walking around iooking for students she had noi. 
talked to. When she found one she asked, "Can I see your notes?" With 
each student she would read the notes. 
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Checking was also used as a means of discovering the student's plans or goals for 

the day. This was particularly important in areas where the students had not received their 

patient assignment earlier in the week and so had not prepared a care plan prior to the 

clinical day. By checking on the student's objectives, the instructor could be assured that 

the patient would be taken care of safely. The following is an example of this: 

The instructor asks, "What are your plans for the day? What patient are you 
going to work with?" The student discusses the patient she is going to 
work with. 

Checking was also used to find out about the student's interventions. Since the 

instructor could not be with every student every minute of the day, it was occasionally the 

only way the instructor could assess what the student was doing. Often the instructor 

asked an open-ended question such as "Tell me about your patient," or she asked more 

specific questions such as in the following: 

"How's she doing? Was this your first visit?" the instructor asks. Further 
on the instructor says, "OK, so what interventions did you do?" The 
student tells her. 

On occasion the instructor simply asked how the student was doing. This indicated 

to the student that the instructor was interested, but it also allowed the student to ask for 

help if n.;~eded. This question was periodically used as a springboard from which to ask 

more in-depth questions. Checking could be very threatening to the student but was 

absolutely necessary in many instances to assure the safety of the patient. Depending on 

the instructor's tone of voice, body posture, or phrasing of the question, the student 

usually interpreted the message correctly. 

Quizzing theory was another form of questioning used by the clinical instructors as 
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a way of learning the students' level of knowledge. Some students had an expansive 

theory base but could not apply it in the clinical setting, while others did not take the time to 

prepare by developing the theory base. Either of these instances had the potential of being 

detrimental to the patient, indicating that the student was unsafe. Since unsafe behavior 

was a criterion for failing a student clinically, the instructor spent a great deal of time 

documenting the students' knowledge base by quizzing them. Faculty techniques varied, 

and direct questioning, indirect questioning, probing, and hinting occurred. Most of the 

faculty used a combination of these behaviors depending on the situation and the response 

from the student. Sometimes the instructor asked a question requiring a direct factual 

response and at other times phrased it so that the student had to apply the information to the 

situation, such as in asking why a patient was getting a certain medication. The following 

extracts are examples of direct questioning: 

"Do you know how long it takes for oxygen to get into the system?" 
"Why is he getting a flu shot?" 
"Do you know what Candida is? Why would he have it?" 
"When will she get her fIrst period after a tubal ligation?" 
"What's the most important thing to watch for with a TURP?" 
"Do you know what a porta cath is?" 
"What's the best way to get nourishment into this patient?" 
"Now, why would an adult get hydrocephalus?" 
"What position should the leg be kept in?" 
"What does the P wave tell you?" "How about the R wave?" 

Indirect questioning, which was less threatening but also more difficult for the 

instructor to use consistently, was also used with some frequency. The following are 

examples of this: 

HIf he had a!>piration, what would that tell you?" 
"Can you tell me what would be the advantages of doing that?" 
"Were you able to figure out how much Isomil?" 
"So the message was ... ?" 
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Occasionally the instructor asked students to recall past information and apply it to 

the current situation. This was used when the student was unclear and the instructor 

sensed that the student had acquired the information but needed assistance extracting it from 

hislher memory. The following two passages are examples of this probing technique, and 

in the second excerpt hinting was also utilized: 

She [the instructor] finds what she is looking for and says, "OK, draw the 
heart. " The student draws something and the instructor looks at it 
quizzically. The student takes the paper back and says, "Oh, no, wait a 
minute" and draws another picture of the heart. The instructor seems more 
satisfied and says, "Which valve is affected?" The student states one and 
the instructor says, "Try the other." The student is finally able to pull 
together what is going on. 

Next they discuss nursing diagnoses. The student lists one, and the 
instructor hesitates and says, "That's good, what's another?" The student 
gives another, and the instructor says, "OK, I'll give you that one, what's 
your third?" She lists something else and the instructor says, "What's your 
fourth?" She looks quizzical and says "You're really digging for one ... 
what am I missing?" The instructor says, "What is your goal for today? 
Ideally, what would you like to happen? Yes! We're going for a 
psychosocial goal right here in the middle of leU! If you could have your 
druthers, what would you like to see happen?" The student's face lights up, 
and she mentions a goal relating to the patient's husband. The instructor 
says, "I like that goal. I like that a lot!" 

In some situations, the instructor actually confronted the student about preparation. 

This occurred after the instructor had questioned and received minimal response as in the 

following situation: 

The instructor asks about the medications that the patient is on, and the 
students do not seem to know much. The instructor asks, "Do any of you 
know anything about these medications?" No one in the group knows, and 
so she asks, "Did you look them up?" They claim they did not have time to 
look them up. 
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Instructing. Four of the five faculty members used this teaching behavior most 

frequently, from 14 to 19 percent of their clinical time. The fifth faculty member, who 

used it as the third most frequent behavior (8 percent), was teaching in the last clinical 

course where it is expected that students require less monitoring. Instructing behaviors 

were those interactions in which the faculty member imparted information to the student, 

either by explaining an intervention, transmitting knowledge when the student did not 

understand or did not know, justifying a particular procedure, demonstrating the 

procedure, or talking a student through a procedure. 

In the following example, while discussing a patient the student might need to 

catheterize, the instructor explained some rationale for making a decision about the 

intervention: 

Well, it's six hours now, let's give him a couple more and see what 
happens. I think if you leave them alone long enough they'll do better on 
their own. Each time you cath a patient, it irritates the urethra and makes it 
harder for them to go on their own. 

The following illustration is an example of the instructor transmitting knowledge 

that the student did not have. This occurred in situations when the student had not 

integrated class material, or had not been given the information in lecture, as is evidenced 

here: 

The student says that the best time to interact is when the patients are outside 
smoking. The instructor interjects by telling her that the language used to 
describe this behavior is "sucking the wal1." She indicates that it is 
important for the students to know this so that if their patients used this 
terminology they will know what they [the patients] are talking about 

In the following excerpt the instructor is justifying the rationale for utilizing a 
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particular procedure: 

The instructor says, "Only use intermittent pressure when withdrawing the 
catheter." The student looks at her with a puzzled expression and the 
instructor responds, "You'll damage the mucosa if you use constant 
pressure, especially if you're suctioning a lot, as in this case." 

Demonstrating a procedure was accomplished by the instructor actually doing the 

procedure herself. The following notes indicate an example of an observation of this 

faculty behavior: 

The instructor heads back to the unit with the student who was pouring 
meds previously to see how she is handling the two patients. When she 
arrives, the student tells her that she was just about to change the ostomy 
bag and dressing. The instructor says, "Great, I'll help." At that point the 
nurse in charge of the patient comes in and starts gloving, and the instructor 
tells her that she will help the student with the procedure. The nurse says, 
"Are you sure? I don't mind." 
The instructor says, "No, it's fine, I'll do it since I'm here." The instructor 
and student go into the hall aild talk about the procedure. "Do you mind if I 
just go ahead and do it and you can watch, since this is quite complicated?" 
says the instructor. 
"Oh no, I'd prefer demonstration this time and do it by myself later" says 
the student. 
The instructor goes into the room and gets everything organized. As she is 
doing this, the student asks, "Did you see the notes on the Kardex about 
how to change it?" 
"No, why don't you go get it" says the instructor. 
While the student is getting the instructions, the instructor starts to explain 
to the patient what she is going to do. The student returns with the 
directions, and the instructor reads them out loud to clarify for the student 
and check with the patient. While doing the procedure, the instructor talks 
to the patient and the patient's significant other who has come in and also 
explains to the student what she is doing and why. The student assists by 
gathering equipment that is needed. The instructor is not demanding of the 
student but rather asking for her help and teaching throughout the 
procedure, both to the patient and student. After the procedure they go into 
the hall and she explains further what she did and how the student can best 
do it by herself. 

Talking a student through a procedure was usually completed by giving step-by-
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step instructions in a practice session or while in the patient's room to help guide the 

student. The following excerpt from my field notes indicates a situation of practice in 

which the instructor is allowing the student to rehearse giving an intradermal injection on 

her before going in to the patient. The tone of the instructor is very calm and encouraging 

raL'1er than straightforward: 

They went to an area in the nurse's station, and she sat down and had the 
student sit across from her as she talked the student through the procedure 
step by step. "Draw up .1 cc." The student looked at the syringe figuring 
out what was .1 cc. "Oh, this is 1 cc." "Yes, you want .1" Finally, when 
the student had the syringe ready, the instructor told the student what to do. 
"Now hold the syringe parallel with the skin. Right there. Yeah. You need 
to have the bevel up. Insert it into the skin so that the bevel is covered. 
Good, good, a little more, now twist it. Nice job, look at that wheal! 
That's good. That's enough, you don't need to inject it all since this is just 
practice. Very good!" 

The next excerpt is also an example of talking through the procedure, but is a 

situation in which the student was already involved in the procedure when the instructor 

assessed that she needed to walk the student through it. This occurred even though the 

maneuver ritual had been completed. During invasive procedures, students sometimes 

became so anxious that they had difficulty functioning which necessitated the instructor 

giving instructions as the procedure continued: 

OK, you want to put that under, and this I just throwaway. What I would 
do is open the jelly first because once your hands are wet, it's hard to open 
the package. It won't go in this, [student's name], so don't worry about it. 
OK now you want to go as deep as possible... You need to... Yeah ... 

Guiding. This was also a frequently used teaching actions with faculty spending an 

average of 10 percent of their clinical time utilizing this behavior. The MIS instructor used 

it the least perhaps because this specialty was the last clinical course and the students 
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required little direction. Guiding differed from instructing in that it occurred in situations 

where the students were unable to prompt themselves and the instructor either directed the 

student about what to do or simply suggested an action. 

The instructor directed when a student notified her that a procedure needed to be 

performed. She was more authoritarian when she said to the student, "Go get it ready" or 

"Why don't we go ahead and do it since I'm here." Directing was also used to remind 

students to do things, again in an controlling manner: "You need to report off;" "Don't 

forget to put the date and time you opened it on the label;" "When you report off, just 

remind her [ nurse] that you didn't do that," or as in the following example: 

The students were due to go to an in-service given by a staff member 
instead of lunch, and the instructor spent the next twenty minutes reminding 
the students and mobilizing them to be there on time. 

In the following excerpt from my field notes, the instructor was telling the student how to 

handle a particular patient. The student had been reticent with this patient, so the faculty 

member was giving specific guidelines: 

Now from what you've heard, she's schizophrenic. So, all you need to do 
today is decrease her anxiety. How you might do that is to go in the room 
periodically, perhaps every twenty minutes, and talk to her, and perhaps sit 
with her for a minute. So, the whole thing with her is just make contact. Is 
that clear? 

Another example of directing can be seen in this situation in which the student's patient 

coded and died, upsetting and almost immobilizing the student, so the instructor intervened: 

In a few minutes they walk out, and the instructor says, "The best thing for 
you to do right now is get involved." They go back to the patient's cubicle 
and the instructor says to the nurse, "[student's name] will help you with 
this. " 
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Sometimes directing is not quite so overt. The following example shows the instructor 

giving the message to the student that she needs to take on more responsibility: 

When she [the instructor] returns, another student talks about how she is 
having trouble finding one of her families. She [the student] says, "I'll be 
down to three [families] soon." The instructor says, "Well, we have more," 
and she hands the student some new folders to look at. 

Suggesting was very similar to directing, but the approach to the student indicated 

more of a sense of peer relationship than teacher to student. A way of guiding the students 

with recommendations for actions rather than telling them what to do, the tone of the 

instructor was usually softer and less directive. The following are examples of suggesting: 

Maybe if you get some pudding or sherbet out of the refrigerator, she will 
swallow the pill with that. 

Let's just leave it for now, and when you go to give the antibiotic we'll see 
whether it's patent or not. 

The student tells her [the instructor] that [the patient] is now outside having 
a cigarette and pacing back and forth. The instructor says, "How would it 
be if you asked her if you could walk with her?" 

They discuss the fact that the client was not at home when the student 
visited. "So, you may want to call before you go next time." The student 
agrees. 

Correcting. This technique was used an average of 6 percent by all the faculty. 

However, it was utilized at least 8 percent of the clinical time by three of the five 

instructors. The faculty member teaching in the PSY course used it only 3 percent, which 

is not surprising since there are so few procPAures in this rotation. The faculty member 
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teaching in the last clinical course employed it only 4 percent, again not surprising since 

these students would be expected to make fewer mistakes. Sometimes the correction was 

mild--in the form of a recommendation or hint. Occasionally it was stronger, either a mild 

or strong reprimand used to emphasize the importance of what they were doing wrong. 

The following are examples of recommendations: 

She [the instructor] says, "I would have run it in faster. Since its' taken so 
long to start to run in, you'll need to take the vital signs longer." 

She [the instructor] reads the notes and says, "You might want to be more 
specific here where you are looking for infection. Put more specifically 
what you are looking for, what signs, symptoms." 

The instructor reads further, and the student asks her about one portion of 
the charting. The instructor responds, "Well, no, actually I think I'd put 
'based on her verbal and nonverbal behavior'." 
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During the discussion she asks the student, "00 you know what organ 
compensates?" The student very tentatively says, "Liver?" The instructor 
rolls her eyes upward and says, "I'm going to jump out of this window." 
The student looks like she knows she has done something wrong. 

Recommendations were also used to indicate to the students what they might have done 

differently during a new procedure as in the following examples: 

When the student walks out of the room [after doing the new procedure], 
the instructor discusses the student's technique with her indicating what the 
student may have done differently. 

The instructor walks out of the room ahead of the student. When the 
student walks into the nurse's station, they discuss the procedure and what 
went wrong. 

Mild reprimands are seen in the ensuing excerpts. The issues were important and 



the instructors were emphasizing their significance but in a gentle manner: 

This is not meant to be critical, but it is not a good idea to leave the patient's 
medications on the cart like that. If you get distracted or rushed you might 
give the wrong medications to the wrong patient. If you put them in the 
drawer after you have poured them, you won't mix them up." She [the 
student] continues to check the medications. "Have you checked the med 
sheet against the orders on the chart?" "No, I was just checking the med 
sheet," says the student. "Well, it's a good idea to check the meds against 
the chart. Remember we are all humans and prone to mistakes. You've got 
one sheet here that someone copied from the chart, and you have your list 
that you copied and that increases the possibility of error. If you go right to 
the chart to check there is less likelihood that a mistake has been made in 
transcription. " 

The instructor says, "I think you get a 3 or 4 [points--5 is maximum] on 
those areas. In the future if you want full credit, you need to be more 
prepared. You need to work more on your goals." 

Strong reprimands were used in situations where the student failed to heed mild 

reprimands from the past or in situations of great importance. In the following passage, the 

instructor was strongly reprimanding the student for her behavior, which was a repeat of 

past behaviors: 

The student then mentioned that the child was going to have tests for further 
diagnosis. "He's having a sweat test today." "Do you know what that test 
is for?" the instructor asks. "No, I asked the nurse yesterday, but she 
didn't know and said she would get back to me and she never did." "Did 
you look it up?" the instructor asks. "No I was going to but didn't get a 
chance." "It's critical to this child's diagnosis that you know what disease 
this test is used to diagnose," the instructor says. 

Observing. This behavior was often seen in combination with others and was used 

alone only 2 percent of the time. The instructor almost always accompanied the student to 

do a I-'Iocedure for the first time, functioning prima.rily as a'l observer until she had to guide 
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or intervene as discussed previously in other behaviors. Certain procedures were simply 

observed because intervention by the instructor was unnecessary, as in the following: 

The instructor got the keys from the nurse and watched the student sign out 
the medication. 

During other interventions, such as those utilizing therapeutic communication, the 

instructor would typically observe only to assess the student's ability. Feedback was given 

later, once the intervention was complete. The following excerpt indicates observing this: 

At lunch she observes the students interacting with the patients. 

Another exampk~ occurred when the "Maneuver Ritual" had been successful and the 

student was able to complete the procedure without assistance: 

The student sat down on a chair and opened two packages of swabs. She 
then squirted the medication from a prepackaged syringe into a medicine cup 
while the instructor stood watching. 

In certain situations it was best for the student's learning if the instructor did not 

intervene. This encouraged autonomy and enabled students to learn from mistakes. In 

these circumstances the instructor interceded only if the patient was at risk. The following 

is an example of the instructor observing and not interfering: 

After lunch, the instructor goes to the unit to check on the student. They are 
discussing the student's patient when another patient comes up to the desk 
and angrily asks when she will be taken to lunch and if the student is going 
to take her [the student is the only one in the nurse's station]. The student 
tells the patient that she is not the one to take her but she will find out who is 
going to. The instructor sits and observes the student handle the problem as 
the patient comes back again and is even more aggressive. The student 
resolves the situation and goes back to writing her nurse's notes. 
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Role Modeling Actions 

Through these actions, faculty interacted with the "student as nurse." The 

behaviors were labeled: promoting independence, helping, kidding, intervening, and 

admitting fallibility. Many were behaviors that faculty actually utilized themselves when 

working as staff nurses in the clinical area and continued to role model for the students. 

These actions were beneficial in orienting the student to the professional role. 

Promoting Ind~ndence. This behavior was the instructor's way of encouraging 

the students' to be independent practitioners and was employed 6 percent of the clinical 

time. Evidenced through the instructor giving autonomy to the student or treating the 

student as equal its use increased as the level of the student increased and was seen with 

great frequency during the last semester. For the first four courses this action was used 4-6 

percent of the time, but in the final course the instructor promoted independence 9 percent 

of the time, indicating that as the student progressed, the faculty-student relationship 

developed into a more equal association. 

Giving autonomy was evidenced in three of the clinical areas by the instructors 

letting the students choose their own patients each week. In the other two courses, the 

instructors let students choose patients to replace those who had been discharged. Another 

way the instructor allowed autonomy was to let the students guide the conferences. Many 

times the conference was begun by the instructor saying "So what did you learn today?" or 

"All right, what would you like to talk about today?" These methods, developed as a result 

of prior interactions with students, allowed the instructor to grant students some degree of 

control over their learning. When possible, instructors also allowed students to set their 

own schedule for alternative experiences. The following is an example of this: 

When she [the instructor] returns, she ... says, "these are the times for 
Family Planning Clinic. You can look at them and decide a time that you 
want to go." 
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Part of the purpose of clinical instruction is to promote independent practitioners, and by 

giving autonomy the instructor was allowing students to think on their own. The following 

excerpt is an excellent example of this: 
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The student says she is about caught up and will go [to lunch] soon. She 
asks the instructor if she still needs to have her meds checked each time 
because she thinks it is unnecessary and hasn't been doing it all the time. 
The instructor di~.cusses t.h.e fact that if the student feels comfortable doing 
them by herself, it is OK as long as she knows the medications and is 
careful. 

Treating as equal was v~ry similar to giving autonomy in that student independence 

was advocated, but is different in that the instructor worked with the students rather than 

encouraging them to work on their own. Very often, this action was demonstrated by the 

faculty member and student doing things together, such as reading a chart to find 

information about the patient or working to get a stopped IV running. Other examples 

follow that show the modeling of collegiality. In this situation, the student was joking with 

the staff: 

"Do you know where your nurse is? "Yes," the student replied, "She's 
right there" pointing across the counter. The instructor looked at the nurse 
and said, "Oh, her, that horrible nurse." "Yes, isn't she awful," the student 
replied. "I know I'm terrible," said the nurse. All were teasing each other, 
and the student was able to chime right in without feeling uncomfortable. 

In the following citation, the instructor and the student were discussing patient-care 

decisions, and the instructor had given input but had let the student corne to the conclusion 

herself. The instructor did not praise nor admonish but merely accepted the student's 

decision as she would that of a peer: 



A student walks up to the instructor and talks about her patient who is Rh
and the baby is Rh+ and there is no order for Rhogam. They discuss what 
to do. The student says "I think I'll call the nursery just to double check on 
the baby's type." 

In the next passage the instructor was allowing the student to decide when to do something. 

The instructor was not upset when the student put her off but instead accepted the student's 

decision, respected it, and then helped: 

Back to one of the ICU's to check on the student who is assigned. In going 
into the room, he is busy working with the nurse and is real excited about 
what he is doing. The instructor asks him if he wants to talk, and he says 
later when he's not so busy. 
The instructor then goes to find another student and see if she can talk. 
When she fmds the student she asks "[student's name], do you have time 
for me now?" The student says, "I need to make a bed but after that will be 
fine." The instructor says, "Let's do it together," and she follows the 
student to the room. The instructor helps the student make the bed. 

Again treating as equal, the following extract offers an example of the instructor listening, 

but offering no solution, when discussing a problem that a student was having in dealing 

with a staff nurse: 

They discuss the nurse who is taking care of the patient that the student is 
assigned to and the fact that this nurse is not very supportive of students. 
The student says that she fmds it a challenge to win her over. 

Helping. This action was utilized an average of 5 percent of the clinical time by the 

faculty and was directed at assisting the student rather than the patient. A role modeling 

behavior, it encouraged collegiality among the students by setting the example of helping 

the student during care. It was also manifested by the instructor simply offering to help. If 

she perceived the student needed assistance, the instructor said "OK, call me when you 

need help, and I'll be back later to check," or "What can I help you with now?" This was 
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particularly important in the clinical settings where the students were on different units, for 

often the instructor was not immediately available. Helping varied from identifying 

appropriate forms to use, to assisting in making a bed. During home visits the instructor 

helped by amusing the children so that the student could get her teaching dor' ':le PSY 

instructor used this behavior to a minimal degree, which was anticipated since there were 

so few psychomotor skills for this rotation, and it was difficult to collaborate on 

communication skills. In the hospital, the instructor often assisted the student during a 

procedure as evidenced in the following two instances: 

When the student was having difficulty handling the equipment, the 
instructor would hold something for her in order to free up a hand. 

The instructor stood on the opposite side of the bt:!d from the student and 
held the child's head upright since the child was unable to control her head 
movement and began sliding down the bed. 

Kidding. Joking with the students was categorized as a role-modeling action, 

because in addition to teaching and caretaking functions, it was most effective in orienting 

the student to the professional role. Many students had difficulty accepting jesting when it 

was used to instruct or praise, but when used to model professional behaviors, it was 

favorably accepted. When utilized to give feedback, kidding was employed to give a covert 

mes~age to a student about an observation made by the faculty member. Kidding was 

evidenced an average of 4 percent of the clinical time, although one instructor was seen to 

use humor only 1 percent while another kidded 7 pe:cent of the time. This variance may be 

accounted for by the personality or experience of the instructor, for the instructor who 

joked the least had only two years of teaching experience <itid perhaps had not come to 

value it yet. The following example of kidding took place between an instructor and a 

student who appeared reticent during the rotation. The instructor's comment indicated that 
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she was aware and concerned about this, but it is not clear whether the student received the 

message: 

One student assigned to the Adolescent Unit talks about one of the 
adolescents who eloped who told her he just wanted to get out of this place 
and go home. She [the student] said she told him that to do that ~get home] 
he should just do what he needs to do to get out of there. The instructor 
says kiddingly "[student's name], that's what you do. Just do what you 
need to do to get out of this place." The student nods yes and laughs. 

By kidding with a quiet student with weak communication skills, the instructor 

reinforced what they had previously discussed: 

She [ the instructor] asks, "Where is your patient?" The student tells her that 
the patient has gone for a test. The instructor says kiddingly, "You knew I 
was coming to watch you interact, and so you sent him away." The student 
smiles and nods kiddingly. 

In the following passages, kidding was used to reprimand by indicating to the 

student that she had made a mistake, but it was also used to be reassuring in that it sent the 

message that it was acceptable to make mistakes: 

The two students who had been in labor and delivery talked about the 
delivery by cesarean they had seen. One student admitted that when they 
had pulled the uterus out to suture it up she thought it was another infant "I 
said to [student's name], 'It's twins!'" "Did you say it out loud?" the 
instructor asked. "No, I whispered it to [3tudent's name]. Thank goodness 
something told me not to say it out loud." "Well that's good," said the 
instructor, "I could just envision myself getting a letter from the Head Nurse 
saying why we couldn't have students there next semester!" [Laughing] 
The students kid the student about thinking the uterus was a baby. 

A student talks about her impending home visit and how she wrote a note to 
her client who is deaf. The instructor kids with her about writing the letter 
a...T'ld then for~ettinl! to mail it. Many of the students kid the student about 
this because they know what she did. The instructor says "Put 'Mail ietter' 
under plan." They all laugh. 
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The following passages are examples of kidding as a way of giving a student 

praise. It was helpful in situations where the student did not accept praise well and yet 

needed the reassurance. Again it was not clear that the student understood the message: 

The instructor says to the observer, "We need to clone [student's name). 
That smile of hers wins everyone over!" 

The instructor starts with, "What are your goals for the week?" The 
student discusses them and how they have changed since some of the 
patients she took were supposed to go home and then decided to stay. The 
instructor says to the observer in a kidding tone, "The patients met 
[student's name] and then decided to stay." The student laughs and is 
obviously embarrassed. 

In this next situation, the strongest student in the clinical group was given praise. 

By kiddingly inferring that the student was taking on the instructor's role, the faculty 

member was telling the student that she was excellent: 

well: 

The student talks some more about what she read in the book and says, "I 
think this will be on the test." The instructor says kiddingly, "Did you 
submit the question, [student's name]?" and she laughs. 

The following excerpt was similar and indicated that the student was doing very 

The instructor looks at the sheets that the student has filled out and says 
kiddingly, "You're striving to get no yellow stickies - that's your ultimate 
goal." 
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Kidding was often directed at the instructor by themselves. In an attempt to appear 

less perfect faculty members would place themselves as the target of jokes. The following 

refers to the students' clinical assignments that the instructor had not graded: 



One student asks a question about the papers, and the instructor again says, 
"I really will try [to get the papers graded]. My record is not good. It's 
closer to reality that I won't get them done." The students laugh and do not 
seem real anxious to get the papers back soon. 

In the following situation, the faculty member was making fun of herself, indicating 

that she had made a mistake: 

She [the instructor] drops something on the floor. As she is picking it up, 
she drops something else and then something else. She turns to the 
observer and says, "I'm a role model." [Laughs] 

Again making fun of herself, the instructor used this technique both to teach the 

student and to admit that she had made a mistake: 

She asks, "Was there a problem?" and the student makes a comment that the 
instructor was referring to the wrong patient. "Oh, that's the lady that's 
going home. Communication, communication." [laughs] 

The instructors used kidding to indicate expectations that were not met by the 

student as a way of reprimanding. Joking softened the reprimand but still got the point 

across. It was used in situations where the instructor believed that a straight reprimand 

would be devastating. The students in the following passages would be described as timid: 

The instructor finds the student on the next floor in the nurse's station. 
She asks her, "So what is your primary nursing diagnosis?" There is a 
long period of silence. The instructor finally says jokingly, "You have to 
think on your feet today. No more sitting at home and preparing." The 
student smiles. 

When she comes back, a student says to her, "I have some questions." She 
sits next to the instructor. They look at the yellow sheet and the comments 
on it. The instructor says kiddingly "The service time is illegible, [student's 
name]!" 
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In another instance of reprimanding, a student had forgotten to confer with the instructor 

and the joking was a good natured way of reminding her: 

The student starts to leave, and the instructor says with a little snicker, "I 
think they are avoiding me." The student says, "Oh, do you want to know 
what I'm going to do?" The instructor says, "Yes," and they sit down and 
discuss the plans for the visit. 

As a way of promoting collegiality, kidding helped improve relations with the 

hospital staff. It also indicated to students that joking was appropriate in the agency 

setting. As such, it seemed to be most effective as a role modeling behavior. Because 

nursing so often deals with life and death situations, students sometimes tend to be too 

serious. Recognizing this, faculty used kidding as a way of putting things in perspective. 

The following are examples of faculty members introducing levity into the situation by 

joking with the staff: 

The instructor walked up to a staff nurse and asked the nurse if she could 
borrow her hemostat. She then walked with the student into the patient's 
room and tried to get the IV tubing out of the IV needle. She and the 
student had been trying for some time to get the tubing detached so the 
student could start a Heparin Lock instead. After being unsuccessful, she 
walked out and asked the staff nurse to try. The staff nurse came in and 
was able to detach it. The instructor kidded the nurse by saying, "Oh sure, 
we loosened it for you." 

A student comes up to the instructor and says, "I can't get the bed down. I 
got it up and now can't get it down." The instructor goes into the room and 
tries the switch at the foot of the bed that the student was fiddling with. 
"Let me go get Lenora. She is good at getting beds down." She brings 
Lenora back into the room. Lenora pushes the button on the hand control, 
and the bed goes down. Both instructor and student look at each other and 
laugh; the patient's mother laughs also. The instructor walks out of the 
room kidding with Lenora. 
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Intervening. This behavior occurred an average of 4 percent of the clinical time for 

all faculty. The CH faculty member was observed to utilize this action much less 

frequently, only 2 percent of the time. However, intervening only had the potential for 

occurring during home visits in this clinical, and I was only invited to observe two visits, 

suggesting that this result is not a true indication of this instructor's use of the behavior. 

The MIS faculty member used intervening considerably more than the others, perhaps as an 

attempt to role model. Since this was the last clinical course it was the final time for the 

instructor to impart these behaviors. 

Intervening appeared to occur in situations where the instructor deemed it necessary 

for the patient's benefit. Since part of the clinical faculty's role was to insure patient safety 

and optimum care, the instructor often intervened in a patient-care situation and acted as a 

role model to make sure that the patient received the necessary attention. The following is 

an example of an instructor intervening for a patient's safety because of an error by the 

student: 

While the student was getting the med ready, she [the instructor] went in the 
room to double check and saw that not only did the student have the wrong 
solution, but the IV fluid had run out of the bag and almost completely out 
of the tubing. She then made "a mad dash back to the nurse's station," 
grabbed a bag of the correct solution, and told the student, "I don't have 
time to explain now, but just follow me, and watch what I do." She then 
fixed the IV. 

In the excerpt that follows, the instructor was again intervening for the patient's 

safety, through no fault of the student. In this situation, this elderly patient was confused, 

and the instructor intervened because she was available and able to assist. The student who 

was responsible for the patient was busy with another assignment and unaware of the 

problem: 
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She goes into the next room and says, "Hi, I'm [instructor's name], 
[student's namers teacher. How are you today?" They talk a little and he 
asks what her role is. She says "I'm available if you need me." The patient 
starts talking about an out-of-body experience, and she leans on the bed and 
listens attentively. The patient talks at length. During this the instructor 
notices that the other patient has gotten out of bed trying to walk to the 
bathroom. The patient has several tubes running out of his body a..T'ld 
attached to machines and can't move. He also has some diarrhea which is 
on the bed, floor and running down his legs. The instructor leaves the other 
patient and helps this one to the bathroom by detaching all his tubes and 
walking him in. She then helps make the bed, cleans up the floor, notifies 
housekeeping, and then goes and tells the student who is busy with the 
blood (another patient is receiving blood which the student is monitoring), 
what has just happened. She then helps get the patient changed into a new 
gown and helps him back to bed. The whole time she is helping the patient 
she is talking to him to see how he is doing. 

At times an instructor intervened for a patient who was not assigned to her students 

as a means of helping staff and role modeling for the students. Aiding the staff encouraged 

good public relations and contributed to a climate that was more conducive for the students, 

contributing to a more positive learning environment. The following is an example: 

The phone rang and the instructor answered it. It was the pharmacy with a 
question about a patient who had been discharged. The instructor asked 
around until she found the answer. She then called the pharmacy back and 
straightened out the problem. 

In other acts of intervention, the instructor is being therapeutic with the patient. 

Again primarily functioning as role model, although not directly involved with the students, 

the faculty member was acting in an area that the students could and did observe her from: 

The instructor sits down in the day room. In a little while one of the 
patients comes through and the instructor says, "Are we sitting in your seat? 
We can move." [It is where the patient usually sits.] The patient says, 
"No, that's fine. I'm on my way to have a cigarette." She goes outside 
where the other patient is now smoking and pacing back and forth. When 
the patient comes back in she sits next to the instructor who begins talking 
to the patient, and they interact for a while. 
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They walk into the room, and the instructor stops to talk to the patient in the 
next bed. He asks her to massage his foot and she does. The student goes 
to her patient and starts to explain what they are going to do. The patient 
says, "Don't give me a shot," and the student says, "I'm not going to give 
you a shot." The instructor then walks up and starts talking to the child 
She pulls a small stuffed dinosaur off her stethoscope and says, "Do you 
know what this is?" "A dinosaur." "That's right. Do you know what his 
name is?" "No." "It's Danny, actually it's Daniel but we call him Danny 
the dinosaur." She lets the child play with and get used to the dinosaur. 
fly ou know what he really likes to do? He really likes to hug." She puts 
the animal on the child's thumb. She plays like that with the child for a 
while and then says, "I need to look at this machine. Is that OK?" "Don't 
give me a shot," he says to the instructor. "Oh I don't ever give shots." 
She kneels by the machine and starts to push the buttons while the student is 
amusing the child. The student has the same kind of stuffed animal on her 
stethoscope, and she takes it off and iets the child play with it. 

Faculty also intervened so that the patient got optimal care. Here the instructor did 

not correct the student but added information that contributed to the improvement of the 

quality of the student's intervention: 

The instructor does not intervene until the student asks her a question about 
testing of the two year old for school. The client wants to know why the 
school will be testing her child. The instructor says, "To make sure he is 
ready for school, to be away from you, and ready to play with other 
children." The student signs this information to the client, and the instructor 
continues to interact with the child. At one point she says to the student, 
"Tell her that he is very bright for his age and speaks well. That his 
language is good." The student signs this message to the mother, and her 
face broadens into a big smile. She is obviously pleased. 

Admitting Fallibility. Used an average of 3 percent, this action indicated to the 

students that the instructor was capable of, and not afraid to admit, making mistakes. It 

was evidenced either by the faculty member actually admitting that she had made a mistake, 

acknowledging that she did not know, or indicating that she was prone to forget things. 

This modeled for the student that these behaviors were acceptable: 
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As she is going, she tells the student that she was wrong in some 
infonnation she gave during a post conference one time and that "[one of the 
students] was right." 

The student returns and the instructor proceeds to figure out how the breast 
pump works. "I'm going to have to look at the directions. Each one of 
these is a little different" 

One of the staff nurses commented on the intradermal that one of the 
students had wanted to give on her patient. "Oh, I knew I would forget. 
I'm glad you reminded me." She then went and found the student who 
wanted the experience. 
Later when the student was going to give the intradermals to the patient, the 
instructor went and found a guide as to where each injection was supposed 
to go. "So here's the sheet that goes in the cha.rt. The PPD goes here 
[showing the sites to the student], candida here, and cocci here. We'll take 
this in the room because I don't remember all the sites." The student, nurse 
and instructor went into the room to give the intradermals. 

One very important example is the following, in which the instructor was able to 

admit that she was not an expert in every area. When the following occurred, the instructor 

did not appear upset by the fact that she did not know but rather indicated that she felt she 

could not possibly be expected to remember everything: 

The student reads what she has looked up the night before, and they discuss 
possible reasons. The instructor admits that she hasn't taken care of that 
diagnosis in years and is not an expert on it. 

Caretaking Actions 

Because nurses are fIrst and foremost caretakers, they bring many actions to their 

daily activities that are primarily supportive in nature. It is no different in nursing 

education. Over 20 percent of the actions that the faculty were observed accomplishing in 

the clinical area were clearly not purely teaching or role modeling. These caretaking 

behC!viors focused on the "student as person." The following five caretaking actions were 

118 



identified and will be discussed in the following section: caring, praising, diffusing anger, 

allowing mistakes, and sharing of self. 

Caring. There were situations in which the instructor transmitted the message that 

she cared about the students. These situations occurred an average of 11 percent of the 

clinical time. Caring was indicated through showing coneen!, reassuring, supporting, 

assuring safety, and validating feelings. Although evidenced in verbal and nonverbal 

behaviors toward the student, caring was also revealed by the instructor discussing 

concerns with the observer. The following passages are examples of this: 

Afterward the instructor comments to the observer that this student is a 
perfectionist and is very hard on herself and is often commenting that she 
has done something wrong. The instructor feels that she needs to reinforce 
the student so that she develops a sense of security in what she is doing. 
Through the procedure the student had been hesitant and relied on the 
instructor for much guidance. 

The instructor says she wants to head back to the unit that the student she is 
again concerned about is on. She wanted to see how the student was 
handling the situation. On the way back, the instructor discusses the fact 
that she believes that the student's behavior earlier in the nurse's station was 
inappropriate and that she needs to talk to her about it. She is fearful that 
when this student gets out of school, she will run into problems because of 
her outspokenness and lack of tact. She is also concerned because the 
student seems to need so much positive reinforcement. The student does 
not seem to be aware of her strengths and only focuses on her weaknesses. 

Showing coneern for the students was also seen in the faculty members' interactions with 

the staff: 

Upon observation there appeared to be a problem so I elected to wait until 
they came out and not enter the room. When the instructor came out, she 
said hello to me as if nothing was wrong and said, "It's lunch time!" She 
then spoke to the nurse who had just been in the room. "[student'S namers 
really upset." The nurse replied, "I'm not really upset." The instructor 
said, "Well, fll tell her,but I think she needs to hear it from you." The 
nurse says, "OK, I'll try to tell her." 

119 



Verbal messages that conveyed concern to the students are shown in the following 

examples: 

They go into an empty patient room and begin discussing how the student is 
feeling. She has had a UTI and is on medication. The instructor is sure to 
let the student know that if she needs to get up and go to the bathroom that it 
is fine for her to do that. 

The student talks a little about the patients, and the instructor says, "There's 
a nurse who's a patient. Do you know about that?" The student is 
surprised to hear that. The instructor says, "I just want to warn you all to 
take care of yourself." 

The instructor comes back in and apologizes to the student for being so long 
but doesn't say why. 

The instructor sits down to che.ck a student's charting. This student has 
been waiting for the instructor to return and appears anxious to get going. 
While the instructor is reading the notes, the secretary ~mes in and tells her 
she has a phone call; she leaves and is gone for awhile. The student is 
anxiously waiting and says, "I really don't want to hang around." The 
instructor returns and says, "Sorry. The logistics of trying to get this 
testing set up." 

Concern was also often indicated through nonverbal messages and can be seen in the 

following interactions: 

As she [the instructor] enters the ICU, she sees the code in progress on the 
student's patient. The nurse is on the phone with the physician and is 
relaying the condition of the patient and orders from the physician. She 
says, "Stop the code." Everyone stops what they are doing. The student 
has been observing all this and begins to cry as all treatment is stopped. 
The instructor walks up to her and puts her ann around her shoulder and 
begins walking with her. They continue walking until they get to an area 
away from the commotion. They talk. 

The instructor also wanted to sit at lunch with the student who had had the 
problem because she felt she was really upset and on the verge of tears and 
needed to talk about it. 
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Being concerned was also indicated by the instructor trying to meet the students' needs. In 

the following example, the instructor knew the students really wanted to practice their 

skills, and so she sought out situations where the students could take advantage of any 

procedures that were required. This instructor had asked the nurses to let her know if there 

were procedures to be accomplished, and the following occurred: 

In the nurse's station one of the nurses asks the instructor if one of the 
students needs to give an injection. The instructor says, "I'll go see if any 
one needs practice" and heads out of the nurse's station. In a minute she 
comes back with a student who has only given one injection. 

Reassuring was another caring action demonstrated by faculty. Because the clinical 

setting was typically an unexplored territory for the students, they spent a great deal of time 

acclimating and learning the professional role. Not knowing whether they were 

functioning correctly resulted in increased stress. To decrease stress, thereby enabling 

students to assume a sense of security in the nursing role, the instructors spent time 

reassuring, sometimes by just saying, "That's fine." or "It's OK." One instructor, instead 

of reassuring, exhibited a unique behavior more appropriately labeled "being therapeutic." 

Since this instructor functioned in the PSY clinical, being therapeutic was equivalent to 

reassuring because she used it to encourage students to get in touch with their feelings, a 

major part of the nursing role in that specialty. Examples of being therapeutic are cited first 

for easier comparison. In the following example, the instructor had asked the students to 

discuss what they had learned about themselves during the initial seven weeks of the 

course: 
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She [the student] discusses what she has learned about herself, and the 
instructor sums it up by saying, "So, that's reassuring for you. So you've 
learned that you're healthier and staff thinks you're capable. So what are 
you going to do about that?" The student talks about how this will help her 
as a student, and she brings up some past interactions with instructors that 
have been very negative. The instructor says, "So you've felt shattered 
along the way. Well, we'll put you back together." The student sitting next 
to the student who has just spoken goes next. After discussing what she 
has learned, the instructor sums it up by saying, "So you've had an 
experience with acceptance, so you've decided not to make judgments. Is 
there anything you're going to do differently?" "So you've learned 
something about yourself. Good. Great!" 

In the above passage the students were reassured about their feelings and insights into 

themselves. The following excerpts show other instructors reassuring the students: 

The student is concerned that she didn't sign well, but the instructor 
reassured her that the client seemed pleased to have someone to 
communicate with. 

Through the whole discussion the student makes comments such as, "I 
wish I felt more secure about my knowledge." "I'm graduating in four 
months, and I don't feel ready to be on my own." "I feel very insecure." 
The instructor reassures her by comments such as, "You're doing fine; 
You're at the level you should be for this semester;" "It will pull together 
by the end of the semester;" "You know quite a bit, and you are able to pull 
the information when I ask you. " 

The instructor leaves the room and lets the student clean up. After she is 
done, the student walks out to the instructor, aP..d they discuss why there 
was a difficulty. The instructor tells the student that the meatus was very 
difficult to find because it was not in the usual anatomic position. The 
student seems to feel better about the procedure. 

The student asked if she could listen, and the instructor gave her the 
stethoscope. The student listened and nodded, "I think I hear it." When 
they were walking out of the room, the student said to the instructor, 
"You've got good ears." The instructor brushed it off by saying, nOh, it's 
experience." The student then said, ''fm not sure if I'm hearing correctly or 
if I think I'm he.a..Ting it because you're hearing it." The itiSu uctor made 
some reference to the fact that the student would hear it with time. 
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A few minutes later when the student came out of the room visibly upset, 
she said, "I can't figure out what happened." The instructor said, "I don't 
know what we did either, but its not a big deal." There was no response 
from the student, and she obviously still felt that she was wrong. The 
instructor said, "I'm not upset." 

The student who had the problem with the IV says, "Well I still don't know 
what I did to that IV." The instructor says, "1 don't know either, unless we 
disconnected the wrong tubing." The student says, "1 don't think we did 
that because I was very careful and followed that tubing to the end." The 
instructor says, "I can't figure it out either, but no harm was done so don't 
worry about it." 

On occasion the reassuring was of a nonverbal nature. In the following situation the 

student had not had a good day. She recognized it and so did the instructor. The intent 

from the instructor was that it was OK, but instead of sending a patronizing verbal 

message, the instructor used nonverbal reassuFcdlce: 

Later the student is questioned by the instructor again and cannot answer. 
She says, "I'm not with it today." She leans her head on the instructor's 
shoulder and says, "Help me [instructor's name]." The instructor puts her 
arm around the student and gives her a reassuring pat The student is on the 
verge of tears. 

Supporting, another caring behavior, was different from Tf:"~"suring. Whereas 

reassurance was intendee to inform the student that his/her competence was recognized, 

being supportive showed the student that the instructor was interested. The instructor who 

did not exhibit any of the supportive behaviors was the one with the least amount of 

teaching experience who had taught in the earlier course which required extensive 

supervision of skills. She may not have had the time to be supportive. The following 

examples show an instructor being supportive by acknowledging the students' burdens: 
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The instructor says, "That's a good experience for you." 

On the way there she says to the student, "Your presentation is today." The 
student agrees and says she also has to present some information to the 
group. The instructor says, "You have a lot today." The student smiles and 
says, "Yes!" 

The instructor sees the student and says, "You've picked a tough room." 

The instructor says, "That's good. It'll be good experience for you." 

The student says, "So, I have a lot of work to do with her." The instructor 
says, "Yes." 

Caring was also seen in the instructor's concern for the students' safety. The 

instructors utilizing this technique were teaching in clinical settings where the possibility for 

unsafe situations increased. While assuring safety was particularly evident in the CH 

environment where students visited potentially unsafe areas, it was also witnessed in PSY 

where patients sometimes had the intent to cause harm. The following excerpts indicate the 

instructor's worry for students' safety: 

One of the nurses comes up and asks the instructor if the student can sit 
outside a patient's door on the children's unit to observe the child. The 
nurse cannot leave since he is the only one on the unit, and he needs to get 
lunch for himself and the patient. The student is agreeable, and so the 
instructor says that would be fine. The instructor says she is going to stay 
around in case the child gets violent which he has been prone to do. 

The student blushes and tells the group what went on during her visit. 
While she was trying to talk to her client, a neighbor came over to say that 
the Circle K had been robbed, and the robber was hiding somewhere in the 
complex. There was quite a bit of commotion while the police came and 
everyone looked for him. The instructor said, "The best thing we could do 
"".vas stay inside. 'f-.le ~'ere probably safest in the apartment." She 
commented that it was unfortunate that the student could not get much 
teaching done during the visit "for obvious reasons." The student seemed 
quite unsettled by the whole affair. The instructor said, "This may be one 
visit that you may want to go on in pairs." 
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One of the other students talks about the visit she will make today and the 
instructor asks, "Do you feel OK about going out there?" [Meaning does 
the student feel safe going by herself] The student says, "Yes," and the 
instructor says "OK." 

Finally, validating feelings was also utilized to indicate to the student that the faculty 

member was caring. In using this technique, the instructor displayed interest in what the 

student was feeling regarding a patient or a situation. Validating feelings was used twice as 

much by the PSY instructor. In the following segments the instructor is helping students 

work through their own feelings. This was done so that patient care would not be 

disrupted by the students' inability to deal with the feelings they were experiencing: 

They go into the report room and begin discussing the patients, one of 
whom is quite young. The instructor asks the student, "Tell me your 
feelings about cancer." The student says, "You don't want to hear." 

The student tells the instructor more about her patient,and she is obviously 
upset by the prospect that her patient is not being fed. The instructor says, 
"What are your feelings about this'?" 

The instructor then asks the student if communication is an issue. "Do you 
feel comfortable'?" she says. 

After the staffmg the instructor takes the student who has chosen this patient 
aside and asks, "How do you feel about approaching her? What would 
your approach be'?" 

Often validating feelings was utilized to determine how a student felt about a procedure, 

particularly one the student had not perfonned before. It was a way of checking on the 

student's comfort wi!:!'! uie piCJCe~~.. The following is D..l~ exaJnple: 

At the same time another student comes up a.."ld says, "1 need te de a 
Heparin flush." "Well go get it ready, and I'll be there as soon as I can." 
"OK, I did it at nine this morning." The instructor says, "You did it at nine? 
Do you feel comfortable doing it by yourself since you did it this morning?" 
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Praising. Praise was also a widely used caretaking action, employed an average of 

9 percent of the clinical time. This behavior was among the top four utilized by four of the 

five faculty members. If a student was praised he/she knew the procedure had been 

performed correctly and was given some idea of the degree of competence demonstrated. 

Comments such as "Good job," "That's good," "That's fine," "Great!," "Good!," "Right," 

"OK," "That's a good thought," "That's a good idea" were used repeatedly by the faculty. 

Praising was also accomplished in the following manner: 

At one point the instructor said, "He's taking that well from you, he's really 
allowed you to give the medication to him." 

When the student presenting is done, the instructor says, "Any other 
questions or comments?" When no one says anything, she says, "Thank 
you. You all did very well. Great projects." 

At the end of the visit, the instructor thanks the client for allowing her into 
her home and comments on how well she is doing with the infant. Walking 
out of the complex, the instructor says to the student, "Good job! Your 
teaching was good with just enough information and at the right knowledge 
level for the client. That was well done." 
She again talks about the home visit. She says, "You didn't overload her; 
you gave her good information and built on what you said last visit. You 
gave her good information. You did a good job." 

After discussing the patients, the instructor says "You've done very well 
lately with not being negative, and I think that's great." 

Praising was also nonverbal. One instructor would nod her head as she read the students' 

nurses' notes, indicating they were correct. Another nodded her head in assent as the 

student was reporting about her patients. Other examples of the nonverbal behaviors used 

are seen in the following excerpts: 
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After lunch, and back on the unit, the instructor said to the student, "I have 
something for you," patted her on the back, and gave her several cat stickers 
because she knew the student loved cats because during the first conference 
the student had brought pictures in of her cats. 

The instructor says "Good." [Puts hand on student's hand] 

The student looks like she knows she has done something wrong but makes 
another guess after thinking a while. "Kidney?" The instructor's face lights 
up with a big smile and she says, "OK!" The student looks relieved. 

The instructor asks questions about multisystem problems, and the student 
is able to answer all the questions in a thorough way. The instructor gets 
very excited and gives her a gold star for being so prepared. 

It was interesting to note that the students proudly put the stickers and stars on their 

name tags so all the others might see. One instructor made sure she gave each of the 

students a sticker at one time or another. The other instructor was veri selective with her 

stars and did not necessarily give one to every student during the course of the semester. 

Diffusing Anger. There were times during the clinical rotation when a student got 

so upset with the health care system that the instructor needed to intervene. This was done 

either by listening to the student or by critiquing the system. Only 1 percent of the 

instructors' time was spent in diffusing anger. In the following excerpts, the instructor 

was diffusing the student's anger by listening: 

The instructor begins rounds on her students. On the fust unit the student is 
in the report room with all the staff waiting for report to begin. The 
instructor walks up to her, and the student says very agitated, "They're not 
feeding my patient! That's against the law, not to feed a patient. I talked to 
a friend last night who works in a nursing home, and she said that's 
illegal." The instructor says, "Well, let's talk about that. Tell me more 
about her." The instructor leads the student out of the report room to a more 
private area where there are fewer people around. 
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The student is very angry about this. The instructor says, "This is quite a 
week for you." The student agrees and says she doesn't know why she 
picked these patients since she has a hard time with this. 

The student went on to relay the story of how the nursery nurse had come in 
the room and was about to hand a bottle to her patient to feed the baby. The 
student had been upset with the nursery nurse because she was just going to 
hand the bottle to the mother and leave and also because the patient had 
gotten "at least five different versions of feeding" from all different nurses. 
The student was visibly angry that the patient was getting so confused. She 
said she had intervened in order to reduce the confusion and was real clear 
that the nurse was wrong. The instructor took time to work through the 
story and get the facts right. 

The student verbalizes how much she likes this unit. The instructor says, 
"Well you only have three more weeks here." The student says, "Yea, I 
hate to leave. I just feel comfortable, and they move you somewhere else. 
That's so typical of this program; they've done it all along." The student is 
obviously angry about the nursing curriculum. 
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By critiquing the system, the instructor provided an explanation or rationale for the 

status quo. The message transmitted to the students indicated that they were powerless in 

certain situations and it was a way of helping to take care of the student. In the following 

passages, explanations were furnished: 

A student comes back into the room after her home visits, and the instructor 
asks, "How were your visits today?" The student is visibly upset and says, 
"She [the patient] didn't know how to get this information, and on the chart 
for next week's plan it says, "Discuss how to get resources" implying that 
although the nurse said she was going to do this on the following visit, she 
did not. The instructor responds, "Of course, sometimes we make the 
mistake of saying this is how you do it, but the patient never really hears 
what the nurse is saying." The student is somewhat placated and agrees that 
maybe the nurse did do it, but the patient did not get the message. 

They digress and talk about the speaker who presented earlier. The 
instructor asks, "Aren't these forms something? I was so confused about 
them." The student says, "Yeah, so was I, but no one seemed to be asking 
questions." They discuss the system and how hard it must be for clients to 
get help. 



The student discusses the fact that the patient was an IV drug user, and she 
believes that the staff is treating her less than optimally because of that. "If 
she had gotten this way through an accident or something like that, I'm sure 
the personnel would be treating her with more respect. I'm sure their 
personal biases are interfering." "Well, you know, we are all human 
beings; even the staff has a tendency to let their biases show through." the 
instructor says. 

Next she explains that she will read their charts while they are gone and put 
notes on a form in the chart. She shows them the form she will use. 
"Another imperfect fonn, but it'll have to do." 
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Discussion centered on the differences between the two hospitals. One 
student commented, "I was surprised that the nurse takes out two babies at a 
time." The instructor says, "Yes. She leaves one by the desk while she 
takes the other one to the mother." Another student: "I would be afraid that 
someone would come along and take the infant." Another student: "Yes 
th~y are not very strict about who is on the floor. Anyone could walk in 
and take a baby." Another student: "And they don't check name bands 
before giving the infant to the mother." The instructor says, "The emphasis 
is different. " 

Allowing Mistakes. Realizing that making mistakes can promote learning, 

instructors displayed behaviors that indicated acceptance of mistakes I percent of the time. 

Although instructors transmitted the meaning that mistakes were allowed they also 

emphasized the need to avoid repeating mistakes. Predictably, this behavior was not 

evidenced by the PSY instructor since so few psychomotor procedures were carried out on 

that unit. The following citations indicate instructor behavior that suggests acceptance of 

mistakes: 

The student who had been having difficulty comes up to give a medication. 
They go to the medication drawer, and the student looks for the medication. 
The student can't fmd it and says, "It isn't here." The instructor says, "It 
isn't hereT' The student then says, "Did Maria take it in? I'll go check" and 
rushes off. The instructor turns to the observer and says, "She didn't look 
it up. The medication is in the drawer under the generic name, and she 
didn't know what it was." 



After the PHN [Public Health Nurse] leaves, the instructor indicates the 
charting sheets that have been returned from staff that need to be corrected. 
She tells the students that they did a good job considering it was their first 
attempt, and she jokes about the mistakes. She further reminds them that 
they need to document any interventions that they have done, particularly 
teaching. 

On the way to see the student on the rehab unit, the instructor talks about a 
problem she had with the staff the previous week. This student had asked 
to be placed on the rehab unit because she is interested in this area of 
nursing. Last Wednesday, the student forgot to give a medication, and the 
staff made a big deal about it. Tney made the student fill out an incident 
report and called the doctor who then said no students could take care of his 
patients anymore. The instructor said that this didn't have to be done, and it 
was one nurse who she had trouble with who did it. The staff was very 
cool to the student for the rest of the week, and the student was devastated. 
"She had a hard time returning to the floor the following day. She was 
devastated even without the uproar, and it took her until Friday afternoon to 
get over it and be comfortable going back." 

A few minutes later when the student came out of the room visibly upset, 
she said "I can't figure out what happened." The instructor said "} don't 
know what we did either, but it's not a big deal." There was no response 
from the student and she obviously still felt that she was wrong. The 
instructor said "I'm not upset." 

Sharing of Self. This behavior, although practiced by all faculty, was only utilized for 1 

percent of the time. One of the ways in which the instructors exhibited sharing of self was 

by talking about past instances in patient care, either directly or indirectly. Examples such 

as the following indicated to students the benefit of the faculty's experience in the field. 

Although not directly indicating past experiences, the students could infer from the 

comment, as seen here: 

The student tells the group about the child and how he didn't want the 
injection, but he finally held still and let her give it. The instructor says 
"You could tell he was used to having many treatments because he put his 
hands over his head and held very still when he got the shot." 
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Using direct sharing of self, faculty members cited specific examples from their past 

experiences. This technique could be over utilized, but, as seen here, students were 

anxious to hear about specific situations: 

She starts to ten of her experience and says, "I always want to tell you 
stories." She makes a comment t.~2t she tells too many stories about her 
practice, but the students say they like to hear her stories. 

In the following example of direct sharing of self, a student was angered by the fact that 

staff members discussed the poor prognosis of her comatose patient while in the patient's 

room. The instructor related a similar experience: 

The instructor relays a story of a patient she had taken care of, for whom the 
prognosis was very poor, and the staff talked about this in front of the 
patient. The patient did recover and later told her that he heard what people 
were saying about him and was angry that they would talk about him as if 
he couldn't hear. 

Another example of direct sharing of self comes from the instructor's private practice: 

She talks about another situation when she tried to commit a client through 
petition. At the end of the story she says, "That's my personal philosophy. 
In my own practice. .. That's what I'm trying to get across ... " 
"PTSD really is such an important thing. I've seen in my practice that it is 
very prevalent with policemen. I've had policemen twice in my practice." 
She goes on to talk about her practice. 

On occasion sharing of self was used to reveal some aspect of the instructor's 

personal life. To some students this made the instructor seem more like a "real person." 

Instructors talked about their spouses, children, or animals, and generally during the 

"Repast Ritual" or while traveling to and from agencies. Sharing of self indicated to 

students that instructors cared enough about them to be open with them. 
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Summary 

Although the faculty members observed for this study specialized in five different 

areas of nursing, the way they transmitted their values was amazingly similar. Faculty 

spent over 50 percent of their time teaching, with questioning the most prevalently used 

action. Questioning was utilized to ascertain the student's level of knowledge nbout theory, 

their ability to apply the theory to and enact optimal patient care. Frequent use of this action 

implied that faculty valued the student having a strong knowledge base and the ability to 

organize, as well as preparing for and completing patient care. Faculty also guided and 

instructed regularly, indicating emphasis on thorough nursing care and correct use of 

psychomotor skills. Correcting and observing, both techniques utilized to evaluate, were 

observed less frequently, but focused on the value of promoting safe nursing care. Even 

when functioning in the teaching role, faculty members were supportive rather than critical. 

If a student did not know an answer, the instructor hinted or probed to assist the student. 

Students were allowed to make mistakes and were only reprimanded strongly when they 

repeated the mistake time and time again. 

Based on the goal of the clinical experience and the personality of the instructor, 

role modeling actions varied from one rotation to another. On average, faculty members 

spent over 20 percent of their time role modeling primarily through teChniques that 

promoted independence. This implies that clinical instructors were committed to students 

attaining behaviors that suggested autonomy. Faculty also valued helping, indicating a 

commitment to the camaraderie of the profession and the promotion of exemplary nursing 

care. Instructors often assisted students with patient-care activities. Utilizing intervening 

faculty again showed commitment to the patient receiving optimal care. Kidding and 

admitting fallibility suggested the valuing of the student developing a sense of assurance in 

the professional role. 
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Over 20 percent of instructors' time was spent in caretaking actions, those in which 

faculty treated students with the respect and acceptance not always exhibited in other 

student-teacher relationships. Caring was the most consistently utilized caretaking behavior 

which provides insight into the supportive and caring nature of these instructors but also 

suggests a valuing of these behaviors in giving care to the patient. Praising was also us~d 

frequently as a way of promoting the student's self-confidence and supporting 

independence but also in encouraging the student's ability to function in the nursing role. 

Diffusing anger, although used infrequently, suggested to the student that there were 

situations in which they were powerless and and through listening the instructor conveyed 

the message that acceptance was necessary. By allowing the student to .make mistakes and 

learn from them, the faculty were indicating support of independent behaviors. In sharing 

self the instructor again emphasized the importance of the caring aspect of nursing by 

presenting a human side to the situation. Instructors were generous with their time and 

showed considerable patience. These attitudes may have resulted from the presence of an 

observer; nevertheless, they indicated the perceived value of a caring attitude toward the 

student. 

Rituals were consistently utilized in all clinical areas. They varied according to 

instructor, setting, and clinical specialty but enough consistency was seen to set patterns for 

the students. Rituals were a way of transmitting faculty values to the student and were 

useful in sending messages about professional behavior but the differences in the rituals 

were at times cOnfusing to the student. It was also through rituals that students received the 

value that it was necessary to conform. 

From these observations it can be surmised that the nursing faculty teaching in the 

clinical setting focused primarily on shaping the student. The three categories of actions 

that the faculty utilized consistently were directed toward fashioning the student into a 
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competent nurse. They interacted with the student as a learner, a nurse, and a person with 

the greatest emphasis on the latter in an attempt to direct the course of the student's 

professional life. 
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CHAPTER 5 

FINDINGS: FACULTY V ALVES REGARDING CLINICAL BEHAVIORS 

Introduction 

This chapter presents the findings regarding Research Question II: "What clinical 

behaviors and characteristics in baccalaureate nursing students do clinical faculty value, and 

are these values consistent among faculty?" The presentation of the data is organized into 

four sections. First, the more than one hundred different values that were identified 

through content analysis of the College of Nursing archives and faculty anecdotal notes, the 

interviews and observations in the clinical setting are categorized according to six 

descriptors that articulate what clinical faculty prized. The behaviors and characteristics 

included within these six categories and the frequency with which they were utilized by the 

faculty are discussed. Descriptors are then analyzed according to "student as person." 

"student as nurse," and "student as learner." 

Second, similarities and differences among faculty values about student behaviors 

and characteristics are discussed. Since five specialty areas spanning three semesters and 

two levels of the nursing curriculum were observed, differences were anticipated. 

Comparisons are made not only by the clinical specialties in question but by the different 

levels in the curriculum and semesters of the students involved. 

In the third section, value comparisons are gleaned from the following data 

SOUI'ces. The first source is the College of Nursing archives which include the college 

philosophy, written and approved by the College of Nursing faculty; the program 

objectives, formulated, approved, and utilized by College of Nursing faculty; and the 

uniform policy, written by a College of Nursing committee and adopted by the faculty. 

These are considered to be the "officially" stated values of the college. Anecdotal notes, 
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written about students at the completion of the clinical rotation by the five faculty members, 

is the second source of data. These notes suggest the student behaviors and characteristics 

valued by the individual faculty members. Thirdly, interviews with the faculty members 

teaching in different specialty areas in the clinical courses were utilized to ascertain stated 

values. Observation of each of the five faculty members in the clinical laboratory provided 

the fourth source for determining valued characteristics and behaviors. Finally, twelve 

students were interviewed to learn their perceived faculty values. Analysis of the five data 

sources focused on whether the written values of the faculty were the same as their verbally 

stated values, on whether faculty enacted the stated values in their clinical behaviors, and 

whether the values stated and enacted by faculty were transmitted to the student. 
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In a fourth section, rituals are again addressed. The various meanings of these 

observances are analyzed, and the clinical behaviors and characteristics they promote are 

identified. The descriptor used to define the behaviors and characteristics will be 

mentioned as well as the type of interactions between faculty and students. 

Valued Behaviors and Characteristics 

One hundred five separate written and observed behaviors and characteristics were 

identified from the five data sources. Frequency counts were conducted on the behaviors 

and characteristics to ascertain which were most valued. These were then categorized 

according to one of six descriptors (assertive, therapeutic, compliant, knowledgeable, 

disciplined, skillful), listed in descending order of importance and utilized to indicate 

clinical faculty values in baccalaureate nursing students. These descriptors were chosen on 

their ability to capture the essence of the behaviors and characteristics included. The 

characteristics and behaviors in each descriptor category were then further differentiated as 

to values related to faculty interacting with the "student as nurse," "student as person," and 



"stud~nt as learner" as a means of describing the faculty interactions with the students. 

This categorization is documented in tables in each section, and further clarification can be 

found in the following discussion of the descriptors. 

ASSERTIVE 

The role of the professional nurse has evolved from one of submission to the 

physician, to the currently held belief that nurses should function as independent 

practitioners. The rapidly changing dynamics of the health care system require an 

individual who can function autonomously with assurance and enthusiasm. Because the 

term aggressive connotes force and defiance toward others functioning in the health care 

setting, faculty members have cultivated the term assertive in counseling students to be 

more of an individualist. In keeping with this philosophy, the word assertive was chosen 

as the descriptor suggesting those behaviors and characteristics that indicate development of 

a sense of self and the ability to function independently in the health-care setting rather than 

a disposition to dominate often in disregard of other's rights. 

Thirty behaviors and characteristics were identified as seen in Table 1: 

Table I: ASSERTIVE BEHAVIORS AND CHARACTERISTICS 

PERSON 
respects self 
comfortable 
confident 
grows 
relaxed 
self-aware 
assertive 
bright 
positive 
energetic 
motivated 
enthusiastic 
self-directed 
courageous 
independent 

NURSE 
client advocate 
hard worker 
makes decisions 
a leader 
ready to go 
takes initiative 
participates 
gives of self 

LEARNER 
seeks help 
seeks learning 
seeks resources 
knows to ask 
clarifies 
questions 
identifies own needs 
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Fifteen personality characteristics were seen as relating to the "student as person." 

Of these, seven referred to the student's development of a sense vf self ("respects self," 

"comfortable," "confident," "grows," "relaxed," "self-aware," and "assertive") indicating a 

intent of assuredness. Eight ("bright," "positive," "energetic, n "motivated," "ent.ltusiastic," 

"self-directed," "courageous," and "independent") inclicated how the students presented 

themselves to the world. 

Eight behaviors were identified that related to the "student as nurse." These were 

actions that the student accomplished in the clinical setting functioning as a nurse and 

suggest ambition: "client advocate," "hard worker," "makes decisions," "a leader," "ready 

to go," "takes initiative," "participates," and "gives of self." 

The seven demeanors that indicated interactions between instructor and "student as 

learner" were divided among seeking behaviors ("seeks help," "seeks learning," and "seeks 

resources"), questioning actions ("knows to ask," "clarifies," and "questions"), and an 

independent action ("identifies own learning needs"). 

Of the thirty behaviors and characteristics identified, only five were mentioned by 

all faculty members. "Confident" was the most highly rated, followed by "independent." 

All instructors also greatly valued "seeks learning," "client advocate," and "respects self." 

The frequency with which such descriptors were used suggests that faculty want students 

to act in an assured manner. Faculty value students who are independent learners and have 

a sense of confidence yet know their limitations and are enthusiastic about learning. These 

characteristics enable students to have a sense of comfort within themselves that enables 

them to ask questions of the instructor or question the power of the health care system and 

advocate for their patients as well as themselves in interactions with physicians and other 

health care providers. 
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THERAPEUTIC 

This descriptor was nsed to categorize behaviors relating to students' ability to 

provide quality nursing care. Characteristics identified by faculty indicated the importance 

of students' role as respectful and supportive caretakers. Psychosocial skills and the ability 

to interact therapeutically with patients were also emphasized. 

Twenty-two behaviors and characteristics were cataloged under this descriptor and 

~ be visualized in Table 2: 

Table 2: THERAPEUTIC BEHAVIORS AND CHARACTERISTICS 

PERSON 
sensitive 
caring 
considerate 
perceptive 
supportive 
empathetic 
compassionate 
respectful 

NURSE 
meets patient's needs 
includes families 
maintains safety 
aware of patient needs 
responds to patient needs 
focuses on the patient 
gives care 
includes teaching 

LEARNER 
uses self 
treats patient as person 
therapeutic 
interpersonal skills 
communication skills 
listens 

Eight actions related to faculty interacting with the "student as nurse" and indicated 

employment of nursing care: "meets patient needs," "includes family," "maintains safety," 

"aware of patient needs," "responds to patient needs," "focuses on the patient," "gives 

care," and "includes teaching. " 

Eight characteristics were indicative of the instructor valuing the "student as 

person," and all related to qualities that presumed the student's interest in the patients. 

These characteristics were "sensitive," "caring," "considerate," "perceptive," "supportive," 

"empathetic," "compassionate," and "respectful." 

For the "student as learner," use of psychosocial skills ("uses self," "treats patient 

as a person," and "therapeutic") and communication skills ("interpersonal skills," 
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"communication skills," and "listens") were identified. 

Only three therapeutic behaviors/characteristics were indicated by all five faculty 

members. These were "communication skills," "caring," ana ;;interpersonal skills." This 

suggested the importance of psychosocial aspects of care in therapeutic interactions. 

COMPUANT 

Much of the data indicated that although faculty valued students who were assured 

and independent, they also wanted students to conform to certain standards. Many of these 

were professional standards, but some were also dictated by instructor preference. 

Conformity was particularly evident in the uniform policy where students were directed in 

hair style as well as dress. but it was also seen in written assignments and other clinical 

actions. Cooperation and willingness to follow instructions were valued, and student 

comments ("Tell me what you want.") verified that most were willing to do whatever was 

necessary to get a good grade. Communication with staff and instructors allowed students 

to validate their conformity with expectations. 

Nineteen behaviors and characteristics were identified that indicate valuing the 

descriptor compliant and can be seen in Table 3: 

Table 3: COMPUANT BEHA VIORS AND CHARACTERISTICS 

PERSON 
conscientious 
has integrity 
responsible 
honest 
dependable 
effective 
quiet 
interest in nursing 
mature 
reflective 
calm 
cooperative 
uses humor 

NURSE 
collaborates 
professional 
adapts to role 
shares in group 

LEARNER 
communicates/instructor 
inquiry regarding nursing 



Thirteen related to the "student as person." Most corresponded to specific 

personality traits: "conscientious," "has integrity," "responsible," "honest," "dependable," 

"effective," "quiet," "interested in nursing," "mature," "reflective," "calm," and 

"cooperative." Although "uses humor" did not specifically indicate submission, it 

suggested the student's ability to banter as a way of fitting in. Tne four characteristics 

indicating interactions with the "student as nurse" were "collaborates," "professional," 

"adapts to role," and "shares in group." For the "student as learner," two behaviors were 

cited: "communicates with instructor" and "inquiry regarding nursing." 

Four behaviors/characteristics were valued by all faculty members. Most often 

mentioned was "communicates with instructor," followed by "collaborates," "uses humor," 

and "professional." These choices indicate that faculty want students to conform to the 

standards of the profession, but they also want to b,;; :ipprised of what the student is doing. 

b addition they encourage communication with the other health-care providers and the use 

of humor in interactions with others which helps deemphasize the seriousness of the 

profession. 

KNOWLEOOEABLE 

Valuing this descriptor indicated that faculty were committed to the students having 

an adequate and in some cases thorough knowledge base prior to caring for a patient. They 

not only believed that knowledge was important but also that the application and integration 

of theory were crucial for planning and carrying out patient care. Ascertaining a student's 

knowledge base was a way of assuring that the student was a safe practitioner. 
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Sixteen behaviors and characteristics were clustered to suggest the valuing of 

knowledgeable as indicated by Table 4: 



Table 4: KNOWLEDGEABLE BEHAVIORS AND CHARACTERISTICS 

PERSON NURSE LEARNER 
creative thinker knows resources has good knowledge base 

knows system knows whys 
shares information knows multisystem 

knows nonn from abnonn 
transfers knowledge 
builds on prior knowledge 
applies theory 
integrates patho 
understands patho 
uses research 
have read 
is learning 

The emphasis in this descriptor was on the "student as learner," with twelve 

behaviors indicating this focus. Nine referred to the domains of learning: "has good 

knowledge base," "knows whys," "knows multisystem," "know normal from abnormal," 

"transfers knowledge," "builds on prior knowledge," "applies theory," "integrates patho," 

and "understands patho," while the others related to actions involving learning: "uses 

research," "have read," and "is learning." 

In responding to "student as nurse," faculty values dealt mainly with issues 

particular to the specialty ("knows resources" and "knows system") or to nursing care 

involved ("shares information"). One characteristic of KNOWLEDGEABLE related to 

"student as person" and that was "creative thinker." 

Only one behavior, "has good knowledge base," was mentioned as important by all 

faculty members and it was consistently valued almost four times as much as any of the 

other behaviors or characteristics. Faculty obviously share the belief that students need an 

adequate knowledge base and the ability to utilize it to deliver quality nursing care. 

DISCIPliNED 

Although not greatly valued by all faculty, this descriptor indicated that faculty were 

committed to student development of organizational and application skills. Instructors 
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expected students to formulate care plans in preparation for clinical experiences as well as 

organize care logically and consistently and carry out interventions in a competent manner. 

Students were expected to practice, be persistent and execute self-control in an attempt to 

become the best nurse that they could. A certain amount of rigor in preparing for clinical 

was assumed, especially since someone's life might someday be dependent upon the 

students' ability to acquire these skills. 

Thirteen behaviors and characteristics indicated that faculty valued a student who 

was DISCIPUNED and these are listed in Table 5: 

TABLE 5: DISCIPUNED BEHAVIORS AND CHARACTERISTICS 

PERSON 
has self discipline 

NURSE 
uses nursing diagnosis 
uses nursing process 
uses care plans 
plans 
prepares 
organized 
thorough 
consistent 
competent 

LEARNER 
prioritizes 
problem solves 
uses good judgement 

The majority were related to the instructor interacting with the "student as nurse." 

Of these nine behaviors, most dealt with planning and organizing skills: "uses nursing 

diagnosis," "uses nursing process," "uses care plans," "plans," "prepares," and 

"organized." The others related to the students' ability to be rigorous: "thorough," 

"consistent," and "competent." For "student as learner," three behaviors recognized the 

importance of students' ability to utilize theory in an organized and applied manner. These 

behaviors were "prioritizes," "problem solves," and "uses good jUdgment." Only one 

characteristic "has self discipline," referred to the "student as person." 

"Prepares" was the only behavior indicated as important by all faculty members. It 
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was mentioned three times as much as the other behaviors and characteristics, suggesting 

that faculty valued students who took time to plan. This was often evidenced by the faculty 

member asking, "Are you ready?" when a student approached them about doing a 

procedure. 

SKILLFUL 
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This descriptor was deemed necessary because the acquisition of skills 

encompasses such a large part of professional education. Faculty valued this descriptor 

more for the students' benefit than as part of their own value system. Students were very 

anxious to learn psychomotor skills and evaluated themselves according to how many of 

these skills they had accomplished or gained proficiency in. Faculty supported learning 

these skills as a means of promoting students' self confidence. 

Definitely the least valued descriptor among the faculty, this item included only five 

different behaviors, but they were mentioned consistently by all faculty. Table 6 indicates 

these items: 

Table 6: SKILLFUL BEHAVIORS AND CHARACTERISTICS 

PERSON NURSE 
assesses 

LEARNER 
demonstrates skills 
does tasks 
charts 
documents 

Four referred to the "student as learner": "demonstrates skills," "does tasks," 

"charts," and "documents." "Assesses" was the only s.kill that indicated faculty 

interactions with the "student as nurse," and no behaviors or characteristics were found to 

indicate interaction with the "student as person." 

None of the behaviors or characteristics was mentioned consistently by all faculty 

members. However, one instructor used the term "tasks" which is often used 



interchangeably for the word "skills". This suggests a valuing by this instructor of 

psychomotor "skills", the term all the other instructors cited. Frequency counts indicated 

that faculty spent more time helping students learn psychomotor skills than charting or 

assessment skills. This is not necessarily an indication that faculty valued this learning 

activity but rather an illustration of faculty support for students' perceived need to master 

these skills. 

In summary, in looking at these descriptors some interesting concerns are raised. 

Because faculty value both ASSERTIVE and COMPLIANT behaviors in students, 

confusion may result for the learner. One message to students is that they need to develop 

the skills necessary to be an independent practitioner, make decisions based on their 

knowledge, and be confident in carrying out these decisions. In contrast, faculty are also 

suggesting that students adhere to standards of the profession indicating that they be 

submissive and cooperative in functioning in the health care setting. Further confusion is 

added because the line between the two varies from one faculty member to another 

depending on faculty personality traits, and from one clinical to another depending on the 

setting and the interactions within them. Faculty are promoting students in gaining more 

power but the constraints of the heal th care delivery system and the power evidenced by the 

physicians propose that compliance is required and this message is sent as well. 

The high valuing of THERAPEUTIC and low valuing of SKILLFUL suggests that 

faculty are more interested in the interactive, caring process of nursing rather than the 

technical skills as was emphasized in the past. Also, KNOWLEDGEABLE being more 

highly valued than SKILLFUL indicates that faculty are more interested in the student 

knowing the theory rather than being able to perform the skill which promotes the 

development of a stronger power base. 
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Similarities and Differences in Values Across Faculty 

In order to ascertain whether faculty values were consistent across specialties, 

levels, and semester, the six ranked-ordered descriptors were contrasted among all five 

faculty and across all five data sources (Appendix I). The College of Nursing archival data 

remained the same for the five faculty members. 

Similarities occurred in the area of valuing the "student as person." Faculty 

believed students needed to be confident and independent and valued the learning of 

psychomotor skills only as a way of developing these qualities. Differences occurred 

mostly in relation to the clinical specialty and the level of the student. The higher the level 

of the student the more the faculty member expected himlher to model the behaviors of the 

professional nurse and to be an independent practitioner. 

The most consistent similarity among the instructors was that the descriptor 

SKILLFUL was the least valued. In analyzing the documents, beinR SKILLFUL was the 

least valued descriptor, and for all the anecdotal notes written, skills were rank ordered 

either last or next to last. During formal faculty interviews, three instructors valued skills 

least, one next to last, and one faculty indicated it as the third most valued ~ehavior. 

However, the faculty member who placed some emphasis on skills was supervising 

students in an area where precision was critical. During observation, she again ranked 

skills third, while the other faculty valued skills least. All of the students interviewed 

ranked skills as the least valued behavior for a ~tudent to learn. This suggested that faculty 

teaching in this baccalaureate program praised the learning of skills very little, and the 

students received that message. One faculty member commented, during an informal 

interview, that the emphasis she placed on skills was mainly because the students felt they 

were important and were eager to practice. 

Another similarity observed across faculty related to the descriptor ASSERTIVE. 
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The College of Nursing documents indicated that the characteristic ASSERTIVE was the 

third most highly valued descriptor. For the anecdotal notes, four of the five faculty 

members valued the student being ASSERTIVE as one of the top three behaviors. During 

the formal interviews, four of the five instructors ranked ASSERTIVE in the top two 

behaviors, but one rated it low. All five faculty were judged to value ASSERTIVE as 

either the first or second ~ost important behavior during observations. Students in four of 

the five clinical specialties rated ASSERTIVE in the top three values. Predictably, 

assertiveness appeared to be of great value to all faculty members, since nursing education 

works to shape independent practitioners. This emphasis on autonomy indicated that 

faculty are committed to preparing nurses who can function independently, be patient 

advocates, and be confident in their care of patients. 

THERAPEUTIC was always among the top three values during observations, 

which supports the findings for Research Question 1. All of the faculty spent much time 

supporting students during the clinical hours, although this value was not evident in their 

verbalized or written values. THERAPEUTIC was the fourth most frequently listed value 

in the documents. In anecdotal notes, THERAPEUTIC ranked in the top three for four of 

the five faculty and in the top three for three of the faculty during formal interViews. Only 

three of the five student groups rated THERAPEUTIC in their top three, and these groups 

were in the last three courses of the curriculum. This suggests that faculty jn beginning 

courses are busy shaping the students in other areas or that these student are not ready or 

are too focused on other behaviors to focus on therapeutic behaviors. 

DISCIPLINED was a value consistently written on the anecdotal notes in the 

courses practiced in the hospital. For the first two courses, those in the first semester, 

faculty valued this descriptor most highly. In the last course of the last semester, which 

also took place in the hospital, DISCIPLINED was the second most valued. This 
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consistency did not continue in the other data sources. During the faculty interviews, only 

the faculty member teaching the last clinical course held in the hospital valued 

DISCIPLINED in the top three. The observations indicated that this descriptor was fourth 

or lower for all faculty, and student ratings varied from first to fifth. A possible 

explanation for this finding is that the behaviors indicating that faculty value 

DISCIPUNED are difficult to observe and document. It is also possible that the faculty 

state they value this behavior but do not emphasize it in other areas, perhaps because it is 

not a priority. DISCIPLINED is also a difficult value to transmit to stu~ents. 

KNOWLEDGEABLE was the most highly valued descriptor in the source 

documents with COMPLIANT second. KNOWLEDGEABLE was central to the 

philosophy and cbjectives, and COMPLIANT was very evident in the uniform policy. 

Since there was input into these documents by persons other than the faculty observed, this 

finding indicates that not all faculty hold the same values. The philosophy and objectives 

were written by both baccalaureate and graduate faculty members. Although it was 

approved by the faculty as a whole, there may have been value differences at various 

levels. Faculty turnover may also account for some of the disparities, since many who 

were instrumental in writing the philosophy and objectives are no longer on faculty. 

Strong evidence of the value of COMPLIANT was found in the uniform policy. 

148 

The criteria were very specific and included not only that students must wear the school 

uniform but also what kind of shoes and undergarments to wear, how hair should be 

styled, what jewelry was appropriate, and even how long fingernails should be and what 

kind of polish could be worn. Faculty were aware of the uniform policy because it was 

listed in the student handbook, but all of the observed instructors, except the one teaching 

in the clinical area where uniforms were not worn, verbalized during formal or informal 

interviews that this was not of particular importance to them. They were more concerned 



that the student was able to function as a nurse than whether he/she looked like one. Since 

mese instructors had no input into writing the code, it is not surprising that their values 

differed. However, none of the faculty seemed to be invested in changing the uniform 

policy, and in many cases they just ignored it, giving the student a confusing message. 
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When comparing the various specialty areas, it appeared that the PED faculty 

member was more concerned with the students' being SKILLFUL than the others. 

Although this was not a high priority for her, she did spend a considerable amount of time 

supervising students and verbalized this as a valued behavior. Faculty in the MAT setting 

was not found to differ significantly from other faculty in any descriptor area. The PSY 

faculty. as well as the CH faculty member, clearly valued ASSERTIVE, not unusual for 

these clinical settings, since nurses function quite independently in these areas. The MIS 

instructor was constant in valuing THERAPEUTIC. In such an extremely skilled area, it 

was surprising that the interpersonal aspects of nursing were valued so highly. This could 

be related to the level of student and is discussed later. It could also be a result of the 

personality of the instructor observed. 

For similarities and differences across semesters, the data indicated that faculty 

teaching in the third semester, which was the first semester observed, valued many 

different behaviors. Four different descriptors (DISCIPLINED, THERAPEUTIC, 

ASSERTIVE, COMPLIANT) were rated first by one instructor, and three descriptors 

(DISCIPLINED, ASSERTIVE, COMPLIANT) by the other. Since both descriptors 

valuing interactions with the "student as person" (ASSERTIVE, COMPLIANT) were 

evident for faculty this semester, it indicates that the instructors spent much time being 

supportive. These students were only in their second semester in the hospital, and faculty 

deemed it necessary to be nurturing. "Student as nurse" was also emphasized 

(DISCIPLINED, THERAPEUTIC), revealing that faculty valued students' attainment of 



the professional role, which at this early level was necessary to develop the attributes of a 

nurse. 

In the fourth semester, both faculty members valued ASSERTIVE in three of the 

five data sources and in the other two sources valued THERAPEUTIC. Again, the 

emphasis indicated interacting with the "student as person" first and the "student as nurse" 

second. At this level in the curriculum, it appeared that faculty valued individual 

development followed by role development. The strong and consistent emphasis on the 

student being assured is indicative of the difference in specialty areas as was discussed 

earlier. Both of these clinical settings were outside the hospital and necessitated 

indepenuence and motivation to accomplish goals. Students were supervised less and thus 

needed to take the initiative. 

The instructor teaching in the last semester of the curriculum was constant in 

valuing lHERAPEUTIC. In every data source, this was the top descriptor listed. Since 

this was the last clinical course before graduation, it is not surprising that the instructor 

interacted with "student as nurse" more frequently. By this time the student should have 

developed the skills for being confident, and support from faculty would not be as 

necessary as earlier. After completing this semester, students would function in the 

nursing role and so needed to hone caretaking skills. This was the point where the student 

had developed the knowledge base, organization, psychomotor skills, professional role, 

and confidence and could now focus on the patient as a person. 

The differences and similarities by curriculum level were not as evident as in other 

areas. There was no consistency in characteristics valued between semester four and 

semester five, which comprised Level III, so no real comparisons could be made. The 

major difference was that faculty in Level III were more consistent individually than those 
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in Level II, suggesting that they were more fixed in what they expected from students. 

They focused on behaviors specific to the clinical specialty rather than the general 

introduction to nursing behaviors necessary in early courses. 

In summary, the most evident similarity across faculty specialty, semesters, and 

levels indicated that faculty did not appear to value students' acquisition of psychomotor 

skills; rather, they were invested in the student developing the confidence and independence 

to function in nursing. They primarily interacted with the "student as person." During 

observations, when faculty were enacting their nursing role, they valued students being 

THERAPEUTIC most highly, interacting with the "student as nurse." Across specialties, 

faculty in the PED setting valued skills, PSY and CH wanted students to be ASSERTIVE, 

and the MIS faculty valued the student being THERAPEUTIC. Faculty in the hospital 

settings wrote values that they did not necessarily enact or transmit to students, and those 

instructors teaching at higher levels of the curriculum were more consistent in what they 

valued. The documents, when contrasted with other data sources, suggested that what 

faculty enact is clearly different from what is written. Faculty valued interacting with the 

"student as person" most highly. This supports the findings from Research Question I 

which indicated that faculty spend a great deal of time attending to the psychological needs 

of students. 

Faculty emphasis was on the human, interactive skills versus the knowledge and 

psychomotor skills which would give power to nursing. Faculty valued assertive 

behaviors, suggesting the support of the attainment of power in interactions with other 

health care providers, but the valuing of compliance also indicated that faculty valued 

students conforming. Perhaps through promoting assertive behaviors, faculty are 

promoting the concept of the need for more power in the interactions with the more 

powerlUI peisons 1..1 the health care environment. pa...-t.icularly the physicia..."1s. 
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Individual Faculty Values 

For each of the five faculty members, the five data sources were compared to 

ascertain whether consistency existed among written values (documents and anecdotals), 

stated values (faculty interviews), enacted values (observation), and student perceived 

values (student interviews). Values for each faculty member were categorized according to 

the six descriptors and further analyzed as to the interactions of faculty with "student as 

person," "student as nurse," and "student as learner." All of these interactions were seen to 

have an impact on "shaping" the student into a professional nurse. This analysis can be 

visualized in Appendices J through N. For this discussion, each faculty member will be 

addressed separately. However, since analysis of the College of Nursing documents, 

specifically the philosophy and uniform policy, was the same for all faculty, this will be 

discussed initially in the following section, and referred to in subsequent discussions. 

College of Nursing Archives 

After categorizing all of the behaviors and characteristics addressed in the College 

of Nursing philosophy, the program objectives, and the uniform policy, the descriptors 

were rank ordered according to frequency. The most prevalent descriptor was 

KNOWLEDGEABLE. The behaviors indicatlt'.g this descriptor were listed in the 

philosophy and objectives with no reference to knowledge base in the uniform policy. The 

following statements from the philosophy indicate the value of knowledge: 

The knowledge base of nursing derives from constant scientific inquiry into 
the conceptualizations and methodologies for understanding human health 
processes. 

The educational programs provide the basis for scholarly investigation ... 

The search for truths through the development and utilization of knowledge 
is the essence of nursing education. 
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The program objectives which suggest a valuing of knowledge include the 

following: 

Demonstrate ski!! in nursing practice based upon appropriate knowledge, 
facts, theories and principles. 

Use the research process. 

The second most frequent descriptor was COMPLIANT, and examples of this 

behavior were found primarily in the uniform policy, although theie were indications in the 

objectives and philosophy with statements referring to the professional role: 

The nurse ... collaborates with the client and the health disciplines. 

The learner is acquiring the abiiity ... to function as a member of the health 
team with peer professional status and to contribute to productive change 
within the health care system. 

Identify the professional nursing role. 

Perform within the parameters of the professional nursing role. 

Demonstrate the ability to work with and within the health care system(s). 

Some of the statements from the dress code suggesting a valuing of conformity 

include the following: 

The uniform communicates to others iliat a student is functioning in a 
professional nursing role and can therefore be expected to perform in certain 
ways. 

Uniforms must be clean, neat, and properly fitted. 

While giving direct care, !!Q outer covering should be worn over the 
uniform. 

Appropriate dress for women students includes the school uniform, name 
pin, white shoes, neutral or white hose and, if desired, the College of 
Nursing cap. 
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All women students are expected to wear appropriate undergarments. 

Women's hair must be clean, neat, and in no way interfere with patient care. 

If long, it must be f~.stened back from the face and secured off the collar 
with either a white or brown ribbon or a plain barrette. 

Men's hair must be neat, clean, and in no way interfere with patient care. If 
long, it must be tied back from the face and secured off the collar. 

Facial hair on men must be neatly trimmed and in no way interfere with 
patient care. 

Shoes must be white, provide adequate support and be easy to clean. 

Watches with sweep second hands are a necessity. 

Rings may not be worn with the exception of plain wedding bands without 
stones. 

The only earrings permitted are plain gold, silver or pearl post earrings for 
pierced ears. 

Fingernails must be clean and a reasonable length for safe patient care. 
Only clear nail polish is permitted. 

After compliant, ASSERTIVE had the next greatest number of behaviors and 

characteristics cited. Both the philosophy and objectives indicated that this behavior was 

important, but the uniform policy made no mention of it. Statements from the philosophy 

and objectives include the following: 

A person's growth is fostered through recognition of unique strengths and 
limitations. 

The nurse is accountable as a client advocate. 

Inherent in the practice of self-direction is the concept that learning is a 
lifelong process. 

Demonstrate ... self-respect. 
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THERAPEUTIC was fourth most highly ranked descriptor and was indicated in the 

philosophy and objectives. There was no evidence of this descriptor in the uniform policy. 

Characteristics such as sensitivity and concern were cited mainly in the program objectives 

with the following statement from the philosophy: 

Professional nursing is a dynamic, therapeutic, interpersonal and caring 
process. 

DISCIPLINED and SKILLFUL were rank ordered equally, and, again, neither 

were indicated in the uniform policy. Both had behaviors and characteristics implied in the 

philosophy and objectives: 

The learner is acquiring the ability ... in making nursing diagnoses. 

Demonstrate skill in nursing practice. 

Use the nursing process to demonstrate skill in nursing practice. 

This rank ordering of College of Nursing documents will be used for comparison 

with each faculty member. As discussed previously, because other faculty and 

administrators had input into these documents, it was expected that differences would 

emerge. However, when faculty accept teaching positions, it is expected that they 

subscribe to the philosophy and teach by the program objectives, so some consistency 

should be seen. 

Faculty # 1 (PED) 

Appendix J shows the categorizing of data for this faculty member. The anecdotal 

notes written by Faculty #1 indicate that she valued the descriptor DISCIPLINED most 

highly. Her notes contained many references to "organization," "prepared," and the use of 

"nursing diagnosis." When asked to describe the ideal student, her response was: 
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Well, my first thing is always one who has taken the time to prepare and 
one who based on being somewhat prepared if she does not know, perhaps 
a procedure or theory, at least knows the resources and where to look them 
up. Those are the top two. 

During observation, when a student approached the instructor about doing a 

procedure, the instructor replied, "Go get it ready," indicating that the student should be 

prepared before the instructor arrived. In the following excerpt the faculty member is 

encouraging organization and preparedness: 

The student goes over to the other unit and gathers the equipment she needs. 
The instructor joins her a few minutes later. The instructor goes over the 
equipment with the student piece by piece. 
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Another priority for this instructor as seen in the evaluative notes was that of 

THERAPEUTIC. "Caring" was repeatedly mentioned as were the behaviors of including 

"families" in care provided and being "considerate." Valuing both of these descriptors 

indicates that when writing the student's evaluation notes the faculty appreciates interacting 

with the "student as nurse". THERAPEUTIC was again demonstrated as important to this 

faculty member during the formal interviews. Emphasis was on "psychosocial skills," 

including "family" care and focusing on the "patient as an individual," as seen in the 

following excerpt: 

I value psychosocial skills very highly. The level that I teach they have not 
always had the theory for psychosocial interactions, but sometimes the more 
mature students will interact with the family in a really appropriate way and 
really can see what's going on, and that's always desirable. 

During an informal interview, when questioned if she visited the students' patients each 

day, this faculty member indicated that she did so for several reasons. One of her 



responses is suggestive of the value she placed on the student learning good 

communication skills: 

Another reason is to role model communication skills with children. Many 
of the students have not interacted with children very much, and they have 
difficulty communicating on their level. If I interact with the child, it helps 
them to be able to. 

ASSERTIVE behavior was also prized in that personal "growth" was mentioned 

frequently, and "being comfortable" with self was named as the most important student 

behavior: 

I look at growth, I look at growth over the rotation. I look at progression . 
. . . and again we're at the beginning level of the third semester which to me 
is a beginning student; they're not even comfortable using the phone to page 
somebody. And that's OK; they haven't had to do that so we're moving 
them along, and one of my goals is to get them comfortable using the 
phone, to not be afraid to approach the physician, those kinds of things . 
. . . I really do like to see them comfortable or more relaxed in the clinical 
area. 
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During observation, this faculty member demonstrated her value of ASSERTIVE 

behavior by "promoting comfort," "instilling confidence," and "promoting independence." 

In addition, the value of THERAPEUTIC behaviors was shown by "emphasizing 

communication," "focusing on the patient," and "supporting client interactions." 

Although there was consistency in what the instructor wrote, verbalized and 

enacted, as evidenced by THERAPEUTIC being rated highly in each data source, the 

students received a very different message. They believed the instructor valued 

COMPUANT. One student indicated that to "act professionally" was most important to the 

instructor and the other stated, "Integrity is real important to her." Behaviors indicating 

THERAPEUTIC were never verbalized by the students during the interviews. This faculty 



member was also the one who valued SKILLFUL more than the others, and this also was 

not verbalized by the students. Since this instructor taught in one of the earlier courses, it 

is conceivable that the students' perceptions were dominated by learning the professional 

role, a COMPLIANT behavior, or that the faculty was in actuality sending the message of 

compliance as a necessary behavior. 

Faculty # 2 (MATI 

Appendix K provides the data categorized for this faculty member. The anecdotal 

notes written by Faculty #2 indicate that she also valued the descriptor DISCIPLINED most 
,. 

highly. Her notes contained many references to "organization" and "prioritize." Another 

inclination as seen in these evaluative notes, was that of COMPUANT. She often referred 

to "dependable" and "conscientious" qualities. Closely following in the rank ordering 

within anecdotal notes was the descriptor ASSERTIVE with such characteristics as "self

directed" and "enthusiastic" mentioned consistently. These anecdotals were fairly closely 

aligned with the values cited in the documents. Although KNOWLEDGEABLE was the 

first rank-ordered descriptor in the College of Nursing archives, COMPLIANT and 

ASSERTIVE were ranked as second and third. 

During the formal interviews, Faculty #2 verbalized valuing ASSERTIVE first, 

followed by COMPLIANT. "Seeks out learning" and "being comfortable" were most 

frequently stated, with "interacting with staff' and "communicating with instructor" next. 

The following example indicates a valuing of both descriptors: 

But also being comfortable enough to be able to interact with the staff and 
not--how would I define that? Comfortable, I guess comfortable enough 
with themselves or confident enough with themselves that even though they 
don't know everything that they would, they were able to interact with staff 
comfortably enough that they could ask questions and/or contribute what 
they have done. 
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THERAPEUTIC was also ranked as consequential; in fact "caring" was stated as 

one of the two most important behaviors by the faculty member when queried directly: 

Single most important clinical behavior. I guess even above having a good 
knowledge base, it would be really caring about the patient. 

I also prefer a student who is caring about the patient as well as their peers. 
Caring, let's define that Concern, I guess concern about meeting most of 
the needs of their client but also concern about their fellow peers in tenns of 
being supportive of them. 

Continuing to show consistency, this instructor was observed to value 

COMPLIANT and ASSERTIVE almost equally in the clinical setting, with 

THERAPEUTIC being third. Actions by the faculty member supporting the student being 

ASSERTIVE were "instilling confidence," "supporting being a patient advocate," 

"promoting comfort," in the student, r:.nd "encouraging seeking learning." These were 

consistently utilized: 

She walks up to another student. .. and says "OK, [student's name], tell me 
what's going on, who's here, who's gone, etc." The student says, "I did 
teaching on all my patients; none are going home." The instructor says, "So 
you didn't have to do any discharge notes? Good." [Puts hand on 
student's hand] 

To another student who had a patient with a history of SIDS [Sudden Infant 
Death Syndrome), "Did anyone try to get a social service consult?" After 
the student responds, she says, "Sounds like you have everything under 
control. You've done your teaching and everything." 

Those behaviors indicating that the faculty member valued COMPLIANT were 

"encouraging humor," "supporting being conscientious," "encouraging interactions with 

the staff," and "supporting communication with the instructor." These were utilized almost 

as consistently as the others: 
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Toward the end of the shift, the instructor would say to each student, "You 
need to report off. " 

One student had not included that she had done discharge teaching, and the 
instructor told her to make sure she included it so the nurse would know 
what she had done. "You can note that you did discharge teaching." 

The behaviors that encouraged the student being THERAPEUTIC were "supporting 

psychosocial interactions" and "encouraging communication." In this clinical much 

attention was given to teaching the new mothers: 

The instructor asks, "Is the teaching done on your other patients?" 

The instructor walks into the nurse's station and up to a student and asks, 
"Did you get any of the teaching done on either of these patients?" 

The students clearly received this instructor's values. They rated DISCIPLINED 

most highly citing "organization" and "preparation" very frequently: 

Preparation was definitely important ... organizational skills were crucial 
also. 

Being prepared when I was going tJ go in to do something, or, I wanted to 
make sure, like when I explained it to her, "OK, this is what I am going to 
do," I wanted to appear organized, you know, prepared. And, like I'd done 
some, a little bit, of research and a little bit of homework on the side to 
know that, well, I know that these are all my options, and I've looked at 
them, and this is the best one that I am going to do, and so when I would 
talk to her, you know, I would let her know that I had at least looked at 
these, and I think this will be my best plan. 

ASSERTIVE was the second value they recognized from the instructor with 

"confidence," "initiative," "independence," and "comfort" being frequently verbalized: 

I think what she was looking for more than anything. or trying to get across 
was independence and taking initiative. 
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The first couple of days you're gonna feel reluctant or scared but to 
overcome that and just feel comfortable with what you are doing. 

The third descriptor that students believed the faculty member valued was COMPLIANT, 

which they indicated by "communicating with instructor:" 

It was like, you let her know what you were doing before you went in, and 
that was probably the main important, the important thing. You know, let 
her know. 
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Faculty #2 was not only consistent in writing, verbalizing, and enacting her values, 

but she was consistent with the archival values and was capable of transmitting her values 

to the students. She valued interacting with the "student as person" as was consistent 

among faculty. However, she also valued the "student as nurse" by her emphasis on 

organization. This value, however, appeared to be a personal one since she described 

herself as a "left limbic" personality and is very orderly herself. 

Faculty # 3 (PSY) 

Appendix L indicates the categorizing that was completed on the data for this faculty 

member. The anecdotal notes written by Faculty #3 indicated that she valued the descriptor 

THERAPEUTIC most highly. Her evaluative notes contained many references to 

"awareness of patient needs," "therapeutic interventions," and "sensitive approach," not 

surprising considering the clinical area. ASSERTIVE was the next most valued descriptor 

with "self-awareness," "participates," and "energetic" cited frequently. Although not close, 

COMPLIANT was the next most highly valued descriptor. Comments relating to this were 

"quiet," "adapts to clinical," and "works with staff." 

During the faculty interview, ASSERTIVE was most notably rated. Faculty 

comments were "asks for information," "self-assurance," and "self-awareness," and when 



asked to list the most important behavior or characteristic, the faculty member gave the 

following answer: 

It probably has to do with attitude. Whether it should or ... but, I think it 
probably has to do with attitude, and that's a sense of, a sense of some 
comfort with self so that she's ready to go on and learn more and be, and 
give more of herself to the situation. 

COMPLIANT and KNOWLEDGEABLE were rank ordered the same. Describing the 

former the instructor commented: 

Consult with some of the staff who have worked with the patient or me. 

And I think the way she handles herself does make a difference in how I 
feel about, about the student. 

"Knowledge of communication," "knows resources," and "knows some theory" described 

the instructor's value of KNOWLEDGEABLE, along with the following: 

I expect them to know basic approaches to patients that relate to particular 
problems that are demonstrated by the patient behavior or attitude, or 
whatever. So, yes, I expect them to have read and know, and be able to say 
that this would be a better approach than another approach and this is why. 
Yeah, I expect them to have some theory on things. 

This shows some consistency with the documents and the anecdotals since they both rated 

ASSERTIVE and COMPLIANT as second and third. 

Observed behavior clearly indicated that Faculty #3 valued the student being 

ASSERTIVE. Faculty behaviors and comments supporting this descriptor were focused 

on promoting comfort and independence in the student as indicated by the following 

excerpts: 
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The instructor says, "You've done a great job here, [student's name]. 
You've really done well." 

"OK, so does everybody feel completely oriented? It'll be easier this time 
since you've already been here a while." 

"That's great! You've learned that. So, it sounds like what you need to do 
is make yourself comfortable. So, you' \Ie learned something about 
yourself. Good. Great!" 

The frequency count for this descriptor was twice as high as any other, showing strong 

emphasis on these kinds of behavior. Again the specialty area probably had some effect 

KNOWLEDGEABLE and lHERAPEUTIC were close in frequency counts with 

facuIty behaviors of "encouraging theory base," "promoting learning," and "encouraging 

use of resources" for the first, and "encouraging communication," "supporting awareness 

of patient needs," and "encouraging therapeutic interactions" for the second. Encouraging 

the students in developing a broader theory base is evidenced by this example: 

I think you might want to remember about these meds. They are in the 
book. You might want to know what they are for. 

In the following eXccipt, the instructor is encouraging therapeutic interventions: 

The student answers the questions, and the instructor asks, "So, listening to 
this, what kind of nursing care concerns should we have?" The student 
answers and the instructor asks, "What about while she's on the unit. What 
nursing care concerns are there?" 

ASSERTIVE was consistent with the stated and written values, and KNOWLEDGEABLE 

was evidenced in the interview and documents. 

The students' perceptions indicated that the faculty member valued ASSERTIVE. 

The students knew that the instructor prized "self assurance" and "comfort with self," as 
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indicated by these comments made by two different students during two separate 

interviews: 

Yeah, to be comfortable with communication was what her main goal for, 
that she wanted for us was. She said, "If nothing else, that I want you to be 
able to be comfortable communicating with different people." 

Just that she wanted us to really get to know ourselves too. She made sure 
that that was real important. 

Next students believed Faculty #3 honored being THERAPEUTIC, as evidenced here: 

Mostly she was just, was real interested in us interacting with the patients, I 
think was her main objective for us. 

Their comments indicated "communication" and "therapeutic interactions." The students 

also asserted that this faculty member praised being COMPLIANT by "communicate with 

instructor," "i!lteract with staff," and "be interested in PSY." Here the student comment 

indicates that the instructor values communication with the staff: 

I mean she wanted us to have, you know, effective communication with 
staff in letting them know things that happened. 

For this faculty member, ASSERTIVE was consistently seen in all data sources. 

This descriptor was more highly valued by Liis faculty member than was evidenced in the 

documents, but otherwise it was very constant. Because ASSERTIVE indicates the 

qualities of being comfortable with self, it is not surprising that it was important for this 

clinical specialty and was valued by this instructor. Another important constant for this 

clinical area was that the descriptor SKILLFUL was only mentioned once in the faculty's 

data sources and that was during the observation. Since there were so few skills to be 
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learned for this clinical rotation, it was not surprising that it was scarcely valued by the 

instructor. 

Faculty # 4 (CH) 

Appendix M indicates the categorizing of the data for this faculty member. The 

anecdotal notes written by Faculty #4 indicated that she valued the descriptor ASSERTIVE 

most highly. Her evaluative notes contained many references to "eager to learn," "seeks 

out learning," "motivated," "energetic," and "enthusiastic." COMPUANT was the next 

rated descriptor with behaviors such as "group openness," "professional," and 

"communicates with instructor" cited. Since these two were found in the documents, some 
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consistency is noted. THERAPEUTIC was indicated by the phrases "aids families" and 

"uses therapeutic communication" and was the next rank-ordered descriptor. 

During the formal interviews, this faculty member verbalized ASSERTIVE as most 

important through statements such as "sought out resources," "enthusiasm regarding the 

profession," and "motivated to learn." The following excerpt from the interview support 

this: 

Self-directed, I think, as far as being able to identify their own learning 
needs. 

As far as self-directed, that they've sought out, because community health is 
so much resource identification and hooking families and clients up with 
appropriate resources that they've done that seeking out of what this person 
might be eligible for and not just names of agencies but all the criteria that's, 
that you need to know. 

Faculty #4 indicated valuing lHERAPEUTIC with statements of "meets patient's 

needs," "maintains safety," and "provides correct information;" COMPUANT with 

verbalizations of "honest," "communicates with the instructor," and "professional 

appearance;" and KNOWLEDGEABLE with comments of "transfer previous knowledge," 



and "creative thinker." All were ranked equally. When asked what she believed the most 

important clinical behavior to be, the following response was given: 

Single most important clinical factor would be safe practice. Again, that's 
hard to measure. But, that's what I would say; I mean, if that isn't there, 
you can have all the other affective and transference of, and accumulation of 
new knowledge, but if you're not safe then ... 

This statement indicated that THERAPEUTIC was more highly valued than other 

descriptors. Consequently, this faculty member's interview data are still consistent with 

the other sources. 

While being observed in the clinical setting, the instructor's behaviors indicated 

again that ASSERTIVE was the most important descriptor. The faculty activities involved 

"encouraging seeking resources," "encouraging independence," and "promoting 

confidence," and the frequency rate was more than twice that of the subsequent two 

behaviors. The following excerpts are examples: 

Well, I would take all these forms for referrals. She looks at the chart some 
more and then says, "OK, great. So you're all set." The student says, "I'm 
all set." The instructor says "Good!" 

The instructor says, "Sure, that's fine." She asks, "So, what do you plan 
to do?" 

COMPLIANT and THERAPEUTIC had almost identical rates. COMPLIANT was 

indicated through the actions of "encouraging communication with the instructor," 

"encouraging humor, n "promoting group openness," and "promoting honesty". The 

following examples indicate first the instructor promoting group openness and second the 

instructor being supportive of the student communicating with her: 
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When the instructor is finished with the PHN [Public Health Nurse], she 
asks the second student, "Did you share the added dimension of your home 
visit with the group?" The student blushes and tells the group what went on 
during her visit. 

Another student comes up and sits down next to the instructor and asks 
"Can I ask you a question?" The instructor answers [very enthusiastically] 
"Sure!" 

THERAPEUTIC was encouraged through "supporting meeting patient net>"ds," "promoting 

safety," "promoting caring," and "encouraging therapeutic communication." The following 

is an example of the instructor encouraging therapeutic communication: 

One student is discussing her client and how she is going to broach a 
sensitive subject. The instructor says, "Another way to ask that question 
might be [gives an examplel. Sometimes we forget that closed ended 
questions can easily be answered with a No." 

These same three descriptors were seen in anecdotal notes and interviews, indicating that 

this faculty member enacted her written and verbalized values. 

The message students received from Faculty #4 was that THERAPEUTIC was 

valued most highly: 

That patients, that when you see patients, they're your primary concern. 
That when you discuss things with patients, that you make sure they 
understand what you are saying. Don't just, you know, overload them, that 
was a good, that was a word she used, that I didn't overload my patients. 

The thing she just stressed was communication with the clients, you know, 
to give them a chance to respond. Just basic things like that, it was more 
communication. 

ASSERTIVE, COMPliANT, KNOWLEDGEABLE, and DISCIPLINED all had 

the same frequency rate during the student interviews. These findings suggest that this 

faculty member was successful in transmitting her values. 
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Faculty #4 also showed consistency in valuing the student being ASSERTIVE. 

This may be particularly valuable because students on this clinical rotation are left alone 

much of the time and must learn to be independent and aggressive in finding resources. 

THERAPEUTIC was verbalized to be the most important clinical behavior by the 

instructor, and perhaps this was the reason it was transmitted to the students as being of 

primary significance. It is possible that the instructor evidenced more behaviors supporting 

this descriptor during unobserved clinical hours. 

Faculty # 5 (MIS) 

Appendix N indicates the categorizing that was completed on the data for this 

faculty member. The anecdotal notes written by Faculty #5 indicated that she valued the 

descriptor THERAPEUTIC most highly. Some written comments gleaned from the 

anecdotals that supported this descriptor were "interpersonal relations," "interacts with 

family," "sensitive to needs," and "caring." DISCIPLINED was the second rated 

descriptor with comments such as "planning nursing care," "assembling data," and 

"preparing for clinical." 

Comments during the formal interviews, such as "respectful of client," "includes 

family in care," "caring," "treating the patient as a person," and "gives care," again 

indicated THERAPEUTIC as the most valued descriptor. When the faculty member was 

asked to identify the most important clinical behavior, the answer was: 

Safety is so critical, but if I had to talk about a characteristic of a student 
beyond that, I mean, that's so basic that it's, I mean, you have to safely take 
care of the patient and safely assess the patient and recognize when a 
patient's in trouble, you know, it's more than not do harm, it's to keep the 
patient from .harm. B~t ov~lying that, I think caring about th.e cli~t, ~g 
and respectIng for tne clIent. Care and respect the client IS, 1S the 
characteristic, you know, of the nurse that I would say is overriding. 
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This descriptor had almost three times the frequency of the next descriptor, COMPLIANT, 

which was indicated through comments such as: 

The student who has all the professional characteristics, honesty, 
dependability, a certain amount of professional presentation. 

For this instructor, the stated and the written values were consistent. 

169 

During the observational period, THERAPEUTIC was consistently seen as a 

descriptor that was prized by this faculty member. Behaviors supporting this were 

"encouraging safety," "promoting teaching," "encouraging communication skills," 

"indicating caring," "indicating sensitivity," "indicating respect," and "supporting the 

patient as a person." Here the instructor role models respect and caring for the client: 

The student's other patient is sitting in a chair waiting for her to make his 
bed. Since she is busy, the instructor asks if he would like her to make the 
bed so he can get back in it, since he appears tired. The patient and the 
student say that would be great, and so the instructor makes the bed while 
conversing with the patient the entire time. She continues to talk to the 
patient while the student is helping the other nurse. She is asking the patient 
questions about his illness and lifestyle. 

Faculty behaviors that supported the descriptor ASSERTIVE were the next most 

consistently observed actions of this instructor, and examples included "instilling 

confidence," "promoting independence," and "encouraging seeking learning." Although it 

was not verbalized or written as a valued descriptor, this instructor consistently supported 

the students becoming ASSERTIVE in the clinical area, as can be seen in these excerpts: 

The other student comes along, and the instructor confers with her about her 
patient. The lnstru,ctor says, "I ta'1ink you could do L'1at very \!.!ell. You 
really have the rapport with him. n They discuss some interventions the 
student rrJght do. 



The instructor says, "What is the process by which you can resolve this?" 

This faculty member was very constant in indicating her values, so it was not 

surprising that the students perceived her to prize THERAPEUTIC the greatest. Their 

comments included "respect," "caring," "safety," and "teaching" with the following 

examples: 

Important to her? That I talk to the patient. That I don't go ~n there and do 
it. She wants, and I remember thinking, "Oh, I need to talk to the, don't 
concentrate on changing this IV heplock, also talk to the patient~ because I 
know she has mentioned that." So, I would, like, talk to the patient and 
then concentrate, then talk to the patient, then concentrate again. 

She liked psychosocial things. And I think discussing psychosocial aspects 
of my patient; I think I did that a lot because I knew she appreciated that. 

KNOWLEDGEABLE was the second descriptor that students stated the instructor 

valued, for when asked, they answered: 

I think for her it's importarlt that we, that we know multisystems. 

She wanted us to look it up in the manual and tell, and look it up in a book 
and tell her, and then if we didn't know something she would intervene. 
But she wanted us to look it up. 

When I do prepare my pathophys and my diagnoses, I do it in a certain 
manner in order to have it portray that I know what I am talking about to 
her, but I would also prepare that if I were working on my own, too. I 
mean, I would know what I was doing before I did it. 

Although not consistent with the college documents, Faculty #5 had 

THERAPEUTIC ranked first in every other data source, making for an easier comparison. 

As suggested previously, this may have resulted from the instructor's personality or the 

placement of the course in the curriculum. The specialty area certainly does not lend itself 
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to the valuing of psychosocial skills which is implied by this descriptor. Extensive 

teaching experience may have contributed to establishment of a well-defined value system 

along with a way to transmit these values. 

In summary, much consistency was seen among the data sources for the five 

clinical instructors. The biggest discrepancy seemed to be with the College of Nursing 

documents, and the possible explanation for this has been discussed previously. Most 

faculty valued the same two descriptors, and the majority were able to transmit the message 

to the students. Factors contributing to the differences were length of time as a clinical 

instructor, clinical specialty, and semester in which the course was taught. 

Messages Transmitted Through Rituals 

Each of the rituals transmitted different messagp.s to the students. In the previous 

chapter, the rituals were described and analyzed according to their use in disseminating 

values to the student. In this chapter, the actual value that the ritual is trying to impart, as 

well as the negotiations that occur in the process, will be discussed. 

During the "Preparation Ritual," the faculty members were generating the message 

that preparation and organization were absolutely imperative for optimal nursing care. It 

thus focused on the interactions of faculty with the "student as nurse" and indicated the 

valuing of the descriptor DISCIPLINED. By grading and discussing these assignments on 

an individual basis, the faculty member was able to emphasize the need for learning these 

behaviors. At the same time she was able to evaluate the students' ability to achieve these 

standards and be COMPLIANT. In the following interaction, the instructor has been given 

the student's written care plan and is discussing it with the student during a one-on-one 

conference: 
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The instructor asks, "What are your goals for this patient?" The student 
answers and the instructor says "Those are interventions." They discuss the 
difference between goals and interventions, which the student does not 
seem clear on. She is also not clear on some other parts of the care plan. 
The instructor says "I think you get a 3 or 4 (points - 5 is maximum) on 
those areas. In the future, if you want full credit you need to be more 
prepared. You need to work more on your goals." They talk more about 
th~ patient and begin to discuss pathophysiology. The instructor asks 
questions about the multisystem problems. 

Also, because care plans were theory based, interactions of faculty with "student as 

learner" were seen, with the instructor indicating she valued being KNOWLEDGEABLE as 

well. There was constant negotiation between student and instructor in the learning of this 

ritual and based on the student attainment of the process, the instructor would grade 

accordingly. For most of these assignments specific criteria was utilized by the instructor 

to allocate a grade, but the student had the option to discuss and clarify his/her work. 

Similar values were dispersed through the "Tracking Ritual." By conscientiously 

following the patient's progress and the student's achievement of optimum nursing care, 

the instructors indicated the importance of organizational ability, as seen in the following 

excerpt: 

At one point the instructor was looking for her "brains" [her paper with a 
list of patients and medications and treatments] and couldn't locate it. Once 
found, she would approach each student separately and ask them, "Tell me 
about your patient." 

This ritual helped transmit to the student the importance of valuing the patient and 

providing thorough nursing care. Responsibility .and organization were beliefs that the 

student could observe by the instructors' use of this ritual. Both of these faculty behaviors 

indicated interaction of the faculty member with the "student as nurse," emphasizing the 

descriptors DISCIPLINED and THERAPEUTIC. 
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Becausl' this ritual varied so widely from instructor to instructor, there was the 

potential for the message to have been unclear for the student. However, variance was 

largely the result of differences in clinical agency and nursing specialty, so once the student 

became comfortable in the area or vvith the specialty they may have been able to discern the 

implied message. 

The "Discourse Ritual" addressed both interactions of the faculty with the "student 

as person" and the "student as learner." Through these conferences, where much time was 

spent in working through feelings, faculty were promoting the notion that comfort in the 

clinical area was important. The necessity of a thorough knowledge base was indicated 

through questioning and praising when appropriate. This sent the message that the student 

needed to be KNOWLEDGEABLE to contribute to discussions of theory. This ritual also 

delivered the message that it was important for the student to speak up and,contribute to the 

discussion implying that the student needed to be ASSERTIVE in speaking up but also 

COMPLIANT in adhering to the standards of contributing to the discussion. Some of the 

following interactions during conferences indicated the instructor's message that she valued 

COMPLIANT, ASSERTIVE behaviors, as well as students who were 

KNOWLEDGEABLE: 

Initially the instructor let the students talk about their patients and what had 
happened during the day. Then she said, "I think there's something we 
need to discuss in regard to applying the theory we've learned in each 
clinical situation. Sometimes what we've learned does not always apply to 
each patient. [Student's name], I'm not trying to put you on the spot, but 
your patient ... " The student interrupted by saying, "Are you talking 
about the nursery nurse?" The student went on to relay the story. The 
instructor took time to work through the story and get the facts right. She 
summed it up by saying that the student obviously wanted the same thing 
that the nurse wanted and that was to reduce the confusion of the patient. 
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At the end of the conference, the instructor said to three students who had 
been whispering and laughing during the conference, "And next week you 
three can sit with the rest of the group and be part of it." One student came 
up after the conference and apologized if she had been interrupting the 
conference, although she didn't think she was. Part of the reason they 
talked, she said, was because there was one student who monopolized the 
conference, and they felt they couldn't get to say anything anyway. The 
instructor said she confronted them on this and said that it was their 
responsibility to speak up and not let the other student take over. 

This instructor did eventually intervene to indicate to the student who was aggressive in her 

responses that COMPLIANT behavior was needed: 

The discussion moved to staff nurses and their interactions with patients. 
One student complained that, "They don't do things the way they should be 
done." She went on and on about some nurses. The instructor interrupted 
with a question for another student, thereby causing the student to stop 
talking. This particular student had a tendency to monopolize the 
conferences and the instructor's time. 
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Sometimes the students were able to negotiate and direct the conference the way 

they wanted: 

The students are in the room waiting for the instructor who was held up 
talking to another faculty member about a problem with a student. A bag of 
candy was being passed around and finally passed to the instructor. The 
instructor says, "This is called bribing the instructor. I'll tell you a funny 
anecdote about this issue sometime." Students all encourage her to tell them 
now. "OK." She tells them about a group of students she had previously 
taught and in kidding with them told them that their grades could be bought 
with fudge-covered Oreo cookies. The next day several students had 
brought her the cookies. The students laughed and said they were glad to 
know what her price was. 

Treating the "student as person" was the primary interaction for the faculty member 

utilizing the "Closet Ritual," and the "student as nurse" interaction was secondary. By 

adhering to this rite in situations where support was needed, the faculty member transmitted 



that she valued the student's sense of comfort, indicating that ASSERTIVE was a 

meaningful descriptor. In reprimand instances, COMPliANT and THERAPEUTIC were 

of importance, for the student needed to be able to confonn to standards to provide 

optimum patient care. The following are examples of this ritual, first supporting and then 

reprimanding: 

In the ICU, the instructor notices that the student is visibly upset. She gives 
some background information about her patient and says, "I'm really angry 
about something. " 
"Do you want to talk about it now?" asks the instructor. 
"Yes," answers the student. 
The instructor says comfortingly, "Let's go into the lounge and talk." 

They finish discussing the patient, and the instructor takes the student out of 
the nurse's station and away from the others and says, "Tell me what was 
going on yesterday. You really didn't look yourself. Your hair was messy, 
and the clothes you wore were inappropriate for the hospital." The student 
agrees and tells the instructor that she wasn't feeling well and in fact almost 
didn't come in today because she still wasn't feeling great. They discuss 
the fact that the behavior was inappropriate for a student nurse. [The 
student does not appear upset by this and, in fact, seems to agree with the 
instructor, but she does seem uncomfortable.] 

The "Repast Ritual" in some instances was used to send messages indicating a 

valuing of the descriptor ASSERTIVE and interaction with the "student as person." The 

instructor was encouraging the student to have a positive sense of self as well as a sense of 

COllegiality, indicating autonomy, both characteristics of this descriptor. The following are 

examples of the instructor encouraging collegiality: 

When it was time to go to lunch, the instructor told the students we were 
going down and to look for us in the cafeteria. After a while, the students 
joined us at the table for lunch, and the instructor would kid them 
periodically by saying what terrible students they were. 
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After this she [the instructor] goes to lunch in the cafeteria. The students are 
sitting at a table back in the comer, and she joi.'lS t.hem. She says she 
always sits with the students at lunch. The students welcome her and 
continue their conversation including her when appropriate. The 
conversation is light and personal with some talk about how the day is 
going. 

If the instructor dined with the students out of a sense of duty, the value of being 

COMPLIANT would be dispatched, for continuing to work during mealtime would 

indicate the instructor's conscientiousness, sense of responsibility, and devotion to the 

profession. 

In utilizing the "Selection Ritual," the instructor imparted one of two messages 

depending on the level of the student and the experience of the instructor. In the earlier 
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courses, the faculty member indicated interacting with the "student as learner" to be of 

greater importance. By choosing patients specific to class content or those with many 

procedures or interesting diagnoses, the instructor was sending the message of valuing 

KNOWLEDGEABLE and SKILLFUL: 

The instructor was looking at the patient census. The observer asks, "What 
are you doing?" The instructor responds, "I'm looking for patients to 
assign the students tomorrow. The observer asks, "What are your criteria 
for choosing clients?" The instructor says, "First I try to choose primips so 
the student can get some experience teaching. Second, I look for patients 
with psychosocial problems. Third, I try to choose patients who are not 
going home. The frrst week they get one patient and progress gradually to 
one vaginally delivered and one sectioned patient if possible, or three 
vaginal deliveries." 

In courses at higher levels in the curriculum, particularly those where autonomy was 

needed by the student, the instructor indicated interacting with the "student as person" by 

valuing a sense of comfort and independence. By allowing the students to choose their 

own patients and thus their own learning situations, the instructor was indicating the worth 



of the descriptor ASSERTIVE In the following situation, the instructor is encouraging the 

student to be independent in making a decision and allowing the student to negotiate the 

ritual: 

The student tells her that the patient may be going home later today. 
"You can take more than one patient," says the instructor 
The student asks, "Do I need to do that this morning?" 
"If you want to; it's up to you." The instructor is not insistent that the 
student take another patient at this moment 

Because of its three-phase process, the "Maneuver Ritual", indicated many values 

to the student and also provided interaction with the "student as learner," "student as 

nurse," and "student as person." Phase I placed emphasis on being prepared, and therefore 

the student needed to be DISCIPLINED: 

Another student walks up to the instructor and needs supervision doing a 
catheterization for a culture and sensitivity on her patient's urine. "Have 
you done this before?" the instructor asks. The student says, "No." The 
instructor says, "NoT' The student says, "No, never and I'd like to go over 
the procedure with you." They get the catheter and read through the 
instructions. The student asks questions, and they figure it out together. 
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Phase II indicated valuing the patient's safety and the patient as a person even at the 

expense of the student's learning. It thus supported the concept of being THERAPEUTI C. 

At the same time, this phase encolLraged the valuing of COMPLIANT behavior because the 

student needed to be professional, effective, calm, and conscientious while performing the 

procedure: 

"Put this under her, shiny side down. I don't usually use this." The 
student continues, and the instructor says, "When you wipe the labia, you 
need to go in deep." 



Phase III, since it was self-critique by the student, endorsed the promotion of the student's 

sense of self and independence as a learner and therefore indicated that the descriptor 

ASSERTIVE was valued: 

After she is done, the student walks out to the instructor, and they discuss 
why there was a difficulty. 

The entire ritual emphasized the need for the student to be SKILLFUL in carrying out the 

procedure and KNOWLEDGEABLE in that the theory base was necessary before 

performing the procedure. The ritual varied depending on the student's level of expertise 

and the way he/she negotiated for help. The amount of input also varied from instructor to 

instructor which sometimes gave a confusing message to the student. 

Finally, the "Documentation Ritual" disseminated the values of being 

KNOWLEOOEABLE and SKILLFUL and indicated the interactions of the instructor with 

the "student as learner." Charting was a way sharing information with the staff and 

utilizing nursing knowledge. It was a skill that the student worked to develop some 

expertise in. Each instructor had her own values about how charting should be 

accomplished, and the process varied according LV agency policy and clinical specialty, 

again somewhat confusing for the student. Here the instructor is giving input about the 

student's charting skills: 

Another student hands her notes. The instructor reads them and says "What 
do you mean by "Use safety precautions?" The student says, "Watch his 
hands so the IV won't infiltrate, keep the side rails up ... " The instructor 
says, "Good. Give some examples in the notes. Be more specific." 

The rituals served to transmit messages to the students about what was valued by 

faculty. Although sometimes biased by the clinical specialty or individual faculty values 

and experience, they were useful in establishing patterns for the student and meaninbs that 
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the student could build on from one clinical course to another. The similarities among 

rituals gave the students consistency and an introduction to the culture. The differences 

revealed to the students the variances in personality and values that could sometimes cause 

confusion, but this disoarity also encouraged establishment of their own values. 

Summary 

These faculty members were found to value many clinical behaviors and 

characteristics in baccalaureate nursing students, the majority of which dealt with the 

instructor interacting with the "student as person." Consistently the instructors believed 

that the students should develop themselves first, usually as a way of fostering confidence 

and comfort in self. These findings reinforce the perceptions from the previous chapter 

which indicated that the faculty spend much time supporting students. Most faculty also 

valued the student investing in the professional role and the activities needed to adapt to the 

health care system. Faculty least valued development of psychomotor skills, and if they 

encouraged these skills, it was mainly to help the student feel secure. 

Differences were seen in the findings across data sources. The "official" 

documents of the College of Nursing indicated that faculty valued students who had 

acquired a high level of knowledge and conformed to standards as well as being 

independent practitioners. The values written by faculty on the student evaluation forms 

suggested that faculty believed organization and caring, those behaviors important to the 

role of the nurse were of prime consideration. There appeared to be a lack of consistency 

between "official" values and those written by faculty for student records. More 

consistency was seen between the interview and observational data, for faculty appeared to 

value the student functioning independently and in a caring manner but within the confines 

of the professional standards in both sources. This was verbalized and observed in the 
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interactions between faculty and students. Faculty appeared to enact the values they stated 

but not necessarily those they wrote when evaluating students. This could contribute to 

confusion for the student along with the messages they are sending, those of being 

assertive and compliant at the same time. Surprisingly, students were able to discern the 

messages the faculty were sending. 

Some of the differences in faculty values were dependent on faculty experience, 

while others were related to specialty area. Because of the particular needs of the clinical 

area, faculty were sometimes seen to have slightly different values. In some of the clinical 

specialties, skills were more necessary than in others and therefore valued more. Similarly, 

in some clinical settings there was more autonomy for the nurse and the student was 

encouraged to be more independent. Diverse values were transmitted depending on the 

clinical setting. In hospital environments, there were disparate expectations from other 

agencies. 

It was difficult to note any variations due to the curriculum and the placement of the 

course in it as well as level of the student. The main difference seen was that in the last 

nursing course the faculty member valued therapeutic behaviors rather than those 

promoting independence as seen in the lower level courses. 

Because the instructors tended to be nurturing towards their students, they used 

rituals in a nonthreatening and helpful manner. Rituals transmitted values and meanings to 

the students and indicated patterning within as well as across clinical specialties. They also 

tended to cause confusion because of the variations between clinical settings. Rituals were 

one way the students were introduced to and initiated into the clinical culture and the clinical 

professional role. 
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CHAPTER 6 

CONCLUSIONS 

Introduction 

This study explored the culture of clinical teaching in nursing education by 

examining interactions between students and faculty, and the various rituals that mark 

certain clinical rotations. In these interactions and rituals, values were negotiated, shaped 

and defined. In a field study of clinical teaching in the Nursing College of a Research I 

university, eight rituals and fifteen faculty actions were identified through which faculty 

values were transmitted to the students. Based on interviews and analyses of faculty 

evaluations, student clinical behaviors and characteristics that faculty valued were 

identified. These were categorized into six descriptors which were further defined 

according to faculty interactions with the "student as person," "student as nurse," or 

"student as learner." Out of these data the culture of clinical teaching in baccalaureate 

nursing education emerged. 

In focusing on the perspectives of faculty rather than students, this study makes a 

significant contribution to the professional education literature in general and the nursing 

literature in particular. Past studies of clinical nursing examined those characteristics and 

behaviors of faculty teaching in the clinical areas that were valued by students. There is 

also a considerable literature on how to be effective and/or innovative clinical teachers. 

Studies are only recently beginning to look at how faculty actually function or at what they 

value in the clinical setting. This study concentrated on the perspectives of the faculty, 

giving insight into how people in power--the socializers--supervise, socialize and evaluate 

students in the clinical setting. 

In adopting a symbolic interactionist perspective to study the cuiture of ciinicai 
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teaching, this study differs from past research which for the most part utilized a 

functionalist approach to the study of values. Such functionalist work concentrated on a 

view of professional education in which the learner is a passive individual with few 

choices. In contrast, 'by looking at the social acts and interactions that occur during the 

clinical experience, one gets a sense of the tensions, negotiations, behaviors and power 

issues that evolve during professional education. Professional education is characterized 

and analyzed not as the transmission of values, but as an emergent process of social 

interaction out of which develop situational perspectives and a distinctive culture. 

Discussion of the Findings 

The culture of clinical teaching in baccalaureate nursing education consists of many 

interactions and rituals enacted by faculty and students through which values and beliefs are 

constructed. Shaping the student into a professional seemed to be the prime focus of 

faculty in the clinical setting. Shaping was achieved through instructor interactions with the 

"student as person," "student as nurse," and "student as learner." For each of these 

categories, the instructors indicated different perspectives, through many different actions, 

to transmit the various messages. 

In dealing with the "student as learner," the faculty used teaching actions, many of 

which were utilized consistently by the five faculty that were observed. These actions 

varied from instructor to instructor and were dictated by instructor experience and 

personality, the clinical setting and specialty, and the situation and the level of the student. 

All of these impacted on the faculty's construction of their attitude about the importance of 

different behaviors. Five teaching actions were identified: questioning, instructing, 

guiding, correcting, and observing. These were used to promote the learning of the student 

and to indicate the merit of this process. Through these actions the faculty members 
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managed the students by utilizing power in a supportive manner as a way of manipulating 

the student to learn, depending on the faculty's view of the situation. The following is an 

example: 

The instructor asks the student "Tell me about your feelings about cancer." 
The student says "You don't want to hear." The instructor says "Well, I 
think It's important to talk about your feelings. It's OK to have negative 
feelings as long as they don't interfere with your patient care." The student 
goes on to talk about her angry feelings regarding her mother's cancer ... 

When addressing the "student as nurse," clinical teachers practiced role modeling 

actions. In executing their interactions with the "student as nurse," faculty members 

developed a one-to-one relationship with the student that served to assist and advise. The 

five actions implemented were: promoting independence, helping, kidding, intervening, 

and admitting fallibility. During this process the instructor often imparted moral support 

and used compassion as a way of suggesting behaviors to students. Depending on what 

the instructor perceived was needed at the time, she practiced one of these behaviors in 

order to shape the student into her conception of a professional caretaker. 

For the "student as person," instructors exercised caretaking actions, and although 

not all actions were used by each faculty member, caretaking took a considerable amount of 

the instructors' time. Caretaking was primarily dictated by the situation and the faculty 

member's perception of whether the student needed to be nurtured. Five caretaking actions 

were observed: caring, praising, diffusing anger, allowing mistakes, and sharing of self. 

The focus seemed to be to give the student support in learning to build self esteem and, in 

general, to take care of the student. Faculty helped students shape themselves into 

professionals by being comforting and devoted when needed. Their compassion was a 

way of controlling student behavior. For exampie: 
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The student does it [the procedure] and says "Oh. I didn't do this right." 
The instructor says "It's fine but I think you might find it better if you do it 
like this." "This is one of the hardest parts, getting it taped right. The 
nurses usually do it like this." 

The effectiveness of this means of utilizing power is evident in the following student 

comment: 

I always tried harder with faculty who I thought were caring and cared 
about me. 

Compassion, then, can be seen a!: a way of effecting conformity. The overall 

character of the culture was of a nurturing environment, one in which faculty supported 

students in developing a sense of self and the appropriate professional behaviors. In the 

following excerpts from the student interviews, the student's sense of the clinical faculty as 

nurturing is plain: 

And it was sort of a working relationship. And she didn't say it in specific 
ways, it's just the way she behaved. 

I really like the way she treated us, like we had some knowledge and knew 
something, urn, we weren't treated like, urn, we didn't know anything, or 
we were just students, we were treated like we had something we could 
offer and I appreciated that. 

She was very patient, very patient. 

She would tell me that, you know, "That was good, I liked the way you did 
that." 

She has never embarrassed me. She would, and if I was doing something 
and she needed to intervene then she would do it very, very cool. 

She gives very positive feedback. 

And I felt like that showed trust, that I would follow through that way on it. 

I view that at ease way she is with us as being part of her professionalism. 
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Well, she, of all the instructors I've had, she has been more human with us 
than any of the others. She's really down to earth and I appreciate that, I 
think that there might be some people that see that as a fault. Ub, but I think 
it adds to her being able to, uh, view nursing realistically. 

She would say "You know, I noticed ... " blah, blah, blah. "I thought that 
was real appropriate." or "That was real good." 
But just other comments that she would say, and she did say it quite often 
that she felt t~at it was real important that we know ourselves, and just 
things she would have us do in clinical. 

Faculty were very concerned with the students' sense of self, and if they felt that it 

was in jeopardy, they worked to bolster and strengthen it, imparting the message that this 

was an important quality in the professional nurse. Since the majority of the sample ot 

faculty members had considerable experience teaching in clinical settings, their adroitness 

was evident in their ability to detect and apparently meet the students' needs. 

Rituals were one of the ways in which the faculty set patterns for the culture an(l 
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transmitted meaning to the student. Eight rituals utilized consistently by all faculty were 

identified: Preparation Ritual, Tracking Ritual, Discourse Ritual, Closet Ritual, Repast 

Ritual, Selection Ritual, Maneuver Ritual, and Documentation Ritual. These rites varied 

depending on the complexion and talent of the faculty member, the clinical specialty and 

agency. and the level of the student. Variance was witnessed within the rituals as well as 

among them, depending on these factors and faculty perception of the situation. The 

meanings communicated were diverse, relying on the value that was discerned by the 

instructor. Some rituals were used during each clinical day, and others were initiated only 

on the occasions when the educator sensed from the situation that it wlJuld be a useful 

interaction. 

Faculty were found to have a considerable amount of consistency in what they 

indicated they valued in student behavior and characteristics in the clinical setting. One 

hundred five individual behaviors and characteristics were identified through the five data 



sources of College of Nursing archives, instructor's individual anecdotal notes, faculty 

interviews, observations of faculty/student interactions and student interviews. They were 

categorized into six descriptors used to detail the value indicated by the faculty member. 

These were further defined as to whether the clinical instructor was interacting with the 

"student as person," "student as nurse," or the "student as learner." 

Primarily, the educator interacted with the "student as person" and perceived that 

assertivenes~ was an important quality for the student to acquire in the process of being 

shaped into a professional. Comfort with self, a sense of individuality, and an assured 

manner indicated that the student had achieved this attribute. If the instructor perceived that 

the student needed assurance in obtaining this stat'Jre she would use the role modeling 

actions of promoting independence, intervening, admitting fallibility, and/or kidding or the 

caretaking actions of caring, praising, and allowing mistakes in order to promote a sense of 

independence. 

Somewhat contrary, but still dealing with the "student as person," faculty indicated 

valuing compliance. This 3uggests that the student must be assertive enough to be capable 

and dependable, but must perform as part of a team in which one is subordinate to 

physicians and the health care system. The mature, conscientious, dependable student who 

had integrity, honesty, and a sense of the professional role was prized. The teaching 

actions of questioning, instructing, guiding, and correcting were used to send the message 

of complying, as were the role-modeling actions of intervening, helping, and kidding and 

the caretaking actions of caring, praising, and diffusing anger. Through this value, 

students were encouraged to be a part of the professional milieu by communicating and 

working with staff, to develop a sense of camaraderie by contributing to the peer group, 

and to have a sense of humor within these situations. 
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Interacting with the "student as nurse," the faculty indicated a valuing of therapeutic 

interventions. This presumed that the students were caring, sensitive, concerned, and 

focused on the patient and were able to meet their psychosocial as well as physica1 needs 

and were safe while doing so. Faculty behaviors that were enacted to transmit these values 

were the caretaking actions of caring, diffusing anger, and sharing of self, the teaching 

actions of questioning, instructing, and observing and the role modeling actions of 

intervening, helping and kidding. Respecting the patient and including their families in 

their care with an emphasis on teaching were also important behaviors that were advocated. 

Also interacting with the "student as nurse," faculty valued the student who was 

disciplined. The message was to be prepared and organized, thorough and competent, and 

use good judgment in utilizing the nursing process. Role modeling actions that faculty 

practiced to send this message were promoting independence, and admitting fallibility. 

Caretaking actions included caring, and praising, and teaching actions included 

questioning. guiding, and observing. When faculty sensed that these actions were 

necessary, they utilized them to encourage the student in prioritizing, problem solving, and 

promoting self discipline. 

Finally, in dealing with the "student as learner," faculty respected students who 

were knowledgeable and skillful. Being knowledgeable was evidenced by the student's 

awareness of resources, materials, theory and Ule system; the ability to apply theory; the 

ability to use and build on prior knowledge and integrate theory; and to be a creative 

thinker. The faculty used the following teaching actions to deliver this message to the 

student: questioning, instructing, and correcting. The role modeling behavior that was 

utilized to send this meaning was kidding, and the caretaking behaviors were praising and 

allowing mistakes. Faculty wanted students to have information but they also wanted them 

to share this information with their patients. Considering that this was a Research I 
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university. it was interesting to note that valuing research was not clearly evident in the data 

and was only mentioned infrequently. A possible explanation is that the faculty studied 

were teaching at the baccalaureate level of education, where research may not be valued as 

highl y as an outcome measure. 
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The descriptor skillful was demonstrated by the students having acquired 

psychomotor, assessment, and documentation skills. Mainly teaching actions were u~.d t!:l 

transmit the messages that the student needed to acquire the ability to accomplish these 

behaviors. Instructing, guiding, observing, and correcting were consistently used to 

reinforce skillful behaviors. Caretaking actions used to encourage the acquisition of skills 

were caring, praising, and allowing mistakes. Role modeling actions were promoting 

independence, and helping. Faculty believed that the student needed to be thorough, 

organized, prepared, autonomous, and have a good knowledge base while doing these 

tasks and valued these behaviors more strongly than the skill itself. Tneir recognition of 

the importance of developing in this capacity was a result of the student valuing the need 

for practicing and establishing adroitness in this area. This lack of emphasis on tasks 

supports the concept of differences between baccalaureate prepared and associate degree 

prepared nurses. 

Similarities and differences were found across faculty. The most evident similarity 

indicated that the faculty members did not highly value the students' acquisition of 

psychomotor skills. Faculty supported the student in their value of learning and practicing 

the skills but were not greatly invested in this ability. What faculty valued more was the 

students' development of a strong ego structure, and they negotiated this with t~e student 

depending on their perception of the student's strength at the time. Faculty encouraged 

assertiveness if they suspected it was absent, and they also set limits to establish 

conformity to professional standards. Faculty valued students who sought out skills and 



were assertive and assured in learning the skills much more than they they valued the actual 

learning of the skill. 

Differences were related to specialty area, faculty personality and experience, and 

level of the student. In clinical areas where assertiveness was necessary, such as 

community health and psychiatric nursing, faculty emphasized these behaviors more than 

others, and in the beginning courses there was more emphasis on psychomotor skills, due 

mainly to the student valuing of the learning of these. Rituals were carried out differently 

depending on the specialty area and faculty personality and experience. In the following 

examples of the Selection Ritual, all of these factors contributed to the faculty Ir.~rnber's 

way of carrying out the ritual: 

The instructor was looking at the patient census. The observer asks "What 
are you doing?" The instructor responds "I'm looking for patients to assign 
the students tomorrow ... " The observer asks "What are your criteria for 
choosing clients?" The instructor says "First I try to choose primips [first 
time mothers] so the students can get some experience teaching. Second, I 
look for patients with psychosocial problems. Third, I try to choose 
patients who are not going home. The first week they get one patient and 
progress gradually to one vaginally delivered and one sectioned patient, if 
possible, or three vaginal deliveries." 

The observer asks "What criteria do you use when making the student's 
daily assignments?" The instructm says "First I try to choose patients 
whose diagnoses coincide with the lecture material. Next, because I know 
the students are interested in learning tasks I try to choose patients who have 
procedures that need to be done. Another criterion is the personality of the 
student. I try to match it with client needs. Another factor is the availability 
of the clients. Often time I just don't have enough clients to choose from. 
Sometimes I'll have five students and six patients." 

Through experience, faculty refined and developed the rituals so they better suited their 

needs. Some utilized individual preferences in the way they carried out the rituals. 

When comparing the data sources, more consistency was seen than not. Faculty 

indicated their beliefs through written and verbalizeo ~essages, and iliese were constant 
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with their enacted messages. Mere importantly, students verbalized receiving the messages 

that the faculty member was sending in all clinical areas. Some messages were stronger 

than others, but the student interviews suggest that most of those messages were well 

received. 
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The culture of clinical teaching in baccalaureate education appears to include a 

nurturing environment with a focus on shaping the student into a professional. The clinical 

learning environment begins the process, and it is not expected to be complete at the end of 

the experience. The great emphasis on support indicates that faculty believe this is a 

continuing process of growth and needs to continue after school has ended. It also 

suggests that caring is a highly valued activity for the student to acquire. Although many of 

the faculty actions were role modeling behaviors, the relationship between faculty member 

and student appeared to include more depth than this term implies. Faculty appeared to be 

mentors rather than instructors, imparting not only the role modeling of skills but also the 

development of a relationship which included emotional support (Bowen, 1986; Hamilton, 

1981). All of the faculty evidenced the close relationship required of mentoring, they 

worked to develop this kind of relationship with most of their students. 

Although this study presents a very positive view of faculty teaching in the clinical 

area, there were some data indicating that not all faculty were always so supportive and 

caring. The following excerpts voicing this view are notes written by me pertaining to 

comments some of the students made when the tape recorder was off and the interview 

completed. It is interesting to note that in all instances of negative comments the student's 

are referring to previous instructors, most of whom were no longer on faculty and who 

were not part of the study sample. 



After the tape recorder is turned off, the student talks about the fact that it is 
important to have good faculty ("super nurses") teaching in the first course 
since this is where student values are being formed. She also felt it was 
important to study this area since sometimes there are bad clinical teachers. 
She went on to talk about one instructor who was obviously not a teacher 
and was only doing it for a year. The student was worried about being able 
to get through this semester since this instructor was showing little interest 
in her or her teaching 

After the tape recorder is turned off the student talks about a past clinical 
instructor who was on her so much that she gave herself a low B, high C as 
a clinical grade when she usually gave herself an A. The instructor did not 
tell her what she was doing wrong or how to improve. The student was 
glad she got her "one bad" instructor out of the way, since everyone has at 
least one. She wondered if teachers are taught how to be clinical 
instructors. 

After the tape recorder is turned off the student continues to talk. She says 
that one of the reasons that she liked [instructor's name] as an instructor 
was that she was different from previous instructors. The instructor she 
had had the previous semester was new at teaching and the student felt she 
was very insecure. She never went over the procedure even if they had not 
done them before. She would make the students very nervous by quizzing 
them before, and during the procedure would net assist and acted as if she 
expected the student to know everything and do everything right. Even if 
the student knew what she was doing she would "mess up". The student 
talked extensively about how negative the learning experience was and that 
she found it difficult to work with the instructor. Eventually she would go 
to the staff nurse to fmd out what to do and then seek out the instructor. 
The student also talked about another experience with one of the fIrst 
instructors she had had in school. It was such a negative experience that 
she had almost quit. The only reason she did not quit was because it would 
have meant that they "had won". While she was talking about this 
experience her eyes were teary and she was on the verge of crying. She 
related that what bothered her the most was that this instructor who had 
many years of teaching experience had not acted professionally. 

Other data collected during one of the interviews indicating prior nonsupportive 

instructors can be seen in this student comment: 

Seems like I always got the new instructors (snicker) and I think three of the 
fIve were younger than I was, so they were probably a little self conscious 
too about what they were doing, not quite sure of themselves and it might 
have been due more to that than anything else. 

191 



Negative comments about former clinical instructors were also made during the 

observational experiences as indicated by the following excerpts: 

The student talks about what area she may go into when she graduates. She 
talks about an instructor she had the previous semester who turned her off 
on materniiY because she was not a good instructor. This instructor also 
worked at the junior college and she kept telling the students that she could 
not believe what little skills they had and how much better the junior college 
students were. This instructor made her feel as if she could not do anything 
right and did not know anything. The instructor never praised the students 
and they never knew how they were doing. 

Some of the students who remain talk about past instructors they have had 
and how intimidating some of them were. One student, referring to one of 
the instructors says "I think kissing butt would have worked with her." 
Some of the things they disliked about instructors was asking them [the 
students] questions in front of the patient which made them feel inferior. 
They felt they lost the patient's trust in them, when the instructor quizzed 
them until they could not answer a question. 

This suggests that the results of this study were definitely tempered by the choice of 

the faculty included and the limitations of sample size. Having experienced faculty with 

well defined values contributed to results that suggested a nurturing learning environment, 

one in which faculty imparted power through supportive behaviors. 

Contributions and Comparison to the literature 

The literature includes no reported studies on the culture of clinical teaching but has 

suggested what clinical behaviors and characteristics in baccalaureate nursing students 

might be of value to faculty. This evidence will be compared with the findings of this 

study in light of the differences and similarities. 

The T~ported literature on clinical evaluation tools (Cronin-Stubbs & Mathews, 

1982; O~nnarp et al., 1982; Mackenzie et aI., 1982; Rudolph et aI., 1987; Schuster & 

192 



Colvin, 1986; Wood; 1982) indicates that faculty value the application of theory, 

professional characteristics, communication skills, leadership and management skills, 

safety, teaching, and use of self. These are all values that were discovered in this study, 

but the predominant difference is found in the order of importance. In this study, the 

emphases were on the students' development of self followed by being therapeutic, 

professional development and the application of theory. One possible explanation for this 

concerns the issue of evaluation. Since clinical evaluation tools are utilized in order to give 

the students feedback by way of evaluation and grading, the development of self is seldom 

communicated on the tools because of its elusive nature. Rarely are specific behaviors 

identified in measurable terms. It is very difficult to define behaviors that indicate 

development of self, and so although attended to, they are infrequently documented in 

writing. Faculty may also be hesitant to evaluate students in this domain because it implies 

being judgmental of the students' personality rather than their behaviors. 
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Other studies have focused on identifying effective clinical behaviors of faculty that 

students found to be most helpful to their learning. Flagler et al., (1988) indicated that 

what students perceived to be most important was the faculty being supportive of the 

student. Faculty responses about important faculty characteristics were different from 

students in that faculty valued knowledge to a greater degree than students (Mogan & 

Knox, 1987). However, they also valued the interpersonal skills and being supportive of 

the student to a great extent. This supportiveness was clearly valued by the faculty in this 

study. It appears that what faculty have verbalized as valuable in the literature was 

confirmed by the faculty in this study of the clinical setting. 

In a recent study of the instructional and supervisory practices used by faculty 

teaching in the clinical areas in baccalaureate nursing programs, Taylor (1989) found that 

faculty spent at least 30 percent of their time utilizing actions instructing students. 



Somewhat contradictory, this study found that faculty spent over 50 percent of their time in 

teaching behaviors but utilized questioning tlte most prevalently. Taylor looked only at 

instructing and supervising behaviors and did not ask for feedback on caretaking 

behaviors. In addition, no direct observation in the clinical area was accomplished and data 

collection was through the use of a survey instrument 

This study supports what has been gleaned from the literature relating to faculty 

values transmitted through clinical evaluation tools and faculty perceptions of their teaching 

behaviors. It aiso supports the concept that students are getting the messages transmitted to 

them about what faculty value and gives some suggestions as to how these values are 

actually transmitted. The fact that faculty value students who are assertive but also 

compliant suggests an area of confusion for the student. Knowing how assertive to be and 

when compliance was necessary was a difficult task for the aspiring professional. Because 

faculty differ in their perceptions of these two behaviors, students experienced confusion 

from teacher to teacher which suggests that "psyching out" may still be necessary, although 

perhaps to a lesser degree. 

When Olesen aild Whittaker (1968) completed their five year study of baccalaureate 

nursing students, their findings indicated that students spent considerable time trying to 

"psych out" the instructor to learn what the instructor valued and thereby earning a better 

grade. It has been over twenty years since that study was completed, and students still 

have not be given information as to what faculty believe is important. They ar;'! 

nevertheless quite adept at figuring out what is valued, as evidenced by the findings of this 

study, perhaps because faculty are giving clear messages through the culture. Students 

were able to verbalize what faculty valued even in cases when the faculty member was 

somewhat inconsistent in transmitting her values. Because the culture is so intangible, the 

messages are sometimes difficult to isolate and detect, but they obviously exist. The fact 
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that they are being transmitted through an interactive process indicates that the faculty are 

receiving messages back from the students and acting on them. 

Implications ofth.e Study 

Implications of this study include that for the first time faculty behaviors were 

actually identified and documentatec! !'ather than just speculated about. Rituals of the 

culture of clinical teaching were recogni7,ed and described, where there has been no prior 

identification of these. This documentation and description of the rituals and behaviors of 

clinical teachers will be useful for all persons involved in the practice of clinical teaching. 

Graduate students who aspire to be clinical instructors in the baccalaureate nursing 

program will frnd that information on how faculty teach will serve as a guide in establishing 

their teaching roles. Learning specific instructor behaviors will remove much of the 

guesswork from teaching and will enable the individual to develop the needed skills prior to 

entering the clinical teaching arena. The graduate student will have the benefit of 

establishing teaching patterns, behaviors, and values before being placed in a one-to-one 

setting with the baccalaureate student. These future instructors will have more insight on 

how to be clear to students about their values by having more awareness of their own 

values. 

Knowing what behaviors and characteristics experienced faculty value in 

baccalaureate students will serve as a guide for apprentice faculty in establishing what they 

value in clinical behaviors. If novice faculty have not had the benefit of education courses 

at the graduate level, the information from this study will encourage new faculty members 

to utilize positive teaching behaviors rather than relying on the way they were taught. 

Information about beneficial behaviors for clinical teachers can be utilized for 

faculty development with baccalaureate faculty members who have prior teaching 
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experience. As a means of validating their own value system, this information will be of 

great benefit. Reemphasizing the importance of clinical values may serve to rejuvenate 

faculty members who have a long history of teaching experience. It will also enable these 

mature teachers to recognize their power and their ways of transmitting this to the students. 

The definition and categorization of these clinical teaching faculty values will aid 

those faculty members constructing clinical evaluation tools. Clearly defined values can be 

incorporated into the tools and will better communicate to the students the valued behaviors 

and characteristics that their grade will depend upon. This will take some of the guesswork 

out of it for the students but the degree to which the behaviors are valued will still be 

negotiated. 

Undergraduate students will also benefit from this information. Knowing prior to 

clinical experiences what characteristics and behaviors are important to faculty will reduce 

the amount of "psyching out" the student needs to do. This will enable the student to spend 

more time in establishing and internalizing these behaviors and characteristics. Thorough 

defining of the valued characteristics may help prenursing students in determining whether 

they "fit" into nursing. Lacking highly valued characteristics could indicate that the student 

would have major work to accomplish. It might also help the student choose whether this 

is truly their chosen profession and so would be of help in counseling prospective pupils. 

Finally, this information will be of great benefit to administrator,) for decision

making regarding faculty/student ratios in the clinical setting, faculty recruitment, and 

student recruitment. Knowing that faculty spend significant time supporting students 

indicates that a lower faculty/student ratio would be beneficial. Since budgetary restraints 

really control this issue, knowing the culture for each clinical specialty will enable 

administrators to decide where faculty emphasis and smaller clinical groups need to be 

allocated. This information about what clinical instructors do during the clinical hours can 
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assist in establishing firmer guidelines for the use of teaching assistants and part-time 

faculty and give much support in making these decisions. Finally, if this information were 

included in the college philosophy, it would help focus the type of recruitment effort that 

needs to be made. Efforts could be made toward soliciting assertive, mature students, 

thereby contributing to a reduced attrition rate. 

Limitations of the Study 
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This study has several limitations. As a result of being familiar with and having 

worked in the area of clinical teaching for twenty years, preformed values could have 

biased data collection. Although the bias was recognized, it was difficult to completely put 

aside and may have impacted on the results. Secondly, being known to most of the faculty 

and students utilized in the study could have bad an effect on how the faculty and students 

interacted and/or the verbal responses. I have worked at the data collection site for six 

years and have interacted with most of the faculty under study, some of whom are close 

friends as well as associates. This also may have altered the data analysis and the resulting 

positive findings. In the position of Teaching Associate, I taught in a Level I course in the 

current curriculum and so have instructed most of the students in the study and have 

developed close relationships with many. Their responses to me may have been 

moderated by the need to please as well as the fear of negative repercussions. 

A third limitation is that this research was carried out at a Research I university 

which will limit the generalizability of the results to comparable institutions. The time 

constraints of data collection may also limit the results. During one rotation, only the 

afternoon hours were utilized for observation so that the instructor's initial interaction with 

the students was missed. Faculty members were not observed every day of the rotation for 

the entire semester and some students indicated that faculty interacted differently with them 



when I was observing. The following comments were made by students in two of the five 

rotations: 

Vh, well this is kind of mean, but I think that I should say this. I just felt 
that [instructor's name] behavior changed a lot when you first came there. 
And she really interacted with us a lot more after you came. 

Urn, I think when you started doing this she, she changed a lot. When you 
started following her around she would, like, kind of make a point of 
interacting with us. 

And then when she, I know this happened to somebody else, because it was 
discussed, when you were around, but she pulled them aside to make this 
big deal out of nothing. So, I don't know if it's nerves, that you were 
watching, but I noticed this, it happened twice when you were there and its 
never happened when you weren't there. It got, the first time was the 
worst, I mean, she was a nervous wreck, but I don't know if it was just 
you being there... And then the second time was a little bit better and then 
the third was better. I feel it was better, I saw, she was a lot calmer. 

Clinical setting characteristics were limiting, since the type of clinical setting varied 

with each rotation as well as the characteristics of the patient popUlation available for the 

individual student's learning experience. Finally, a convenience sampje of student 

volunteers was used for the student interviews and this may have limited the type of student 

responding. It is more likely that the more assertive andloiangry student would respond 

and since only two or three students were chosen from each clinical group this may have 

contributed to different findings. 

Recommendations for Future Study 

Since this was the first study of the culture of clinical teaching, recommendations 

include further study of this phenomenon. Replication at the same school using a different 

faculty population would be useful as a means of substantiating the findings. Even more 

beneficial would be a similar study with a larger sample size using more faculty from one 
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program or faculty from several different programs. Utilizing a different geographic area is 

also suggested. Findings might also vary if a private institution were studie,d rather than 

the state-supported university that was employed. Even more important would be the 

consideration of the faculty and student population. Since both samples included primarily 

middle class caucasian individuals, their middle class values are certainly net generalizable 

to upper or more importantly, lower class populations. Cultural differences would be 

anticipated from lower-income and minority individuals. 

Replication in an associate degree program would bt; useful for providing 

information regarding the differences in the types of education. Utilizing a similar faculty 

sample, if faculty values were found to be different it would indicate a variation in 

emphasis in the programs. This would support the long-held theory that there are 

dissimilarities in graduates of these programs. 

This study focused on faculty who had years of teaching experience. Very different 

results would likely occur with faculty members who were new to the teaching role. 

Findings might not be quite so positive if novice faculty were used in the sample as 

suggested by the previously discussed student comments. Learning what novice clinical 

faculty value would give insight into the success of graduate education in preparing these 

individuals for teaching. A comparison of findings wit.~ those of this study would be 

valuable in analyzing how faculty values change with time and experience. 

Since this study described the culture of clinical teaching in the baccalaureate 

program, it has few implications for graduate study. Research examining the clinical 

culture in the graduate program would provide awareness to those faculty teaching at that 

level. A case study approach would again be beneficial. Comparisons of the graduate 

faculty values and undergraduate faculty values would allow for a tracking of the variance 

in behaviors prized at the different levels of education. 
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Several issues related to the limitations also need to be considered. The 

generalizability of the results is limited to institutions similar to the one in which the study 

took place. If the study were carried out in several different classifications of colleges and 

universities, rather than only a Research I university, this limitation would be reduced. Or 

if the study were carried out in a Research II, Comprehensive, Doctoral Granting, or 

Liberal Arts institution, the results might be quite different. Comparisons of different types 

of institutions would enable the results to be generalizable to more clinical faculty. 

Another limitation that could be remedied is the student interview popUlation. 

Utilizing more than two or three students from each clinical group would contribute to more 

reliable results by having more varied responses. 

Having a researcher who has itO preformed biases might contribute to different 

results. Also, having an outside resp..archer unfamiliar with the setting or people in it might 

provide different sets of data. A researcher with little or no clinical teaching experience 

could have disparate findings. 

Finally. more consistent observational periods so that all hours were utilized would 

give a clearer picture of what clinical faculty do as well as reduce the inconsistencies 

suggested by the student comments. If faculty were observed every clinical day, all day, 

finer comparisons could be made of the differences between the beginning, middle, and 

end of the course. 

Summary 

Although this study focused on clinical values of the faculty members, its findings 

indicate that it is still unclear how students get messages from faculty. For the most part, 

faculty were consistent in sending messages, but there were some instances where there 

was confusion, and yet students still understood their values. It is questionable whether 
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students are still "psyching out" instructors, or if the culture of the clinical setting is 

enabling students to receive faculty values even in times of inconsistent messages. 

Nursing faculty teaching in the clinical setting functioned more as mentors than as 

teachers. Although not all the criteria for mentorship were fulfilled, the closeness of the 

relationship that developed indicated one that was deeper than teacher-student. Mentoring 

encouraged independence and confidence in the protegee, and students, as protegees, 

tended to emulate their instructor's behaviors, one of which was assertiveness. The other 

behavior emulated by many students was that of therapeutic. Since these faculty were 

modeling many caring behaviors, it was perhaps through the development of this close 

relationship that the student learned. 

The culture of clinical teaching involved an interactive process in which faculty 

members responded to students on an individual basis and treated each in an individual 

way. Student feedback was accepted and responded to and often negotiations took place in 

the clinical setting. The student did not necessarily win the negotiation but were sometimes 

given the power to try. Through this the faculty allowed the students a certain amount of 

autonomy and usually supported them in the process. 

The mentor-like relationship that was evident between the faculty member and 

student contributed to the student developing the characteristics and behaviors that faculty 

valued. The nurturing environment was one in which support and reassurance for the 

students' professional growth was very evident Development of the student as a pe.rson 

was highly valued and the instructors worked to support the student in attaining their goal. 

However, it was very evident that the faculty were in the powerful position to have 

students try to give them what they wanted. This can be seen in the following excerpts: 

I would run over and talk to the patient, I mean I'd run over, if I wasn't 
interacting with them and she came on the unit I would immediately start. 



I would talk to her, I would let her know that I at least looked at these and I 
think this will be my best plan, so that she knows I'm kinda using all the 
resources of the hospital. 

She wants, and I remember thinking "Oh, I need to talk to the [patient], 
don't concentrate on changing this IV to Heplock, also talk to the patient 
because I know that she has mentioned that." So, I would, like, talk to the 
patient and then concentrate, then talk to the patient, then concentrate again. 
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Faculty valued assertive behaviors in students and although they spent the majority 

of their clinical time questioning the students about knowledge base, the message of the 

need for the student to be assertive was sent. Somewhat contradictory and perhaps 

confusing, the faculty also valued students who were compliant; suggesting control on the 

part of the faculty member. The caring, nurturing nature of the faculty also contributed to 

control, for when demonstrating caring about the student the faculty member was indicating 

behaviors that were acceptable. Through praising the acceptable behaviors the faculty 

indicated how the student should act. Reassuring also encouraged acceptable behaviors as 

did supporting and showing concern. Assuring safety suggested actions for the student to 

utilize and allowing mistakes defined acceptable parameters within which they should 

function. Clearly the caring, nurturing nature of the faculty empowered them in their 

interactions with the students. 

The results of this study provide insight into the interactions of those in power in 

the nursing student's clinical setting. lnfonnation about the use of caring behaviors for the 

exercise of this power has been gained and can be used as a foundation for building a more 

complete picture of the culture of clinical teaching. From here, more research is needed, 

parlicularly to consider racial, ethnic and class based differences found in other colleges in 

order to add to the richness of this infonnation. Use of a critical theorist's perspective 

would also lend a divergel1t view and contribute even more questions that need answering. 



APPENDIX A 

FACULTY INTERVIEW 

• Please describe for me what you envision as the ideal clinical nursing student in the 
baccalaureate program. 

• Cite some examples of the behaviors of an excellent clinical student. 

• What are some behaviors of students who are unsatisfactory? 

The following questions are to be used only if additional data is needed: 

• If you were asked to discuss the single most important clinical behavior which would it 
be? 

• What is the most important affective behavior for a student to have obtained during the 
clinical rotation? 

• What is the most important cognitive behavior for a student to have obtained during the 
clinical rotation? 

• How do you approach a student who is performing a procedure differently from the way 
taught but has valid rationale? 

• How do you praise a student? 

• What behaviors help you differentiate an A student from a B student from a C student? 

• When writing up clinical evaluations, what governs how much or what you write about a 
student? 
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APPENDIX B 

STUDENT INTERVIEW 

All of the following questions refer only to this clinical rotation. 

• Tell me what you see is important behavior for you to exhibit in order to get a good grade. 

• What have you done to try to please your clinical instructor? 

• When the clinical instructor is evaluating your performance, what behaviors are important 
to her? 

• When functioning in the clinical area and the instructor is observing you, how do you 

know whether or not what you are doing is right? 

• How does your instructor let you know you are doing a good job? 

• How does your instructor let you know you have made a mistake? 
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APPENDIXD 

FACULTY DISCLAIME..~ 

Faculty Disclaimer 
Research Project: The Culture of Clinical Teaching 

The purpose of this project is to learn what student behaviors are valued by clinical faculty 
teaching in a baccalaureate nursing program and how these values are transmitted to the 
student. This information is important to nursing, for knowing these behaviors can be of 
help to novice faculty who are formulating their beliefs, to experienced faculty who are 
formulating clinical objectives for grading, and to students as a means of helping them 
know what behaviors are important to faculty when grading the clinical experience. 

Participation in this study will include one interview with the researcher which will iast 
approximately one hour and observation of faculty-student interactions in the clinical setting 
during the course of the clinical rotation. The purpose of the interview is to elicit 
information about what student clinical behaviors you value. This interview will be 
audiotaped, transcribed and then erased. Confidentiality will be maintained by assigning a 
number to responses rather than a name. Some demographic data sur.h as age, sex, type 

and level of education, and race/ethnic identity, length of time in nursing, as a nursing 
educator, and as a clinical instructor will be recorded as well. 

You are being asked to voluntarily offer your opinion to questions which the researcher 
will ask. By responding to these questions you will be giving your consent to participate in 
the study. Your name will not be recorded anywhere in the data, and you may choose not 
to answer some or all of the questions if you so desire. Your questions will be answered 
and you may withdraw from the study at any time. There are no costs involved in this 
study and there are no known risks. 

If you have any questions please feel free to contact me. 

Dona Pardo, R.N., M.S.N. 

Doctoral Candidate 

University of Arizona 
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APPENDIX E 

STUDENT DISCLAIMER 

Student Disclaimer 
Research Project: The Culture of Clinical Teaching 

The purpose of this project is to learn what student behaviors are valued by clinical faculty 
teaching in a baccalaureate nursing program and how these values are transmitted to the 
student. This information is important to nursing, for knowing these behaviors can be of 
help to novice faculty who are formulating their beliefs, to experienced faculty who are 
formulating clinical objectives for grading, and to students as a means of helping them 
know what behaviors are important to faculty when grading the clinical experience. 

Participation in this study will include one interview with the researcher which will last 
approximately one hour, and observation of the student-faculty interactions in the clinical 
setting during the course of the clinical rotation. The purpose of the interview is to 
understand what you are experiencing. This interview will be audiotaped, transcribed and 
then erased. Confidentiality will be maintained by assigning a number to responses rather 
than a name. Some demographic data such as age, sex, education, and race/ethnic identity 
will be recorded as well. 

You are being asked to voluntarily offer your opinion to questions which the researcher 
will ask. By responding to these questions you will be giving your consent to participate in 
the study. Your name will not be recorded anywhere in the data, and you may choose not 
to answer some or all of the questions if you so desire. Your questions will be answered 
and you may withdraw from the study at any time. There are no costs involved in this 
study and there are no known risks. This information will not be shared with the faculty 
member so there will be no consequences to your clinical grade. 

If you have any questions please feel free to contact me. 

Dona Pardo, R.N., M.S.N. 
Doctoral Candidate 

University of Arizona 
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APPENDIXF 

FACULTY FACE SHEET 

I.D. NUMBER ____ _ 

AGE __ 

LEVELOFEDUCATION ______________ _ 

TYPE OF EDUCATIONAL PROGRAM A TIENDED __________ _ 

RACE I ETHNIC IDENTITY _________ _ 

NUMBER OF YEARS IN THE NURSING PROFESSION ______ _ 

LENGTH OF TIME AS A NURSING EDUCATOR _______ _ 

LENGTH OF TIME AS A CLINICAL INSTRUCTOR _______ _ 
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APPENDIX G 

STUDENT FACE SHEET 

I.D. NUMBER _____ _ 

AGE __ _ 

LEVEL OF EDUCATION __________ _ 

RACEIETHNIC IDENTITY _________ _ 
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APPENDIX H 

CODES OF FACULTY ACTIONS IN THE CUNICAL SETTING 

TOTAL FACULTY FACULTY 1.1 (PED) FACULTY #2 (MAT) 

Behavior % # Behavior % # Behavior % 

Questioning 22 26 Instructing 18 40 Questioning 26 
Instructing 15 26 Guiding 18 21 Instructing 14 
Caring 11 19 Questioning 11 13 Guiding 9 
Guiding 10 13 Praising 9 12 Kidding 8 
Praising 9 12 Correcting 9 12 Correcting 8 
Pro Independence 6 10 Caring 8 10 Pro Independence 6 
Correcting 6 9 Helping 6 9 Caring 7 
Helping 5 7 Pro Independence 4 8 Praising 5 
Intervening 4 6 Intervening 4 7 Intervening 5 
Kidding 4 4 Adm Fallibility 3 6 Helping 4 
Adm Fallibility 3 3 Observing 2 4 Adm Fallibility 3 
Observing 2 2 Kidding 1 4 Observing 3 
Allow Mistakes 1 2 Sharing Self 1 3 Diffusing Anger 2 
Sharing Self I 2 Allow Mistakes 1 1 Allow Mistakes 1 
Diffusing Anger 1 1 Sharing Seif 1 

FACULTY #3 (PSY) FACULTY t/4 (CH) FACULTY #5 (MIS) 
# Behavior % # Behavior % # Behavior % 

35 Instructing 19 74 Questioning 28 75 Questioning 26 
32 Questioning 17 42 Instructing 15 32 Praising 11 
26 Caring 12 24 Praising 9 29 Caring 11 
17 Praising 9 22 Guiding 9 25 Pro Independence 9 
15 Guiding 9 20 Correcting 8 23 Instructing 8 
10 Pro Independence 5 17 Helping 6 20 Helping 7 
10 Adm Fallibility 5 16 Caring 6 19 Intervening 7 
8 Observing 4 16 Pro Independence 6 18 Guiding 6 
8 Intervening 4 11 Kidding 4 11 Correcting 4 
8 Sharing Self 4 6 Intervening 2 10 Kidding 4 
5 Kidding 3 5 Adm Fallibility 2 6 Adm Fallibility 2 
5 Correcting 3 5 Diffusing Anger 2 5 Diffusing Anger 2 
3 Helping 2 2 Observing 1 3 Sha..;ng Self 1 
1 Diffusing Anger 1 1 Allow Mistakes 1 1 Observing 1 

1 Sharing Self 1 Allow Mistakes 



211 

APPENDIX I 

SIMILARITIES AND DIFFERENCES IN VALUES ACROSS FACULTY 

FACULTY #1 FACULTY #2 FACULTY #3 FACULTY #4 FACULTY #5 

# Behavior # Behavior # Behavior # Behavior # Behavior 

D 11 Knowledge 11 Knowledge 11 Knowledge 11 Knowledge 11 Knowledge 
0 10 Compliant 10 Compliant 10 Compliant 10 Compliant 10 Compliant 
C 8 Assenive 8 Assertive 8 Assertive 8 Assertive 8 Assertive 
U 6 Therapeutic 6 Therapeutic 6 Therapeutic 6 Therapeutic 6 Therapeutic 
M 3 Disciplined 3 Disciplined 3 Disciplined 3 Disciplined 3 Disciplined 
T 3 Skillful 3 Skillful 3 Skillful 3 Skillful 3 Skillful 

A 21 Disciplined 12 Disciplinoo 17 Therapeutic 21 Assertive 10 Therapeutic 
N 11 Therapeutic 10 Compliant 14 Assertive 12 Compliant 7 Disciplined 
E 6 Knowledge 9 Assertive 6 Compliant 9 Therapeutic 6 Assertive 
C 4 Compliant 8 Therapeutic 3 Knowledge 4 Knowledge 4 Knowledge 
D 3 Assertive 6 Skillful 2 Disciplined 4 Skillful 2 Compliant 
L 2 Skillful 5 Knowledge o Skillful 2 Disciplined o Skillful 

F 15 Therapeutic 6 Assertive 11 Assertive 13 Assertive 27 Thera~utic 
A 13 Assertive 4 Compliant 8 Compliant 8 Thera~utic 10 Compliant 
C 5 Skillful 3 Thera~utic 7 Knowledge 8 Compliant 9 Disciplined 

4 Disciplined 3 Knowledge 2 Therapeutic 8 Knowledge 6 Knowledge 
1 4 Compliant 3 Disciplined 1 Disciplined 5 Skillful 4 Assertive 
N 3 Knowledge 1 Skillful o Skillful o Disciplined 1 Skillful 

0 42 Assertive 48 Compliant 99 Assertive 84 Assertive 80 Therapeutic 
B 32 Therapeutic 47 Assertive 49 Knowledge 35 Compliant 51 Assertive 
S 21 Skillful 22 Therapeutic 40 Therapeutic 33 Therapeutic 42 Compliant 
E 18 Disciplined 20 Knowledge 30 CCrnpliant 26 Knowledge 27 Discipiined 
R 18 Compliant 17 Disciplined 6 Disciplined 19 Disciplined 24 Knowledge 
V 15 Knowledge 14 Skillful 1 Skillful 18 Skillful 1 Skillful 

S 10 Compliant 21 Disciplined 23 Assertive 15 Therapeutic 18 Therapeutic 
T 9 Knowledge 18 Assertive 15 Therapeutic 12 Disciplined 9 Knowledge 
D 8 Assertive 10 Compliant 9 Compliant 12 Assertive 8 Disciplined 

3 Disciplined 8 Knowledge o Knowledge 12 Compliant 8 Compliant 
1 o Therapeutic 2 Therapeutic o Disciplined 12 Knowledge 5 Assertive 
N o Skillful 1 Skillful o Skillful 1 Skillful 2 Skillful 

Most Iml!Qrtant Clinical Behavior Stated b~ Facult~ 
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APPENDIX J 

V ALVES COMPARISONS FOR FACULTY # 1 (PED) 

DOCUMNTS ANECDTALS FAC !NT OBSERV STDINT 

# Behavior # Behavior # Behavior # Behavior # Behavior 

S 11 Knowledgeable 2'; Disciplined 15 Therapeutic 42 Assertive 10 Compliant 
H 10 Compliant 11 Therapeutic 13 A~sertive 32 Therapeutic 9 Knowledgeable 
A 8 Assertive 6 Knowledgeabte 5 Skillful 21 Skillful 8 Assertive 
p 6 Therapeutic 4 Compliant 4 Disciplined 18 Disciplined 3 Disciplined 
N 3 Disciplined 3 Assertive 4 Compliant 18 Compliant o Knowledge 
G 3 Skillful 2 Skillful 3 Knowled~eable 15 Knowledgeable o Skillful 

P 10 Compliant 4 Compliant 13 Assertive 42 Assertive 10 Compliant 
S 8 Asserth'e 3 Assertive 4 Compliant 18 Compliant 8 Asserth'e 
N 

N 
R 6 Therdpeutic 21 Disdplined 15 Therapeutic 32 Therapeutic 3 Disciplined 
S 3 Disciplined 11 Therapeutic 4 Disciplined 18 Disciplined o Therapeutic 
E 

L 
R II Knowledgeable 6 Knowledgeable 5 Skillful 21 Skillful 9 Knowledgeable 
N 3 Skillful 2 Skillful 3 Knowled~eable 15 Knowledgeable o Skillful 
R 

Most Important Clinical Behavior Stated by Faculty 
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APPENDIX K 

VALUES COMPARISONS FOR FACULTY #2 (MAT) 

DOCUMNTS ANECDTALS FAClNT OBSERV STDINT 

# Behavior # Behavior # Behavior # Behavior # Behavior 

S II Knowledgeable 12 Disciplined 6 Assertive 48 Compliant 21 Disciplined 
H 10 Compliant 10 Compliant 4 Compliant 47 Assertive 18 Assertive 
A 8 Assertive 9 Assertive 3 Thera~utic 22 Therapeutic 10 Compliant 
p 6 Therapeutic 8 Therapeutic 3 Knowledl:eable 20 Knowledgeable 8 Knowledgeable 
N 3 Disciplined 6 Skillful 3 Disciplined 17 Disciplined 2 Therapeutic 
G 3 Skillful 5 Knowledgeable 1 Skillful 14 Skillful 1 Skillful 

P 
R 10 Compliant 10 Compliant 6 ASS~[tiy~ 48 Compliant 18 Assertive 
S 8 Assertive 9 Assertive 4 Compliant 47 Assertive 10 Compliant 
N 

N 
R 6 Therapeutic 12 Disciplined 3 Thera~utic 22 Therapeutic 21 Disciplined 
S 3 Disciplined 8 Therapeutic 3 Disciplined 17 Disciplined 2 Therapeutic 
E 

L 
R II Knowloogeable 6 Skillful 3 Knowlool:eable 20 Knowledgeable 8 Knowledgeable 
N 3 Skillful 5 Knowledgeable 1 Skillful 14 Skillful 1 Skillful 
R 

Most Important Clinical Behavior Stated by Faculty 
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APPENDIX L 

VALUES COMPARISONS FOR FACULTY # 3 (PSY) 

DOCUMNTS 

1/ Behavior 

II Knowledgeable 
10 Compliant 
8 Assertive 
6 Therapeutic 
3 Disciplined 
3 Skillful 

10 Compliant 
8 Assertive 

6 Therapeutic 
3 Disciplined 

ANECDTALS 

1/ Behavior 

17 Therapeutic 
14 Assertive 
7 Compliant 
3 Knowledgeable 
2 Disciplined 
o Skillful 

14 Assertive 
7 Compliant 

17 Therapeutic 
2 Disciplined 

FAC INT 

1/ Behavior 

12 Assertive 
8 Compliant 
7 Knowledgeable 
2 Therapeutic 
1 Disciplined 
o Skillful 

12 Asse,.ti,·e 
8 Compliant 

2 Therapeutic 
1 Disciplined 

OBSERV 

1/ Behavior 

99 Assertive 
49 Knowledgeable 
40 Therapeutic 
30 Compliant 
6 Disciplined 
I Skillful 

99 Assertive 
30 Compliant 

40 Therapeutic 
6 Disciplined 

STDINT 

1/ Behavior 

23 Assert've 
15 Therapeutic 
9 Compliant 
o Knowledgeable 
o Disciplined 
o Skillful 

23 Assertive 
9 Compliant 

15 Therapeutic 
o Disciplined 

k II KnowleJgeailit: 3 K.:1Gwledge<tbk 7 Knowledgellhle 49 Knowledgeable 0 Knowledgeable 
N 3 Skillful 0 Skillful 0 Skillful 1 Skillful 0 Skillful 
R 

Most Important Clinical Behavior Stated bv Faculty 
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APPENDIX M 

VALUES COMPARISONS FOR FACULTY # 4 (CH) 

DOCUMNTS 

# Behavior 

11 Knowledgeable 
10 Compliant 

g Assertive 
6 Therapeutic 
3 Disciplined 
3 Skillful 

10 Compliant 
8 Asserth'e 

6 Therapeutic 
3 Disciplined 

ANECDTALS 

# Behavior 

21 Assertive 
12 Compliant 
9 Therapeutic 
4 Knowledgeable 
4 Skillful 
2 Disciplined 

21 Asserth'" 
12 Compliant 

9 Therapeutic 
2 Disciplined 

FAC INT OBSERV 

# Behavior # Behavior 

13 Assertive 84 Assertive 
8 Therapeutic 35 Compliant 
8 Compliant 33 Therapeutic 
8 Knowledgeable 26 Knowledgeable 
5 Skillful 19 Discipline 
o Disciplined 18 Skillful 

13 Assertive 
8 Compliant 

8 Therapeutic 
o Disciplined 

84 Assertive 
35 Compliant 

33 Therapeutic 
19 Disciplined 

STD!NT 

# Behavior 

15 Therapeutic 
12 Assertive 
12 Compliant 
12 Knowledgeable 
12 Disciplined 

1 Skillful 

12 Assertive 
12 Compliant 

15 Therapeutic 
12 Disciplined 

R 11 Knowledgeable 4 Knowledgeable 8 ~1~ 26 Knowledgeable 12 Knowledgeable 
N 3 Skillful 4 Skiilful 5 Skillful 18 Skillful 1 Skillful 
R 

Most Important Clinical Behavior Stated by Faculty 
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APPENDIX N 

V ALUES COMPARISONS FOR FACULTY # 5 (MIS) 

DOCUMNTS 

# Behavior 

11 Knowledgeable 
10 Compliant 
8 Assertive 
6 Therapeutic 
3 Disciplined 
3 Skillful 

10 Compliant 
8 Assertive 

6 Therapeutic 
3 Disciplined 

ANECDTALS 

# Behavior 

10 Therapeutic 
7 Disciplined 
6 Assertive 
4 Knowledgeable 
2 Compliant 
o Skillful 

6 Assertive 
2 Compliant 

10 Therapeutic 
7 Disciplined 

FAC INT 

# Behavior 

27 Therapeutic 
10 Compliant 
9 Disciplined 
6 Knowledgeable 
4 Assertive 
1 Skillful 

10 Compliant 
4 Assertive 

OBSERV 

# Behavior 

80 Therapeutic 
51 Assertive 
42 Compliant 
27 Di~.:iplined 
24 Knowledgeable 

1 Skillful 

51 Assertive 
42 Compliant 

27 Therapeutic 80 Therapeutic 
9 Disciplined 27 Disciplined 

STDINT 

# Behavior 

18 Therapeutic 
9 Knowledgeable 
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8 Compliant 
5 Assertive 
2 Skillful 

8 Compliant 
5 Assertive 

18 Therapeutic 
8 Disciplined 

R 11 Knowledgeable 4 Knowledgeable 6 Knowledi!eable 24 KnOWledgeable 9 Knowledgeable 
N 3 Skillful 0 Skillful 1 Skillful 1 Skillful 2 Skillful 
R 

Most Important Clinical Behavior Stated by Faculty 

216 



LIST OF REFERENCES 

Anderson. G.L. (1974). Trends in education for the professions. (ERIClHigher 
Education Research Report No.7). Washington, D.C.: American Association for 
Higher Education. 

Andrusyszyn, M.A. (1989). Clinical evaluation of the affective domain. Nurse Education 
Today, 2, 75-81. 

Armington, C.L.. Reinikka. E.A. & Creighton, H. (1972). Student evaluation - Threat or 

incentive? Nursing Outlook, 20( 12), 789-92. 

Barham, V.Z. (1965). Identifying effective behavior of the nursing instructor through 
critical incidents. Nursing Research, 14(1),65-9. 

Becher, T. (1984). The cultural view. In 8. Clark (ed.), Perspectives in Higher 
Education. Berkeley: University of California Press. 

Becker. H.S., Geer, 8., Hughes, E.C. & Strauss, A.L. (1961). Boys in white: Student 
culture in medical school. Chicago: University of Chicago Press. 

Bergman, K. & Gaitskill, T. (1990). Faculty and student perceptions of effective clinical 
teachers: An extension study. Journal of Professional Nursing, Q( 1), 33-44. 

Blomquist. B.L., Cruise, P.O. & Cruise, RJ. (1980). Values of baccalaureate nursing 
students in secular and religious schools. Nursing Research, 29(6), 379-83. 

Blomquist, K.B. (1985). Evaluation of students: Intuition is important. Nurse Educator, 
10(6), 8-11. 

Blumer, H. (1969). Symbolic interactionism: Perspective and method. Englewood 
Cliffs, New Jersey: Prentice Hall, Inc. 

Bondy. K.N. (1983). Criterion-referenced definitions for rating scales in clinical 
evaluation. Journal of Nursing Education, 22(9), 376-82. 

217 



Bowen, D.D. (1986). The role of identification in mentoring female protegees. Group 
and Organizational Studies, 1l(1-2), 61-74. 

Bowen, H.R. & Schuster, J.H. (1986). American professors: A national resource 
imperiled. New York: Oxford University Press. 

Bowers, BJ. (1988). Grounded theory. In B. Sarter (ed.), Paths to Knowledge. (pp. 
33-59). New York: National League for Nursing. 

Bradley, J. (May 14,1986). Personality or performance? Nursing Times, 45-6. 

Bridgman, M. (1953). Collegiate education for nursing. New York: Russell Sage 
Foundation. 

Brink, PJ. & Wood, MJ. (1983). Basic steps in planning nursing research. from 
question to proposal. Monterey, California: Wadsworth Health Sciences Division. 

Brown, S.T. (1981). Faculty and student perceptions of effective clinical teachers. 
Journal of Nursing Education, 20(9), 4-15. 

Brozenec, S., Marshall, J.R., Thomas, C. & Walsh, M. (1987). Evaluating borderline 
students. Journal of Nursing Education, 26(1), 42-4. 

Bucher, R. & Stelling, J.G. (1977). Becomipg professional. Beverly Hills, California: 
Sage Publications. 

Carlson, D.S., Lubiejewski, M.A & Polaski, AL. (1987). Communicating leveled 
clinical expectations to nursing students. Journal of Nursing Education, 26(5), 
194-6. 

Carpenito, LJ. & Duespohl, T.A (1985). A guide for effective clinical instruction. 
Rockville, Maryland: Aspen Publishers, Inc. 

Chenitz, W. C. & Swanson, J.M. (1986). From practice to grounded theory: Oualitative 
Research in Nursing. Menlo Park, California: Addison-Wesley Publishing Co. 

218 



Christy, T.E. (1980). Clinical practice as a function of nursing education: An historical 
analysis. Nursing Outlook, 2H(8), 493-7. 

Craig, lL. & Page, G. (1981). The questioning skill:l of nursing instructors. Journal of 
Nursing Education, 20(5), 18-23. 

Crist, A.L. (1940). Measuring student attainment. The American Journal of Nursing, 
40(7), 802-6. 

Cronin-Stubbs, D. & Mathews, J.J. (1982). A clinical performance evaluation tool for a 
process-oriented nursing curriculum. Nurse Edllgator, 1(4),24-9. 

Davidhizar, R.E. & McBride, A. (1985). How nursing students explain their success and 
failure in clinical experiences. Journal of Nursing Education, 24(7), 284-90. 

Davis, F. (1968). Professional socialization as subjective experience: The process of 
doctrinal conversion among student nurses. In H.S. Becker, B. Geer, D. Reisman & 
R.S. Weiss (eds.)~ Institutions and the Person. (pp. 235-51). Chicago: Aldine 
Publishing Company. 

De Voogd, R. & Salbenblatt, C. (1989). The clinical teaching associate model: 
Advantages and disadvantages in practice, Journal of Nursing Education, 28(6), 
276-7. 

Elliott, P. (1972). The sociology of the professions. New York: Herder & Herder. 

Eble, K.E. (1985). The aims or college teaching. San Francisco: Jossey-Bass 
Publishers. 

Erickson, B.L. & Erickson, G.R. (1980). Working with faculty teaching behaviors. 
New Directions for Teaching and Learning, 1, 57-67. 

Field, W.E., Gallman, L., Nicholson, R. & Dreher, M. (1984). Clinical competencies of 
baccalaureate students. Journal of Nur.:ing Education, 23(7), 284-93. 

Flagler, S., Loper-Powers, S. & Spitzer, A. (1988). Clinical teaching is more than 
evaluation alone. Journal of Nursing Education, 21(8), 342-8. 

219 



Flexner, A. (1915). Is social work a profession? School and Society, 1(26), 901-11. 

Fowler, G.A. & Heater, B. (1983). Guidelines for clinical evaluation. Journal of 
Nursing Education, 22(9), 402-4. 

Freidson, E. (1970). Professional dominance. New York: AIdine Publishing Co. 

Fuhrmann, B.S. & Grasha, A.F. (1983). A practical handbook for college teachers. 
Boston: Little, Brown and Company. 

Garvin, B.J. & Boyie, K.K. (1985). Values of entering nursing students: Changes over 
10 years. Research in Nursing and Health, ft, 235-41. 

Gennaro, S., Thielen, P., Chapman, N., Martin, J. & Barnett, D.C. (1982). The birth, 
life, and times of a clinical evaluation tool. Nurse Educator, 1(1), 27-32. 

Gentile, j.R. & Stevens-Haslinger, C. (1983). A comprehensive grading scheme. 
Nursing Outlook, 11(1), 49-54. 

Gilman, A.S. (1921). Hospital and training school administration. The American Journal 
of Nursing, 21, 478-81. 

Glaser, B.G. & Strauss, A.L. (1967). The discovery of grounded theory: Strategies for 
gyalitative research. New York: Aldine De Gruyter. 

Greer, P.S. (1990). The one minute clinical instructor: An application of the principles of 
the one minute manager. Journal of Nursing Education, 22(1),37-8. 

Gross, lW. & Eckhart, DJ. (1986). Modified contractual grading. Nursing Outlook, 
34(4), 184-7. 

Hamilton, M.S. (1981). Mentorhood: A key to nursing leadership. Nursing Leadership, 

~(1), 4-13. 

Harrow, AJ. (1972). A taxonomy of the psychomotor domain: A guide for developing 
behavioral objectives. New York: David McKay Company, Inc. 

220 



Hawkins, J.W. (1981). Clinical experiences in collegiate nursing education. New York: 
Springer Publishing Company. 

Hayter. J. (1973). An approach to laboratory evaluation. The Journal of Nursing 
Education, 12(4), 17-22. 

Holder, J.P. (1986). The effects of clinical education settings on student anxiety levels. 
Nurse Anesthetists, 54(6), 537. 

Hurd, H.M. (1908). The proper length of the period of training for nurses. The 
American Journal of Nursing. ~(8), 671-83. 

Infante. M.S. (1975). The clinical laboratory in nursing education. New York: John 
Wiley & Sons, Inc. 

Infante, M.S., Forbes, EJ., Houldin, A.D. & Naylor, M.D. (1989). A clinical teaching 
project: Examination of a clinical teaching model. Journal of Professional Nursing, 
~(3). 132-9. 

Jackson, R. (1987). Approaching clinical, teaching and evaluation through the written 
word: A humanistic approach. Journal of Nursing Education, 26(9),384-5. 

Jackson, S.S., Mead, J.E. & Moore, J.B. (1984). Evaluating clinical fitness. Journal of 
Nursing Education, 23(8),364-6. 

Jacobson, M.D. (1966). Effective and ineffective behavior of teachers of nursing as 
determined by their students. Nursing Research, li(3), 218-24. 

Jensen. D.M. (1952). Clinical instruction and its integration in the curriculum. St. Louis: 
The C.Y.Mosby Company. 

Johnson, G., Lehman, B.B. & Sandoval, J.B. (1988). Clinical exam: A summative 
evaluation tool. Journal of Nursing Education. 27(8), 373-4. 

Karns, PJ. & Schwab, T.A. (1982). Therapeutic -:cmmunication and clinical instruction. 
Nursing Outlook, 30(1),39-43. 

221 



Kiker, M. (1973). Characteristics of the effective teacher. Nursing Outlook, £l( 11), 
721-3. 

Kleehammer, K., Hart, A.L. & Keck, J.F. (1990). Nursing student's perceptions of 
anxiety-producing situations in the clinical setting. Journal of Nursing Education, 
29(4), 183-7. 

Knox, J.E. & Mogan, J. (1985). Important clinical teacher behaviours as perceived 
by university nursing faculty, students and graduates. Journal of Advanced Nursing, 
10, 25-30. 

Koff, N.A. (1989). Trainee negotiation of professional socialization in medical education. 
(Doctoral Dissertation, The University of Arizona, 1989). 

Kramer, M., Polifroni & Organek, N. (1986). Effects of faculty practice on student 
learning outcomes. Journal of Professional Nursing, 2(5), 289-301. 

Krumme, U.S. (1975). The case for criterion·ref..erenced measurement Nursing 
Outlook, 23( 12), 764-70. 

Kuh, G.D. & Whitt, E.J. (1988). The invisible tapestry: Culture in american colleges 
and universities. ASHE-ERIC Higher Education Report No. 1 Washington, D.C.: 
Association for the Study of Higher Education. 

Lacey, C. (1977). The socialization of teachers. London: Metheun. 

Layton, Sr. M.M. (1969). How instructor's attitudes affect students. Nursing Outlook, 
1],27-9. 

Leske, G.S. & Ripa, L. (1985). Comparison of dental student's academic performance 
using honors/pass/fail and letter grades. Journal of Dental Education, 49(3), 176-8. 

Lincoln, Y.S. & Guba, E.G. (1985). Naturalistic inquiry. Beverly Hills: Sage 
Publications. 

Lindeman, C.A. (1989). Curriculum revolution: Reconceptuaiizing ciinical nursing 
education. Nursing and Health Care, 10(1),23-8. 

Mackenzie, R.S., Antonson, D.E., Weldy, P.L., Welsch, B.B. & Simpson, W.J. 

222 



(1982). Analysis of disagreement in the evaluation of clinical products. Journal of 
Dental Education, 46(5), 284-8. 

Majorowicz, K. (1986). Clinical grades and the grievance process. Nurse Educator, 
ll(2), 36-40. 

Maheux, B. & Beland, F. (1986). Student's perceptions of values emphasized in three 
medical schools. Journal of Medica1 Education, 61, 308-16. 

Marvin, M.M. (1930). Supervision of clinical instruction. The American Journal of 
Nursing. 30(8), 1053-60. 

Mayhew, L.B. (1971). Changing practices in education for the professions. Atlanta: 
Southern Regional Education Board. 

McCracken, G. (1988). The long interview. Beverly Hills: Sage Publications. 

McGlothlin, W.J. (1964). The professional schools. New York: The Center for Applied 
Research in Education, Inc. 

Mcisaac, I. (1902). Clinical teaching for nurses. The American Journal of Nursing, J(2), 
99-102. 

Meisenhelder, J.B. (1982). Clinical evaluation - An instructor's dilemma. Nursing 
Outlook, 30(6),348-51. 

Meleca, C.B., Schimpfhauser, F., Witteman, 1.K. & Sachs, L. (1981). Clinical 
instruction in nursing: A national survey. Journal of Nursing Education, 20(8), 
32-39. 

Merton. R.K., Reader, G.G. & Kendall, P. (1957). The student-physician. Mass.: 
Harvard University Press. 

Miller, Sr. P. (1982). Student grade appeals procedure and process. journal of Nursing 
Education. 21 (6), 34-8. 

223 



Mitchell, S.W. (1902). Nurses and their education. The American Journal of Nursing. 
11(11), 899-807. 

Mogan, J. & Knox, J .E. (1987). Characteristics of 'best' and 'worst' clinical teachers as 
perceive6 oy university nursing faculty and students. Journal of Advanced Nursing, 
]1,331-7. 

Morgan, B., Luke, C. & Herbert, J. (1979). Evaluating clinical proficiency. Nursing 
Outlook, 27, 540-4. 

Murdock, J.E. (1986). Evolution of the nursing curriculum. Journal of Nursing History. 
2(1),16-35. 

Murphy. A. C. (1988). Characteristics of the effective clinical teacher of nursing as 
perceived by students and faculty (Doctoral Dissertation, University of Connecticut). 

Nash, D.A., Moore, R.N. & Andes, J.O. (1981). Academic dismis~ for clinical 
reasons: Implications of the Horowitz case. Journal of Dental Education, 45(3), 
150-5. 

Nyre, G.F. & Reilly, KC. (1979). Professional education in the eighties: Challenges and 
responses. (AAHE-ERIClHigher Education Research Report No.8) Washington, 

D.C.: American Association for Higher Education. 

Nutting, M.A. (1901). The preliminary education of nurses. The American Journal of 
Nursing,I(6).416-26. 

Olesen, V.L. & Whittaker, E.W. (1968). The silent dialogue: A study in the social 
psychology of professional socialization. San Francisco: Jossey-Bass, Publishers. 

O'Neill, M.F. (1973). A study of baccalaureate nursing student values. Nursing 
Research, 22(5), 437-43. 

O'Shea, H.S. & Parsons, M.K. (June, 1979). Clinical instruction: Effective/and 
ineffective teacher behaviors. Nursing Outlook, 411-5. 

224 



Parse, R.R., Coyne, A.B. & Smith, M.J. (1985). Nursing research: Qualitative methods. 
Bowie, MD: A Prentice-Hall Publishing Company. 

Pugh, EJ. (1980). Factors influencing congruence between beliefs, intentions, and 
behaviors in the clinical teaching of nursing (Doctoral Dissertation, Northwestern 
University). 

Rauen, K.C. (August, 1974). The clinical instructor as role model. The Journal of 
Nursing Education, 33-40. 

Redman, B.K. (1965). Conflicts in clinical teaching in nursing. Nursing Forum, ~(2), 
48-53. 

Rein, H. (1940). Reconciling theory and practice. The American Journal of Nursing. 
40(11), 1252-55. 

Reverby. S. (1987). A caring dilemma: Womanhood and nursing in historical 
perspective. Nursing Research, 36(1), 5-11. 

Riddle, M.M. (1905). The present state of educational methods. The American Journal 

of Nursing, 5.(9), 604-611. 

Rokeach. M. (1973). The nature of human values. New York: The Free Press. 

225 

Romberg, E. (1984). A factor analysis of students' ratings of clinical teaching. Journal of 
Dental Education, 48(5).258-62. 

Rosaldo, R. (1989). Culture and truth: TIle remaking of social analysis. Boston: Beacon 
Press. 

Rudolph, E., Kaiser, K.A. & Corrigan, MJ. (1987). Construct validity of a clinical
performance-evaluation tool in community health nursing. Public Health Nursing. 

~.(2), 89-98. 

Schein, E.H. (1985). Organizational culture and leadership. San Francisco: Jossey

Bass. 



Schuster, S. & Colvin, M. (1986). Clinical progress notes: A challenge for the nurse 

educator. Journal of Nursing Education, 25( i), 33-6. 

Schweer, J.E. & Gebbie, K.M. (1976). Creative teaching in clinical nursing. (3rd. ed.). 

St. Louis: The C.V. Mosby Company. 

Simpson, I.H. (1979). From student to nurse: A longitudinal study of socialization. 

New York: Cambridge University Press. 

Smircich, L. (1983). Concepts of culture and organizational analysis. Administrative 

Science Quarterly, 28, 339-58. 

Smith, D.W. (1977). Perspectives on clinical teaching. (2nd ed.), New York: Springer 

Publishing Company. 

Smith, M.R. (1950). Clinical teaching and learning. The American Journal of Nursing. 

50(6), 371-3. 

Spradley. J.P. (1979). The ethnographic interview. Dallas: Holt, Rinehart and Winston. 

Spradley, J.P. (1980). Participant observation. Dallas: Holt, Rinehart and Winston. 

Stritter, F.T., Hain, J.D. & Grimes, D.A. (1975). Clinical teaching reexamined. Journal 

of Medical Education, 50, 876-82. 

Strong. Mrs. (1901). Education in nursing. The American Journal of Nursing, 1 (5), 

344-50. 

Stuebbe, B. (1980). Student and faculty perspectives on the role of a nursing instructor. 
Journal of Nursing Education. 19(7),4-9. 

Taylor, D.E. (1989). Preparing nurses to practice in contemporary health care systems: 
An analysis of the instructional and supervisory practices as perceived by nursing 

faculty teaching in clinical settings (Doctoral Dissertation, University of Maryland). 

Theis, E.C. (1988). Nursing student's perspectives of unethical teaching behaviors. 

Journai ofi~ursing Education, 27(3),102-6. 

226 



Thurston, H.I., Flood, M.A., Shupe, I.S. & Gerald, K.B. (1989). Values held by 
nursing faculty and students in a university setting. Journal of Professional Nursing. 
~(4), 199-207. . 

University of Arizona, College of Nursing. (1985). Self-Study re.port for continuing 
accreditation of the baccalaureate and master's programs. Tucson, Az. 

Wang, A.M. & Blumberg, P. (1983). A study on interaction techniques of nursing 
faculty in the clinical area. Journal of Nursing Education, 22(4), 144-51. 

Ward, A.S. (1920). What we owe to the student nurse. The American Journal of 
Nursing. 20(12), 953-5. 

Weinholtz, D. & Ostmoe, P.M. (1987). Selecting clinical teaching strategies. In H.L. 
Van Hoozer, B.D. Bratton, P.M. Ostmoe, D. Weinholtz, MJ. Craft, c.L. Gjerde & 
M.A. Albanese, The teaching process: Theory and practice in nursing. (pp. 173-
210). Norwalk, Conn: Appleton-Centurj-Crofts. 

Werner-McCullough, M. & L'Orange, C. (1985). }>lltting "Oomph" into clinical 
conferences. Nurse Educator, 10(6),33-5. 

Williams, M.A., Bloch, D.W. & Blair, E.M. (1978). Values and values changes of 
graduate nursing ~tudents: Their relationship to faculty values and to selected 
educational factors. Nursing Research, 27(3), 181-9. 

'Windsor, A. (1987). Nursing students' perceptions of clir.ical experience. Journal of 
Nursing Education, 26(4), 150-4. 

Wong, J. (1978). Nurse-teacher behaviours in the clinical field: Apparent effect on 
nursing student's learning. Journal of Advanced Nursing, 3., 369-72. 

Wong. J. & Wong, S. (1987). Toward effective clinical teaching in nursing. Journal of 
Advanced Nursing, il, 505-13. 

Wood. V. (1982). Evaluation of student nurse clinical performance - A continuing 
problem. International Nursing Review, 29(1), 11-18. 

Wood, V. (1986). Clinical evaluation of student nurses: Syiiabus neWs for nursing 

227 



instructors. Nurse Education Today. Q, 208-14. 

Wood, V. (1987). The nursing instructor and clinical teaching. International Nursing 
Review, 34(5), 120-5. 

WoolJey, A.S. (1977). The long and tortured history of clinical evaluation. Nursing 
Outlook, 25(5), 308-15. 

Zimmerman, L. & Waltman, N. (1986). Effective clinical behaviors of faculty: A review 
of the literature. Nurse Educator, 11(1), 31-4. 

Zimmerman, L. & Westfall, J. (1988). The development and validation of a scale 
measuring effective clinical teaching behaviors. Journal of Nursing Education, 
27(6), 274-7. 

228 


