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3

1

Theoretical Foundations of 
Teaching and Learning

I am not a teacher; only a fellow traveler of whom you asked the way.  

I pointed ahead—ahead of myself as well as of you. 
G e o r G e  B e r n a r d  S h aw  (n.d., n.p.)

Some educators might share George Bernard Shaw’s (1908) notion that 
teaching is about learning with students as fellow travellers. Others might 
see the process of teaching in entirely different ways. However, few educa-
tors would disagree with Shaw’s view that the practice of teaching involves 
pointing ahead through intentional processes that facilitate learning. 
Clinical teachers can guide learners with the help of established theoretical 
foundations from the discipline of education.

Theoretical foundations in the discipline of education include under-
standing and valuing how to integrate scholarship into the practice of 
teaching. They also include knowing how to apply conceptual frameworks, 
theories, and models. Conceptual frameworks are overarching views of the 
world. They differ from theories in that they are often more abstract and 
enduring than theories. Theories tend to offer more immediate, practical, and 
factual guidance. They are more adaptable to change and might or might 
not be useful, depending on the circumstances. Models offer even more 
specific direction and are often represented visually in a diagram or chart.
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Theoretical foundations include terms such as “educate, ” “pedagogy, ” 
and “andragogy.” The word educate comes from the Latin educere, which 
means to draw out and develop (Educate, n.d.). Pedagogy, the art and science 
of education, seeks to understand practices and methods of instruction that 
can help teachers to educate or draw out learners (About Education, n.d.). 
Although pedagogy seeks to understand how to teach learners of all ages, 
andragogy is the study of helping adults to learn (Knowles, 1984). Students 
enrolled in health-care programs in postsecondary or higher education 
institutions are considered adult learners.

Historically, higher education in general (and clinical teaching in 
particular) placed little importance on the actual practice of how to teach. 
Professors and instructors in postsecondary institutions were honoured 
more for knowledge of subject matter within their discipline than for 
instructional methods. However, since the time of Socrates, scholars of 
education have examined how learning occurs, which instructional practi-
ces facilitate learning, and the contexts in which learning occurs best. 
Today content knowledge alone is not enough—clinical teachers must 
ground their practice in an understanding of educational processes. In this 
chapter, we provide a brief introduction to the scholarship of teaching and 
learning, common conceptual frameworks, and adult education theories 
and models. In each section, we include creative practical strategies that 
educators in the health professions can readily use in their everyday clinical 
teaching practice.

T h e S chol a r S h i p of T e ach i ng a n d l e a r n i ng

In 1990, Ernest Boyer, then the president of the Carnegie Foundation for 
Teaching, challenged an existing norm in higher education. Traditionally, 
university educators—known as the “professoriate” or the “academy”—were 
expected to demonstrate their scholarship primarily by researching and 
publishing in their areas of content expertise. In his seminal publication, 
Scholarship Reconsidered: Priorities of the Professoriate, Boyer called for a 
broader definition of scholarship that recognizes excellent teaching and 
content area research as equally important. He proposed four separate 
yet overlapping functions of scholarship: the scholarship of discovery, the 
scholarship of integration, the scholarship of application, and the scholar-
ship of teaching. Boyer defined the different forms of scholarship as follows.
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The scholarship of discovery comes closest to what is meant when 
academics speak of “research.”. . . No tenets in the academy are 
held in higher regard than the commitment to knowledge for its 
own sake. . . . [It is] central to the work of higher learning . . . and 
contributes not only to the stock of human knowledge but also to 
the intellectual climate of college or university.

The scholarship of integration underscores the need for scholars 
who give meaning to isolated facts, . . . making connections across 
disciplines, placing the specialties in larger context, illuminating 
data in a revealing way  .  .  . [It is] serious, disciplined work that 
seeks to interpret, draw together, and bring new insight to bear 
on original research. .  .  . [It] fit[s] one’s research—or the research 
of others—into larger intellectual patterns.

The scholarship of application moves toward engagement  .  .  . 
[and] reflect[s] the Zeitgeist of the nineteenth and early twentieth 
century that . . . land grant colleges . . . were founded on the princi-
ple that higher education must serve the interests of the larger 
community. . . . [It is] tied to one’s special field of knowledge and 
relate[s] to, and flow[s] directly out of, this professional activity, . . . 
requiring the vigor—and the accountability—traditionally associ-
ated with research activities.

Finally, we come to the scholarship of teaching. . . . As a schol-
arly enterprise, teaching begins with what the teacher knows. . . . 
Those who teach must, above all, be well informed, and steeped 
in the knowledge of their fields.  .  .  . Teaching is also a dynamic 
endeavor involving all analogies, metaphors, and images that 
build bridges between the teacher’s understanding and the 
student’s learning.  .  .  . Yet, today teaching is often viewed as a 
routine function, tacked on, something almost anyone can do. . . . 
Defined as scholarship, however, teaching both educates and 
entices future scholars  .  .  . and keeps the flame of scholarship 
alive (p.14–25).

The evolving definition of scholarship later came to include six expect-
ations. To be considered scholarly, teachers’ work must demonstrate clear 
goals, adequate preparation, appropriate methods, significant results, effect-
ive presentation, and reflective critique (Glassick, 2000; Glassick et al., 1997).
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As the scholarship of teaching became more widely known, Lee 
Shulman (1998), another president of the Carnegie Foundation, extended 
the definition further by introducing four important standards. Work must 
be (1) made public in some manner; (2) have been subjected to peer review 
by members of one’s intellectual or professional community; (3) citable, 
refutable, and able to be built upon; and (4) shared among members of 
that community.

As the importance of roles for learners in the process of teaching also 
gained recognition, Boyer’s (1990) scholarship of teaching continued to 
evolve and is now referred to as the scholarship of teaching and learning. 
Journals such as the International Journal for the Scholarship of Teaching 
and Learning, Journal of the Scholarship of Teaching and Learning, Canadian 
Journal for the Scholarship of Teaching and Learning, and Canadian 
Association of Schools of Nursing (C aSn) Quality Advancement in Nursing 
Education are examples of refereed journals committed to public dissemin-
ation of teachers’ scholarly work. Educators in nursing (Cash & Tate, 2012; 
Duncan et al., 2014; Oermann, 2015), pharmacy (Gubbins, 2014), physical 
therapy (Anderson & Tunney, 2014), and other health professions are 
making concerted efforts to apply the scholarship of teaching and learning 
to both clinical and academic areas of practice.

In Canada, C aSn (2013) developed a seminal position statement on 
scholarship. This statement adapts Boyer’s (1990) model of scholarship 
and includes the scholarship of teaching as an activity expected of nurse 
educators.

A Strategy to Try  Everyday Scholarship

Imagine a new way to solve a common teaching dilemma or to introduce 
an innovation into your clinical teaching practice. Consider the standards 
of scholarship as you think through the issues involved. How can you make 
public the solutions that you develop or the innovations that you create 
so others can benefit? How can you invite peers to review them? How and 
where can you cite the explanations of what you have done so others can 
know about them, refute them, or extend them?
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com mon conce p T ua l f r a m e wor k S 

Invitational Theory

William Purkey (1992) put forward invitational theory as an educational 
framework of learning and teaching relationships based on human value, 
responsibility, and capability. Invitational learning is observed in the social 
context, in which learners should be invited by the teacher to develop 
their potentials. The four pillars of invitational theory are respect, trust, 
optimism, and intentionality. The invitational instructor invites learners in, 
welcomes them, creates warm and welcoming educational environments, 
provides optimum learning opportunities, and bids them a warm farewell 
at the conclusion of the learning experience.

In 1983, Parker Palmer introduced the term “invitational classroom.” 
He emphasized that “an air of hospitality” facilitates the inviting environ-
ment (1983/1993, p. 71). Hospitality in his words means “receiving each 
other, our struggles, our newborn ideas, with openness and care” (p. 74). 
Palmer concluded that both teachers and learners experience positive 
consequences when the classroom is invitational (see 1983/1993, 1998, 2007).

A Strategy to Try  Meaningful Introductions

To be true to invitational theory, the instructor needs to find ways to 
welcome learners to the course as a great host would welcome guests to 
a dinner party. Introductions are important if you adopt the invitational 
theory viewpoint.
 Rather than having learners just say their names, consider inviting them 
to share a special object (e.g., their favourite teacup or a picture of their 
special place). This will create fodder for discussion, help each person to 
feel like an individual, and promote connections among learners in the 
group.
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Constructivism

Constructivist thinking, as espoused by seminal educationalists such as 
Jean Piaget (1972) and Lev Vygotsky (1978), suggests that knowledge is 
constructed by learners themselves. Those who view the world through a 
constructivist lens believe that learners bring valuable existing knowledge 
to their learning experiences. They view the role of the teacher as building 
on that knowledge by providing personally meaningful activities.

Constructivist teachers also believe that learning will be enhanced by 
interactions with informed others such as teachers, practitioners, and peers. 
Therefore, an important aspect of any constructivist teacher’s practice is to 
plan for and facilitate opportunities for helpful social interaction. In clinical 
teaching environments, instructors who use a constructivist conceptual 
perspective will create impactful connections individually with students 
and ensure that opportunities for connections with other students and staff 
members are possible.

Melrose et al. (2013, p. 71) summarize constructivism as a conceptual 
framework:

Constructivist learning environments incorporate consensually 
validated knowledge and professional practice standards, and 
competencies are comprehensively evaluated. Students’ miscon-
ceptions are identified and redirected. Learners are viewed as 
having a unique and individual zone of ability where they are able 
to complete an activity independently. Working collaboratively, 
students and teachers determine what assistance is needed to 
move toward increasing that zone of independence.

Instructional scaffolding. Just as carpenters use scaffolds to support and 
prop up buildings during the construction process, so too educators use 
scaffolds to support learners temporarily. Scaffolds might be needed the 
most at the beginnings of learning experiences and are gradually decreased 
as students become increasingly able to achieve learning outcomes 
independently (Hagler et al., 2011; Morgan & Brooks, 2012; Sanders & 
Welk, 2005).

Scaffolds initially provide substantive foundational knowledge, offer 
sequenced opportunities for understanding new ideas, and are gradually 
withdrawn as learners construct their own ways of understanding the 
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material. Learning activities are designed to link to students’ personal goals, 
connect theory to practice, and invite deep and critical reflection.

Clinical teachers can expect that instructional scaffolds such as a 
syllabus, course outcomes, and required evaluation activities are in place 
for student groups. However, each clinical area offers unlimited possibil-
ities for additional innovative scaffolds. For example, clinical teachers can 
create specific activities for their clinical agency placement areas. They 
can tailor orientation activities to fit their specific practicum placement 
areas. They can create advance organizers such as concept maps and 
mind maps (Melrose et al., 2013) illustrating approaches to patient care 
or procedures that students will implement. Clinical teachers can also 
sketch simple diagrams to supplement verbal or textual instructions. They 
can pose thought-provoking questions that invite learners to view the 
world in new ways (Nevers & Melrose, 2016). They can model procedures 
and invite students to participate as much as they are able, turning the 
activity over to students themselves whenever possible. Clinical teach-
ers can share their own clinical experiences, both those that involved 
clear professional responses and those that were ambiguous and without 
clear answers. Woodley (2015) suggests creating individualized orientation 
folders, either paper or electronic, to distribute to students at the beginning 
of their clinical rotation.

A Strategy to Try  Craft a Catchy Mnemonic

Mnemonics are memory aids that use the first letters of a set of words to 
form sequences of information that are easy to remember. One example 
is the well-known a BC of resuscitation, A for airway, B for breathing, and 
C for circulation. You can craft a catchy mnemonic to help learners in 
your area remember critical points. Select three to five important pieces of 
information about a common condition or procedure. Choose one word 
to represent each of these critical points. Include at least one word starting 
with a vowel if possible. Share your mnemonic with students early in the 
clinical experience and encourage all members of the group to refer to it 
during discussions.
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From the Field  Arrange Private One-to-One Student Meetings

Before each clinical practicum, arrange a private one-to-one meeting with 
each of your students. Draw from the following “getting to know you” set 
of questions to guide your discussions.

• What is your style of learning?
• What are some of your strengths and challenges?
• What are your expectations of your instructor?
• How can I help you as a learner?
• How will I know when you are anxious, stressed, or nervous?
• What are you looking forward to in this upcoming practice 

experience?
• Why did you go into your professional field, and where do you see 

yourself after completing your program?
• Do you have any health professionals in your family or any 

experience in your field yourself?
• Do you work outside of school?
• What are your hobbies or interests?
• Any other concerns I can address at this point?

L y n d a  c h a m p o u x ,  B S n ,  I n S t r u c t o r ,  a n d  c o L L e a G u e S ,  
d e pa r t m e n t  o f  n u r S I n G ,  c a m o S u n  c o L L e G e

Transformational Learning

Adult educator Jack Mezirow (1978, 1981, 1997, 2009) is credited with articu-
lating transformational learning as a framework for teaching and learning. 
This worldview suggests that learning involves meaningful and transform-
ative shifts in students’ established beliefs and assumptions. These shifts 
are expected to occur when disorienting dilemmas arise. In other words, 
learners can experience profound transformations when they have been 
deeply affected by a learning experience. Clinical learning environments 
offer limitless opportunities for both teachers and students to think in new 
and different ways and to experience transformational learning.

Teachers who ground their practice in transformative learning find 
ways to challenge learners. They look for clinical experiences that can 
trigger new insights and invite critical reflection. These teachers encourage 
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students to question what they believe to be true. They also expect students 
to question what they are taught and what they see in practice. Critical 
thinking and critical reflection are key elements of this conceptual 
framework.

Critical thinking. Critical thinking involves analyzing, assessing, and 
reconstructing (Critical Thinking Community, n.d.). Individuals who 
think critically seek relevant information and make judgments, interpret-
ations, and inferences based on evidence and context (Brookfield, 2012; 
Burrell, 2014; Hansson, 2019; Rowles, 2012; Turner, 2005; Zygmont & Moore 
Schaefer, 2006). Socrates was one of the first educators to espouse the 
use of questioning methods by teachers (Socratic questioning) to require 
learners to think deeply, challenge their own assumptions, and gather 
evidence before accepting new ideas (Paul & Elder, 2007). Two clinical 
teaching activities that promote critical thinking are reflective journalling 
and case studies.

Critical reflection. Clinical components or programs in health profes-
sions often use reflective journalling. As an assignment, it is well suited 
to adult learners, helps to bridge the theory-to-practice gap, and can 
promote reflective practice (Chelliah & Zain, 2016; Garrity, 2013). The 
process fosters development of higher order thinking skills (Jarvis & 
Baloyi, 2020) and promotes personal and professional growth, empower-
ment, and development of knowledge, skills, and attitudes (Garrity, 2013). 
As a transformative learning approach, reflective journalling creates 
needed introspective opportunities for students to identify and analyze 
their feelings of discomfort, stress, or anxiety (Ganzer & Zauderer, 2013; 
Waldo & Hermanns, 2009).

Journals are often used as a tool for student evaluation (Ekelin et 
al., 2021; Lasater & Nielsen, 2009; Ross et al., 2014; Waldo & Hermanns, 
2009). Including reflective journalling in evaluation is a key advantage 
for students, providing an opportunity for them to articulate and share 
the experiences that transformed or shifted their thinking. Teachers or 
clinical staff members might not otherwise be aware of these experien-
ces or their profound impacts. With reflective journalling, students can 
think critically, be creative, express personal views, and critique their 
own performance.

Yet an expected disadvantage of evaluating reflective journalling is the 
reluctance of students to self-critique fully and honestly if doing so might 
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affect the grades that they receive. Teachers can find it difficult to mark 
journals objectively, and reviewing them can be time consuming (Chan, 
2009). Guidelines for implementing reflective journalling assignments 
include providing clear explanations of what critical reflection means, 
what the approximate length of journal entries should be, how often they 
should be submitted, and the extent of privacy and confidentiality that 
students can expect (Chan, 2009). Timely feedback on student journal 
entries strengthens the reflective process.

A Strategy to Try  Critical Reflection: What It Is and What It Is Not

Differentiating between reflective journal entries demonstrating critical 
thinking and those simply recording activities and observations might not 
be easy for students. If reflective journalling is used in your program, or 
you wish to invite students to journal, show them what critical reflection 
is. Provide examples of journal entries that demonstrate introspection, 
self-critique, and experiences of feeling distressed or anxious. Emphasize 
the importance of reflecting honestly on what went well and what could or 
should be done differently next time. To illustrate what critical reflection 
is not, also provide examples of entries that are more superficial and do 
not really indicate shifts in thinking or a willingness to look at issues in 
new ways.

Case studies or case methods are also widely used during clinical 
components of programs for health professions. Case studies promote 
critical thinking, problem solving, self-direction, active learning, and 
communication skills (Carnegie Mellon, n.d.; Gaberson et al., 2015; Popil, 
2011; Tomey, 2003).

Case studies are stories of real-life situations with complexities, dilem-
mas, and issues that are more abstract than concrete. Details in case studies 
are important, and the information presented must be specific. “Correct” 
responses and professional actions should not immediately be appar-
ent. This lack of clarity provides learners with opportunities to practise 
identifying the kinds of problems that are present, to suggest different 
treatment approaches, and, most importantly, to consider new points of 
view (Carnegie Mellon, n.d.).
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Clinical teachers can draw from their own experiences to create case 
studies, or they can access fully developed and peer-reviewed cases posted 
on health-care resources websites. When judging the merit of a case study 
for use in a specific area, assess whether the client situation and the setting 
are realistic and whether the information provided is detailed but brief. 
Discussion questions accompanying the cases should be open ended, invit-
ing critiques and inspiring questions about the additional information 
that learners need to seek (Carnegie Mellon, n.d). Supplementing any 
case study activity with background information, such as anatomical and 
physiological reviews, lab test information, or excerpts from required 
texts, will help students to solve problems posed within the case in more 
informed ways.

A Strategy to Try  Draft a Case Study

Reflect on your own experiences as you first began working in the area 
where you now teach. Does a particular case stand out? Why? As a new 
practitioner, what was difficult or perplexing about this case? How did 
you and other members of the health-care team try to resolve dilemmas 
associated with the case? What did you try that worked? What did not 
work? What did you wish you had known then that you know now? How 
did you go about finding the additional information you needed?
 Write out the key details as briefly as possible as a draft case study. 
Separately, write out discussion questions and supplemental theoretical 
information. Ask your colleagues to review your draft case study, share 
it with different groups of students, and revise it as necessary. When your 
draft case study is consistently well received, consider submitting it for 
publication on an open educational resource website such as MER LOT 
(MER LOT Health Sciences, n.d.). By publicly sharing your well-received 
case study, you will strengthen your own scholarship and provide other 
clinical teachers with a useful teaching tool.
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Indigenous Ways of Knowing

It is beyond the scope of this book to provide an in-depth exploration 
of the many experiences that contribute to Indigenous ways of knowing. 
Considerable diversity exists among Indigenous peoples around the world, 
and our aim is simply to offer a sampling of some of the assumptions and 
beliefs that might undergird some Indigenous worldviews. As a way of 
inviting educators in the health professions to explore ideas associated 
with Indigenous thinking further (and in their own ways), we introduce the 
concepts of “coming to know” and “holistic thinking” with brief comments 
on each.

Coming to know is a key concept within many Indigenous worldviews. 
It emphasizes a process of reflecting deeply and personally and of finding 
a balance between Indigenous knowing and Western perspectives (Snively 
& Williams, 2016). This reflective process requires people to undertake 
both formal and informal learning tasks by calming their minds, turning 
their thoughts inward, and establishing a mindset that seeks to reveal 
a sense of harmony with nature. The experience of coming toward (or 
coming to) learning includes a belief that people have gained valuable 
wisdom from their ancestors and that it will support them in approaching 
tasks with an open mind and a kind heart and spirit (Snively & Williams,  
2016).

Holistic thinking also plays an important role in Indigenous ways of 
knowing. Holistic (or wholistic) perspectives view people as whole beings, 
with interconnections among all aspects of their physical, emotional, spirit-
ual, and intellectual selves (Cull et al., 2018). These interconnections extend 
beyond individuals and emphasize respect for, and connections to, the 
land. High value is also placed on belonging and on relationships with 
others, including family members, communities, and nations (Cull et al., 
2018). Teaching approaches that include storytelling (discussed further in 
Chapter 5), and opportunities for Elders to share oral traditions, support 
holistic thinking.

Holistic thinking is reflected in a set of learning principles articu-
lated by the First Nations Education Steering Committee (n.d.), the group 
collaborated with Indigenous elders, scholars, and knowledge keepers 
to develop the following nine principles that reflect Indigenous ways of  
learning:



Theoretical Foundations of Teaching and Learning 15

https://doi.org/10.15215/aupress/9781771993319.01

1. Learning ultimately supports the well-being of the self, the family, 
the community, the land, the spirits, and the ancestors.

2. Learning is holistic, reflexive, reflective, experiential, and relational 
(focused on connectedness, on reciprocal relationships, and on a 
sense of place).

3. Learning involves recognizing the consequences of one’s actions.
4. Learning involves generational roles and responsibilities.
5. Learning recognizes the role of Indigenous knowledge.
6. Learning is embedded in memory, history, and story.
7. Learning involves patience and time.
8. Learning requires exploration of one’s identity.
9. Learning involves recognizing that some knowledge is sacred and 

only shared with permission and or in certain situations.

The developers of these principles acknowledged that, though the 
principles do not capture the realities and experiences of all Indigenous 
peoples, they do reflect the common values about and perspectives on 
education held by one Canadian group (Alberta Regional Professional 
Development Consortium, 2018; First Nations Education Steering Commit- 
tee, n.d.). Educators can apply the principles as a foundation for increasing 
their understanding of some of the commonalities and cultural constructs 
inherent in Indigenous ways of knowing.

A Strategy to Try  Learn More about Indigenous Ways of Knowing

Which resources are available in your educational institution, clinical 
setting, or community that could help you to learn more about Indigenous 
ways of knowing? Which support services or organizations are available 
to Indigenous students or health professionals? Initiate contact with one of 
these organizations and explore ways to create collaborations. For example, 
develop a list of guest speakers who would be willing to join your clinical 
group during a post-conference (virtually or in person). Or subscribe to a 
newsletter and note any public activities of interest to you or your students.
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a du lT e duc aT ion T h e or i e S  a n d mode l S

Since Malcolm Knowles (1980, p. 43) labelled andragogy as the “art and 
science of helping adults learn, ” theorists in adult education continue to 
contribute important ideas about how teachers can best facilitate learning 
among adults. Many of these ideas or emerging theories are well suited to 
clinical learning environments, in which practitioners in their workplaces 
are actively working with both clients and students.

Assumptions underlying andragogy as an educational approach 
(Knowles 1975, 1980, 1984) are that adult learners are independent and 
self-directed. They bring accumulated life experiences that are rich resour-
ces for learning. Adults’ learning needs are closely related to their changing 
social roles. Adults are motivated by internal rather than external factors. 
They are problem centred and most interested in immediate application of 
knowledge. For younger learners and those with little existing knowledge 
of a topic, some teaching might need to be more teacher-directed than 
self-directed. However, most adult educational experiences are grounded in 
a climate of acceptance, respect, and support, with learners expected to be 
actively involved in co-creating their learning. In the following paragraphs, 
we discuss three foundational elements of andragogy: self-direction, experi-
ential learning, and collaboration.

Self-Direction

Self-direction is a foundational element of andragogy. Individuals who 
are self-directed accept responsibility for their learning by selecting, 
managing, and assessing many of the activities that they need throughout 
their learning process (Brookfield, 1984; Guglielmino, 2014; International 
Society for Self-Directed Learning, n.d.; Knowles, 1975). Many practicum 
students in the health professions had their previous learning experiences 
directed by teachers who told them what to do, what to study, and which 
goals to achieve. When students have had limited opportunities to assume 
responsibility for their own learning, clinical instructors can help by clearly 
communicating that self-direction is expected and required. For example, 
instructors can ask “How do you direct your own learning and how can we 
best help in that effort?” (Douglass & Morris, 2014, p. 13).
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A Strategy to Try  I Can Do That

Think about a time when you needed to implement a new clinical activ-
ity, but instructions weren’t available. What did you do? How did you 
select resources or information to guide you? What did you do with these 
resources to manage them or piece them together? How did you assess your 
process and determine that you could go ahead and safely implement the 
activity?
 Self-direction involves selecting, managing, and assessing what’s needed 
to be able to say “I can do that.” In a group discussion, explain your own 
process of self-direction to students. Using the questions above, invite 
students to share examples of how they went about learning a new task. 
Close the activity by emphasizing the importance of self-direction in 
clinical learning environments.

Experiential Learning

Experiential learning, also termed “hands on” or “learning by doing, ” is a 
second foundational element of andragogy. Experiential learning theory 
suggests that, when learners are directly immersed in activities and then 
reflect analytically on their experiences, the process can integrate cogni-
tive, emotional, and physical functions (Association for Experiential 
Education, n.d.; Dewey, 1938; Kolb, 1984). Each learner’s experience is 
uniquely personal and will vary with context.

Teachers can support experiential learning by becoming involved in 
learners’ ways of analyzing their experiences. Teachers can guide learners 
toward thinking beyond just the local contexts of their experiences (Moon, 
2004). For example, Jacobson and Ruddy (2004) suggest posing questions 
such as Did you notice. . . ? Why did that happen? Does that happen in life? 
Why does that happen? How can you use that?

David Kolb (1984; Kolb & Fry, 1975) created an enduring model to 
explain experiential learning. He theorized that learning is a spiralling 
process of four steps. First, learners carry out an action or have a concrete 
experience. Second, they think about or reflect on that action in relation to 
that specific situation. Third, they try to understand the abstract concepts 
involved and look for ways to generalize beyond the specific situation. Fourth, 
they apply the knowledge and test what they discovered in new situations.
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A Strategy to Try  Start a Keeper File

Practitioners in different clinical areas do not all do things in the same 
way. When students are implementing clinical activities in one placement 
area, they can find it challenging to generalize accurately beyond that 
specific situation. To encourage students to think broadly about what they 
are learning from what they are doing and how that knowledge might be 
applied to other situations, suggest that they develop a keeper file.
 A keeper file is a collection of notes that students believe will be valuable 
in their future practice. Each note in the file includes a brief reflection on a 
clinical activity that they implemented in their present practicum. It should 
also include relevant theoretical thinking. Most importantly, though, it 
should include why students thought that being able to do this activity was 
a keeper. What did they learn in this practicum that can be generalized and 
applied in other clinical experiences and in their future practice?

Collaboration

A third foundational element of andragogy is replacing the hierarchy 
between teachers and students with collaboration and shared responsib-
ility (Brookfield, 1986; Brookfield & Preskill, 2005; Imel, 1991). Traditional 
university programs presented information primarily through didactic 
methods such as lectures and assigned readings. Motivation was extrinsic, 
usually in the form of grades. Students often worked alone and might 
have felt that they were in competition with their peers. However, as ideas 
from the field of adult education are integrated into higher education 
settings, shifts are occurring. Students are now more familiar with the 
notion that they are expected to be active participants in their learning. 
Motivation is becoming more intrinsic, and most university students have 
experience working in small groups (Kurczek & Johnson, 2014). Integrating 
collaboration among students and having them work together in clinical 
practice areas can be an effective instructional approach and one that is 
relatively easy to apply. In contrast, establishing a learning environment 
in which the hierarchy between teachers and students is eliminated is 
less straightforward. Ultimately, teachers evaluate students. Still, teach-
ers’ relationships with students in higher education programs can be  
collaborative.
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In academic settings, the teaching role is changing from authoritative 
professor to learning facilitator. One example is King’s (1993, p. 30) seminal 
call for teachers in higher education to be more like a “guide on the side” than 
a “sage on the stage.” Daloz (2012) urges higher education teachers to create 
mentoring relationships with students. Competitive thinking among students 
can be reduced by pass or fail grading systems rather than numeric or letter 
grades (Kohn, 2012; Melrose, 2017; White, 2010). In clinical settings, teachers 
are investing more in their relationships with students and making efforts 
to facilitate discussions rather than simply transmit knowledge (Beckman 
& Lee, 2009). Collaborative learning is not a matter of expert teachers 
transmitting knowledge to amateurs; rather, it is teachers and students 
working together to pursue knowledge (Barkley et al., 2005; Palmer, 2007).

Clinical teachers can collaborate and share responsibility for learning 
by inviting students to take on leadership roles within their clinical groups. 
In the following two “From the Field” strategies, instructors provide direc-
tion for activities that can help to facilitate collaboration.

From the Field  Take a Turn at Team Leading 

Most teams of health professionals working together in institutions or 
agencies have someone designated as the team leader. This is often a 
rotating position. That is, someone is assigned to the role for a certain 
period, and then another person takes on the role. Often the team leader 
is someone who has several years of experience.

During their clinical placement experience, students can practise being 
the team leader for other students in their clinical group. Usually, a clinical 
group of approximately eight students will work a shift on the same unit.

This is how the activity is organized.

• Each week during the clinical placement a student is assigned the 
role of team leader.

• The student who is acting as team leader arrives 15 minutes early  
for the shift to review the patients whom each student in the group 
will be caring for on that shift. The student team leader talks to 
the nurse in charge and makes certain that the patients whom the 
students are caring for are stable and appropriate to be assigned to 
student nurses.
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• During the shift, the student team leader uses leadership skills 
to remind the other students on the team about matters such as 
changes in doctors’ orders, incoming laboratory results, documen-
tation requirements, discharge planning, and maintenance of 
professional standards. The student team leader organizes breaks 
and ensures that coverage is appropriate. The leader also provides 
feedback to and support for team members and acts as the liaison 
between the instructor and each student on the team.

Note that, if the student group is too large for one student team leader, the 
instructor can divide the group and assign one leader to every three or 
four students.

Taking a turn in team leading with a student group will help students 
with entry-to-practice competencies related to leadership in coordinating 
health care by

• providing practice in designing patient assignments based on factors 
such as acuity of the patients and nurses’ experience and skill level;

• providing experience in supervising and evaluating the 
performance of other health-care providers; and 

• providing experience with facilitating continuity of client care.

J a c q u e L I n e  m a n n ,  m n ,  a c a d e m I c  c o o r d I n a t o r ,  
c e n t r e  f o r  n u r S I n G  a n d  h e a L t h  S t u d I e S ,  a t h a B a S c a  u n I v e r S I t y

From the Field  Leading Rounds

Rounds, traditionally defined as “a series of professional calls on hospital 
patients made by doctors or nurses” (Rounds, n.d.), can be adapted to a 
student-led learning activity.

Permission for the instructor and clinical group to visit and gather at 
the bedside must be obtained from the patient and unit or agency managers.

In preparation for leading the clinical group in a professional call or 
round with their patient or client, each student presents the patient to the 
clinical group, noting diagnosis, treatment, and plans for care.

Then, at the bedside, each student leads the round on this patient while 
the instructor and other members of the group observe the interaction and 
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the environment. The round can include an introduction to the patient and 
a quick priority assessment such as a BCIOPS (a: airway, B: breathing, C: 
circulation, I: intake, O: output, P: pain and comfort, S: safety). As appro-
priate, the round may also include a chart review to highlight vital signs, 
procedures, and equipment being used.

Ensure that private space is available for the instructor and the group 
to debrief and exchange feedback after the round.
a m e L I a  c h a u v e t t e ,  r n ,  B S c n ,  m S c n ,  t h o m p S o n  r I v e r S  u n I v e r S I t y

Learning styles. Another strategy for clinical teachers to facilitate collabor-
ation is to provide an opportunity for everyone in the group to complete 
an inventory of preferred learning styles. This is especially valuable at 
the beginning of a course. The process of teachers and students working 
together to discover and then share the ways in which they learn best can 
offer valuable reminders that everyone learns differently. The process can 
also remind teachers intentionally to implement a variety of different 
instructional approaches, not just those that they are familiar with or prefer 
themselves. A quick Google search will yield an abundance of inventories 
for preferred learning styles. Many of them are unsuitable because they 
are lengthy, must be purchased, or are restricted by copyright law. One 
inventory, the Va K /Va R K questionnaire, is suitable and readily available 
for public use on the Va R K (n.d.) website.

The Va K (Fleming & Mills, 1992; Va R K , n.d.) model suggests that 
people prefer one of three styles of learning: visual, auditory (aural), or 
kinesthetic. Visual learners prefer movies, pictures, diagrams, displays, 
and handouts. They appreciate the opportunity to observe someone else 
complete a task or demonstrate it before they do it themselves. They work 
well from written directions. They might use phrases such as “show me.” 
Auditory or aural learners prefer listening to spoken words or sounds. They 
value listening to instructions from experts. They work well from telephone 
or recorded directions. They might use phrases such as “tell me.” Kinesthetic 
learners prefer physical experiences such as touching, feeling, holding, and 
doing. They are most comfortable learning tasks by stepping right in and 
trying to do what they are expected to do. They might use phrases such as 

“let me try.” At different times and in different situations, people might prefer 
different ways of learning and combinations of learning styles.
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An additional learning style, reading and writing, was later added 
to the Va K , which became the Va R K (Va R K , n.d.). Reading and writing 
learners prefer text-based information and materials. They are drawn 
to information presented in lists, manuals, textbooks, class notes, and 
PowerPoint lectures. They might use phrases such as “I read that.”

A Strategy to Try  What’s Your VARK?

As a way of minimizing the hierarchy between teachers and students, try 
completing the Va R K as a collaborative group activity early in the course. 
The Va R K (visual, aural, reading and writing, kinesthetic) is an inventory 
of learning style preferences available for free at http://vark-learn.com/
home/. Participants submit an online questionnaire and receive immediate 
feedback indicating the learning styles that they prefer. The site does not 
collect personal information.
 Once you and your students have all completed the Va R K , discuss the 
results. Some members of the group will prefer pictures and demonstrations 
(visual); some will prefer spoken words and recorded instructions (aural); 
some will prefer textbooks and PowerPoint lectures (reading and writing); 
and some will prefer touching and hands-on actions (kinesthetic). Most 
people value these different ways of learning but are particularly drawn 
to one or two. During the discussion of learning style preferences, ask for 
students’ help in ensuring that your preferences do not dominate and that 
the student group shares responsibility for including a variety of different 
styles throughout the course.

concluS ion

In this chapter, we invited teachers to consider the idea of travelling with 
students as they journey toward their destination of becoming health-care 
professionals. Foundational knowledge from the discipline of education 
and the field of adult education can help clinical teachers to facilitate 
learning intentionally. Boyer’s (1990) work articulating the scholarship 
inherent in teaching processes has encouraged educators to approach their 
work in new ways.

Teachers explore the everyday aspects of their practice through research 
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studies and then disseminate their findings in peer-reviewed journals focused 
exclusively on education. Most health-care disciplines now have journals in 
which educators share research findings and best teaching practices.

Conceptual frameworks offer important guidance to teachers from a 
variety of disciplines. In health care, ideas from the invitational, construc-
tivist, transformative, and Indigenous worldviews are particularly useful. 
Invitational views highlight welcoming learning environments that promote 
a climate of trust, respect, and optimism. A constructivist view emphasizes 
valuing what learners already know and builds instructional scaffolds to 
promote independence and extend existing knowledge. A transformative 
view stresses shifts in students’ assumptions and gears learning experiences 
to triggering new insights and provoking critical reflection. Clinical learning 
activities that can provoke critical reflection include reflective journalling 
and case studies. An Indigenous view emphasizes the importance of “coming 
to” learning with an open mind and heart and adopting a holistic way of 
thinking that embraces interconnectivity with self, the land, and others.

Students who attend programs in postsecondary or higher education 
settings are considered adult learners. Theories and models from the field 
of adult education are based on the assumptions that adults bring life 
experiences to any learning event, that their learning needs are likely 
related to their changing social roles, and that they are motivated by 
internal rather than external factors. Adults learn best when addressing 
real-life problems, and they want to apply what they learn immediately. 
Foundational elements grounding most adult education theories are that 
adult learners value self-direction, experiential learning, and collaboration. 
Self-direction involves the ability to select, manage, and assess many of 
the activities needed for a learning experience. Experiential learning, or 

“learning by doing, ” means actually doing an activity and then reflecting 
analytically on the experience and imagining how the learning could apply 
beyond a particular setting. Collaboration involves sharing the respons-
ibility for learning among groups of students and reducing hierarchical 
relationships between teachers and students.

In summary, in this chapter, we cast a spotlight on the notion that 
teaching can and should be viewed as a scholarly practice. The discipline of 
education offers clinical teachers a rich and abundant body of knowledge. 
Drawing from and contributing to this body of knowledge can be an excit-
ing and fulfilling part of clinical teaching.
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2

Where Do I Fit In? 
Articulating a Personal Philosophy

If we possess our why of life we can put up with almost any how.

f r I e d r I c h  n I e t z S c h e  (1889/1968, p. 23)

Teachers bring unique philosophies and viewpoints to their interactions 
with students. Some of these views are more obvious than others. For 
example, some teachers might state that they choose teaching to help and 
support new members of their profession. Others might note that involve-
ment with learners is an expected job requirement. Taking the time to 
reflect on and begin to articulate a personal philosophy of teaching can 
help teachers to understand why they approach their practice in particu-
lar ways and how their individual views fit with “big picture” educational 
issues. Understanding why a teaching approach or action might be advan-
tageous before deciding what content to implement or how to deliver that 
content helps teachers to think critically about their practice.

Any philosophy or expression of beliefs can evolve and grow over 
time. As teachers strengthen their theoretical knowledge and gain practical 
experience, their personal teaching philosophy will also change. Although 
it can seem daunting to try to put beliefs into words, initiating a working 
teaching philosophy statement and then adding to it throughout your career 
can support teachers in becoming more engaged, competent, and scholarly 
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(Chism, 1998; Goodyear & Allchin, 1998; Owens et al., 2014; Ratnapradipa 
& Adams, 2012; Schönwetter et al., 2002; Yeom et al., 2018).

For clinical teachers who seek to identify where they fit in and how 
best to articulate a personal philosophy of teaching, established philosoph-
ical perspectives from the field of adult education offer important direction. 
Liberal, behaviourist, progressive, humanist, and radical perspectives are 
traditionally considered foundational. Each of these overarching perspec-
tives brings different underlying assumptions about human nature, the 
purpose of education, the role of the educator, and the role of the learner. 
Perspectives specific to teaching, such as transmission, apprenticeship, 
developmental, nurturing, and social reform perspectives, provide more 
explicit guidance for those in higher education. In this chapter, we provide 
a primer on key adult educational philosophies and discuss the process of 
articulating a personal teaching philosophy statement.

a pr i m e r on k e y a du lT e duc aT ion ph i l o S oph i e S 

Five Key Adult Education Philosophies

An adult education philosophy or perspective is the categorization of an 
individual’s beliefs, values, and attitudes regarding education. In this 
section, we present Elias and Merriam’s (1995) seminal work identifying the 
five key adult education philosophies of liberal, behaviourist, progressive, 
humanist, and radical perspectives.

A liberal perspective emphasizes the development of intellectual 
abilities. Liberal education is related to liberal arts, not to liberal polit-
ical views. A liberal arts education provides general knowledge with an 
emphasis on reasoning and judgment instead of professional, vocational, or 
technical skills (Liberal arts education, n.d.). A liberal education promotes 
theoretical thinking and stresses philosophy, religion, and the humanities 
over science.

Liberal teachers are experts who transmit knowledge, direct the 
learning process with authority, and emphasize organized knowledge. 
Teachers play a prominent role in this philosophy and have a variety of 
intellectual interests. Teaching methods focus on lectures, readings, study 
groups, and discussions. Socrates, Plato, and Jean Piaget are considered 
liberal teachers.
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A behaviourist perspective emphasizes skill acquisition. Behaviourist 
education conditions and shapes individuals through clearly defined 
purposes and learning objectives. Heavy emphasis is placed on assessing 
and evaluating whether behaviours taught have been learned.

Behaviourist teachers manage learning environments in ways that 
promote the learning of expected and desired behaviours. Although 
teachers reinforce or positively acknowledge students when they succeed, 
both teachers and students are accountable for learning success. Mastery 
learning and standards-based education are often framed from a behav-
iourist perspective. Teaching methods include programmed instruction, 
contract learning, and computer-guided instruction. Ivan Pavlov, Burrhus 
Frederic Skinner, and John Watson made significant contributions to this 
perspective.

A progressive perspective emphasizes an experiential, problem-solving 
approach to learning. Progressive education liberates learners and equips 
them to solve problems and apply practical knowledge. Students learn 
by doing, inquiring, being involved in the community, and responding 
to real-life problems. Progressive thinking is grounded in five principles. 
First, education is viewed as a lifelong process and not one restricted to 
formal classroom instruction. Second, learners can learn more than their 
immediate interests. Third, they value diverse instructional methodologies. 
Fourth, teacher-learner relationships are interactive and reciprocal. Fifth, 
education prepares learners to change society.

Teaching methods include the scientific method, problem-based learn-
ing, and cooperative learning. Proponents of this perspective include John 
Dewey, Francis Parker, and Edward Lindeman.

A humanist perspective underscores personal growth and development. 
Humanistic education supports learners to become fully functional and 
self-actualized. Humanists believe that individuals are autonomous and 
have unlimited potential that should be nurtured. They also believe that 
individuals have a responsibility to humanity.

Learners are viewed as highly motivated, self-directed, and respon-
sible for their own learning. Humanist teachers facilitate and partner with 
students rather than manage or direct their learning. “Humanist adult 
educators are concerned with the development of the whole person with 
a special emphasis upon the emotional and affective dimensions of the 
personality” (Elias & Merriam, 1995, p. 109).
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Table 1—Philosophies of Adult Education 

L i be r a L be h av iou r i s t Pro gr e s s i v e h u m a n i s t r a dic a L

Purpose of education Develop intellectual 
abilities

Emphasize skill 
acquisition

Equip learners with 
practical knowledge 
and problem-solving 
skills

Enhance personal 
growth, development

Promote fundamental 
social, political, and 
economic changes in 
society

View of learner Always a learner

Seeks knowledge rather 
than information

Needs to practise new 
behaviour

Strong environmental 
influence on learning

Learn by doing, 
experimenting, and 
working with real-life 
problems

Motivated, self-directed, 
responsible

Learners have unlimited 
potential

Equal to the teacher 
within the learning 
process

Role of teacher Experts who transmit 
knowledge

Direct the learning 
process

Manage, control, and 
positively reinforce

Predict and direct 
learning outcomes

Organize, establish, 
and guide interactive 
reciprocal relationships 
with learners

Facilitate, support, and 
partner

Attentive to emotional 
and affective issues

Coordinates and 
suggests but does not 
determine direction 
of learning 

Methods Lectures, readings, 
discussion groups

Programmed 
instruction, computer-
assisted learning

Problem-based learning, 
cooperative learning

Team teaching, group 
tasks, individualized 
learning

Group identifies 
problems to solve, 
discussion groups

Key words Learning for its own 
sake

Classical, traditional

Stimulus-response 

Behaviour modification

Learning objectives 
and evaluation of those 
objectives

Based on experience

Democratic principles

Problem solving

Self-actualization, 
cooperation, group work, 
self-direction

Raising of awareness 
of social problems

Social action

Non-compulsory 
learning activities

Authors Socrates, Plato, Piaget Pavlov, Skinner, Watson Dewey, Parker, Lindeman Rogers, Maslow, Knowles Friere, Illich, Holt

Examples University or college 
lectures

CPR certification and 
renewal

Problem-based health-
care programs

Clinical pre-and 
post-conferences

Literacy training

Note. Adapted from Elias and Merriam (1980) and Zinn (1983, 1994, 1998).
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Teaching methods include team teaching, group tasks, group discus-
sion, and individualized learning. Theories developed by Carl Rogers, 
Abraham Maslow, and Malcolm Knowles ground this perspective.

A radical perspective highlights social, political, and economic change 
through education. Rather than working within existing norms and struc-
tures, radical education often occurs outside mainstream adult and higher 
education programs. Radical educationalists value non-compulsory and 
informal learning activities.

Radical teachers coordinate, make suggestions, and partner with learn-
ers. They do not direct the learning process. Teaching methods include 
exposure to the media and real-life situations. Paulo Freire, Ivan Illich, and 
John Holt are well-known radical thinkers.

A Strategy to Try  My Favourite Philosophies

Review each of the boxes in Table 1, Philosophies of Adult Education. Put 
a checkmark beside any comments in the boxes that seem to resonate 
for you. Do your checkmarks fall into one or two favourite philosophies?  
Do some philosophies seem to fit you better than others?

ph i l o S oph y of a du lT e duc aT ion i n v e n Tory

Building upon the five key adult education philosophies of liberal, behav-
iourist, progressive, humanist, and radical described above, Lorraine 
Zinn (1983, 1994, 1998) developed a classic questionnaire that teachers can 
use to help identify the perspective(s) to which they are most drawn. The 
Philosophy of Adult Education Inventory (Pa EI) is available for free on the 
LabR Learning Resources webpage. To complete the questionnaire, respond 
to each inventory question by selecting from a scale ranging from Strongly 
Disagree to Strongly Agree. Once you have submitted your responses, an 
inventory of results will be emailed to you. Most teachers are drawn to 
more than just one philosophical perspective.
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A Strategy to Try  Try the Philosophy of Adult Education Inventory

Visit the LabR Learning Resources (http://www.labr.net/paei/paei.html) 
and complete the Philosophies of Adult Education Inventory. Are the 
results what you expected? Do you agree with the results? Did the results 
help you to determine which philosophy (or philosophies) is a good fit 
for you?

f i v e pe r S pe c T i v e S on T e ach i ng a du lT S

The general philosophies of education can be contrasted with the specific 
ideas among teachers about what they do and would like to do in their 
day-to-day practice. A teaching perspective is an interrelated set of beliefs 
and intentions that justifies and directs teachers’ actions (Pratt, 1998). 
Teaching perspectives are more than teaching styles. They “determine our 
roles and idealized self-images as teachers as well as the basis for reflect-
ing on practice” (Pratt, 1998, p. 35). The seminal work of Pratt et al. (2001) 
examining teachers’ actions, intentions, and beliefs describes five perspec-
tives on teaching: transmission, apprenticeship, developmental, nurturing, 
and social reform.

Transmission teachers strive for effective delivery of content. They are 
masters of subject matter. They set high standards for achievement and 
direct students to useful resources. They provide reviews, summaries, and 
objective methods of assessing learning. They clarify misunderstandings, 
answer questions, and correct errors.

Apprenticeship teachers model ways of being. They “reveal the inner 
workings of skilled performance and must now translate it into accessible 
language and an ordered set of tasks” (Pratt & Collins, n.d., p. 2). They guide 
students from simple to more complex activities and gradually withdraw 
as learners assume more responsibility for their learning.

Developmental teachers cultivate ways of thinking. They believe that 
teaching is planned and focused from the learner’s point of view. They 
seek to understand how learners are thinking and reasoning and then try 
to support them to achieve more sophisticated ways of comprehending 
content. They provide meaningful examples and use questions to move 
learners from simple to more complex ways of thinking.
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Nurturing teachers facilitate self-efficacy. They have confidence in their 
students. They believe that their students succeed because of their own 
efforts and abilities, not because of the benevolence of a teacher. They teach 

“from the heart as well as the head” (Pratt & Collins, n.d., p. 4).
Social reform teachers seek a better society. They endeavour to make 

significant changes at the societal level. They are interested in the values 
and ideologies that are part of everyday practice.

T e ach i ng pe r S pe c T i v e S i n v e n Tory

Another highly regarded inventory to help teachers articulate their own 
philosophy of teaching is the Teaching Perspectives Inventory (T PI) 
developed by University of British Columbia professor Daniel Pratt and 
associates (Pratt, 1998; Pratt & Collins, n.d.). The T PI is available for free 
on the Teaching Perspectives Inventory website. Once you have submitted 
your responses, a profile of results will be emailed to you. This profile 
reflects your dominant, backup, and recessive perspectives. Further instruc-
tions for interpreting and understanding your profile are posted on the 
website.

A Strategy to Try  Try the Teaching Perspectives Inventory

Visit the Teaching Perspectives Inventory website (http://www.teaching-
perspectives.com/tpi/) and complete the inventory. Review your profile 
in relation to the instructions on the “Reflecting on Results” tab. Most 
teachers embrace aspects of all five perspectives. However, the T PI will 
identify dominant, backup, and recessive perspectives that are unique to 
you. Keep a record of your profile and complete the inventory again from 
time to time to observe any changes.
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From the Field  What Is My Philosophy of Teaching?

A teaching philosophy includes reflections on our beliefs about teach-
ing and how we act on those beliefs in our everyday teaching practice. 
Although senior clinical instructors might have developed and established 
their personal philosophies, new teachers might not yet have had such 
opportunities.

During orientation, take some time to reflect on the question “What 
is my philosophy of teaching?” Begin your reflection by thinking about 
your hopes when you first applied for a teaching position. Write down your 
thoughts and be sure to revisit and revise your views at the start and end 
of each term you teach.

Putting our beliefs into words is an important first step in the ongoing 
process of establishing a philosophy of teaching. Teaching is different 
from bedside nursing. Understanding our philosophy can help us to 
create balance during times when teaching tasks such as client assess-
ment seem to override more complex teaching topics such as empathy. It 
can also help when new areas of expertise and responsibility seem to be 
overwhelming.
K a r a  S e a L o c K ,  r n  e d d  c n c c ( c ) ,  n u r S I n G  p r a c t I c e  I n S t r u c t o r , 
f a c u L t y  o f  n u r S I n G ,  u n I v e r S I t y  o f  c a L G a r y

T h e pro ce S S  of a rT ic u l aT i ng a pe r S ona l T e ach i ng 
ph i l o S oph y S TaT e m e n T 

What Is a Teaching Philosophy Statement?

Articulating a personal philosophy of teaching is increasingly important 
among those who teach in health education (Ratnapradipa & Adams, 2012), 
pharmacy (Medina & Draugalis, 2013), physiology (Kearns & Sullivan, 2011), 
social work (Owens et al., 2014), recreational therapy (Stevens et al., 2012), 
nursing (Horsfall et al., 2012; Spurr et al., 2010), and other health disciplines. 
A teaching philosophy or teaching philosophy statement puts into words 
what we believe about the general purpose of teaching, how students learn, 
how instructors can best intervene throughout the process of learning, 
and how our beliefs will translate into actions (Chism, 1998; Goodyear & 
Allchin, 1998; Grundman, 2006).
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A seminal definition is that a teaching philosophy statement is “a 
systematic and critical rationale that focuses on the important components 
defining effective teaching and learning in a particular discipline and/or 
institutional context” (Schönwetter et al., 2002, p. 84). Crafting a teaching 
philosophy statement is expected to be an ongoing reflective process that 
articulates where teachers are now and their goals for the future (Beatty 
et al., 2009). It should be revised and revisited frequently (Chism, 1998). 
Even when not formally articulated, teaching philosophies influence how 
teachers plan learning activities, interact with students, and even react to 
student misconduct (Coughlin, 2014).

The content of a teaching philosophy statement will be very different 
for each individual. According to Chism (1998, p. 1), it should be written 
in the first person, not exceed two pages in length, avoid technical terms, 
incorporate metaphors, and “be reflective and personal.” Mentioning the 
names of educational scholars might be valuable, but a substantive litera-
ture review is not usually included (University of Toronto, n.d.). Teaching 
statements are meant to be viewed by others, so starting one with a brief 
self-introduction can be useful.

Some teachers might choose to start their reflections by reminiscing 
about their own experiences as learners. Thinking about teachers who had 
positive or negative influences can provide valuable insights. Similarly, 
beginning the reflective process by musing on an inspirational quota-
tion or image can provide some insight. Recalling why you first went into 
teaching can also be valuable. The decision to include these reflections is 
optional. A Google search using terms such as “writing a teaching philoso-
phy statement” or “examples of a teaching philosophy statement” will yield 
a plethora of examples of how other educators have crafted their statements. 
Similarly, asking colleagues about their teaching philosophies can provide 
inspiration.

Generally, four common areas of focus are addressed in today’s teach-
ing philosophy statements (Owens et al., 2014):

1. conceptualization of how learning occurs
2. conceptualization of an effective teaching and learning 

environment
3. expectations of the teacher-student relationship
4. student assessment and assessment of learning goals
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O’Neal et al. (2007, p. 2) propose a concrete and manageable way 
to approach these “big picture” areas of focus. To get started on a state-
ment of one’s teaching philosophy, they suggest answering the following 
questions and then assembling the answers into a holistic and personalized  
essay.

• Why do you teach?

• What do you believe or value about teaching and student learning?

• If you had to choose a metaphor for teaching/learning, what would 
it be?

• How do your research and disciplinary context influence your 
teaching?

• How do your identity/background and your students’ identities/
backgrounds affect teaching and learning in your classes?

• How do you take into account differences in learning styles in your 
teaching?

• What is your approach to evaluating and assessing students?

A Strategy to Try  Getting Started on a Teaching Philosophy Statement

Jot down your answers to this list of questions. Although you will likely 
rewrite and polish your comments when assembling your responses into a 
document to be shared with others, your first responses might be the heart 
of your beliefs about teaching.

Finally, include a section on goals and how you are implementing and 
evaluating them. Comment on the kind of educator whom you hope to be 
in 5 or 10 years. Which specific actions are you taking to achieve your goals? 
Some teachers might include brief mentions of teaching materials that they 
have created or revised. However, a teaching philosophy statement is not 
a curriculum vitae; it is a developing illustration of your reflections and 
aspirations at a particular time.
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The Centre for Teaching Support and Innovation at the University 
of Toronto (n.d.) identifies the following pitfalls to avoid when writing a 
teaching philosophy statement:

• Too general—limited expressions of your own beliefs, experiences, 
and circumstances

• Not reflective—lists techniques and approaches rather than describes 
how they have contributed to your beliefs

• Too negative—dwells on negatives without a balance of positives
• Too clichéd—expresses a belief in a popular or contemporary 

approach to teaching without noting how that approach is 
integrated into your teaching

• Too few examples—lacks examples of what you are doing and how 
you know whether it is effective or not

Once you have started a teaching philosophy statement, plan to add to 
it regularly and systematically. If you are applying for teaching positions at 
universities, a teaching philosophy statement is often a required part of job 
and promotion applications. Lang (2010, p. 2) encourages teachers to write a 
statement “that doesn’t sound like [those of] everybody else.” He invites teach-
ers to picture a student walking into their class and then imagine in what way 
the student will be different at the end of the course. Lang suggests that, “as 
soon as you describe your teaching objectives, tell a story about how your 
objectives played out . . . [as] an enlightening moment . . . or even a moment 
of failure” (p. 15). No two teaching philosophy statements will be or should 
be alike. Although they are expected to be readable and well organized, 
there are no right or wrong processes for creating these working documents.

A Strategy to Try  Share Your Teaching Philosophy Statement

Develop a two-page document from the notes and ideas that you have 
gathered in reading about established philosophies of adult education and 
the process of articulating a teaching philosophy statement. Organize your 
points and be sure to balance your narrative with personal experiences or 
anecdotes. Ask a respected colleague or mentor to look at your statement 
and offer feedback. Think about sharing your statement with your students. 
If you have a professional website, then consider posting your teaching 
philosophy statement on it.
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concluS ion

In this chapter, we presented a primer on liberal, behaviourist, progres-
sive, humanist, and radical philosophical perspectives from the field of 
adult education. These well-known and enduring perspectives offer useful 
foundational knowledge to teachers as they reflect on their own beliefs 
about human nature, the purpose of education, the role of the educator, and 
the role of the learner. Each of these perspectives paints a different picture 
of teachers. A liberal perspective views teachers as experts; a behaviour-
ist perspective views them as managers; a progressive perspective views 
them as partners; a humanist perspective views them as supporters; and a 
radical perspective views teachers as coordinators. The Philosophy of Adult 
Education Inventory is a free questionnaire that teachers can complete for 
help in understanding to which philosophical perspectives they are most 
drawn. The Pa EI is available at http://www.labr.net/paei/paei.html.

We discussed five perspectives specific to teaching in higher educa-
tion: transmission, apprenticeship, developmental, nurturing, and social 
reform perspectives. Each casts a spotlight on specific aspects of teachers’ 
roles in different ways. Transmission teachers are masters of subject matter; 
apprenticeship teachers model ways of being; developmental teachers 
cultivate ways of thinking; nurturing teachers facilitate self-efficacy; and 
social reform teachers seek to change society. The Teaching Perspectives 
Inventory is another free questionnaire that teachers can complete to gain 
a deeper understanding of which perspectives resonate with them. The T PI 
is available at http://www.teachingperspectives.com/tpi/.

The process of articulating a personal statement of teaching philosophy 
is seldom straightforward. We have provided guidance with suggestions such 
as writing in the first person, including metaphors, and reflecting on person-
ally meaningful stories. Most teaching philosophy statements include your 
beliefs about how learning occurs, what an effective teaching and learning 
environment looks like, what you expect from your teacher-student relation-
ships, and your views on assessment. Teaching philosophy statements are 
working documents that should be revised frequently and shared with others. 
They can be required for job and promotion applications at universities.

In sum, understanding why teachers do what they do begins with 
reviewing established educational philosophies. This understanding 
provides a foundation for the ongoing process of creating a reflective and 
personal philosophy, one that is unique to you.
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3

The Clinical Learning 
Environment

Encouragement after censure is as the sun after a shower.

J o h a n n  w o L f G a n G  v o n  G o e t h e  (185 3/2013, p. 55)

Today’s clinical learning environments can seem overwhelming. Learners, 
instructors, and staff members all face extraordinary challenges in health-
care workplaces. Students can be recent high school graduates, adult 
learners supporting families, or newcomers to the country who continue 
to work on their language and literacy skills. Common concerns are high 
costs of tuition, which result in unmanageable debt, and competition to 
achieve top marks. Many students travel significant distances to the clinical 
site and balance heavy study commitments.

Similarly, instructors are often employed only on a sessional or contract 
basis. They also balance work and family obligations that are separate from 
the clinical learning environment. As well, professional staff members at a 
clinical site, ultimately responsible for client safety and care, are frequently 
employed on a contract basis and might work at several different facilities. 
At times, they might view learners as an additional burden rather than an 
opportunity for professional development. Non-professional staff might 
find themselves assisting learners.

45
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Creating a learning community among learners, teachers, and staff 
cannot be left to chance. The complex social context of the current clinical 
learning environment makes intentional teaching approaches essential, 
approaches grounded in an understanding of how learning occurs for 
students. In this chapter, we discuss the clinical learning environment, 
who the teachers are, and who the students are. We provide creative and 
easy-to-implement strategies that offer practical guidance to instructors 
for managing the everyday occurrences faced by clinical teachers in this 
unique “classroom.”

pic T u r e of T h e cl i n ic a l l e a r n i ng e n v i ron m e n T

Students in health-care education programs at universities complete practi-
cums in a clinical learning environment in addition to attending academic 
classes. Clinical practicums are considered essential to professional compe-
tence in most health-based professions. For example, clinical practicums are 
viewed as essential to the curriculum by programs in medicine (Ruesseler & 
Obertacke, 2011), nursing (Courtney-Pratt et al., 2011), pharmacy (Krueger, 
2013), physical therapy (Buccieri et al., 2013; McCallum et al., 2013), occupa-
tional therapy (Rodger et al., 2011), dietetics (Dietitians of Canada, n.d.), 
radiation therapy (Leaver, 2012), paramedic training (McCall et al., 2009), 
and dental hygiene (Paulis, 2011). Internationally, clinical practicum 
placements for students in these and other health-care disciplines are in 
markedly short supply. Available placements might be in programs offering 
care only to seriously ill clients, might be inundated with learners from 
the health disciplines, and might be experiencing budget cuts and staff 
shortages (Brown et al., 2011; Roger et al., 2008).

The real-world learning environment in which students in the health 
professions complete their clinical practicums is an “interactive network of 
forces” (Dunn & Burnett, 1995) rich in opportunities for learners to transfer 
theory to practice. Sequences of learning activities in unpredictable clinical 
environments can be more difficult to plan and structure than in traditional 
classroom environments. Both planned and unplanned experiences must 
be taken into account.
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pl a n n e d e x pe r i e nce S

Following direction from a curriculum is a widely used planned learn-
ing experience in the clinical learning environment of any professional 
health-care program. At the curricular level, clinical practicums are usually 
arranged before students are granted admission to their programs of study. 
A curriculum is the range of courses and experiences that a learner must 
complete successfully in order to graduate. Curricula are expected to 
include philosophical approaches, outcomes, designs, courses, and evalu-
ation strategies. Clinical practicums can be structured as courses in the 
curriculum, either as part of a theoretical course or as a stand-alone course. 
Clinical practicums must be considered in relation to available health-care 
facilities that are able to accommodate students.

Curricula in programs that educate future practitioners in health 
fields are strongly affected by requirements of professional associations, 
regulatory agencies, and approval boards (Melrose et al., 2020). Curricula 
must address discipline-specific competencies. Throughout the process of 
curricular planning, program planners from educational institutions must 
negotiate with administrators of service agencies to find suitable clinical 
practicum sites.

Since the education of health-care professionals now occurs in univer-
sities rather than in the agencies providing services, designing, negotiating, 
and evaluating clinical practicums in relation to the overarching curricu-
lum is seldom a linear process. One consideration is program structure 
or the duration and division of learning to be undertaken by students. 
Here modes of delivery matter: program structure could be framed within 
face-to-face settings in traditional classrooms, distance delivery, or a blend 
of them. Partnerships between institutions and consortiums or collabora-
tions among institutions also matter. When programs are structured to be 
delivered at a distance, learners might have to travel and find accommoda-
tions in different geographical areas in order to attend their practicums. In 
both face-to-face and distance programs, international practicum experi-
ences might be available and even required.

Another consideration is the program model or organization of 
required courses, elective courses, laboratory experiences, and clinical 
practicums within the curriculum. In clinical practicums, the program 
model guides the method of instruction to be used. For example, the 
program model might require that students are taught in small groups 
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by a clinical instructor, in one-to-one interaction with a preceptor, or in a 
combination of these and other instructional methods.

In the health disciplines, coordinating instruction extends well beyond 
the actual institutions of learning and into clinical agencies. Schedules, 
faculty appointments, and budgets must all be addressed. The instructors 
and preceptors who teach students during their clinical practicums might 
have no other association with the university. Similarly, university faculty 
assigned to teach in a particular clinical area might have no current associ-
ation with a particular agency.

Program design configures the program of studies, including the courses 
selected, practicum experiences, relationships among courses, and policies 
that communicate this information. Designs can include building with 
blocks of required study, building by spiralling back and adding to previ-
ous content at different points, and establishing opportunities for specific 
tasks such as an essential psychomotor skill. Clinical teachers seldom have 
input into how programs are structured, the type of model used to organize 
content, or the design influencing how and when information is presented. 
However, all those involved in educating students must seek a basic under-
standing of the “big picture” curriculum that students follow.

Traditionally, curricular organizing strategies often revolved around 
the medical model. The hospital areas of medicine, surgery, pediatrics, 
maternity, and psychiatry framed the focus of learning for health practi-
tioners. This model is strongly aligned with hospital-based apprenticeship 
orientations to learning and is now considered somewhat outdated in 
today’s complex and ever-changing health-care system (Benner et al., 2010; 
Diekelmann, 2003; Tanner, 2006).

Today programs are more often organized within a conceptual frame-
work generated in the discipline or around the outcomes expected of 
grad uates. For example, with outcomes such as promoting health, think-
ing critically, and making decisions, curriculum planners would organize 
content related to each of these outcomes in different courses throughout the 
program. Methods of evaluation would be determined in relation to these 
outcomes, and they would include a wide range of educational measure-
ments. Examples are multiple choice exams and scholarly papers in academic 
classes and skill mastery or client communication in clinical practicums.

Levelling is the process of linking program content, introduced at 
different times and in different courses, to the evaluated outcomes expected 
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of graduates. Levelling requires planned opportunities for students to 
build on their previous knowledge and work incrementally toward achiev-
ing more complex outcomes. However, if a limited number of clinical 
placements are available, scheduling appropriate clinical opportunities for 
students at all levels is particularly challenging. Introductory-level students 
might find themselves in practicums in which they must care for acutely ill 
individuals. In many instances, practicum placements are more suited to 
advanced learners than to students in basic health-care programs.

Furthermore, instructors, staff members, and students can find it diffi-
cult to link the learning outcomes and evaluation methods that flow from 
a program’s unique conceptual framework with the day-to-day work of a 
clinical agency. This might be another consequence of the limited associ-
ations between universities and clinical agencies. Although links between 
learning outcomes and day-to-day practice are made during planning by 
representatives of universities and agencies, the links might not always be 
clearly communicated to staff actually working with learners.

Admission criteria are another important curricular element in appreci-
ating the complexities of planned aspects of clinical learning environments. 
Some learners come to a health-related program of study with less than a 
high school education. Others come to postsecondary education with high 
school completion but are introduced to a college, technical institute, or 
university for the first time. Still others have at least one level of certification 
or an undergraduate or graduate degree. At any level, qualifications for 
admission might have been completed in another country and in another 
language. Learners might also have been awarded credit for prior learning 
or transfer programs.

Clinical agencies often host learners from a variety of different 
programs, and admission requirements will be different for each program 
even within the same discipline. For example, whereas one registered nurse 
program might require high school completion, another might accept adult 
learners who have completed bridging programs. Inconsistent admission 
criteria among programs can leave agency staff members unsure of what 
learners are expected to know when they arrive, particularly when coupled 
with learning outcomes and evaluation methods that might not seem to be 
straightforward. In turn, staff can feel confused about how learners should 
be progressing and the specific task-based competencies that they should 
be achieving.
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A Strategy to Try  Big Picture Thinking

As a new clinical teacher, find out as much as possible about the overarch-
ing curriculum that directs your learners’ program of study. What is the 
philosophical approach guiding the program? Go beyond considering 
expected student outcomes for the specific course that you are teaching and 
think deeply about the outcomes expected of students after they graduate. 
Visualize your present course in relation to the design of the program.
 In the big picture, ask yourself how the course that you are teaching 
builds upon previous courses. Which specific skills or ways of thinking 
must students master to progress to the next level? Will supplemental 
activities be needed if opportunities to learn these foundational skills are 
not available? What are the methods being used to evaluate students in 
different courses? Are the methods of evaluation in the course that you are 
teaching familiar to students?
 You can also consider the impact of admission criteria on the dynamics of 
your student group. For example, which life event factors might be distract-
ing students from learning in the clinical environment? Could students away 
from home for the first time feel heightened anxiety? Could an adult learner 
who reverts to a student role feel hampered in self-confidence? Although 
none of these questions is likely to have an immediate or easy answer, 
sorting through the planned aspects of a program and their implications 
establishes a foundation for managing the less predictable and unexpected 
aspects.

Curricular structure, model, design, outcomes, evaluation methods, 
and admission requirements of a program are planned with great care. 
They offer big picture direction and open doors for learning in the clinical 
environment. Even so, unpredictable events are sure to emerge once clinical 
practicums are under way. In the following section, we discuss the heart of 
any clinical learning environment for many students, instructors, and staff, 
the unplanned aspects of clinical learning.
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u n pl a n n e d e x pe r i e nce S

The clinical learning environment is equivalent to a classroom for students 
during their practicums (Chan, 2004), yet few clinical agencies resem-
ble traditional classrooms. In their clinical classrooms, learners hope to 
integrate into agency routines and feel a sense of belonging (Levett-Jones 
et al., 2008). Learners want to feel welcome and accepted by staff, and they 
want staff to help teach them how to practise confidently and competently 
(Courtney-Pratt et al., 2011; Henderson et al., 2012). Students require and 
expect feedback on their performance, and they must have opportunities 
for non-evaluated student-teacher discussion time (Melrose & Shapiro, 
1999) and critical reflection (Duffy, 2009; Forneris & Peden-McAlpine, 2009; 
Mohide & Matthew-Maich, 2007). Learners need time to progress from one 
level of proficiency to another (Benner, 2001). Just as learners in classroom 
environments need support to develop competence in their chosen profes-
sions, learners in clinical practicums need a supportive clinical learning 
environment.

Although supportive clinical classrooms are hoped for, clinical teach-
ers must also be well prepared for unplanned experiences that raise barriers 
to learning. Research suggests that clinical learning environments might 
not be as supportive as learners would like. For example, Brown et al.’s 
(2011) work with undergraduate students from 10 different health disci-
plines reveals significant differences between learners’ descriptions of their 
ideal learning environments and what they experience during their actual 
clinical practicums. Although participants in Brown et al.’s study express 
satisfaction with their learning experiences, they describe a mismatch 
between what they hoped for and what actually occurred. Similarly, 
recently graduated nurses indicate significant differences between the 
kinds of practicums that they deem good preparation for practice and those 
that they actually attended (Hickey, 2010).

Investigations of the experiences of physical therapy students were 
unable to define conclusively a quality learning environment, in part 
because of the diverse instructional practices by different community 
agencies overseeing students’ practicums (McCallum et al., 2013). Over the 
past decade and in several different countries, student nurses rated their 
clinical experiences higher for their sense of achieving tasks but much lower 
for accommodating individual needs and views (Henderson et al., 2012). 
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Although university students are encouraged to question existing practice 
and the status quo, they find that staff in their clinical placements are 
seldom open to innovation or challenges to routine practices (Henderson 
et al., 2012).

Staff shortages, and other issues with which clinical agencies struggle, 
can leave students feeling that they are not receiving the direction that they 
need and that they are a burden to staff (Robinson et al., 2007). Students 
might feel alienation rather than the sense of belonging that they hope for 
(Levett-Jones et al., 2009). Students might express fear and discomfort in 
their relationships with staff (Cederbaum & Klusaritz, 2009, p. 423). Clinical 
learners have felt rejected, ignored, devalued, and invisible (Curtis et al., 
2007). These findings suggest that in some instances health-care students 
are not receiving the support that they need.

By acknowledging that both unplanned and planned aspects of learn-
ing will occur in all clinical learning environments, educators can plan 
fitting responses. Clinical agencies will always have a professional duty to 
prioritize safe patient care over providing learners with clinical classrooms 
that align with their curricular and individual needs. As a consequence, and 
in spite of careful planning by university and agency program representa-
tives, students might perceive their learning environment as unsupportive.

However, international leaders in the health disciplines are calling 
on clinical agency staff to view clinical teaching as part of their own 
professional development. They ask clinical agency staff to aid the next 
generation of professionals by striving to provide quality clinical learning 
environments in which students do feel supported (Courtney-Pratt et al., 
2011; Koontz et al., 2010). Programs are testing new models of instruction 
(Franklin, 2010). Individual clinical teachers are striving to implement 
innovative teaching approaches that can create mutually beneficial connec-
tions between learners and staff during clinical practicums. Recognizing 
when unplanned aspects of clinical learning environments distract from 
students’ learning is an important first step in triggering change. Evaluation 
surveys are one way to cast a spotlight on troublesome areas.
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A Strategy to Try  Giving Back
Knowing that students want to feel a sense of belonging in clinical agency 
staff groups, you can find ways for students to contribute. Encourage them 
to reach out to staff members with offers of help, no matter which tasks are 
involved. To establish a more reciprocal climate of knowledge exchange, 
reverse the one-way flow of information from staff to student. Share 
students’ academic work with staff. For example, you can arrange students’ 
input into existing in-service presentations or initiate new presentations. 
Whenever possible, record any presentations and make them available 
online so that those unable to attend can also benefit. Invite students 
to share relevant assignments from their courses that staff might value. 
Request space on agency bulletin boards (physical or electronic) and post 
these assignments. Help students to change the topics of posted assign-
ments frequently, and keep the information shared as concise as possible.

Clinical Learning Environment Inventory. Surveys to measure the 
quality of clinical learning environments are available. For example, 
the Clinical Learning Environment Inventory (CLEI) was developed in 
Australia by Chan (2001, 2002, 2003) to measure student nurses’ perceptions 
of psychosocial elements in clinical practicums. The CLEI consists of an 

“Actual” form that assesses the actual learning environment and a “Preferred” 
form that assesses what the student would like ideally in a learning environ-
ment. The CLEI is a self-report instrument with 42 items classified into six 
scales: personalization, student involvement, task orientation, innovation, 
satisfaction, and individualization. Students respond using a four-point 
Likert scale with the response options “Strongly agree, ” “Agree, ” “Disagree, ” 
and “Strongly disagree.” Inventory factors of the instrument have been 
modified to include student centredness (Newton et al., 2010).

The CLEI has also been abbreviated to a 19-item scale measuring 
students’ satisfaction with their actual learning environment in two aspects 
of their clinical experience: clinical facilitator support of learning and clinical 
learning environment. The Clinical Learning Environment Inventory-19 
(CLEI-19; Salamonson et al., 2011) is shown in Table 2. The CLEI-19 can be 
used in formal processes of evaluation implemented by university program 
evaluators. It can also be used more informally by agency staff and clinical 
teachers interested in strengthening their clinical classroom environments.
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Table 2—Abbreviated Clinical Learning Environment Inventory (CLEI-19)

Sa = Strongly agree      a = Agree      d = Disagree      Sd = Strongly disagree

1 The clinical facilitator was considerate of my feelings. Sa a d Sd

2 The clinical facilitator talked to, rather than listened to me. Sa a d Sd

3 I enjoyed going to my clinical placement. Sa a d Sd

4 The clinical facilitator talked individually with me. Sa a d Sd

5 I was dissatisfied with my clinical experiences on the ward/
facility.

Sa a d Sd

6 The clinical facilitator went out of their way to help me. Sa a d Sd

7 After the shift, I had a sense of satisfaction. Sa a d Sd

8 The clinical facilitator often got sidetracked instead of 
sticking to the point.

Sa a d Sd

9 The clinical facilitator thought up innovative activities for 
students.

Sa a d Sd

10 The clinical facilitator helped me if I was having trouble 
with the work.

Sa a d Sd

11 This clinical placement was a waste of time. Sa a d Sd

12 The clinical facilitator seldom got around to the ward/
facility to talk to me.

Sa a d Sd

13 This clinical placement was boring. Sa a d Sd

14 The clinical facilitator was not interested in the issues that 
I raised.

Sa a d Sd

15 I enjoyed coming to this ward/facility. Sa a d Sd

16 The clinical facilitator often thought of interesting activities. Sa a d Sd

17 The clinical facilitator was unfriendly and inconsiderate 
toward me.

Sa a d Sd

18 The clinical facilitator dominated debriefing sessions. Sa a d Sd

19 This clinical placement was interesting. Sa a d Sd

Note. Clinical facilitator support of learning component: Items 1, 2r, 4, 6, 8r, 9, 10, 12r, 14r, 16, 
17r, 18r. Satisfaction with clinical placement: Items 3, 5r, 7, 11r, 13r, 15, 19. Items are scored 
5, 4, 2, or 1 respectively for responses  Sa, a, d, and Sd. Items marked with R are scored in the 
reverse manner. Omitted or invalidly answered items are scored 3. Adapted with permission 
(Salamonson et al., 2011).



https://doi.org/10.15215/aupress/9781771993319.01

The Clinical Learning Environment 55

A Strategy to Try  Take a Survey
Use a survey instrument such as the CLEI-19 to measure the quality of 
your clinical learning environment. The questions can be answered by the 
traditional anonymous individual method or used as prompts for group 
discussion. When appropriate, share the results with university and agency 
program planners. Survey responses can shed light on patterns of occur-
rences that might not otherwise be known to people who organize clinical 
practicums.

Incidental learning. Adult educators Marsick and Watkins (1990, 
2001) name learning that occurs as a by-product of doing something else 
incidental learning. Incidental or unintentional learning differs from 
formal learning, in which learners register with educational institutions to 
complete a program of study. Incidental learning also differs from informal 
learning, in which learners intentionally seek further information, for 
example, by joining a study group.

Although incidental learning is unplanned, learners are aware after 
the experience that learning has occurred. Incidental learning occurs 
frequently while a person is completing a seemingly unrelated task, particu-
larly in the workplace. It is situated, contextual, and social. It can happen 
when watching or interacting with others, from making mistakes, or from 
being forced to accept or adapt to situations (Kerka, 2000). Clinical practi-
cums, both those that students find supportive and those that they do not 
find supportive, offer unprecedented opportunities for incidental learning. 
Tapping into these opportunities can turn potentially negative experiences 
into positive ones.

A Strategy to Try  Celebrate Incidental Learning

Expect that unintentional or incidental learning will occur. Plan times and 
places for students to articulate and celebrate their incidental learning. Such 
learning might have occurred for them accidentally when they joined an 
agency staff member in an unrelated task.
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A Strategy to Try  Nurture New Relationships

Opportunities to achieve required learning outcomes in a clinical course 
can seem to be elusive. Possibilities emerge for thinking outside the box 
when clinical teachers nurture relationships with agency staff members, 
both in their own and in other health-care disciplines. You can ask whether 
a student can shadow a practitioner from another discipline and then lead 
peers in a discussion on how elements of critical thinking are both the 
same and different across professions. When appropriate, consider pairing 
a student with a paraprofessional or non-professional staff member to 
strengthen specific psychomotor skills or an understanding of the contri-
butions of others to care.

In sum, the clinical learning environment is one of the most import-
ant classrooms for pre-service students. This environment offers a range of 
planned and unplanned opportunities for learners to practise and achieve 
the competencies that they need. Clinical placements are in short supply 
for most disciplines and might not always be as supportive as learners hope. 
Clinical teachers can find foundational guidance for their own courses in 
curricular structure, model, design, outcomes, evaluation methods, admis-
sion requirements, and tactics for levelling student learning.

Both unplanned and planned aspects of learning must be expected. 
University training programs for health professionals are separate from 
most clinical agencies, so clinical staff responsible for guiding learners 
might not be fully aware of their programs. Instruments such as the CLEI -19 
can serve as a measure of how students perceive their clinical practicums. 
Ensuring that incidental or accidental learning is acknowledged and 
celebrated can begin to turn potentially negative clinical experiences into 
times of valuable learning.

w ho a r e T h e T e ach e r S?

Teaching in the health-care professions is a dynamic process. Practitioners 
can share their clinical expertise with novices beginning their careers or 
with more expert colleagues advancing their knowledge. One of the strong-
est motivators for becoming a clinical instructor is a desire to influence 
students’ success and shape the next generation of health-care professionals 
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in your discipline, ultimately influencing the quality of care provided by 
future practitioners (Penn et al., 2008). Clinical teachers are influential role 
models who continuously demonstrate professional skills, knowledge, and 
attitudes (Davies, 1993; Hayajneh, 2011; Janssen et al., 2008; Mohammadi 
et al., 2020; Okoronkwo et al., 2013; Perry, 2009).

be com i ng a cl i n ic a l T e ach e r

The influence of employment category. Employment categories exert an 
important influence on the clinical teaching role. Some clinical teachers 
are full- or part-time employees of universities or agencies hosting clinical 
practicums. Workloads for these teachers are negotiated with their employ-
ers, and they are given release time for preparation and attendance in their 
assigned clinical areas. Other clinical teachers might be employed only on 
a contract basis.

Over the past decade, contract faculty have become the new majority 
at universities (Charfauros & Tierney, 1999; Gappa, 2008; Meixner et al., 
2010). Contracts can offer positions such as limited-term full-time faculty 
(Rajagopal, 2004), part-time faculty, sessional instructors, term instruct-
ors (Puplampu, 2004), and adjunct faculty (Meixner et al., 2010). These 
faculty “are paid per course taught and are seldom offered benefits such 
as health insurance or access to retirement plans” (Meixner et al., 2010, 
p. 141). Clinical teachers can be employed in different ways and at several 
different institutions.

Although contract employment offers employees flexibility and 
independence, workers who are employed on a contract basis might feel less 
secure in their jobs, and their sense of well-being can be negatively affected 
(Bernhard-Oettel et al., 2008). Contract employees can feel marginalized 
and disadvantaged (Guest, 2004).

In university health-care programs, PhD qualifications are usually 
required for permanent academic positions, leaving many highly skilled 
practitioners underqualified (Jackson et al., 2011). Often clinical teachers 
continue their own education through graduate studies at the master’s or 
doctoral level while they are instructing in clinical practicums. However, 
contract work might not accommodate the time that clinical teachers need 
to complete assignments for their own studies or to attend to family matters. 
Given the high demand for placements at clinical agencies, the times that 
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students are scheduled to attend practicums cannot be altered, and substi-
tute instruction is seldom available.

Uncertainty about whether their limited employment contracts will 
be continued can leave clinical teachers hesitant to risk implementing new 
ideas. Students’ evaluations of teachers can reflect issues that are beyond 
teachers’ control, yet these evaluations influence contract renewals. Student 
feedback is the main form of assessment of clinical teachers (Center for 
Research on Teaching and Learning, 2014; Fong & McCauley, 1993; Kelly, 
2007). For some practitioners, contract employment with a university can 
seem to be less predictable than a clinical agency position.

A Strategy to Try  What Happens When I’m Ill?

When a clinical teacher is ill, which steps are in place to arrange for a substi-
tute teacher? When substitute teachers are unavailable, which additional 
steps are in place to notify the clinical agency and all members of the 
student group that the clinical experience will be cancelled?
 If no formal steps are outlined at the curricular level, then establish a 
plan with your group of students. For example, draft a phone list in which 
each student is responsible for notifying the student whose name is next on 
the list. Each student must contact the designated peer until the last student 
reports to the first that the fan-out is complete. Keeping this list up to date 
will save students the inconvenience of arriving at their clinical placement 
only to find that they are unable to work because their clinical teacher is ill. 
For some students, privacy issues might be a concern, and opt-outs must 
always be available.
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From the Field  Self-Orientation to the Clinical Setting

In most instances, becoming a clinical teacher involves self-orientation to 
the practicum placement area. Instructors who are new to the particular 
clinical setting in which they will be teaching or who have not practised 
there recently often choose to “buddy” or partner with an experienced staff 
member. Teresa Evans shares the following suggestions.

1. Call and make an appointment for your buddy shifts (it is often 
good to do 2 days in a row).

2. Make an appointment to meet with the unit manager during that 
time. It is good to know that everyone is starting on the same  
page, and clear communication from the beginning is essential. 
Some things to discuss with the unit manager include the following.
a. Determine when you will start, how long you will be there, and 

which days of the week you will be there (roughly). The placement 
coordinator will send out a letter containing the relevant infor- 
mation to the facility in advance of your clinical starting date.

b. Give the unit manager a course outline and talk a bit about what 
you hope students will get out of this clinical experience.

c. Briefly go over the assignments that the students are to do during 
the course.

d. Ask the unit manager about their expectations of you and 
the students. (What worked well in the past? What would the 
manager like to change?)

e. Discuss your expectations of the staff.
3. Go through policies and procedures that will be used during the 

course of the clinical experience (e.g., administering blood and 
blood products).

4. Ask the staff which typical skills, conditions, and interventions they 
see or perform on a regular basis. Ask questions about them. You 
might want to find some research on them for your clinical binder.

5. Understand how the normal routine of the day goes.
a. When are meals?
b. When are vital signs typically taken if they are routine?
c. How often is bedding changed? Where does soiled linen go?
d. Get help learning how to use the assist tub if necessary.
e. Where is report taken? When does report occur?
f. What are the physio/occupational therapy schedules?
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6. Look through the charts and have someone run through  
typical charting for the day and expectations regarding times of 
completion.

7. Do an admission or have someone walk you through the admission 
process.

8. What needs to be done for discharges? Transfers?
9. Orientate yourself to where all the supplies are. Go through all 

storage areas so that you know where everything is.
10. How are medications given and by whom? Do students usually 

have a separate binder for their own patients? Who has keys to the 
medication carts, and how many are there?

11. Your primary role during your buddy shift is to get to know the 
staff and have them get to know you. Also discuss what you and the 
students will be doing on the floor.
a. Clarify which year the students are in.
b. Mention which skills they can do (it can be helpful to bring a year 

skills list and post it for the staff ).
c. Determine the role that you need the staff to fulfill.
d. Clarify what the students will do on the floor (e.g., charting, vital 

signs, bed baths, etc.).
e. State your expectations of the staff.

12. Do morning care, assessments, and vital signs, and then ask to chart 
and have a staff member look over the information to make sure 
that it is complete.

13. Talk with the unit clerk, the crucial gatekeeper of information.  
Ask the clerk what typically happens when orders are received,  
where to put charts, how orders are processed, what to do if supplies 
need to be ordered, and so on. Unit clerks sometimes have concerns 
about students, especially when they take charts and do not 
understand orders that need to be processed, so discuss this with 
them in advance.

14. Look through patient charts to get a feel for how they are set up and 
what types of patients the unit generally receives.

15. Are there clipboards on which vital signs are recorded? Where are 
they recorded in the charts?

16. Ask staff how they know if samples (urine, sputum, etc.) need to be 
collected?
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17. Ask about which certifications are needed to work on the floor.  
It might be prudent to talk to the appropriate individual and see 
if you can set up a date and time to complete these certifications if 
necessary (e.g., I V starts and central lines).

18. Are there teaching tools that the unit uses for patients? Review them 
so that you are familiar enough with them to alert students to them 
when they need them.

19. If you are not familiar with any of the equipment, then arrange an 
in-service (e.g., I V pumps, vital machines, glucometers, lifts, etc.).

Hint: Instructors set an example for students to follow. Ensure you are as 
prepared as possible.

Nursing is a team profession. Encourage your students to embrace inter-
disciplinary team work where appropriate.
t e r e S a e va n S ,  m n, n u r S I nG I n S t ruc t or , Gr a n de pr a I r I e r e GIon a L c oL L e Ge

 
Transitioning from practitioner to educator. As with any career change, 
the transition from practitioner to educator can cause feelings of anxiety, 
isolation, and uncertainty (Anderson, 2008; Dempsey, 2007; Heathcote 
& Green, 2021; Jetha et al., 2016; Little & Milliken, 2007; McDermid et al., 
2013; Penn et al., 2008; Rodger, 2019). Although specific tasks required of 
clinical teachers can be learned, the language, culture, and practices of a 
university can be unfamiliar and difficult to grasp (Penn et al., 2008). For 
many practitioners, discussing specific expectations of the faculty role both 
formally with program leaders and informally with other teachers can help.

Competencies expected of clinical teachers (Robinson, 2009) include

• being both a skilled practitioner and a skilled educator;
• having excellent interpersonal and professional communication skills;
• implementing a range of assessment and evaluation methods;
• possessing leadership and administrative skills; and
• maintaining professional development and scholarship activities.

Juggling the roles of practitioner and educator and feeling as though 
they must be near perfect in both, can leave clinical teachers feeling threat-
ened (Griscti et al., 2005). The professional development activities required 
to gain and retain competence in each role are different. Practitioners must 
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continue to provide client care in new and different ways and attend in- 
service workshops on new skills, products, and equipment being used in 
their clinical agencies. Educators must integrate knowledge from the disci-
pline of education, understand student-centred approaches to learning, and 
initiate a scholarly program of research and publication. Common to both 
roles are keeping up to date with research findings, attending conferences 
or other educational events, and undertaking self-directed study projects.

Moving beyond simply maintaining competence and toward excel-
lence in the two roles takes time. At different points in their careers, clinical 
teachers might commit more time and effort to one role than the other. New 
clinical teachers who are experienced practitioners might focus initially 
on understanding the educator competency of assessing and evaluating 
learners.

Once novice clinical teachers gain expertise and confidence as univer-
sity faculty members, they can collaborate with experienced researchers 
and authors to complete scholarly activities. At other times, clinical teach-
ers might find it helpful to return to practice and strengthen their clinical 
expertise. Mentorship from more experienced faculty can help clinical 
teachers to establish and work toward achieving realistic career goals 
(Billings & Kowalski, 2008).

A Strategy to Try  Plan to Advance Your Career

Review your employment category in relation to your long-term career 
goals. Whether your employment is contract based and renewable on a 
per course basis or a continuing part-time or full-time position, evaluate 
how it fits with your plans for advancement. Question the specific impact 
of student feedback on your performance or your employment status.
 How can you arrange opportunities for professional development? 
Which processes are in place for discussing your career trajectory with 
your employer(s)? Are any leave or release time packages available for 
completing further graduate study?
 Investigate options that might be available for continuing your profes-
sional education. Consider both online and face-to-face programs. During 
any graduate course of study, be sure to plan several hours of study time 
most days, particularly when assignments are due.
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From the Field  Role-Play a Clinical Post-Conference

Practice can help to ease the transition from practitioner to educator. 
Facilitating engaging post-conferences is a skill that many new clinical 
teachers in the health professions must learn. Yet how does one learn to 
facilitate a clinical post-conference? Is it possible to learn this from trial and 
error? Does it help to discuss the role during a clinical instructor orienta-
tion session? Might it be helpful to be mentored and watch an experienced 
teacher facilitate a post-conference?

These are questions that Mary Ann Fegan at the University of Toronto 
thought about as she prepared new and returning instructors to facilitate 
clinical post-conferences. Many identified this aspect of their role to be 
challenging, and they wondered how to do the role better. Some asked, 

“How do I ensure that every student has a voice and feels comfortable 
participating in the discussion?”

Mary Ann and her colleague used the following active learning strat-
egy to help prepare instructors for their facilitator role during clinical 
post-conferences. They find it to be an effective and fun way to address 
some of the challenges of the role and a great way to facilitate active discus-
sion among both new and returning instructors. This activity uses role 
playing to simulate a post-conference.

Participants (instructors) are divided into small groups of six or seven 
people. One person volunteers to be the facilitator, and everyone else is 
handed a nursing student “role card.” The role card provides a brief descrip-
tion of the student, and participants are invited to take on that role as they 
think it would play out in a real situation. Among the student roles are the 
following: a quiet student who only speaks when spoken to; a bored or 
unengaged student; a very chatty student who has an answer or comment 
for almost everything; an English language learner student who provides 
very short answers to questions; a dominant student who has had a great 
clinical day and wants to talk about everything that she or he did; and an 
anxious student who arrives a few minutes late and is very distraught about 
something that happened earlier that day. The simulation typically runs 
for about 15–20 minutes.

This activity is followed by small group debriefing (about 20 minutes) 
led by a faculty member who observed the small group discussion and 
took some notes. As with any simulated activity, the debriefing opens 
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with a general question to help the group decompress, something like 
“How did that feel?” The discussions are rich and provide some interesting 
and insightful perspectives and observations from participants. Many 
questions are raised, and many are answered, among both new and 
returning instructors. This opportunity for peer-to-peer feedback helps to 
reveal some of the challenges in facilitating a group and offers some specific 
strategies to enhance this role. After the small group debriefings, everyone 
comes together for a larger group discussion and shares some of the things 
that went well, some that could have been done differently (in the spirit of 
wondering), and finally one key learning about the facilitator role.
m a r y  a n n  f e G a n ,  m n ,  S e n I o r  L e c t u r e r ,  c L I n I c a L  e d u c a t I o n 
c o o r d I n a t o r ,  L aw r e n c e  S .  B L o o m B e r G  f a c u L t y  o f  n u r S I n G , 
u n I v e r S I t y  o f  t o r o n t o

e f f e c T i v e cl i n ic a l T e ach e r S

The identity of clinical teachers as individuals, practitioners, and educa-
tors has a significant impact on their effectiveness in the clinical learning 
environment. How instructors understand the process of learning will ultim-
ately guide how they go about teaching (Hand, 2006). Rather than simply 
teaching as they were taught, clinical teachers are now actively seeking 
ways to strengthen the scholarship of educating learners in clinical learning 
environments (Buccieri et al., 2013; Sabog et al., 2015; Schmutz et al., 2013).

If we view the clinical environment through the eyes of students, then 
it is not unexpected that learners perceive effective teachers as individuals 
who demonstrate caring behaviours (Jahangiri et al., 2013), who have high 
emotional intelligence (Mosca, 2019), who are calm during stressful experi-
ences (Smith et al., 2011), who exercise patience (Cook, 2005; Parsh, 2010), 
and who demonstrate enthusiasm for their profession and for teaching 
(Gaberson & Oermann, 2010). Teachers who are approachable can help 
students to feel less anxious and more confident (Chitsabesan et al., 2006; 
Sieh & Bell, 1994). Students appreciate teachers who make themselves 
available outside of clinical time, who take the time to answer questions 
without seeming to be annoyed, and who provide students with time to 
debrief and discuss issues (Berg & Lindseth, 2004). Students find it helpful 
when teachers are not controlling or overly cautious and allow students to 
learn the practice skills that they need by actually doing them (Masunaga & 
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Hitchcock, 2011). In short, students value respectful collegial relationships 
with their teachers (Kelly, 2007).

Effective and student-centred clinical teachers empower their students. 
Empowering teaching behaviours include enhancing students’ confidence, 
involving students in making decisions and setting goals, making learning 
meaningful for them, and helping them to become more autonomous 
professionals in their discipline (Babenko-Mould et al., 2012). Empowering 
teachers care about, commit to, and create with their students toward a 
shared vision that anything is possible (Chally, 1992).

Empowering strategies that foster a shared vision between clinical 
teachers and students include inviting students to identify the kinds of 
approaches that best support their learning styles (Melrose, 2004). Effective 
teachers support students in identifying their personal strengths and 
working with their teachers to build on these strengths (Cederbaum & 
Klusaritz, 2009). Empowering educators affirm students’ efforts, share 
positive messages, and create supportive dynamics within the learning 
group (Chally, 1992). Note that empowering strategies also redirect students 
when their work is unsatisfactory or off track.

In higher education settings, educators must assess and evaluate 
students’ work, thus affording educators power over whether students can 
continue in a course or program. The inherent tension in holding power 
over students while seeking to empower them or share power with them is 
not easily resolved. Ultimately, clinical teachers must determine students’ 
grades, whether students are capable of practising safely in their discipline, 
and whether students can progress in their chosen field.

A Strategy to Try  Remember a Favourite Teacher

Consider your own learning experiences and reflect on teachers whom you 
have known. Does a favourite teacher come to mind? Recall the characteris-
tics of this teacher as an individual who stands out in your memory in both 
positive and negative ways. How does this individual, and other teachers 
whom you have known, influence your teaching? Who are the role model 
teachers whom you would like to emulate?
 Think about writing down these reflections. With the positive memories, 
would it be fitting to email or send a letter to the special teacher who came 
to mind?
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A Strategy to Try  Do a Reflection Inventory

Imagine doing a reflection inventory of your own teaching. How might 
students describe you as a teacher? Would their descriptions include words 
such as calm, patient, enthusiastic, and approachable? Would they view you 
as available and willing to take time to answer questions or debrief with 
them? Would they describe you as the professional whom they aspire to be?

A Strategy to Try  Find Education-Focused Journals and Conferences

Which elements of your teaching practice are “teaching as you were taught”? 
In contrast, which elements of your teaching practice implement an idea 
gleaned from a journal article or a conference presentation grounded in the 
discipline of education? Find an education-focused journal in your disci-
pline and make a point of reading articles regularly. Attend professional 
conferences focused on teaching and learning.

A Strategy to Try  Anything Is Possible

Consider the concept of empowering learners. Working from the premise 
that anything is possible, invite students to articulate what they hope to 
achieve during their learning and how they will go about achieving it. Find 
ways to build on their own ways of learning.

A Strategy to Try  Balance Affirmations and Corrections

Tune in to the number of affirmations that you express in your discussions 
with students. Are messages of correction, redirection, and even failure 
balanced with messages of support and positive regard?
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From the Field  Instructor Sharing to Address Challenges

Once you identify the learning needs of students in clinical settings, you 
might have difficulty knowing the best strategy to support their learning 
and provide the safest care to patients. To address students’ and clinical 
instructors’ learning needs for clinical issues, instructors at Lakehead 
University conduct a general orientation at the beginning of each clinical 
session.

Clinical instructors from all year levels are asked to attend. The 
instructors range from those who have many years of experience in the 
clinical area to those who are just starting. We begin the session by asking 
the experienced instructors to describe how they orient students to the 
clinical area. This usually stimulates questions from the new instructors.

We then ask the instructors to give examples of challenges that they 
have faced in the clinical area. This again stimulates questions about formal 
documentation and how the clinical instructor can seek guidance from 
faculty and other instructors.

Feedback from the clinical instructors has been very positive. They 
get a chance to hear what the challenges are in each year level, to know 
who else is teaching in the program, and to learn who can contribute to the 
conversation with their own experiences. The instructors have developed a 
greater sense of connection. We would like to make this an even more inter-
active experience by having the clinical instructors role-play a situation in 
a clinical setting and then have feedback from the entire group.
c a t h y  S c h o a L e S ,  m n ,  f a c u L t y  o f  n u r S I n G ,  L a K e h e a d  u n I v e r S I t y

In sum, clinical teachers are role models who serve their profession 
by nurturing and supporting the next generation of practitioners. Clinical 
teachers affiliated with university programs can be employed in different 
ways. They can be part-time or full-time continuing faculty, or they can 
be employed on time-limited contracts for each course taught. They can 
work for several different learning institutions and clinical agencies. Given 
that finding substitutes to cover clinical teaching commitments is difficult, 
instructors should establish contingency plans such as student phone lists 
for when they are ill.
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In most instances, full-time faculty are qualified at the PhD level. 
Often clinical teachers undertake graduate studies at the same time as they 
instruct in clinical practicums. Planning time to complete your own study 
assignments while teaching is essential.

The process of transitioning from practitioner to educator can seem 
to be overwhelming. Expectations of university faculty members might 
not always be clear. Seeking mentors and collaborating with experienced 
faculty involved in research and publication activities can help new clinical 
teachers to develop their own programs of scholarship. As both educators 
and practitioners, clinical teachers must gain and maintain competence in 
both areas. At different times in their careers, clinical teachers might focus 
more on one set of these competencies.

In addition to demonstrating competence and expertise in their disci-
pline, effective clinical teachers project a calm, patient, approachable, and 
enthusiastic attitude during their interactions with students. Effective 
clinical teachers go beyond what is required of them and find ways to 
empower and inspire students with the idea that anything is possible. 
Whether students are progressing well, need redirecting, or are failing, 
effective clinical teachers work from a student-centred approach based on 
student strengths to affirm and support students.

w ho a r e T h e S T u de n T S?

Like snowflakes, no two students are alike. Learners who come to clinical 
areas of health care can be young adults beginning their higher education at 
a local college or university, they can be adult learners just launching their 
university learning, or they might have already completed undergraduate 
or graduate degrees. Students might be living at home with their families 
or far away in new locations. Some might have been awarded advanced 
credits. Others might have been educated in different countries and have 
cultural orientations that are unfamiliar to teachers, peers, or agency staff. 
In addition to their studies, many university students are employed either 
part time or full time. Many students have extensive family responsibilities.

Despite this student diversity, teachers can expect that students in the 
health-care professions will find the clinical learning environment stressful, 
at least initially. Although all learners will experience and project emotions 
in unique ways, research suggests that commonalities exist. Students are 
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likely to fear that they will harm patients, they want to help people, they 
need to integrate theory and clinical practice, and they desire to master 
psychomotor skills (O’Connor, 2006). Mastering those skills can seem to 
dominate what students view as most important during clinical practicums. 
After graduating, however, learners report that having time and opportun-
ity to practise their communication, time management, and organizational 
skills is actually more important (Hartigan-Rogers et al., 2007).

The high cost of tuition is a concern for most university students. 
Coupled with living costs that can include travel to and additional accom-
modation at out-of-town clinical practicum sites, students face significant 
debt loads. Given the sacrifices that students make to earn credentials in 
their chosen health-care professions, understandably they usually expect 
to be awarded top marks and feel devastated when their efforts are graded 
as poor or failing.

A Strategy to Try  Value Students’ Sacrifices

What sacrifices have students in your group made to attend their educa-
tional program? What sacrifices have they made to attend the clinical 
placement? How can this information help you to understand your students?

A Strategy to Try  Arrange Practice Time

Knowing that most students feel anxious at the beginning of their clinical 
placement, have them work closely with agency staff until their confidence 
increases. Arrange practice time to help students achieve competence with 
psychomotor skills whenever possible. Some agencies have resources such 
as simulation equipment with which learners can practise skills (discussed 
in more detail in Chapter 5). The clinical educator in the agency often has 
access to resources for orienting new staff.

A Strategy to Try  Organize Peer Support Opportunities

Create opportunities for students to discuss their fears and their coping 
strategies to resolve those fears. Provide activities for students to work with 
partners or small groups. Peer support can be invaluable.
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Students, teachers, clinical agency staff, and patients come from differ-
ent backgrounds and have different perspectives and ways of interacting. 
These diverse perspectives become apparent in clinical practicums as 
students are required to communicate with individuals with whom they 
have little in common. One way of understanding these perspectives is to 
consider learners, teachers, patients/clients, and health-care team members 
with whom they must interact in relation to cultural, intergenerational, and 
emotional diversity.

c u lT u r a l di v e r S i T y

The term “culture, ” which broadly refers to people’s way of life, can have 
many meanings. The term includes the standards, morals, principles, 
and experiences that influence how people think and behave (Sonn & 
Vermeulen, 2018). Age, gender, ethnicity, race, language, religion, spiritual 
tradition, and sexual orientation all contribute to the diverse cultural 
identities that individuals and groups affiliate with or are influenced by 
(Garneau & Pepin, 2015; Melrose et al., 2020). Each affiliation can influence 
what people value, how they express themselves, and how they carry out 
their activities of daily living.

Although health professionals are expected to demonstrate knowledge 
and understanding of and sensitivity to the expressions of cultural divers-
ity that they encounter when caring for patients or clients, some people 
still receive unequal treatment (Jongen et al., 2018; Smedley et al., 2003). 
Similarly, in educational settings, some students in the health professions 
continue unfairly to receive unequal treatment (Guerra & Kurtz, 2016; 
Kruse et al., 2018; Smith, 2018).

Cultural competence requires health professionals to ensure that, 
at both individual and systemic levels, the agencies where they practise 
demonstrate “a set of congruent behaviours, attitudes, and policies that 
come together [to] . . . enable [people] . . . to work effectively in cross-cultural 
situations” (Cross et al., p. 28). Cultural competence in health professions 
education requires teachers to “adapt teaching and learning techniques 
in a way that values, empowers, and accommodates . . . student diversity. 
Cultural competence begins with an assessment of the learner’s needs and 
includes student interactions, curricula and policy development, in-class 
and online considerations, culturally competent policies and procedures, 
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and  .  .  . educators committed to lifelong learning” (Smith, 2018, p. 20). 
Achieving needed cultural competence is an ongoing process by which 
teachers learn with (and from) students, patients, clients, agency practi-
tioners, and fellow faculty members.

Cultural safety extends the concept of cultural competence beyond 
efforts to understand the kinds of behaviours in which people from differ-
ent cultures engage. Cultural safety directly acknowledges that patients/
clients or students receive unequal treatment and learning opportunities 
because an inherent power imbalance exists between them and their 
health-care providers or teachers. “This concept rejects the notion that 
health providers should focus on learning cultural customs of different 
ethnic groups. Instead, cultural safety seeks to achieve better care through 
being aware of difference, decolonising, considering power relationships, 
implementing reflective practice, and by allowing the patient [or student] 
to determine whether a clinical encounter is safe” (Curtis et al., 2019, p. 3).

Strengthening cultural competence and creating culturally safe learn-
ing environments for students centre on teachers becoming more self-aware 
through self-reflection. Acknowledging that teachers hold power and privil-
ege in their relationships with their students is an important first step. 
Furthermore, Melrose et al. (2020) urged teachers to reflect deeply on their 
own cultures, beliefs, and imprinted stereotypes. In turn, when teachers 
question how their personal views affect their teaching, they are better 
equipped to help their students feel safe and to meet their needs, expect-
ations, and rights respectfully. Ultimately, teachers who are committed 
to demonstrating cultural safety participate in practices that challenge 
stereotypes, structural racism, and systemic inequities in health care and 
in the education of health-care professionals.

A Strategy to Try  Cultural Competence Self-Reflection

Consider the following questions as you reflect on how your own culture 
affects your teaching.

1. How do I share information about my age, gender, ethnicity, 
race, language, religion, spiritual tradition, and sexual orientation 
with other people? With my students?
2. Which stereotypical beliefs do I hold about people from cultures 
different from my own?
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3. When has my own cultural perspective influenced my judgment 
about what “normal” or “appropriate” behaviours, values, and 
communication styles should look like in my students?
4. Which opportunities are available for me to incorporate cultural 
competence and cultural safety into my teaching practice?

i n T e rge n e r aT iona l di v e r S i T y

Although the term “diversity” is often used in relation to the cultural affili-
ations mentioned above, diversification can also occur when multiple 
generations work or study together (Fry, 2011; Johnson & Romanello, 2005; 
Weston, 2006). Each generation grows up with different life experiences, 
which influence how members of a generational cohort view the world, how 
they communicate, and how they approach teaching and learning (Billings, 
2004; Notarianni et al., 2009).

A generation is a group of people or cohort who progresses through 
time together, holding or sharing a common place in history. Each group 
shares social and political events that usually span from 15 to 20 years. As a 
result, members of that group view the world in a way different from genera-
tions born before and after them. However, we must not make assumptions 
that all individuals of a particular age will demonstrate characteristics 
associated with their cohort. In some instances, though, linking an 
individual’s way of being in the world with characteristics expected of the 
generational group can be useful. Viewing learners and those with whom 
they interact through a generational lens can promote awareness of today’s 
students, their expectations, and how teachers can respond to their needs 
(Earle & Myrick, 2009).

Currently, four active generations are interacting in schools, work- 
places, homes, families, and communities (Gibson, 2009; Weston, 2006). 
These four generations are known as the Traditionalists or Veterans or 
Silent Generation, born between 1900 and 1945; Baby Boomers or Sandwich 
Generation, born between 1946 and 1964; Generation X or Nexers, born 
between 1965 and 1980; and Millennials or Generation Y or Net Generation, 
born between 1981 and 2002. A fifth generation, Generation Z, learners 
born after 1995, is now entering universities.
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Students are most likely to meet Traditionalists as clients or patients 
during clinical practicums. Having lived through world wars and the Great 
Depression, those born during this period commonly experienced hardship. 
As a result, they worked hard, were loyal, and believed that the sacrifices 
they made would be rewarded (Tilka Miller, 2007). The world of this genera-
tion was very different from that of today. News came from newspapers and 
radios; shopping was done locally. Members of this generation were willing 
to conform to their parents’ beliefs rather than rebel against them, and they 
have been able to adapt to changes in the world (Johnson & Romanello, 
2005). Their early work environments had clearly defined hierarchies, with 
plainly outlined rules, roles, policies, and procedures that employees were 
required to implement (Weston, 2006).

In health-care environments, uniforms offered immediate explana-
tions to this generation of who the health-care providers were and what 
could be expected of them. In today’s fast-paced and technology-rich 
health-care environments, Traditionalists might be unsure of students’ 
roles and find their explanations difficult to understand.

Baby Boomers, now in their 50s, 60s, and 70s, are the largest cohort 
working in health care (Fry, 2011). Students will meet members of this gener-
ation primarily as the clinical leaders and practitioners in their practicums. 
Many Boomers grew up in a healthy, flourishing economy in which hospitals 
and schools thrived. Positive social influences on this generation encour-
aged Baby Boomers to think as individuals from a young age, to express 
themselves creatively, and to speak out when not in agreement with others.

Many women of this generation were socialized into the primarily 
female professions of nursing or teaching since these educational opportun-
ities were widely available (Hill, 2004). Women of the Boomer generation 
were the first to work outside the home. This resulted in appreciably differ-
ent home lives for the next generations.

In response to growing up in an era of prosperity, Boomers were willing 
to work long hours to pursue their goals, often in a relentless manner that 
might have negatively affected their personal lives (Stewart & Torges, 2006). 
Boomers are now often sandwiched between caring for their aging parents 
and their adult children. They are also investing considerable time, effort, 
and money into health maintenance and retirement (Johnson & Romanello, 
2005). Given their leadership roles and experiences in health care, Baby 
Boomers might be seen as intimidating by students.
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Generation Xers, now in their 30s and 40s, are a much smaller group 
and have been referred to as a bridge between the generations born before 
and after the introduction of the internet (Wortsman & Crupi, 2009). They 
grew up with computers, video games, and microwaves, and they are 
comfortable and skilled using new technologies. They expect instant access 
to information.

Members of this cohort were raised by two working parents or by 
single mothers and thus became known as the “latchkey” generation. They 
learned to manage on their own, became resourceful, and increasingly 
relied on friends (Walker et al., 2006; Weston, 2006). Generation Xers 
have been described as having little regard for corporate life, are intent on 
challenging authority, and expect to have their opinions considered (Earle 
& Myrick, 2009; Walker et al., 2006; Weston, 2006).

In health-care environments, Generation Xers entered the workforce 
during the turbulent 1990s period of downsizing and restructuring. Many 
were unable to find full-time or continuous employment (Fry, 2011). As a 
result, they do not view employment as security (Hill, 2004). Opportunities 
for promotion can seem to be eclipsed by the Baby Boomers who remain in 
the workforce. Students will encounter Generation Xers among their peers, 
teachers, and clinical agency staff. Until relationships are forged, students 
can find Generation Xers to be impatient and somewhat unwilling to offer 
in-depth explanations.

Millennials, in their teens to their 30s, were raised by Boomers who 
were actively involved in their learning. They have high levels of self- 
confidence and close relationships with their parents and members of their 
parents’ generation (Hill, 2004). Millennials are the second largest genera-
tional cohort in the general population (Buruss & Popkess, 2012; Wortsman 
& Crupi, 2009). They are fully comfortable with technology and with living 
in a diverse world. Millennials are considered the most culturally diverse 
generation of all time (Earle & Myrick, 2009; Walker et al., 2006).

This group of learners has a strong capacity to multitask, but their 
multitasking can erode their capacity to sustain focus and attention 
(Sherman, 2009). Their education has equipped them with the ability to 
work well collaboratively and on teams and to extend respect to each 
member of a group (Wortsman & Crupi, 2009). This cohort is accustomed 
to and requires immediate feedback (Bednarz, et al., 2010) and positive 
reinforcement (McCurry & Martins, 2010).
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Millennials will be present in student, teaching, and staff groups. 
Students might find that individuals from this group are fun-loving, friendly, 
and approachable, particularly if students themselves are Millennials. Some 
members of this cohort might have had limited exposure to failure or even 
to negative feedback.

Generation Zers are people born after 1995 and comprise one-quarter 
of the North American population (Kingston, 2014). They lived through 
the terrorist bombings of 9/11 and the 2008 recession. Known as screen-
agers or digital natives, members of this cohort have grown up with the 
internet, social media, and smartphones, and they are considered the most 
connected generation in history (McCrindle & Wolfinger, 2014; Sparks & 
Honey, n.d.; Williams, 2019). Raised in inclusive classrooms, Generation 
Zers are collaborative, and over half will be university educated (Sparks & 
Honey, n.d.). They work quickly, can have short attention spans, communi-
cate with symbols, and might not be precise or put effort into their writing 
(Sparks & Honey, n.d.). Assigned reading was identified as one of their least 
preferred methods of learning (Hampton, Welsh, & Wiggins, 2020).

Clinical teachers can use information about generational diversity 
as an introduction to who their students are and to create individualized 
instruction that will help them to succeed. The wisdom gleaned from 
Traditionalists, the drive modelled by Baby Boomers, the resourcefulness 
demonstrated by Generation Xers, the team spirit so ready to be tapped in 
Millennials, and the connectivity of Generation Zers can all be integrated 
into innovative teaching strategies.

A Strategy to Try  What’s Your Generational Cohort?

Question whether your students would benefit from viewing the individ-
uals with whom they will be interacting professionally through the lens 
of generational diversity. During the process of coming to know your 
students, apply the strengths and weaknesses of their generational cohorts 
to enhance their learning outcomes.
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e mo T iona l di v e r S i T y

Another way to understand the diverse perspectives that students bring 
to their clinical learning environment is to examine the diverse range of 
emotional issues that many face. Just as members of the general popula-
tion deal with learning disabilities, substance abuse, poor mental health, 
or many other emotionally taxing problems, so too students who enrol 
in health-care programs deal with similar issues. Increased numbers of 
students with learning disabilities (Child & Langford, 2011; L’Ecuyer, 2019 a, 
2019 b; McPheat, 2014; Meloy & Gambescia, 2014; Ridley, 2011; Sanderson-
Mann et al., 2012), substance abuse problems (Monroe & Kenaga, 2010; 
Murphy-Parker, 2013), and poor mental health (Arieli, 2013; Megivern et 
al., 2003; Storrie et al., 2012) are successfully completing their programs. 
Although help and accommodation for these students are more readily 
available, the stigma associated with their issues makes students reluctant 
to share the challenges through which they are working.

Clinical teachers are not, and should not be, learning disability special-
ists or addiction and mental health counsellors. They must know, however, 
which program resources are available to students. All clinical teachers, 
whether they are full-time continuing faculty or teaching only one clinical 
course, should visit their university counselling centre and become fully 
informed about the services offered.

Most accommodations for learning disabilities are geared to academic 
class activities. For example, students with dyslexia benefit from supple-
mental study skills modules (Wray et al., 2013). If these kinds of modules 
are available, then clinical teachers should familiarize themselves with 
the content and highlight its clinical applicability during clinical confer-
ence discussions. Doing so would normalize the use of such resources. 
Non-dyslexic students might also find the supplemental activities a useful 
way to transfer theory to practice.

Research is beginning to reveal more about the nature of the diffi-
culties experienced by learning disabled students in clinical placements. 
For example, dyslexic nursing students have more trouble writing notes 
about patients and using care plans than non-dyslexic students (Morris & 
Turnbull, 2006). Dyslexic students struggle with clinical documentation, 
drug calculations, and handovers of patients (Sanderson-Mann et al., 2012). 
They experience the most stress when the clinical environment is busy 
(Crouch, 2019).
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Supports established in the academic setting might not be communi-
cated to those instructing and precepting students in the clinical setting 
(Howlin et al., 2014). Staff nurses responsible for the clinical education of 
students and new nurses receive little preparation for that role and might 
not feel supported to meet the needs of those with learning difficulties 
(L’Ecuyer, 2019a). Preceptors can feel unprepared and lack confidence in 
their ability to instruct students who have learning disabilities (L’Ecuyer, 
2019b).

Learning disabled students state that they would benefit from time 
spent with a clinical placement mentor who understands their specific learn-
ing issues (Child & Langford, 2011). Early referral and testing of students 
experiencing difficulties associated with dyslexia should be encouraged so 
that they can receive support as soon as possible (Ridley, 2011).

Focusing on abilities offers important balance in any discussion of 
disabilities. Individuals with learning disabilities have been characterized 
as focused, resilient, empathetic, compassionate, and intuitive, and they are 
known to have excellent interpersonal and problem-solving skills (Wray 
et al., 2013). These attributes are highly valued in health-care practitioners. 
Many clinicians with learning disabilities have found suitable strategies to 
overcome their learning difficulties and are thriving in their field.

The incidence of substance abuse among health-care professionals and 
students is both under-researched and under-reported, but from 10% to 
15% of health-care professionals are estimated to be afflicted with alcohol 
or drug addiction (Monroe & Kenaga, 2010). In most jurisdictions, report-
ing is mandatory when any professional or student is impaired. When a 
clinical teacher encounters an impaired student, that student must be sent 
off the clinical area immediately, and the incident must be reported to the 
teacher’s supervisor. With this action, safety must be considered in areas 
such as finding alternative transportation if the student drove to the clinical 
site. Instructor and student should agree to discuss the incident when the 
student is no longer impaired.

Neither students nor practitioners should ever practise when impaired. 
Unfortunately, individuals with substance abuse issues might not believe 
that they have a problem and thus be reluctant to seek help. When clinical 
teachers identify substance abuse or the potential for substance abuse in 
their students and initiate referrals to university counselling services, they 
provide a critical lifeline. Throughout the world, programs are becoming 
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available that offer confidential, non-punitive assistance for health-care 
professionals and students suffering from addictions (Monroe & Kenaga, 
2010). Ignoring issues related to substance abuse is not an option.

Students with emotional problems are also present across health-care 
disciplines and in clinical placements. Learners with mental health issues 
can demonstrate inappropriate behaviours, including anger, neediness, 
and inability to complete tasks (Storrie et al., 2012). They can display poor 
motivation, negativity, overconfidence, or inability to work as a member of 
the health-care team. They might not accept responsibility for their actions 
or change their behaviour in response to feedback.

In response, clinical teachers can feel anxious, distressed, intimidated, 
or unsure about what to do (Storrie et al., 2012). When students present 
with a psychiatric or mental health crisis, they must be accompanied to an 
emergency treatment facility. In non-emergency situations, the best course 
of action is less clear. University counselling services are not immediately 
available to students when they are in practice areas. Other members of the 
student group, as well as agency clients and staff, will be affected by any 
inappropriate student behaviour.

Storrie et al. (2012, p.  101) suggest the following four strategies that 
clinical teachers can consider when responding to students with poor 
mental health.

1. Communicate with colleagues in advance about high-risk students 
who might have special needs in a clinical placement.

2. Maintain a consistent approach by following university procedures. 
If students have a complaint, then they are to address it first at a 
local level with clinical teachers. If the complaint is not resolved, 
then students must formalize it via a letter to a university supervisor.

3. Keep a clear audit trail by documenting any encounter with the 
student and regularly briefing your immediate supervisor.

4. Determine if the problem can be managed by rearranging the 
design of the student’s study plan. A revised plan will consider 
the student’s needs and strengths but still maintain academic 
expectations.
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A Strategy to Try  Know Policies for Dealing with Emotionally Diverse Students

In your self-orientation to your clinical teaching practice, find out precisely 
which actions are required of you when you encounter students with learn-
ing disabilities, substance abuse, or poor mental health. Obtain copies of 
relevant policies.

A Strategy to Try  Meet Counselling and Learning Services Staff

Walk into the counselling and learning services offices of the academic 
institution to experience how students might feel when they seek help. 
Make a point of meeting the resource staff members who are available to 
students. Providing students with the names of resource staff when refer-
ring them can make the process more familiar and comfortable.

A Strategy to Try  Make a Wellness Plan

Invite all students in your clinical teaching group to prepare personal 
wellness plans. Encourage them to include physical and mental health 
issues and strategies for coping. Provide an option for them to share their 
wellness plans with you or an agency staff member with whom they will 
be highly involved. Students troubled by emotional problems can find it 
easier to disclose problems in writing, as part of a group activity, than in 
one-to-one dialogue with a teacher who will be evaluating them.

From the Field  Keep a Pride Journal

Throughout the course of a clinical day, have students note when they feel 
good about something that they have done. Encourage them to experience 
the feelings and then jot down the experiences. In the post-conference, have 
them share those experiences and discuss how they felt proud of what they did.

Mary Ellen Bond (2009) has examined the detrimental effects that 
negative emotions such as shame can have on students’ ability to learn in 
clinical nursing education. Keeping a pride journal introduces an oppor-
tunity for students to articulate and celebrate positive emotions, those times 
when they felt proud.
m a r y  e L L e n  B o n d,  r n ,  m S n ,  c o L L e G e  o f  t h e  r o c K I e S



80 Creative Clinical Teaching in the Health Professions

https://doi.org/10.15215/aupress/9781771993319.01

de v e l opi ng i n de pe n de nce

Health-care students can be culturally, generationally, or emotionally 
diverse, but they share the common goal of needing to develop professional 
independence during their clinical practicums. Through a stepwise process 
of gradually decreasing direction and guidance from teachers and agency 
staff, learners must work toward practising independently. University-
educated professionals in health-care fields are required to think and act 
on their own, with limited or no direction from professional colleagues. 
A crisis is an everyday occurrence. Once learners graduate, they will be 
expected to implement client care independently.

The processes and strategies that learners use to develop independence 
as practitioners are inherently difficult to understand. Seminal literature 
from the field of adult education indicates that a key element of developing 
independence in any educational activity is for students to take responsib-
ility for their learning above and beyond responding to instructions (Boud, 
1988; Knowles, 1975). Becoming independent requires students to choose 
suitable learning activities, reflect on their effectiveness, and initiate any 
needed changes (Holec, 1981; Little, 1991).

In chaotic clinical learning environments, in which maintaining 
patient safety is critical, students can feel unsure about how they could 
or should go beyond what they have been instructed to do. There is an 
inherent tension between providing safe patient care and initiating new 
or perhaps unfamiliar activities in clinical practicums. Ameliorating that 
tension is different from trying new ideas in academic classroom settings. 
Students might not feel that they have developed the independence they 
need to function in a complex professional role until nearly a year after they 
graduate (Melrose & Wishart, 2013).

A Strategy to Try  Where Do You Hope to Practise?

Ask your students to name the clinical areas in which they hope to practise 
after graduation. Throughout the clinical placement, link any learning 
experiences to the specific competencies that they will need in those areas. 
With the goal of developing student independence, intentionally decrease 
support over the term of the practicum. Students cannot be expected to 
practise independently in all areas of the clinical placement. Clinical teach-
ers can help to increase students’ confidence, however, by focusing on skills 
directly relevant to their intended practice areas.
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In sum, students in the health-care professions are a diverse group. 
Some will be new to university, and others will be experienced adult learn-
ers. Despite differences in their backgrounds, they can all be expected to 
be highly invested in their education, and they will have made sacrifices to 
complete clinical practicums. Most will feel anxious initially, particularly in 
their desire to provide safe care to patients and to pass course requirements.

Student groups will include learners from different cultures. Clinical 
teachers can support and celebrate their diversity by intentionally devel-
oping cultural competence and striving to create culturally safe learning 
environments. They can best do so by acknowledging the power that they 
hold in teacher-student relationships and engaging in ongoing self-reflec-
tion on how their own beliefs influence their teaching.

The groups will also include students from different generations. 
Clinical teachers can find it helpful to come to know their students as 
members of a generational cohort. Students will meet Traditionalists or 
older adults as clients/patients and Baby Boomers or middle-aged adults as 
clinical leaders and practitioners. They will meet Generation Xers in their 
30s and 40s and Millennials in their 20s and 30s in peer, instructor, and 
agency staff groups. They will meet Generation Zers in their 20s in peer 
groups. Traditionalists are known for their wisdom and experience, Baby 
Boomers for their leadership and drive, Generation Xers for their resource-
fulness and willingness to challenge, Millennials for their confidence and 
team spirit, and Generation Zers for their ability to work collaboratively.

Student groups will also include learners with emotionally diverse 
needs related to learning disabilities, substance abuse, or poor mental 
health. To accommodate these learners and ensure public safety, clinical 
teachers must have a clear understanding of any program resources 
and policies relevant to students with special needs. Key strategies for 
supporting troubled students include documenting both students’ behav-
iours and teachers’ responses implemented to help and consistently keeping 
supervisors informed.

Students and teachers in clinical learning environments share the goal 
of developing independent practitioners. Becoming independent is work in 
progress for students, teachers, and clinicians alike. By grounding instruc-
tion in the premise that students will soon be on their own and responsible 
for their practice, the importance of supporting students toward initiating 
and managing their own learning becomes clear.
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concluS ion

Clinical environments are “classrooms” rich with planned, unplanned, and 
incidental opportunities for creative teaching and meaningful learning. 
Some clinical placements might not be as supportive as learners would like, 
and clinical agency staff might not be fully aware of students’ programs. 
Still, more practitioners are embracing the view that supporting students 
is a valuable part of their own professional development.

Clinical teachers, whether they are continuing faculty members or 
employed only on a course-by-course basis, are impactful role models 
who can make a critical difference in their students’ lives. Students view 
effective clinical teachers as individuals who are calm, patient, enthusiastic, 
and approachable. Excellent teachers seek to empower and inspire their 
students. Clinical teachers are often continuing their own graduate studies 
and juggling career plans that require expertise in both their practice disci-
pline and the field of education.

The students whom clinical teachers meet in clinical practicums come 
from diverse cultural and generational backgrounds. Some will need 
unique instructional and institutional support as they deal with issues such 
as learning disabilities, substance abuse, or poor mental health. Clinical 
teachers must familiarize themselves with policies related to students with 
special needs and with counselling resources that are available to students. 
The stakes are high in university health-care programs, and all students 
have made sacrifices. They want to succeed, to earn top marks, and to 
practise independently once they graduate.

In this chapter, we examined the clinical learning environment and 
clarified the teachers and students in that environment. We hope that the 
creative strategies mentioned will provide practical ideas to help clinical 
teachers with the complex problems that they face daily. Perhaps the 
process of questioning and seeking to understand how our learners see 
the clinical environment is as important as the answers themselves.
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4

Maintaining Resilience  
through Positive  
Collaborations

I am a teacher at heart, and there are moments when I can hardly  

hold the joy. When my students and I discover uncharted territory  

to explore, when the pathway out of a thicket opens up before us,  

when our experience is illumined by the lightening-life of the mind— 

then teaching is the finest work I know.

pa r K e r  pa L m e r  (20 07, p. 1)

As Parker Palmer so eloquently wrote, teaching can be joyful, illuminat-
ing, and fine work that involves exploring the world through the eyes of 
our learners. Yet, for educators in clinical settings, negative influences on 
learning can sometimes seem to be beyond their control. Such influences 
can hamper the joyful potential of the educational experience for both 
educators and learners. As we have emphasized throughout this book, 
learning in unpredictable clinical environments presents distractions and 
challenges that are different from those that students face in traditional 
classrooms. Collaborating with learners to support their success in clinical 
placement experiences poses unique challenges for educators. Still, the 
intense satisfaction that educators and learners alike feel when new skills 
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are mastered, new knowledge is assimilated, and new attitudes emerge 
is universal. Achieving these accomplishments (and the sense of joy that 
Parker describes) requires multiple approaches among educators, including 
skills founded on effective learner-teacher collaboration.

The challenges that learners face in clinical environments are those 
that they will face in practice after graduation. When clinical teachers guide 
learners toward developing positive and collaborative ways of managing 
these challenges, they provide them with vital skills on which they can 
continue to build throughout their careers. These skills are essential for 
health-care providers if they are to remain resilient and continue to do their 
work successfully. Consistently providing compassionate care to patients or 
clients and their families over extended periods of time and under difficult 
circumstances can take a toll on health-care professionals. The work can 
be emotionally demanding and mentally exhausting and leave health-care 
providers feeling isolated and exhausted.

Typically, teaching approaches in clinical settings focus on helping 
learners to acquire the physical skills that they need to provide competent 
evidence-informed care. Yet neglecting to acknowledge that emotional 
demands exist in the practice setting, and that strategies are available to 
ameliorate these demands, is shortsighted. Essentially, if clinical teachers 
hope to guide learners through the “uncharted territory” to which Palmer 
refers, then they must help learners to develop and sustain feelings of joy 
and passion for their chosen profession. In our view, actions that support 
learners in developing this capacity are grounded in a positive frame of 
reference that recognizes the cost of caring and embraces a commitment to 
enhancing emotional resilience. Clinical teachers must also invite learners 
to consider the impacts that meaningful collaborations with others can 
have on promoting and strengthening their own emotional health and 
well-being. In this chapter, we invite clinical teachers to consider how 
positive collaborations and relationships can foster their success as educa-
tors while keeping them healthy and able to continue the important work 
of teaching health-care providers.
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r e co gn i z i ng T h e co S T of c a r i ng

Providing compassionate care to patients/clients when they are at their 
most vulnerable can be physically and emotionally demanding for health-
care professionals. Helping and caring for others involve a high degree 
of altruism. Although work in the helping professions provides limit-
less opportunities for satisfaction and personal growth, it can come at a 
personal cost. The extent to which skilful “self-giving” is required can cause 
suffering for caregivers (McAllister & McKinnon, 2009). When health-care 
professionals engage in self-giving, they might attend to the needs of others 
at the expense of taking care of their own physical and emotional needs. 
Carers might neglect their own health and view self-care as a low priority 
(Foureur et al., 2013).

Experiences of feeling burned out are common. The word burnout was 
initially defined as “a syndrome of emotional exhaustion, depersonalisation, 
and reduced personal accomplishment that can occur among individ-
uals who work with people in some capacity” (Maslach et al., 1996, p. 4). 
In response to feeling burned out, people distance themselves emotion-
ally as a form of self-protection (Maslach et al., 1996). The World Health 
Organization (2018) extended this seminal definition to emphasize that 
burnout also includes feelings of negativism or cynicism related to one’s 
job. Learners in clinical environments can expect to encounter health-
care professionals who are experiencing some, if not all, of the negative 
emotions associated with burnout. For example, in a cross-sectional survey 
of nurses from 12 countries in Europe and the United States, 42% of the 
nurses described themselves as “burned out” (Aiken et al., 2012).

According to Grant and Kinman (2014), the emotionally demanding 
nature of work in health-care fields can also lead to secondary trauma 
(emotional distress associated with hearing about the first-hand trauma 
experienced by another), vicarious trauma (a damaging shift in beliefs 
about the world in response to being repeatedly exposed to traumatic 
material), and compassion fatigue (physical, mental, and emotional 
withdrawal associated with caring for sick or traumatized people especially 
if you are not able to relieve their suffering). Health-care professionals 
frequently experience psychological distress in relation to their role, the 
wider organizational context, a perceived lack of control, and interactions 
with patients/clients that evoke strong emotional reactions (Grant & 
Kinman, 2014).
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Although compassion fatigue is a syndrome usually associated with the 
negative effects of providing care to the ill, there is emerging evidence that 
educators can experience a similar syndrome as they care about the success 
of students and come to know of stress and suffering among students 
that they are unable to relieve. Educators can be vulnerable to compas-
sion fatigue since the teaching profession attracts individuals who gain 
satisfaction in caring for people (Krop, 2013; Showalter, 2010). Many who 
enter teaching as a profession are empathetic and nurturing individuals 

“whose personal identity is closely associated with their professional role” 
(Boyle, 2011, p. 1; Fowler, 2015; Hunsaker et al., 2015; Krop, 2013). Caring is 
often viewed as a fundamental value of the teaching profession. Educators 
might see their students’ success as their own in some ways (Isenbarger & 
Zembylas, 2006) and often come to care about the success and well-being of 
learners. Teachers can experience emotional labour as they teach, nurture, 
and guide individuals along their life paths for sustained periods of time, 
often years (Isenbarger & Zembylas, 2006). These factors make educators—
especially those who genuinely care about their learners and aim to get to 
know them well—at risk of compassion fatigue.

The cost of caring is not limited to practising health-care professionals 
and educators. Learners can experience similar negative emotions. They 
can have strong emotional reactions to clinical placements, they can feel 
conflicted between their role as a learner and their role as an emerging 
professional, and they can perceive themselves as ineffective (Grant & 
Kinman, 2014). Many health-care learners experience feelings of depres-
sion (Rakesh et al., 2017). Learners are often reluctant to disclose that they 
are experiencing difficulties, exacerbating potentially damaging negative 
emotions (Grant & Kinman, 2014).

Like practitioners and learners, educators in health fields are also 
affected by the cost of caring. People who work in most areas of education 
are considered helping professionals, and they often give generously of 
themselves in their work with learners. Educators have frequently expressed 
that they feel extremely stressed (Thomas et al., 2019), overwhelmed by 
emotional demands, and as though they are merely surviving rather than 
thriving (Aguilar, 2018).

Given that clinical teachers straddle the fields of both health and 
education, they can expect to face ongoing personal challenges related to 
their own emotional health throughout their careers. At times, emotional 
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depletion and negativity can distract from a view of teaching as fulfilling, 
enjoyable, and satisfying work. When educators in health fields do view 
their teaching as satisfying, they are more likely to do their work in an 
exemplary way (Melrose et al., 2020). An important first step that clinical 
teachers can take toward feeling less depleted and more fulfilled is inten-
tionally to articulate the positive aspects of clinical teaching that are 
especially meaningful to them.

A Strategy to Try  What I Love Most about Clinical Teaching Is. . . .

When you are feeling relaxed and in a comfortable setting, take a few 
moments to reflect deeply on what you love most about clinical teaching. 
Think about the times when you have genuinely experienced joy and fulfill-
ment from your teaching. Record your response(s) on a sticky note and post 
it somewhere visible.
 If you find this strategy meaningful, you might wish to implement it with 
your learners. Simply change the question to “What I love most about [my 
profession] is. . . .”

e mo T iona l l a b ou r

The cost of caring is further illustrated with an explanation of the term 
“emotional labour.” It refers to the process by which workers are expected 
to manage their feelings in accordance with organizationally defined rules 
and guidelines (Hochschild, 1983/2003). Emotional labour affects people 
who work in areas where there is intensive contact with the public and 
where people are expected to regulate their emotions during interactions 
with others (Hochschild, 1983/2003). Some workplace roles (including those 
in health and education fields) stipulate either formally or informally that 
certain emotions can be displayed publicly, whereas others are expected to 
be kept private. For example, expressing patience and empathy is considered 
appropriate, whereas showing frustration and disgust is not (Kinman & 
Leggetter, 2016).

Daily, health-care practitioners, learners, and clinical teachers all 
engage in emotionally charged contacts with patients/clients. In addition to 
those intense contacts, learners engage in equally intense interactions with 
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practitioners and their clinical teachers, especially during evaluation activ-
ities. Certainly, appropriate responses are expected in public. Yet powerful 
emotions that are not considered appropriate to display are also present. The 
emotional labour expected of professionals requires that these emotions 
remain private. It is important to note that the notion of “private” does not 
mean that these emotions are to remain unacknowledged. Rather, it empha-
sizes the importance of finding suitable outlets for expressing certain emotions.

When people continue to work and learn in situations in which their 
need for emotional expression does not conform to workplace expectations of 
emotional labour (whether real or perceived), they can experience profound 
emotional strain and dissonance (Kinman & Leggetter, 2016). The effort 
required to keep emotions hidden below the surface and act well emotionally 
drains people of their emotional resources and leaves them feeling stressed, 
conflicted, depleted, mentally exhausted, and burned out (Delgado et al., 
2017; Kinman & Leggetter, 2016). It adversely affects workplace interactions, 
workplace relationships, and ultimately workplace performance (Delgado 
et al., 2020). For those with limited experience in a caring role, navigat-
ing the demands of emotional labour inherent in the role of health-care  
professional can be particularly problematic (Kinman & Leggetter, 2016).

Believing that emotional regulation requires people to suppress their 
emotions is not healthy. Although health-care professionals would encour-
age their patients/clients to find respectful and appropriate ways to express 
their emotions (even those construed as negative), opportunities to do so 
might not be immediately available to the professionals themselves. As 
educators, it is critical to assess expectations related to emotional labour in 
the clinical settings in which students are learning. The rules and guidelines 
might be more implicit than explicit. Expressions of emotions that are viewed 
as inappropriate in one setting might be quite different in another. Not all 
members of staff groups will model healthy regulation of their emotions.

Recognizing and acknowledging that emotional labour (the ability 
to regulate emotions) is expected in professional fields is an important 
foundational step in helping learners to prepare for the realities of practice. 
Aspects of the topic are often addressed under curriculum concepts related 
to “professionalism.” To be fully informative, however, clinical teachers 
must instigate discussions of how to manage (and importantly to express) 
the negative feelings and responses that professionals inevitably experience 
in practice settings.
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A Strategy to Try  A Healthy Way that I Express Negative Emotions Is. . . .

Health professionals are expected to regulate their emotions (known 
as emotional labour). Some positive emotions (e.g., compassion) may 
be displayed publicly, whereas others (e.g., revulsion) are considered 
negative and expected to be kept private. Regulating emotions does not 
mean suppressing or denying them. Educators can pay more attention to 
cultivating learners’ capacities to express their positive emotions than to 
managing negative feelings.
 Consider opportunities in which you could facilitate a discussion of 
negative emotions with learners. Begin by reflecting on your own experien-
ces. Think about a time when you experienced an intense negative response 
in a patient care situation. You might have acted or wanted to act in ways 
that could be perceived as inappropriate. What might a healthy response 
look like? Which actions could you have taken, or did you take, that were 
appropriate and fitting for the situation?
 With the goal of modelling healthy ways of expressing negative emotions, 
share your process of reflecting with learners.

e n h a nci ng e mo T iona l r e S i l i e nce

As the preceding discussion emphasized, the caring and emotional labour 
required of health-care professionals, learners, and clinical teachers alike 
affect their emotional well-being. Consistently expressing positive rather 
than negative emotions, together with approaching stressful workplace 
challenges as opportunities rather than setbacks, require ongoing efforts. 
Positive emotions are more than just being happy; they reflect a deeper 
approach to how life is experienced (Pipe et al., 2012; Tugade et al., 2004). 
Emotions that express positivity are those rich in joy, gratitude, serenity, 
interest, hope, pride, amusement, inspiration, awe, and love (Fredrickson, 
2009). People who can display these kinds of positive emotions, even under 
difficult circumstances, are viewed as emotionally resilient.

The word resilience is defined as “the process of adapting well in the 
face of adversity, trauma, tragedy, threats or even significant sources of 
stress” (American Psychological Association, 2014, para 4). Resilience 
is a multidimensional psychological construct that overlaps with other 
constructs, including organizational resilience and individual workplace 
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resilience (Rees et al., 2015). Organizational resilience is an organization’s or 
institution’s ability and capacity to handle disruptive events (Ruiz-Martin 
et al., 2018). Individual resilience is an employee’s ability to handle adver-
sity successfully (Hartmann et al., 2020). Not unexpectedly, people who 
work in highly resilient organizations have more opportunities to learn 
about and develop their individual resilience. A strong, supportive, and 
team-oriented culture can help health-care professionals to manage the 
emotional demands of their roles (Cheng et al., 2013).

In health-care settings, clinical teachers might have limited control 
over the level of organizational resilience demonstrated in the clinical 
environments in which their students learn. A culture of coping dominated 
by negativity and emotional distancing might be present in these places. 
The role models that learners are exposed to might not handle the cost of 
caring well, and they might struggle with the demands of emotional labour 
that their roles require of them. However, clinical teachers do control the 
extent to which they demonstrate their own resilience and how they invite 
learners to do likewise. A dimension of resilience that is well suited to 
instruction in clinical areas is emotional resilience.

It refers to the element of affect that is inherent in resilience. Emotional 
resilience is the ability to “recover” from adversity, react appropriately, or 

“bounce back” when life gets tough (Grant & Kinman, 2014). When applied 
to health-care workplace settings, emotional resilience is further explained 
as the ability to maintain personal and professional well-being in the 
face of ongoing work stress and adversity (McCann et al., 2013). Health-
care professionals who have enhanced emotional resilience express less 
negativity and feel less overwhelmed by job stresses (McCann et al., 2013; 
Stacey & Cook, 2019).

Emotional resilience, like all forms of resilience, is not an innate, fixed 
characteristic; rather, it is a skill that can be developed and enhanced 
(Grant & Kinman, 2014; Stephens, 2013). Research suggests that integrat-
ing educational content and instruction in resilience can help learners 
in the health-care professions to feel stronger, more focused, and better 
able to endure negative emotions (Grant & Kinman, 2014; McAllister & 
McKinnon, 2009; Stacey et al., 2017). For example, when resilience compe-
tencies were integrated into a nursing curriculum, students thought that 
the self-care interventions that they learned increased their ability to 
provide compassionate care to patients (Stacey et al., 2017). Similarly, when 
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resilience-building activities were included in their curriculum, student 
physicians found that they were better able to empathize with patients, 
combat stress and burnout, and gain awareness of ways to promote a culture 
of mutual openness and understanding (Rakesh et al., 2017). Furthermore, 
introducing emotional resilience strategies to social work students helped 
them to deal with the emotional demands of their profession (Grant & 
Kinman, 2014).

A Strategy to Try  Inspiring Stories of People Who Are Emotionally Resilient

Some people have experienced devastating events in their lives, but they 
can “bounce back” with positivity and optimism. Emotionally resilient, 
they seem to be able to cope with and find pleasure in whatever comes 
their way. When you think of emotional resilience, does a specific person 
come to mind? Perhaps a family member or workplace mentor? A patient/
client who did not view her or his condition as a limitation? A historical 
figure or contemporary hero portrayed in the news? Jot down the story(ies) 
or find relevant video clips online and integrate them into information and 
educational content that you share with learners.

a pproach e S for e n h a nci ng e mo T iona l r e S i l i e nce

In their research exploring emotional resilience in practising and student 
social workers, Grant and Kinman (2014) identified how people who were 
able to adapt positively to stressful working conditions (and manage their 
emotional demands) demonstrated four competencies that are helpful 
in training students to become resilient professionals: reflective ability, 
emotional intelligence, social confidence, and social support. None of these 
competencies can be achieved by learners on their own. Collaborations 
and connections with others are required. Next we explain how clinical 
teachers can create the kinds of collaborations that will help learners to 
enhance these competencies.

Reflective ability can be enhanced when learners are provided with 
opportunities to reflect on their practice, consider their personal motiva-
tions, and explore the nature and impact of their interactions with others. 
Emotional intelligence (with which people are able to persist in the face 
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of frustration, control impulses, delay gratification, establish emotional 
boundaries, avoid overinvolvement with patients/clients, and “accurately” 
empathize with others) can be enhanced when learners are provided with 
safe spaces in which to discuss their emotional responses to distressing 
events. Social confidence (e.g., demonstrating assertiveness and conflict 
resolution skills) can be enhanced when learners are encouraged to 
challenge instances of poor clinical practice and share appropriately the 
negative emotions that these poor practices evoke. Social support can be 
enhanced when learners are consistently invited to connect in meaningful 
ways with their educators, preceptors/practitioners, and fellow students.

Grant and Kinman (2014) further posit that specific approaches to 
developing the competencies in emotional resilience mentioned above can 
be grouped into the categories of reflective practice, supervision, and peer 
coaching. Although these approaches can be included in health professions 
curricula in other topic areas, the specific links to enhancing emotional 
resilience might not be identified.

Reflective Practice

Reflective practice is familiar to most health-care professional practitioners 
and learners. Thinking about and reflecting on what went well, what could 
be improved, and how to incorporate needed changes are essential skills 
that should be implemented in everyday practice. When clinical teachers 
extend the reflective process to include an understanding of emotional 
resilience, they deepen learners’ insights into regulating their own emotions. 
Inviting learners to reflect honestly and critically on their negative (as well 
as positive) feelings can create openings to explore appropriate ways of 
expressing rather than suppressing negative emotions.

A Strategy to Try  Write a Narrative from a Patient/Client’s Perspective

Grant and Kinman (2014) assert that writing a narrative from a patient/
client’s perspective can enhance emotional resilience in health-care 
profession learners. Have learners write a short narrative or account of 
an experience as though they were a patient/client. Alternatively, learners 
could express their narratives in the form of a poem.
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Have learners share their narratives (or poems) with peers during 
small group discussions. Draw out reflections on emotional resilience. 
Invite discussion of examples in which negative emotions were displayed 
appropriately and inappropriately. Encourage participants to create links 
between the narratives and their own professional growth.

Supervision

Supervision, in the context of enhancing emotional resilience, refers 
to the interactions between educators and learners individually and in 
groups. The interactions might be when educators are observing learners 
performing skills, providing feedback on their performance, or drawing 
out their thinking during individual and group discussions. Because of the 
evaluative component clearly present in interactions in which educators are 
supervising learners, there is an imbalance of power.

This imbalance can create a barrier to the safe spaces needed for learn-
ers to disclose their negative emotions. Those emotions might not be fully 
recognized, they can be perceived as too shameful to express, or they might 
be directly related to the educator. However, positive role modelling can 
help to break down these barriers. In the many varied supervisory and 
interactive activities that educators engage in with learners, educators can 
demonstrate approaches that enhance emotional resilience, and they can 
comment intentionally on the strategies that have worked for them. They 
can also ensure that opportunities for connecting with like-minded others, 
such as fellow students, are also available to learners. The capacity to seek 
out (and engage in) supportive relationships is an essential component of 
resilience building, and it is an ability that learners will need throughout 
their practice (Grant & Kinman, 2014).

A Strategy to Try  One Strategy that I Use to Create a Safe Emotional Space Is. . . . 

When you supervise learners as they perform a skill, answer a question, 
or participate in a group discussion, identify one strategy that you use 
to create a feeling of emotional safety within the interaction. Given that 
educators evaluate learners, how do you intentionally invite learners to 
share their feelings (even the negative ones)? Are there opportunities to use 
this strategy more frequently? Might other strategies related to creating safe 
emotional spaces also be useful in your interactions with learners?
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 If you are part of a community of educators (e.g., part of a faculty at an 
educational institution), then consider including sharing teaching strategies 
(e.g., how to create safe emotional spaces for learners) during professional 
development sessions. In this way, the community can build a repertoire 
of successful approaches.

Peer Coaching/Mentoring

Peer coaching/mentoring can also help learners to enhance their emotional 
resilience and find ways to protect themselves against the negative effects 
of emotional labour (Grant & Kinman, 2014; Kinman and Leggetter, 2016). 
When the relationships are mutually supportive and reciprocal, learners 
can experience a sense of connection with others in similar circumstances. 
Peers can provide valuable emotional support to one another (Andersen 
& Watkins, 2018).

Typically, in most educational experiences, learners find peer relation-
ships on their own. However, these relationships might not be focused 
directly on finding positive ways of coping with the emotional demands of 
practice. Institutions of higher learning can designate students to serve as 
peer coaches, mentors, tutors, or counsellors and give them basic training 
in order to provide emotional support; however, students, educators, and 
mentors all have different perspectives on a mentor’s role and how it should 
be enacted (Colvin & Ashman, 2010). When students are in clinical settings 
and working alongside practitioners, they might not have access to these 
peers when they need the support. Often, moreover, the situations that they 
encounter involve patient/client or staff confidentiality and should not be 
discussed with people who are not directly involved in the situation, such 
as peer coaches.

Clinical teachers are uniquely positioned to design activities in which 
peers can focus on emotional resilience in their connections with one 
another. Having students work in pairs is an established educational strat-
egy (e.g., a “study buddy” approach). Integrating a focus on enhancing 
resilience into this established strategy provides an opportunity for learn-
ers to acknowledge that negative emotions exist and to explore practical 
ways to express and cope with these emotions. This focus can also encour-
age learners to think about approaches that they can use to support their 
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colleagues during emotionally stressful times, which are common in 
clinical practice.

Although the elements of mutual trust and genuine concern that 
are present in self-initiated peer relationships might never develop in 
assigned student partnership activities, the interactions can nonetheless 
open the door for discussion (and learning) that might not otherwise 
occur. Introducing role-playing activities to student pairs enables them 
to practise expressing and responding during emotionally charged inter-
actions (Kinman and Leggetter, 2016).

A Strategy to Try  Role-Play an Emotionally Charged Professional Interaction  
(in Pairs)

Assign a partner to each member of the learning group. Describe a situation 
that could arise in your clinical area in which a staff member might feel 
overwhelmed by a traumatic and distressing workplace incident. Instruct 
one student in each dyad to play the role of the staff member who feels 
overwhelmed and the other to play the role of an emotionally supportive 
colleague. After five minutes, have participants switch roles.
 Follow the activity with a group discussion. Pose questions that invite 
reflection on the importance of expressing, rather than suppressing, 
negative emotions during collegial interactions. Encourage participants 
to share their perceptions of both appropriate and inappropriate displays 
of emotion.

c u lT i vaT i ng p o S i T i v e col l a b or aT ion S

Beyond ensuring that supervisory activities with learners include safe 
spaces, and that peer coaching/mentoring opportunities are available to 
learners, clinical teachers can enhance emotional resilience by strategically 
finding ways to cultivate positive collaborations. The interpersonal connec-
tions so necessary for health-care professionals to develop and maintain 
a positive and resilient outlook on their practice might not just happen. In 
the following discussion, we comment on how promoting civility, harness-
ing anxiety, and resolving conflict in a positive way can support positive 
collaborations.



106 Creative Clinical Teaching in the Health Professions

https://doi.org/10.15215/aupress/9781771993319.01

In all of their collaborations with patients/clients and members of 
health-care teams, health-care profession learners are expected to demon-
strate and promote civil (polite, courteous, and respectful) behaviour. 
Everyone expects to be treated by those in clinical workplaces with civil-
ity. Unfortunately, reports from institutions across many sectors, including 
those that provide health-care services, indicate a rise in incivility (Craft et 
al., 2020; Pattani et al., 2018).

In workplace environments, incivility is defined as low-intensity 
behaviours in either words or gestures that can confer indirect harm on 
colleagues and cultivate a toxic work culture (Pattani et al., 2018). Examples 
of incivility include eye-rolling, bullying, verbal abuse or rudeness, exces-
sive competitiveness, social exclusion, inaction (e.g., not responding to 
emails), and other forms of disrespect (Pattani et al., 2018). Some serious 
manifestations of incivility, such as physical abuse and sexual harassment, 
violate the law (Zhu et al., 2019). Despite indications that incivility has 
negatively affected organizational operating costs, employee turnover, 
employee performance, group cohesion, and organizational commitment 
in health care (as well as other industries), problems with incivility continue 
to emerge in many workplaces (Porath & Pearson, 2013).

In academic settings, the definition of incivility is extended to include 
the notion that behaviours that interfere with the learning process are also 
considered uncivil (Robertson, 2012). Incivility can be demonstrated by 
students toward faculty or other students and by faculty toward students, 
other faculty, or administration. Examples of student incivility in class-
rooms and labs include disrupting class, using cellphones or computers 
for activities not related to class, carrying on side conversations during 
class, making negative remarks, challenging instructors inappropriately, 
pressuring faculty to meet their demands (e.g., increasing a grade), and 
dominating discussions (i.e., preventing other students from joining 
in them). Outside the classroom, students who act with incivility can 
discredit faculty; complain about them; speak negatively about their 
program; gossip about other students; demand make-up assignments, 
extensions, or grade changes; and fail to follow the appropriate lines 
of communication (Clark & Carnosso, 2008; Clark & Springer, 2007; 
Penconek, 2014, 2020).

Examples of faculty incivility toward students include challenging 
students’ knowledge in front of the class, belittling students in front of 
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others, displaying favouritism, demonstrating inconsistency with evalu-
ations, complaining about their profession, and not providing an open 
and secure forum for discussing concerns (Clark & Carnosso, 2008; Clark 
& Springer, 2007; Penconek, 2014). Faculty also demonstrate incivility 
when they arrive late for class, provide learners with unclear expectations, 
change or have a poorly constructed syllabus, or set a cold, unwelcoming, 
or disrespectful tone in the classroom or clinical setting (Robertson, 2012).

In clinical areas, examples of faculty and practitioner incivility include 
showing lack of professionalism in the workplace, being disrespectful and 
unfair toward students, and making students feel unwanted and ignored 
in the workplace (Zhu et al., 2019). When faculty behave in uncivil ways 
toward other faculty or administrators, they might refuse to answer 
questions, make condescending remarks or express “put-downs, ” indicate 
that they are unavailable, present a distant or cold demeanour, or exert 
rank or superiority (Clark & Carnosso, 2008).

When people in any setting experience incivility, they can leave the 
situation feeling highly distressed (Clark & Carnosso, 2008; Clark et al., 
2009; Robertson, 2012). The negative feelings and emotional depletion 
can persist long after the incident has passed, making it difficult to remain 
emotionally resilient and find enjoyment in one’s career. When health-
care profession students experience incivility in their academic or clinical 
education, they can leave their programs or be acculturated to become 
uncivil professionals (Milesky et al., 2015). Educators who experience inciv-
ility suffer anxiety and poor performance, and they might leave academia 
altogether (Milesky et al., 2015).

When incivility is present in clinical environments, it can spread 
to academic environments and vice versa. Incivility leads to toxic work 
environments that adversely affect patients/clients (Layne et al., 2019; 
Milesky et al., 2015; Pattani et al., 2018; Pronovost & Vohr, 2010). Clearly, 
any effort that clinical teachers can make toward understanding possible 
triggers of incivility and finding ways to promote civility is time well spent. 
A significant relationship exists between unmanaged job stress/anxiety 
(including difficulty resolving conflicts) and incivility in the workplace 
(Oyeleye et al., 2013).
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A Strategy to Try  How Do I Define Civility in My Teaching Practice?

Definitions of civil behaviour, or behaviour that most people would 
consider polite, courteous, and respectful, can be articulated in different 
ways. It can seem to be easier to define incivility (behaviour that is not civil 
and includes words or gestures that can confer indirect harm on others). 
Think about what civility looks like in the clinical area in which you teach. 
How do the practitioners demonstrate (or do not demonstrate) their respect 
for one another, for students, and for you? How do you demonstrate respect 
to others in the workplace? Your observations will form a basis for your 
personal definition of civility.
 Use your definition to set expectations of civil behaviour that you require 
of yourself and of your students. Once you have a clear view of civil behav-
iour, include a discussion of how learners perceive civil/uncivil behaviours. 
Have them draw up a “contract” and commit to enacting civility in their 
learning environments.

In the following discussion, we comment on how techniques geared 
to harnessing anxiety and resolving conflict can begin to help learners 
strengthen their emotional resilience and collaborate successfully with 
those whom they encounter in clinical settings.

h a r n e S S i ng a n x i e T y

When practitioners, educators, and learners are burdened by heavy 
workloads, family responsibilities, and the emotional labour required of 
professionals, they can expect to feel anxiety at times. It can be displayed 
through inappropriate expressions of negative emotion and incivility. For 
learners, mild to moderate levels of anxiety can benefit learning, but high 
levels of anxiety result in decreased learning (Melincavage, 2011). High 
levels of anxiety in clinical environments can have profound impacts on 
learners’ personal lives and on their clinical performance (Melo et al., 2010; 
Turner & McCarthy, 2016).

Just as teaching approaches that emphasize reflective practice, super-
vision that includes safe psychological spaces, and structured activities in 
which peer coaching/mentoring occur can enhance emotional resilience, so 
too these approaches can harness learner anxiety. Self-reflection techniques 
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help learners to mediate stress, gain insight, and learn appropriate coping 
behaviours (Eng & Pai, 2015). Supervision by clinical teachers that invites 
learners to share their preferred learning styles and to articulate anxiety 
management strategies that have worked for them in the past will help to 
lower their levels of anxiety. Peer coaching/mentoring in clinical environ-
ments can decrease anxiety and confusion among students, increase their 
positive educational environments, improve their responsibility, promote 
their active learning, enhance their involvement, and help to develop their 
ability to mentor in the future (Sprengel & Job, 2004).

Additionally, as health professionals themselves, clinical teachers 
have a repertoire of anti-anxiety management techniques that are effective 
with patients/clients. Modelling these techniques during high-stress inter-
actions with students can have a positive and far-reaching influence. One 
such technique, mindfulness, is gaining increasing recognition as a way of 
regulating negative emotions, including anxiety.

Mindfulness, in relation to health professionals’ own emotional 
wellness, was initially conceptualized as a logical extension of the concept 
of reflective practice. Ronald Epstein (1999), a physician and leader in 
mindfulness techniques, defined mindfulness as a process of remaining 
present in everyday experiences and being open to all thoughts, actions, 
and sensations. This openness includes being cognizant of one’s own 
mental processes, being aware of what is occurring around oneself, and 
responding with acts of compassion (Epstein, 1999). In short, mindfulness 
calls professionals to attend intentionally in an open and discerning way 
to whatever arises in the present moment (Shapiro, 2009).

A growing body of research links mindfulness techniques to enhanced 
emotional well-being, and calls for integrating mindfulness training as a 
self-care strategy into health professions education programs are increasing 
(Foureur et al., 2013; Irving et al., 2009; Reid, 2013). Learning institutions 
that offer programs for health-care professionals can integrate mindful-
ness techniques, resources, and practice sessions into the curriculum. In 
these instances, students bring this foundational knowledge from the 
classroom directly to their clinical practice. In other instances, learning 
institutions can offer workshops or individual training sessions on mindful-
ness through their student services or counselling centres. Additionally, 
health-care organizations and clinical agencies can provide mindfulness 
training through their human resources or employee assistance programs. 
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When clinical teachers are aware of resources related to mindfulness that 
are available to students, they can incorporate them into their clinical 
teaching and extend students’ existing knowledge.

A Strategy to Try  Investigate Mindfulness Resources Available in Your Area

Mindfulness, or remaining aware, open, and discerning regarding what 
is going on in the present moment, can strengthen people’s feelings of 
positivity and lower their stress levels. Investigate whether any mindfulness 
training is available to your students through their curriculum, program, or 
clinical agency. Invite students to share what they know about mindfulness 
and encourage those who feel comfortable doing so to lead the group in a 
mindfulness exercise. Demonstrate any mindfulness techniques that have 
worked for you. Whenever possible, integrate the mindfulness training that 
students have been offered through their program.

From the Field  Centring to Become Fully Present

Upon arrival in the clinical area, gather the group together in a quiet place 
(even the clean utility room). With gentle intonation, read or adapt the 
following script:

Close your eyes or soften your gaze and breathe in and out. With 
each breath in, breathe in strength, hope, and possibility. With 
each breath out, let go of fears, preoccupations, and burdens in 
your life. As you breathe more deeply, notice the breath soften the 
belly, opening the heart, making way for your gifts to come to the 
surface. Notice your feet on the floor, rooted—you are supported. 
At any point today, you can return to the breath softening the belly, 
opening the heart.

m a r y  a n n  m o r r I S ,  r n ,  m S n ,  S e L K I r K  c o L L e G e
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r e S olv i ng con f l ic T

Conflict is inevitable in situations in which people must interact with one 
another in order to learn and work. Although professionals in the business 
fields have come to recognize conflict as a potential source of learning and 
innovation, professionals in the health fields still tend to view conflict 
through a negative lens, often considering it to be disruptive, inefficient, and 
unprofessional (Eichbaum, 2018). Consequently, many health professions 
practitioners and learners tend to avoid conflict or try to resolve it quickly.

When people disagree and argue, they are in conflict; however, when 
they reach an agreement, they are said to have resolved that conflict. 
Certainly, health-care professionals are not expected to resolve all disagree-
ments. However, they are expected to engage in civil interactions that do 
not leave anyone involved feeling distressed and emotionally depleted. 
They can respectfully “agree to disagree.”

There is a plethora of conflict resolution theories and models, and 
health professions programs can adapt a specific model that learners are 
expected to use when conflicts arise in their academic or clinical environ-
ments. The model can be framed more from a problem-solving orientation 
than from a focus on conflict resolution alone. An important first step is 
for clinical teachers to familiarize themselves with any conflict resolution 
(or problem-solving) models with which learners have experience, either 
from their educational programs or from their life experiences. When the 
curriculum does not stipulate the use of a model, clinical teachers need to 
be prepared for conflicts and have simple yet effective tools in place to help 
those involved in the conflicts to face them positively and constructively.

One such tool is a model that the American Management Association 
(n.d.) suggests. The model is an efficient five-step process for resolving 
conflict. First, identify the source of the conflict. Make sure that all parties 
have the chance to share their side of the story. Second, look beyond the 
incident. Explore perspectives of events and problems that might have 
triggered the incident. Third, request solutions. Ensure that each party 
identifies their idea of how the situation could be changed or resolved. 
Fourth, identify solutions that all parties can support. Point out the merits 
of various ideas, not only from each other’s perspective, but also in terms 
of benefits  to the organization. Fifth, reach agreement. Agree to an idea 
identified in the fourth step, possibly in the form of a written contract. 
Create a plan for what to do if problems arise in the future.
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It is useful to introduce learners to whatever model will be used to 
resolve conflicts in their learning experiences before a distressing disagree-
ment arises. Including an explanation of the model during orientation 
activities and commenting on how conflict is an expected and potentially 
positive aspect of clinical practice will normalize the experience. Just as 
collaborations that enhance emotional resilience, promote civility, and 
harness anxiety help health-care professionals to provide more compas-
sionate care to patients/clients, so too when health-care professionals 
work toward resolving conflicting views patients/clients benefit once again  
(Ellis & Toney-Butler, 2019).

Nurturing an “attitude of gratitude” can prevent disagreements from 
escalating into distressing and emotionally depleting conflicts. Under- 
standing others’ perspectives is an important element of resolving conflict 
successfully. Cultivating and displaying positive emotions such as joy, 
optimism, and gratitude can help people to remain open to different ways of 
thinking and acting, even when they might not agree with these differences.

Research indicates that the positive emotion of gratitude is linked 
to lower levels of aggression and motivates people to express sensitiv-
ity to and concern for others (DeWall et al., 2012). Expressing gratitude 
can help people to feel less emotionally exhausted and cynical and more 
inclined to approach potential conflicts and problems proactively (Burke 
et al., 2009). A focus on positivity and gratitude shifts thinking away from 
negative emotions (Emmons & McCullough, 2003). In one health profes-
sions program, when faculty were introduced to gratitude interventions, 
they felt a deeper sense of appreciation for colleagues and more satisfaction 
with their jobs (Stegen & Wankier, 2018).

Gratitude can be construed as both an emotional response and a habit 
or coping response. In his work exploring gratitude, Robert Emmons (n.d.), 
the founding editor-in-chief of The Journal of Positive Psychology, encour-
aged people to view experiencing and expressing gratitude as a habit that 
can be developed and should be practised daily. He suggests establishing 
a daily practice of reminding ourselves of the good things that we enjoy, 
our personal attributes, and valued people in our lives and then recording 
them in a journal. When clinical teachers model an attitude of gratitude 
and invite students to do the same, they set a tone of reciprocal respect that 
enriches interactions and makes conflicts that emerge less onerous and 
emotionally damaging.
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A Strategy to Try  Create a Personal Gratitude Collage

At a regular time each clinical day, have students record one thing for which 
they are grateful. This could be something that they enjoy, a personal attrib-
ute, or a valued person in their lives. The record could be kept on a sticky 
note or other written material, or it could be kept online. Once students 
have a selection of separate gratitude records, perhaps at the midpoint of 
the learning experience, invite them to put them together into a gratitude 
collage. Create opportunities for students to share their collages with peers 
during group conferences. Make your own gratitude collage, refer to it often, 
and model an attitude of gratitude.

concluS ion

In this chapter, we discussed how maintaining resilience through positive 
collaborations can nurture feelings of fulfillment and passion. A career 
in the health professions, in which caring for others can be emotionally 
demanding, requires people to remain emotionally resilient. Connecting 
with others in meaningful ways can help those who provide care to others 
to receive needed emotional support themselves. Clinical teachers can 
cultivate successful collaborations with and among learners in everyday 
activities. Educators can intentionally provide safe spaces where learners 
are free to express their negative emotions as well as their positive emotions. 
They can encourage reflective practice, remain aware of the imbalance of 
power during supervision, and ensure that opportunities for connecting 
with like-minded others, such as fellow students, are available.

Importantly, during every interaction that clinical teachers engage 
in with learners, practitioners, patients/clients, and others in the clinical 
environment, they model the behaviour that they expect to see learners 
demonstrate. When clinical teachers use strategies that promote civility, 
harness anxiety, and resolve conflicts in their relationships with others, 
learners will assimilate these strategies into their own thinking.

In many instances, the personal connections with others sustain health- 
care professionals during times when they feel emotionally depleted. Guid- 
ing learners toward establishing successful collaborations will strengthen 
their emotional well-being, increase their feelings of satisfaction at work, 
and ultimately help them to provide compassionate care to patients/clients.
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5

Professional Socialization  
of Health-Care  
Professionals

Thought flows in terms of stories—stories about events, stories about 

people, and stories about intentions and achievements. The best teachers 

are the best storytellers. We learn in the form of stories.

f r a n K  S m I t h  (1992, p. 62)

Today’s clinical learning environments can seem to be overwhelming. 
Students in the health-care professions face a complex and stressful transi-
tion from learners to competent practitioners. How do students make the 
transition from struggling beginners to fully functioning professionals? The 
transition occurs in part during pre-service education. However, educating 
health-care professionals is more than teaching them to deliver a series of 
skills successfully. Students also need to be guided in developing profes-
sional values and identities through socialization.

Socialization for health-care professionals can have two aspects. 
Organizational socialization is fitting into the structure of the organization, 
maintaining relationships with colleagues, learning the organizational 
culture, and learning the formal and informal rules of the practice environ-
ment. Professional socialization is internalization of a set of values and the 
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culture of the profession (Zarshenas et el., 2014). Furthermore, professional 
socialization is the process by which students develop a sense of themselves 
as members of a profession, internalize the values of their profession, 
and exhibit these values through their behaviour (Gaberson et al., 2014; 
Nordstrom et al., 2018; Weidman et al., 2001). The focus of this chapter is 
the professional socialization of learners in health-care professions. We 
present a variety of creative strategies that clinical teachers can incorporate 
into group or conference activities with students.

Professional socialization involves guiding learners to make personal 
commitments to their chosen profession. This commitment leads to actions 
and attitudes that are described by Black (2013, p. 118) as “thinking like a 
nurse” or another health-care professional. A professional identity evolves 
from effective professional socialization (MacLellan et al., 2011; Mooney, 
2007), and professional socialization is a foundation of effective practice 
(Perry, 2009a).

Here we assume that professional socialization is a desirable outcome. 
Although many authors discuss socialization exclusively as a positive goal 
for educators, others focus on the potentially negative effects of socializa-
tion, such as group-think and undermining of diversity. Benner et al. (2010, 
p. 86) choose to use the term “formation” to represent the positive effects 
of workplace learning and to consider socialization as something that can 
exert positive or negative influence. We consider professional socialization 
an important learning outcome for students and a task for health-care 
educators. In this chapter, we provide a primer on professional socializ-
ation and then discuss how storytelling and role modelling contribute to 
professional socialization.

a pr i m e r on prof e S S iona l S o ci a l i z aT ion

Through professional socialization processes, educators support learners as 
they gradually develop a sense of belonging to specific professional groups. 
Professional socialization occurs through a combination of professional 
education and clinical experience (Beck, 2014). In a study of Japanese 
nursing students, Condon & Sharts-Hopko (2010) found that professional 
socialization is multidimensional and includes influences from classroom 
experience, clinical practice, and extracurricular elements. Zarshenas et 
al. (2014) explored factors that affect professional socialization of nursing 
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students and discovered that a sense of belonging and professional identity 
underlies successful professional socialization. More specifically, this 
sense of belonging develops through educational experiences and tacit 
knowledge; acquiring professional identity evolves in part from internal 
motivation and role modelling.

Professional socialization is considered a process that begins on day 
one of formal education programs and continues as learners graduate and 
enter the workforce. Peers, instructors, preceptors, mentors, and patients/
clients and their families can all be socializing agents (Chitty & Black, 2011). 
Black (2013) emphasizes that socialization occurs through a combination 
of formal and informal processes (e.g., unplanned observations). She notes 
that, to be most effective, formal socialization in educational programs 
should occur through a deliberate, systematic, block-building process. 
Socialization occurs in part in the clinical setting, in which learning 
outcomes are often achieved through observation of other practition-
ers who demonstrate a commitment to professional values. The clinical 
setting is also where learners are held accountable for their actions and 
the outcomes of their interventions are apparent (Gaberson et al., 2014).

Studies with social work students reveal how difficult it can be to 
measure values and attitudes accurately (Barretti, 2004) and to understand 
how changes actually occur (Valutis et al., 2012; Weiss et al., 2004). In 
physical therapy, the professional socialization process is highly influenced 
by interactions with peers and faculty (Teschendorf & Nemshick, 2001). 
For student athletic trainers, professional socialization is effected by legit-
imation from socializing agents, such as patients and clinical instructors 
(Klossner, 2008), and by communication with practitioners (Mensch et al., 
2005).

Educators who actively guide learners toward professional social-
ization are generally agreed to be important. Although educators might 
set out to assist learners in graduating fully socialized for their profes-
sions, many report feeling unprepared to fulfill this role (Clark & Holmes, 
2007; O’Shea & Kelly, 2007). Furthermore, though new graduates have the 
competencies for licensure, concern remains about their socialization to 
professional practice (Gaberson et al., 2014). Feng and Tsai (2012) conclude 
that new graduates are often stressed when organizational and professional 
values clash. More specifically, they find that the organizational value of 
task-oriented nursing clashes with the professional value of patient-oriented 
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nursing, resulting in distress for neophyte nurses. Clinical educators must 
therefore deliberately include strategies to help learners become social-
ized to their professions. Understanding professional identity and values 
provides a foundation that can help to develop these deliberate strategies.

Professional identity is a form of social identity by which members 
of a profession categorize and differentiate themselves from other profes-
sions (Schein, 1978). Professional identity is categorized by Wackerhausen 
(2009) as macro (status, privileges, duties, and self-image of the profession) 
and micro (tacit behavioural norms of the profession enacted by individ-
uals). According to Enns (2014), nursing professional identity is born from 
values and encompasses both the individual’s sense of self as a nurse 
and the image of a nurse that the person projects to others. Professional 
socialization, in part through formal education, means that individuals 
are likely to identify strongly with their own professional group (Coyle 
et al., 2011).

Professional values, one essential element of professional socialization, 
are key to success as a practitioner since they provide a foundation for 
behaviour (Chitty & Black, 2011). Professional values are the blueprint for 
action for exemplary care providers (Perry, 2009a).

Values are defined by Schwartz (1994, p. 21) as “guiding principles in 
the life of a person that motivate action, function as standards for judging 
and justifying action, and that are acquired both through socialization and 
through the unique learning experiences.” Some research indicates that 
existing values can influence career choice. For example, Adams et al. (2006) 
propose that nursing students are guided in their career choice in part 
because their personal values align with those of the profession. In other 
words, students might begin their training programs with certain values 
in place that are desired by the profession. Although the values favoured 
by dissimilar professions can vary, Thorpe and Loo (2003) discovered that 
the values of altruism (a desire to help others) and personal development 
(a desire to develop as a person) influence the choice of nursing as a career. 
Fagermoen (1997, p. 439), one of the early researchers who linked values to 
certain professions, concluded that common core nursing values include 
dignity, personhood, being a fellow human, reciprocal trust, and personal-
ization of care. Because of the likely link between values and professional 
identity, Adams et al. (2006) conclude that new nursing students have some 
professional identity prior to professional socialization (see figure 1).
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Figure 1. The association among professional socialization, values clarifi-
cation, professional identity, and career fulfillment.

Values 
Clarification

Professional 
Identity

Career Fulfillment

A Strategy to Try  Minute at the Movies

To encourage learners to reflect on their values and beliefs, you can use 
examples of human interaction from movies or other media as triggers 
for new learner insights. For this group or conference activity, provide 
students with brief clips from inspiring movies related to their real-time 
clinical situations. For example, to trigger reflection and discussion related 
to palliative care and the meaning of life and death, you could show the 
trailer from A Fault in Our Stars or Wit at a post-practicum conference.
 Students watch the clip and share their observations in response to a 
specific reflection question that you provide. In this example, the reflec-
tion question could be as simple as “What did this movie teach you about 
dying?” Often students bring in their own examples from other movies or 
television shows that they find relevant, furthering the breadth and depth 
of the discussion.
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One foundation of providing competent health care might be 
professional socialization that develops professional identity and values. 
Bernard et al. (2003, p.  64) state that values are the foundation of our 
attitudes and beliefs that “encapsulate the aspirations of individuals and 
societies and encompass deeply engrained standards that determine 
future directions and justify past actions.” Thus, professionals determine 
priorities, weigh options, and choose actions based on values (Bardi et 
al., 2009).

In linking professional identity and values, Fagermoen (1997, p. 436) 
concludes that “values are inherent in developing and sustaining profes-
sional identity and are expressed in  .  .  . actions in relation to others.” 
Furthermore, applying core values in professional practice increases work 
satisfaction, which continues the cycle of value enactment (Perry, 2009a). 
More specifically, nurses who perceive that they provide high-quality care 
and make strong connections with their patients are usually very satisfied 
with their career choice (Perry, 2005).

A Strategy to Try  The Health Professional I Would Like to Be

Invite students to describe the characteristics or qualities of a health-care 
professional whom they know or to imagine a perfect health-care profes-
sional in their field. Discuss the common qualities and characteristics of 
the professionals whom they aspire to be like. Ask them to reflect on their 
current images of themselves as health-care professionals and to compare 
these images with their ideal images. Have them identify two areas that 
they would like to focus on for improvement.
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S Tory T e l l i ng

Clinical educators are positioned to cultivate professional identity and 
selected values, leading to effective professional socialization of health-care 
learners. The clinical setting is rich in opportunities for educators to use 
learning activities and teaching strategies that achieve what are often learn-
ing outcomes from the affective domain. Methods of teaching psychomotor 
skills and cognitive knowledge are often more straightforward. Effective 
clinical educators take the challenge to reach learners on emotional and 
attitudinal levels. Storytelling is an effective strategy that invites students 
to make links among the professionals whom they hope to be, the values 
that they hold, and the career fulfillment that they desire.

Using arts-based teaching strategies helps students to make an 
emotional connection to their learning, caters to a variety of learn-
ing styles, and increases student achievement (Perry & Edwards, 2015). 
Arts-based approaches can stimulate creative, critical, and analytical 
teaching about clinical situations. Telling stories is a teaching approach 
rooted in the arts. It can have positive effects on teacher-learner and 
learner-learner rapport, interaction, and community building. Art moves 
individuals to look at broader concepts and ideas, encouraging them 
to look at multiple facets and dimensions. Learners are encouraged to 
move away from breaking knowledge into discrete elements for analytical 
assessment and from looking at learning as a checklist or assembly line 
of tasks. Since professional socialization is more non-concrete, it requires 
multilayered and complex strategies that inspire thinking broadly, deeply, 
and holistically.

Clinical instructors can use relevant stories about patients to trigger 
transformative learning. Stories can come from many sources, including the 
instructor’s personal repertoire of clinical experiences, published clinical 
stories, or students themselves. To be the most effective, storytelling should 
be a deliberate and guided learning activity. Stories need to be carefully 
selected for their relevance to the clinical situation, learners’ level, and 
desired value or attitude lessons. After sharing the story (either verbally or 
in written form), the instructor should be prepared to lead a discussion that 
guides learners to express their reflections and evaluate their conclusions. 
A summation of the learning experience will help learners to clarify and 
reinforce take-away concepts and ideas.
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e mo T iona l con n e c T ion S

The following is an example of a story that can create emotional connec-
tions with learning. This story can be used by nursing instructors in a 
post-clinical face-to-face conference or an online discussion forum after a 
shift on a medical unit.

A year or so ago, I was working nights. My patient became increas-
ingly restless and agitated. He had a progressive dementia and he 
was more disturbed than any patient I had cared for in my 25 years 
or more of nursing. That night, he required two-to-one nursing care.

Around 0300 hours the other nurse I was working with observed 
that, in spite of his verbal lashing out, he had never once cursed. She 
remarked that he must not have “bad” words in his normal vocabu-
lary because usually what is in a mind comes out in confusion. The 
night wore on with our patient experiencing agitation, yelling and 
extreme restlessness. He would bite his own hands and arms and 
grab on to anything near him. We began to wonder if we could ever 
help him rest. I remember feeling helpless and hopeless.

Then I heard him repeat a series of words in a garbled fashion 
and recognized the words of an old hymn. I began to sing the hymn 
and immediately he became quiet. The change was instantaneous 
and profound. The other nurse was able to leave for a break while 
I sat beside him singing every hymn I could remember.

As long as the hymns were sung, the patient rested. (The nurse 
added a side note saying that it was a good thing she was a pk—a 
preacher’s kid—and because of this, she knew a lot of hymns). We 
later found out that the man had been a lay pastor, and perhaps 
this explained his reaction to my music.

I loved being his nurse because none of the usual text-book 
interventions worked. He required flexible, creative nurses who 
were not afraid to try the unconventional and who were willing 
to keep trying until we could find a way to connect with him and 
his needs. Large doses of artificial sedation made no difference. 
Somewhere in the deepest levels of this man’s mind, our presence 
through music and just being near touched him. It was a profound 
night because all my years of training and education came down 
to the simple singing of a song. (Perry, 2009a, p. 210)
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A storytelling strategy in clinical teaching can stimulate learners to interact 
with their colleagues in sharing their insights and comparing their analy-
ses. Connectedness, interrelatedness, and integration can be an outcome 
when arts are the foundation of teaching strategies (Eccles & Elster, 2005). 
As Clarke and Widdicombe (2002, p. 45) conclude, the arts as a component 
of teaching strategies engage students totally, “not just with pen and pencil, 
but also with imagination.”

A Strategy to Try  Sharing an Inspirational Story

Share an inspirational story with your students. Include how the story 
reflects your own journey toward professional identity, your own values, 
and how it contributed to career fulfillment.

A Strategy to Try  The Patient I Will Always Remember

This learning activity is also rooted in the arts and in storytelling but 
takes a slightly different approach. The exercise requires instructors to be 
reflective and willing to be emotionally vulnerable to learners. You can 
recall and share with learners the story of a person whom you cared for in 
clinical practice. Your story can be shared orally or in writing and should 
be accompanied by guided reflection and discussion questions. The clinical 
post-conference (either face-to-face or in an online discussion forum) is an 
appropriate setting for this learning activity. The success of this learning 
activity depends heavily on careful selection of the patient example to make 
it appropriate to the learners and to the clinical setting. The following is 
an example of a story told by an instructor to a group of nursing students 
during a public health clinical rotation.

This patient I remember often was a street person. She had lived a 
hard life. It was beyond anything I had ever experienced. Her hard 
life was paralleled by her equally hard death. When she did come 
in to clinic, she was dirty, dishevelled, often carrying insects in her 
backpack and on her frail body. Other staff freaked out when she 
came in, afraid of bed bugs and lice and afraid of her because her 
life script was so different from theirs. She actually didn’t have a 
home, so home care was not an option. She didn’t have a home, but 
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she did have a cellphone, and when I would call to check on her 
pain level or some other issue and I would ask “Where are you?” 
she would answer matter-of-factly “On my bench.” She had taken 
ownership of a park bench, and this was her “home.”

Although her life was far different from mine, there was something that 
drew me to her. I came to know her well over her years of treatment, and I 
always tried to make time to hear at least one of her street stories. I listened 
to her, to her words, but also to the embedded messages and cries for help. 
I would like to be able to say I was able to whisk her into a clean hospice 
room and fix all her social and emotional issues, but this wasn’t to be. In 
the end, she died in her own world, but I hope she knew at least one other 
person cared about her.

T r a n S for m aT ion S

Storytelling can create transformations in the way that learners think about 
and view the world. Mezirow (1981) defines transformational learning as 
critically reflecting on our assumptions and beliefs, then intentionally 
creating a new view of the world. He labels this “perspective transforma-
tion.” O’Sullivan (1999) emphasizes that transformative learning involves 
a deep shift in consciousness that changes a person’s view of her or his 
place in the world. Introducing educational approaches that challenge 
learners consciously to examine their unrecognized underlying views and 
assumptions can transform their views of the world. Learning approaches 
that challenge students to question what they believe to be true, and 
ultimately to interpret information more critically, can be transformative 
(Melrose et al., 2013).

Research supports the potential influence of transformational learn-
ing strategies on the development of values. Williams et al. (2012) describe 
transformational learning approaches that enhance the development of 
values among nursing students. Such approaches must be based on active, 
realistic experiences that engage students in self-directed inquiry and 
critical thinking. More specifically, Williams et al. report that an effective 
strategy for professional socialization is to have students work in small peer 
groups to discuss real practice scenarios. Those exposed to this learning 
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strategy are self-directed learners and advocates for patients and their 
profession upon graduation.

In the clinical situation, the strategy of practice scenarios used by 
Williams et al. (2012) could become real scenarios within a storytelling 
teaching approach rather than fictitious cases. Opportunity for students 
to share their clinical experiences with one another and facilitated decon-
struction and discussion of these scenarios in small groups or conferences, 
offer the potential for transformational learning. How can clinical instruct-
ors skilfully guide these discussions to optimize this potential? Before 
attitudinal shifts can occur, learners need to reflect critically on assump-
tions that they believe are true. Challenging these assumptions, at both a 
cognitive level and an emotional level, can be difficult, and the process of 
reflection is unlikely to be spontaneous. Instead, instructors must provide 
learners with opportunities to question their views on specific ideas or 
issues. Activities with no right or wrong interpretations can stimulate 
critical reflection.

A Strategy to Try  Which Patient Would I Choose?

This strategy is one way that you can guide students in uncovering their 
assumptions about patients’ race, gender, sexual orientation, socio-economic 
status, et cetera. In this learning activity, hold a group debriefing session 
after a clinical practice shift. Ensure a private setting where students can 
speak openly about their experiences. Have each student report briefly on a 
person whom he or she cared for during the shift, ensuring that the student 
includes the patient’s biographical details as well as health status updates. 
Next ask learners to select the two patients, from those described by their 
peers, whom they would choose to care for if they had the option to select. 
The students should also identify the two patients whom they would choose 
not to care for. Then ask learners to consider why they made their choices 
and record any common themes that they observe in their own choices. 
After working on their choices individually, students should share their 
choices of patients and their reasons for choosing them. The goal of this 
activity is to help students examine their deeply held values, biases, and 
attitudes. Value awareness can be an initial step in value transformation 
and professional identity development.



130 Creative Clinical Teaching in the Health Professions

https://doi.org/10.15215/aupress/9781771993319.01

gi v i ng voice w i T h a pho To

Mezirow (1981) emphasizes the importance of providing challenges within 
educational processes. Teachers who challenge learners provide them 
with opportunities to question commonly accepted values and to reflect 
critically on points of view that are different from their own. Using selected 
photographs as an approach to storytelling can challenge learners. The 
photo selected must be relevant to the clinical setting and should be chosen 
to challenge specific values, assumptions, and attitudes that students might 
hold. The image can be circulated during a group learning activity, such as 
a post-clinical conference, to focus students’ attention and initiate discus-
sion of reflection questions provided by the instructor. As an alternative, 
students can be asked to provide images that challenge their attitudes and 
values and make them consider alternative views. These student-generated 
images can also be shared and discussed as a group.

Many open educational sources offer images that can be used for 
educational purposes. For example, Flickr is Creative Commons licensed, 
and images can be downloaded and printed for educational purposes.

rol e mode l l i ng

Merton (1949/1957/1968) introduced role modelling as the process by which 
medical students in his study compared themselves with a reference group. 
Bandura’s (1963) social learning theory furthered our understanding of 
how imitation and observation of others contributes to human learning. 
Modelling and Role Modelling (MR M) theory, developed by Erickson, 
Tomlin, and Swain (1983/2010), proposes that, when learners observe 
models, they perceive another person’s point of view, values, and frame-
work. The results are learner growth and improvement.

Role models influence students’ values and professional identity 
development, and experiences with role models can facilitate transforma-
tional learning. In a study of effective role modelling in nursing education, 
Mokhtari Nouri et al. (2014) conclude that educators need to pay attention 
to personal and environmental factors. These investigators also conclude 
that observational learning through role modelling is especially import-
ant in clinical settings. In such settings, instructors both teach skills and 
demonstrate values and attitudes as learners come to reflect what they see 
and hear.
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Helping learners to attain learning outcomes from the affective domain 
is challenging, but role modelling is one strategy to support attitudinal and 
emotional growth (Perry, 2009b). Cultivating attitudes such as compassion 
and caring is complex, so reaching these learning outcomes can create 
emotional challenges for students and instructors (Curtis, 2014). Modelling 
of compassionate practice by a skilled clinical instructor or preceptor is one 
strategy for furthering the adoption of a professional attitude and identity 
by health-care learners.

The following is an example of an exemplary nurse as a role model, 
recorded in field notes by Perry (2009a). The role model taught the nursing 
intervention of touch to establish connection with a patient, a skill that is 
challenging to teach in any way but through modelling.

She often sits on the bed next to her patients, or she stands very 
close to their chairs. This physical closeness seems to create an 
air of familiarity. It makes their relationship close very quickly. 
It was by touching, by holding her patient’s hand, laying a cold 
cloth on her forehead, and rubbing her sore back, that the nurse 
communicated that she cared. All that she did with touch said how 
much she wanted to help. (Perry, 2009a, p. 81)

Do slowly, think aloud. Model teachers facilitate emotional growth in 
learners by demonstrating effective interactions and interventions. Clinical 
educators need to embrace the reality that everything learners see their 
instructors do or hear them say (or not say) might influence the socializa-
tion and eventual success of graduates. This is a heavy responsibility, but 
it is the reality of accepting the role of clinical instructor. Instructors who 
choose to maximize the potential positive effects of their role modelling 
might deliberately slow down their actions and interventions to allow 
learners time to observe fully and absorb what is happening. When appro-
priate role models speak aloud their rationales for selected actions and 
interventions, they maximize the teaching potential of a situation.

The following example of a role model (exemplary nurse) demonstrates 
nursing interventions in such a manner.

Her patient tonight can’t talk. Each breath is a struggle. He is so 
afraid that the next breath just won’t be there. In his eyes I see an 
unmistakable look of panic. A laryngeal cancer and tracheostomy 
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have taken his vocal cords and a tonsillar tumour has impaired 
his hearing. How can she let him know that she is there, that she 
cares? She works slowly. She doesn’t say a word. As she strokes 
his hair, her eyes tell him what he so desperately wants to hear: 
that she is with him, that she will stay, that she will watch over 
him. Gradually, silently, he drifts off to sleep. When we return to 
the med room she tells me her beliefs about the importance of 
the nursing intervention of silence and touch in communicating 
caring. (Perry, 2009a, p. 60)

Admit it when you make a mistake. No one is perfect, including 
clinical educators. The educator might be less than perfectly prepared 
mentally, physically, or intellectually to model exemplary care on some 
days. Learners can observe errors in judgment, responses that are less than 
therapeutic, or rushed interventions. Reflective educators will be aware 
of possible negative modelling and openly discuss their reflections with 
learners. Together the instructor and students should analyze the situation 
and develop more optimal approaches to be used in subsequent patient 
care situations.

Cultivate opportunities to rolemodel. Since role modelling is a power-
ful teaching tool for health-care learners, clinical instructors should seek 
opportunities to model specific professional values and attitudes that they 
want to cultivate in students. Clearly articulating these desired values 
and attitudes in learning outcomes can highlight points that educators 
will focus on modelling. For example, if students are to develop strat-
egies for respectful communication, then role models should prepare 
themselves to demonstrate this and watch for opportunities to have 
students observe them. Follow-up with learners is important to be sure 
that the role modelling is effective and that students internalize the desired  
learning.

Use humour appropriately. Humour is seeing what is funny in everyday 
encounters and maintaining a lighthearted attitude (when appropriate) 
in potentially difficult situations (Perry, 2009b). Curtis (2014) notes that 
learners value an appropriate sense of humour in role models and find 
that it facilitates their learning. Role models who use humour effectively 
and appropriately help students to manage their feelings of vulnerability 
and maintain their emotional well-being in challenging clinical situations.
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Consider using social media. Students can receive role modelling from 
a variety of sources. Clinical teachers are an obvious source of model-
ling, but other health-care professionals in the clinical environment often 
model positively or negatively. In negative situations, instructors need to 
provide learners with opportunities to discuss and interpret what they 
observe. Social media such as Twitter can also provide a type of modelling 
for learners. In one example, students sought to develop leadership skills 
for the clinical setting. They were invited to follow the Twitter feed of a 
well-known leader in their profession and to extract leadership lessons 
from what they read. Students were asked to write a paper translating 
these leadership lessons into effective leadership approaches in the clinical 
setting. The activity encouraged learners to seek role models from a variety 
of sources and to participate in higher-order learning through analysis and 
evaluation. Learners are motivated to engage in this activity in part because 
of its novelty and in part because it uses a medium with which they are 
familiar and comfortable.

concluS ion

Fully educating health-care professionals includes helping them to become 
socialized to their professions. Clinical educators have an important oppor-
tunity and responsibility to guide learners in developing professional 
values and identities as steps in the process of professional socialization. 
Health-care students can bring deeply seated and well-established beliefs 
and assumptions to their learning. Cultivating selected values and attitudes 
can be a challenge for educators. Formation and transformation are 
possible in part through approaches such as storytelling and role model-
ling. Clinical educators can utilize creative teaching approaches akin to 
transformational learning pedagogy to facilitate professional socialization 
in learners.
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6

Technology-Enhanced 
Clinical Education

Technology gives us power, but it does not and cannot tell us how to  

use that power. Thanks to technology, we can instantly communicate 

across the world, but it still doesn’t help us know what to say.

J o n a t h a n  S a c K S  (201 4 , pa r a  4 8)

Advances in technology over the past few decades have had profound 
impacts on all aspects of life in North America. The practice of health 
care and the education of all health-care professionals are not exceptions. 
Technology for communication through email made it possible to share 
information related to patient care or health professions education much 
more quickly than snail mail or pneumatic tube systems. Although email 
was complicated in the beginning, it became more functional with the 
availability of browsers such as Internet Explorer, Firefox, and Chrome.

Once we had browsers and file sharing, electronic communication of 
lab results and pharmacy prescriptions became standard within hospitals. 
Still, many years passed before a hospital system could communicate with 
systems outside the facility. Many hours and dollars were spent trying to 
get one system to speak to another. Now, with the internet ubiquitous, 
information and records can be paper free and stored in cyberspace. The 
most recent advance, the smartphone, allows practitioners, students, and 
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educators to hold in their hands a constant connection, password-protected 
of course, to work or school information.

This communication technology now extends to communities, clinics, 
and private homes. We can now share physiological data. Patients can 
send their blood pressure, heart rate, cardiac rhythm, and so on via the 
internet to a health-care provider through what are now called wearables. 
Beyond needing to learn how to use these information technologies in 
patient care, health-care students need to learn how to use a myriad of 
computer-regulated equipment such as I V infusion pumps, digital scales, 
and cardiac monitors. The practice of health care and the basic educa-
tion of practitioners must encompass understanding of and skill with 
technology.

In this chapter, we suggest that entry-level practice requires the use 
of technology. We give an overview of some common technologies and 
comment on how teachers need support to use technology. Describing 
specific strategies for clinical instruction related to all technologies is not 
possible here. Our intention is to uncover the possibilities for technology 
use in the clinical setting and to direct clinical instructors toward appro-
priate resources.

e n T ry-l e v e l pr ac T ice r e qu i r e S T h e uS e  
of T e ch nol o gy

Health-care professionals must be able to understand and use technol-
ogy in the workplace. They must use information technology to assess 
and manage patient or client information, and they must understand 
the associated ethical and legal considerations. In most health profes-
sions, entry-level competencies spell out the expectations of beginning 
practitioners. For example, community health pharmacists have specific 
competency requirements for using the Electronic Health Record and the 
Computerized Pharmacy Management System (Accreditation Council for 
Canadian Physiotherapy  .  .  . , 2009; naCdS and nCPa Task Force, 2012).

In nursing, individuals are required to be literate and competent in 
informatics and other communications technology. Prior to entering their 
program, nursing students are expected to be able to use “personal comput-
ers, tablets and mobile devices as well as other peripheral devices including 
USB drives and printers, . . . email, multimedia such as videos and podcasts, 
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word processing applications, and be able to navigate operating systems 
such as Microsoft Windows, social media and use technology that supports 
self-directed learning” (Borycki & Foster, 2014, p. 15).

As an illustration of the importance of informatics, a committee 
of experts at the Canadian Association of Schools of Nursing (C a Sn) 
has prepared a document on nursing informatics needed for entry into 
practice “to promote a national dialogue among nurse educators, inform-
atics experts, and nursing students on integrating nursing informatics 
into entry-to-practice competencies; to increase the capacity of Canadian 
nurse educators to teach nursing informatics; and to engage nursing’s key 
stakeholders in developing nursing informatics outcome-based objectives 
for undergraduate nursing curricula” (C aSn & CHI, 2012, p. iv).

The report titled Nursing Informatics Indicators for Delivery of Patient 
Care (C aSn & CHI, 2012) identifies and demonstrates the appropriate use of 
a variety of information and communication technologies (IC Ts)—such as 
point-of-care systems, electronic health records (EHR), electronic medical 
records (EMR), capillary blood glucose monitoring, hemodynamic monitor-
ing, tele-homecare, and fetal heart monitoring devices—that are used to 
deliver safe nursing care to diverse populations in a variety of settings. A 
key point made in the report is that practitioners must use decision support 
tools (e.g., clinical alerts and reminders, critical pathways, web-based 
clinical practice guidelines) to assist clinical judgment and to help them 
provide safe patient care. It is also essential that IC Ts are used in a way that 
supports (rather than interferes with) the client-patient relationship. The 
C aSn and CHI report describes the various components of health infor-
mation systems (e.g., results reporting, computerized provider order entry, 
clinical documentation, electronic medication administration records) and 
discusses the various types of electronic records used across the continuum 
of care—such as EHR , EMR , and patient health records (PHR)—and their 
clinical and administrative uses. The report concludes that informatics has 
an important role to play in improving health systems and the quality of 
interprofessional patient care.

More recently, in 2017, the Canadian Nurses Association and the 
Canadian Nursing Informatics Association formally endorsed the position 
statement of the International Medical Informatics Association on nursing 
informatics, stressing the importance of the appropriate use of IC Ts in 
health care.
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Clearly, clinical education is an appropriate arena in which to learn to 
use assessment tools that are moving progressively into the digital realm 
and to practise using digital approaches to providing care, monitoring 
outcomes, recording care provided, and communicating patient-related 
information among interdisciplinary team members. Although ethical and 
legal issues related to health informatics might be covered in theoretical 
courses, actual practice with the technologies in clinical settings can engage 
learners and advance their skills and knowledge related to the effective and 
appropriate uses of health informatics.

A Strategy to Try  How Do We Access Data?

Although as an educator you might be very familiar with accessing the data 
that you need in the clinical practice area in which you teach, think about 
what the process looks like through the eyes of a student new to the profes-
sion or to your practice location. Make a list of the digital communication 
and information-gathering tools in use at the practicum site. Compare the 
tools on this list with those incorporated into your program’s lab activities 
for students. If students have not been introduced to some tools, then find 
ways to provide additional practice time with these technologies during 
pre- or post-practicum conferences or during a clinical lab.
 Your students will work in many different practice facilities, and 
most will use different technologies to access, record, and communicate 
patient-related data. Make sure that you are very comfortable in advance 
with the procedures and technologies used in each clinical practice area. 
Know how students will access the patient data that they require. Will 
students need passwords? If so, then how and when will these passwords 
be provided to them? Are there time (or other) limitations on when and 
how students can access electronic patient data? Knowing the answers to 
these questions and being comfortable with the procedures in advance of 
leading a clinical practicum will help to ease students’ anxieties and allow 
students to proceed with confidence in relation to patient data–related 
technologies.
 In preparation for a clinical placement in a specific facility, obtain 
examples of how lab work is shared electronically, samples of medication 
record documents, and templates for EMR . Make sure that students have 
the opportunity to explore these samples during simulation exercises 
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prior to working with these tools and technologies in the clinical facility. 
Optimally, your faculty could establish a website that includes examples 
of health-related tools, templates, and technologies used in multiple health 
facilities, helping students to gain alternative experiences. Having actual 
examples and samples might not be practical for you, but you can make a 
mock set-up with screen shots from various clinical placements for learners 
to explore and practice with.

com mon T e ch nol o gi e S 

Simulation

Simulation is one of the most common and widely used technologies in 
practicum components of postsecondary education programs. In aviation, 
flight deck simulators that focus on developing cognitive and psycho-
motor skills have long been known to enhance pilot competence and 
reduce human error (Helmreich et al., 1999; Taylor et al., 2014). In business 
administration, simulated experiences are used to strengthen skills needed 
in crisis-based activities (Aertsen et al., 2013) and to support students’ 
abilities to manage their information technology portfolios (Larson, 2013). 
In bioengineering, simulations help students to address challenges in 
understanding complex bioprocesses and systems (Roman et al., 2013).

In health care, simulation offers a safe environment for students to 
practise their skills and begin to adopt professional values (Shepherd et al., 
2010). Since simulation can emulate the practice environment, the option 
of replacing required clinical hours with simulated activities has been 
debated for a number of years and remains contentious. Debate continues 
regarding whether simulated activities can or should replace contact with 
patients and, if so, to what extent.

Regulatory bodies usually determine the number of hours that profes-
sional programs must allocate to clinical practice. The seminal work of 
Hayden et al. (2014) with 10 pre-licensure programs across the United States 
replaced up to 50% of traditional clinical hours with simulated activities. 
They then assessed student competence at program end through clinical 
preceptor and instructor reports and pass rates on the required National 
Council Licensure Examination. The students were also evaluated by 
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managers after their first six months of practice. There were no statistical 
differences in the preceptor, instructor, or manager ratings of students 
who completed traditional clinical hours and those who participated in 
simulated activities. The authors concluded that “substituting high-quality 
simulation experiences for up to half of traditional clinical hours produces 
comparable end-of program outcomes and new graduates that are ready 
for practice” (Hayden et al., 2014, p. S3).

Simulation is defined as imitation or enactment of something antici-
pated or in testing and as a representation of the behaviour or characteristics 
of one system through the use of another system, especially a computer 
program designed for the purpose (Dictionary.com, 2002). Using this broad 
definition, every activity in a clinical lab and pre- and post-practice activity 
could be considered a form of simulation. Systems that imitate or pretend 
to act as patients include actors, manikins, and different types of machines 
posing as patients.

In health-care education, the word simulation became more prominent 
in recent years with the development of low-, medium-, and high-fidelity 
manikins, artificial human patients, and artificial parts of patients that 
respond electronically to interventions by the learner. Clinical labs 
designed to teach skills to health professions use manikins programmed 
with realistic scenarios during practice sessions that are as close to reality 
as possible without a human patient being involved.

Simulation also includes low-fidelity activities such as case study 
discussions, role-playing interactions with patients (or other learners posing 
as patients), and practising skills such as changing dressings or giving 
injections using creative alternatives to expensive responsive computerized 
manikins (e.g., injecting saline into an orange or changing the dressing on 
a teddy bear). Many of these low-fidelity activities can be practised without 
actors or costly manikins to simulate patients and their conditions.

Although the introduction of high-fidelity activities has increased 
the opportunities for learners to practise skills in realistic emergency and 
specialty situations (Sharp et al., 2014), the effective use of simulation in 
clinical learning involves more than simply having learners use machines 
to practise required skills. Qualified instructors need to create and program 
the scenarios so that manikins exhibit realistic signs and symptoms and 
respond appropriately to students’ interventions. These educators must 
effectively guide learners before, during, and after simulation experiences 
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to maximize their learning. For example, debriefing with learners after 
simulation is an important part of the learning experience so that students 
can solidify learning, discuss their feelings and emotions, and consider 
alternatives to actions taken and “errors” made during simulation. 
Journals such as Clinical Simulation in Nursing, organizations such as the 
International Nursing Association for Clinical Simulation and Learning, 
and groups such as the C aSn Simulation Interest Group offer valuable 
guidance for successfully employing a full range of simulated activities in 
clinical teaching.

Simulation has the potential to improve education outcomes. In health, 
a meta-analysis of studies related to health professions education concludes 
that, “in comparison with no intervention, technology-enhanced simula-
tion training in health professions education is consistently associated with 
large effects for outcomes of knowledge, skills, and behaviors and moderate 
effects for patient-related outcomes” (Cook et al., 2011, p. 978).

Studies in medicine, paramedic training, and nursing support this 
conclusion. In medical education, simulators help novice surgeons 
to develop skills, retain knowledge, and reduce procedure times and 
error levels for laparoscopic surgery (Al-Kadi & Donnon, 2013). In first 
responder education, creating simulated accident scenes helps firefighter 
and paramedic students to prepare for situations that they will encounter 
in practice (Smith & Anderson, 2014). In nursing, simulated experiences 
can enhance knowledge gains (Gates et al., 2012; Shinnick et al., 2012; 
Weaver, 2011), decrease medication errors (Shearer, 2013), be equivalent to 
traditional clinical experiences promoting students’ acquisition of funda-
mental knowledge (Hayden et al. 2014; Schlairet & Pollock, 2010), increase 
self-confidence (Leavett-Jones et al., 2011), and enhance efficacy (Dunn et 
al., 2014). However, questions remain about how these outcomes transfer 
to the clinical setting (Norman, 2012), whether they promote an unrealistic 
level of self-confidence (Liaw et al., 2012), and whether they heighten stress 
(Weaver 2011).

Although the nursing education literature reports many positive 
outcomes related to the use of simulation as part of clinical education, 
guidance is needed so that simulation can be used effectively and appro-
priately system wide. In 2015, the Canadian Association of Schools of 
Nursing released Practice Domain for Baccalaureate Nursing Education: 
Guidelines for Clinical Placement and Simulation. The objectives of 
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the task force that developed the document were to identify outcome 
expectations, examine clinical practice and simulation in relation to 
these outcome expectations, and formulate principles of practice and  
guidelines.

There are stages of simulation. No matter what type of simulated 
activity educators implement, like any learning experience, simulations 
require detailed planning. Some learning institutions house high-fidelity 
simulation labs that are complex environments under the skilled leadership 
of dedicated simulation experts. In other instances, clinical teachers will 
lead students through a series of simulated activities (low or high fidelity) 
geared to developing specific skills. If you are a clinical educator expected 
to lead learners through simulated activities without the guidance of a 
team of experts, then we suggest seven stages that can be adapted and 
modified to guide most simulated activities: (1) choose or write a scenario; 
(2) obtain and set up equipment; (3) determine the student patterns or roles; 
(4) offer pre-briefing activities; (5) implement the simulation; (6) facilitate a 
debriefing discussion; and (7) evaluate the activity. Each stage is explained 
in detail below.

1. Choose or Write a Scenario

All planned learning experiences should address specific learning object-
ives or learning outcomes. This is no less important in a simulation. What 
does the instructor want the student to accomplish in the planned setting? 
Every simulation should have a goal, a context, and a story. These three 
elements should be considered whether the simulation planned is a case 
study in a textbook, an actor posing as a patient, a situation in the online 
virtual world called Second Life, or a high-fidelity simulation that uses 
sophisticated avatars in realistic patient care scenarios. The learning object-
ive should thread through the simulation, allowing students to understand 
the goal of the simulation from the outset.

There is some debate about this point. Some educators do not want 
students to know the specific goal of the simulation in advance, believing 
that knowing the objective would reduce the impact of learning from the 
unknown and unexpected elements of the scenario. If as an educator you 
choose not to reveal the learning objective of a specific scenario to the 
students, then this choice (and the broad reasons for it) should be stated 
explicitly at the outset (Alinier, 2011; Brackney & Priode, 2015).
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Once you determine your goal, you can take several routes to design 
your simulation. Vignettes, story boards, flowcharts, and scripts are parts of 
simulation pre-planning and design. These plans need to include when and 
where the students will receive content and context information related to 
the scenario. Items such as vignettes and scripts can be made by instructors, 
purchased from companies such as Pearson, or searched for on the internet. 
Many scenarios can be used freely, such as a collection of simulated situa-
tions by Reid and Raleigh (2013). As students advance in their programs, 
they can be invited to suggest or write their own scenarios.

2. Obtain and Set Up Equipment

Whatever the degree of fidelity, simulated activities require equipment.  
It could be oranges and syringes to simulate giving intramuscular injections 
or a complex piece of machinery such as a pediatric I V arm, with which 
learners can practise challenging I V initiations on a pediatric-sized artifi-
cial arm, or the nOELLE maternal care simulator, which provides learners 
with a complete birthing simulation experience before, during, and after 
delivery.

Determine the equipment that you need, practise working with it 
yourself, and plan the specific amount of time that each student is likely to 
need to complete the simulated exercise. Do you have enough time allotted 
(considering the group size) to ensure that everyone has sufficient time to 
participate fully in the exercise? If you are using low-resolution equipment 
(e.g., non-programmable manikins) as part of your simulation equipment, 
then try to humanize them as much as possible. For example, applying 
makeup or using other props can help to make the simulation as realistic 
as possible (Merica, 2011). Simply adding items such as clothing and wigs 
to manikins can make them seem more lifelike and consequently make 
the learning experience more realistic.

Bear in mind that simulated experiences do not need high fidelity. 
Setting up practice time with equipment that students will be using in their 
hospital, clinic, or community placements is also an important simulation. 
For example, how can you create opportunities for students to work with 
electronic data collection or I V pumps? One tip: it might be possible to 
obtain outdated equipment or supplies from health-care institutions for 
students to manipulate and use in practice scenarios as a form of low-cost 
(but realistic) simulation.
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3. Determine the Student Patterns or Roles

Clinical practicum placements are now at a premium. Not every student 
can experience every situation or skill practice under the guidance of an 
instructor. This is also true in high-fidelity simulation labs. To maximize the 
learning, consider dividing students into groups and giving each person in 
the group a different role. For example, one student might actively provide 
care, a second might act as a consultant to the care provider, and a third could 
keep records. Rotate students through each role in a timely manner and 
ensure that all students participate in providing care during the simulation.

Johnson (2019) studied the knowledge demonstration, retention, 
and application of both participant and observer nurse learners during 
simulated experiences and concluded that there was no difference between 
the two roles. He advised educators to value and appreciate both roles. 
Instructors need to convey to learners (through their attitudes and words) 
the learning value of roles other than care provider. Ensure that all 
members of the group, no matter the role, know that there is important 
learning potential in participating fully.

4. Offer Pre-Briefing Activities

Pre-briefing is recognized as important in developing learners’ clinical 
judgment and thinking. Established goals of pre-briefing activities are to 
support students’ capacity to “notice aspects of the clinical situation, antici-
pate patient needs, and focus on the application of existing knowledge” 
(Page-Cutrara, 2014, p.  140). Students need to know why the simulation 
is salient and relevant to their future practice. During pre-briefing, clearly 
outline the learning objectives, the expectations of each role, and the 
times allotted to each activity. Provide any available advance reading or 
pre-testing activities. Review any medications that will be used during the 
simulation (Brackney & Priode, 2015). Specify how the simulated activity 
is different from real-life experience (Willett, 2013). Whenever possible, 
invite students to walk around the equipment and become accustomed to 
the space before the simulated activity begins.

5. Implement the Simulation

The Jeffries Simulation Model (Jeffries, 2005) for implementing simulated 
activities emphasizes having teachers offer frequent cues or directions to 
learners and provide ongoing feedback throughout the simulation. Expect 
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that learners will feel anxious and self-conscious as they perform new 
psychomotor tasks in front of peers and others. A high-fidelity simulation 
can trigger discomfort (or even panic) in a student. Prior to the simulation, 
anticipate this possibility, and make and share a plan for students who experi-
ence uneasiness during the simulation. One approach is to establish a “safe” 
word that students can use to end the simulation if they experience distress.

As in the clinical situations that they are designed to illustrate, 
simulated activities might not progress as planned. Use opportunities when 
simulations go other than planned to model professionalism and critical 
thinking. Despite moments of stress and anxiety during the simulation, it 
provides learners with enhanced confidence and empowers them to be 
successful in real-world clinical situations if the experience is implemented 
by skilful educators (Baptista et al., 2016).

6. Facilitate a Debriefing Discussion

Debriefing is considered a critical component of any simulated activity 
(Boellaard et al., 2014; Cockerham, 2015; Fanning & Gaba, 2007; Jaye et al., 
2015; Jeffries 2005; Shinnick et al., 2011; Wang et al., 2011). Ensure that time 
and space are available for all those who have participated in a simulated 
activity to share their feelings and perceptions about what occurred. In 
some instances, planning more time for the debriefing than for the actual 
simulated activity is needed.

Begin the discussion, either with students individually or in groups, 
by inviting them to reflect on their experience and describe (in their own 
words) what happened. Each student should be given the chance to speak 
without interruption. Follow this opening reflection by asking learners 
what they might do differently the next time. Emphasize how the process of 
balancing negative and positive reflections can strengthen clinical reason-
ing skills. Conclude the discussions by eliciting comments from students 
about how they can transfer what they learned to future real-life situations.

With larger groups, create dyads for students to share their reflections 
on the simulated experience with a partner. Monitor the discussions so that 
each partner has an equal opportunity to speak. Private reflections in the 
form of journal entries can also be used as a debriefing strategy. Debriefing 
for simulation or clinical practice is now being done online. We cover this 
topic more fully later in the chapter in the section on online post-confer-
ences after real-life clinical practice.
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7. Evaluate the Activity

Evaluating student performance during any simulated activity should 
mirror clearly established learning objectives (see Chapter 6 for an in-depth 
discussion of student evaluation). Psychological safety or feeling comfort-
able about truthfully expressing their reflections on their performance 
is especially important to learners during and after simulated activities 
(Morse, 2015; Runnacles et al., 2014). Frame evaluations within a reminder 
that the purpose of simulated activities is to provide opportunities for 
practising skills in a safe environment in which patients will not be harmed. 
Students need to be clear that errors are expected during simulations and 
that they are all opportunities for learning and for changing behaviour.

Evaluation must also include measurement of the value and usefulness 
of the simulated activity. Be sure to provide students with opportunities 
to share any recommendations for improving the simulation. A short, 
anonymous, online evaluation form with specific multiple-choice questions 
about the experience can also serve as a debriefing activity. Ensure that as 
the simulated experience leader you consider the students’ recommenda-
tions for improvement and act on them as appropriate or possible.

A Strategy to Try  What’s the Hardest Part?

Despite the complexities in any simulated activity, when we deconstruct 
the process, we will likely find one or two key elements that stand out as 
particularly difficult and anxiety provoking. These most difficult or hardest 
parts might be common to most learners, or they might be individual. For 
example, nursing students might state that putting the needle in was the 
hardest part of their first intramuscular injection. Others might comment 
that mapping the injection site was the hardest part. Exploring what 
students believe is the hardest part will provide important understanding 
of how students approach a learning activity such as simulation. Ask them 

“What’s the hardest part of . . . ?” When we view difficulties through the eyes 
of our students, we can help them to build relevant strategies to overcome 
specific difficulties.
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From the Field  It’s OK to Be Wrong

Affirm that knowing what we don’t know and knowing when we’re wrong 
are positive. If something doesn’t go well, then create a climate in which 
it’s okay to be wrong. When students implement procedures and they don’t 
go well, be sure that they know they will be supported rather than penal-
ized for sharing what they did poorly. The important thing for students to 
think about is “How can I make it better?” Communicate to students that 
the only way they can improve and do better the next time is to discuss 
what they think went wrong. Genuinely let students know that you will 
offer feedback and guidance and that you want to hear about the times 
when things went wrong. Then go back into the trenches together and 
try again.
a d r I e n n e  w e a r e ,  m n ,  a c a d e m I c  c o o r d I n a t o r ,  c e n t r e  f o r  n u r S I n G 
a n d  h e a L t h  S t u d I e S ,  a t h a B a S c a  u n I v e r S I t y

In sum, despite the variation in fidelity among simulated activities, 
their purpose is to provide opportunities for learners to feel safe practis-
ing and developing their skills. Next, we discuss a sampling of additional 
technologies that clinical educators can use: virtual clinical labs, mobile 
technology, augmented reality, online post-conferencing, and social 
media.

v i rT ua l cl i n ic a l l a b S

Virtual clinical labs, which also run from low to high fidelity, need to be 
included in any description of simulation. Licences to use these programs 
are generally purchased by health-care educational institutions, and 
individual teachers cannot use the programs in courses without those 
licences. Some online communities of health-care practice are really story 
boards with pictures and discussion questions, such as The Neighbourhood. 
In a licensed product called Second Life, you can find virtual clinical 
settings.

Technology can augment clinical experiences for students by allow- 
ing an entire group of them to feel that they are at the bedside in real time. 
Roving robots such as Vgo can be operated from outside the patient’s 
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room. They can record the interactions of health professionals, students, 
or instructors with patients as through a one-way mirror, but the technol-
ogy can move with the caregiver from room to room. Vgo is not the same 
as video recording or using Skype because the robot is manoeuvrable 
from a distance, and the educator can focus on what is needed in the  
moment.

With Vgo, situations can also be recorded for further review by the 
instructor for the purpose of evaluation, by individual learners for self- 
reflection and learning, or by the entire class as a trigger for discussion. 
A patient’s permission is clearly required for this type of activity, but 
acquiring permission does not need to be a roadblock. The Vgo is in use 
in hospital health education and can be used for community practice 
education.

A Strategy to Try  Visit a Virtual Clinical Lab

Find out whether the program in which you teach has access to any virtual 
clinical lab. If access is available, then visit the lab and identify two or 
three cases or scenarios that are relevant to your clinical area. Create links 
between virtual cases and real-life cases in the clinical practice area.

mobi l e T e ch nol o gy

Mobile technology that incorporates information, decision platforms, 
and communication ability for expert advice is becoming ubiquitous in 
most health-care practice. Unfortunately, cellphones are stigmatized in 
some areas of health profession education and practice. Concerns relate 
to disease transmission (if the device becomes contaminated, then it can 
transfer bacteria or viruses from patient to patient), privacy, and possibility 
of inappropriate use. These concerns can all be mitigated with appropriate 
care and use of these devices.

The reality is that mobile technology use is ubiquitous (including in 
health-care settings), and the benefits (e.g., being able to check drug dosages 
from a patient’s bedside) are compelling. Health-care professional educa-
tion needs to incorporate knowledge about the ethical and appropriate 
use of mobile technology in health-care settings. Topics should include 
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how to maintain appropriate infection control strategies and issues related 
to patients’ privacy and confidentiality when using mobile technology as 
part of their care.

Health-care professionals commonly use hand-held devices, particu-
larly smartphones, to replace textbooks and traditional references such as 
pocket formularies. Commercial software with mix-and-match selections 
of products is becoming popular. A Canadian study assessing the self- 
efficacy of nursing faculty and student use of mobile technology indicated 
that both faculty members and students are highly confident in their use 
of mobile technology and prepared to engage in mobile learning (Kenny et 
al., 2012). Professionals value having the information that they need at the 
point of care as they make critical decisions about patient care (Lamarche 
& Park, 2012).

The possibilities for clinical teachers to connect with their students 
through smartphone apps are limitless. Students can access links to relevant 
resources, homework assignments, or even examinations on their phones. 
Some instructors use smartphone connections to communicate with 
students during their clinical placements. For example, with a ratio of 1 
instructor to 8 learners, an instructor cannot physically be with all learners 
at one time. Students can message their instructor when they need super-
vision with a skill or if they need other support or assistance in the learning 
experience and to help enhance patients’ safety.

Other instructors use smartphone connections with learners to trans-
mit timely motivational messages related to their learning journeys or to 
convey important details about upcoming learning opportunities. In an 
Australian study, clinical nurse educators uploaded presentations, videos, 
quizzes, case studies, and discussion boards weekly to promote action- 
oriented learning (O’Neill et al., 2018). They found that this mobile strategy 
increased nurses’ knowledge, promoted active engagement of learners, 
encouraged technology use, and improved clinical practice.

Mobile technology is currently part of the teaching and learning of 
students in the health professions and an increasingly common (and useful) 
tool at the point of care for practising professionals. It is essential that 
educators learn to use mobile technology effectively and appropriately and 
include it in the curricula for health professionals.
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A Strategy to Try  To Text or Not to Text?

Instructors can use texting to communicate with their students. One 
concern about texting is that messages might not be considered urgent. 
Students might think that texts can just be ignored until an appropriate 
time to view them. Another concern is about privacy. Both instructors and 
students must consent to share their phone numbers for this purpose. At 
the beginning of a clinical practicum, establish the ground rules for using 
(or not using) texting throughout the rotation.

augm e n T e d r e a l i T y

Augmented reality (a R) is a new set of technologies that provides “a means 
of delivering additional content on-demand, at the point of encounter with 
an object in the physical world” (Garrett et al., 2018). Common examples of 
a R in society include technology that allows consumers to try on clothes 
virtually, see how they look in a new hairstyle, or view how furniture looks 
in their homes.

Using image recognition or location recognition technologies, physical 
objects or places in the world are identified and then augmented with 
digital information. People can view the augmented objects through 
head-mounted eyewear, a glass transparent screen, or a camera display 
such as on a smartphone or tablet (Garrett et al., 2018). It is important to 
note that a R does not provide opportunities for interacting with the objects 
(at least not at this point).

Via a smartphone, tablet, or other mobile device, a R provides students 
and practitioners in the health professions with multimedia networked 
references (including sound, video, and geographical data) that they can 
use to understand what medical procedures or pieces of equipment look 
like and how to implement them safely and appropriately.

Canadian research exploring the use of a R with nursing students 
(Garrett et al., 2015), and with physical therapy and occupational therapy 
students (Garrett et al., 2018), determined that introducing a R resources in 
clinical skills lab experiences helped students to create conceptual links to 
the physical equipment that they would use in practice. These researchers 
chose or created 126 different a R resources that included instructional 
materials with multimedia content. The resources were easy to use, and 
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they provided opportunities for problem solving. Examples included how 
to perform clinical hand washing and how to operate a ceiling lift safely 
(Garrett et al., 2018).

The selected resources were hosted on a university web server and 
then linked to mobile devices through a Junaio application with associ-
ated Metaio backend service (Garrett et al., 2018). Students and instructors 
scanned the resources to their smartphones or devices. Therefore, they 
were able to review the selected multimedia content during their clinical 
lab experiences or at any time on their own. Students gained immedi-
ate access to digital multimedia that showed them how the equipment 
that they would use in clinical practice worked, explained its theoretical 
context, and provided instruction on how to use the equipment (Garrett 
et al., 2018).

Additional a R resources that Bernie Garrett and his team of research-
ers implemented included material specific to students’ clinical placements. 
Prior to attending their clinical sites, students could scan in an a R resource 
that included a description of their clinical unit, contact information for 
key staff members (email and telephone), clothes-changing and parking 
facilities available, and transportation options to the site (Garrett et al., 
2018).

a R resources cannot be expected to replace the personal instruction 
that occurs particularly during instructor-led demonstrations. However, it 
is important for clinical teachers to locate a R resources that are relevant 
and to integrate them into their instruction. Many students value mobile 
devices and appreciate using them to support their active and self-directed 
learning.

A Strategy to Try  Look What I Found! An AR Resource Show and Tell

Invite students to find and curate new a R resources that would be helpful 
in their learning or clinical practice. Host a “show and tell” session during 
which students demonstrate the resources that they have acquired to their 
classmates and describe the uses, limitations, and benefits of each. Have 
the group choose a “winner” or “winners” in categories such as the most 
innovative innovation, the most useful resource, the most simple to explain, 
the most beneficial, et cetera.
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on l i n e p o S T- con f e r e nci ng

Whether after an orchestrated clinical simulation or an 8-hour clinical 
experience in a clinic or hospital, there is great value in a debriefing session. 
Traditionally, these debriefing sessions have been held immediately after 
the experience, in a face-to-face environment close to where the learning 
experience occurred. The students (usually 8–10) are required to reflect on 
and ask questions about the experience of the day and share what they 
learned and what they felt.

Recently, technology such as asynchronous learning management 
systems has made it possible to postpone clinical post-conferencing until 
a time when the learner is rested and has had a chance to think about what 
happened during the learning experience. Online post-conferencing has 
many pedagogical advantages, such as demonstrating deeper learning 
(Bristol & Kyarsgaard, 2012). Learners can also participate at their own pace 
when they feel ready, so it is more convenient and flexible. Additionally, 
those who are shy to speak up in face-to-face environments often feel more 
comfortable participating in an online milieu.

As learners post their reflections online, and then respond to their 
colleagues and interact with one another, a collaborative learning environ-
ment with peer support and a sense of community is created (Berkstresser, 
2016). Learners are not only gaining valuable knowledge about theory and 
practice but also developing team skills and learning about professional 
relationship development (Ebersole-Berkstresser, 2013). Self-motivated 
learners participate fully in an asynchronous online discussion moderated 
by the clinical or simulation instructor and gain knowledge and confidence 
that can be helpful in the clinical practice environment.

A Strategy to Try  Compare and Share

Ask students who are currently in clinical practice settings to participate in 
an online post-conference after one practice experience and to participate 
in a face-to-face post-conference after a second clinical experience. Next 
invite students to write a short reflection comparing their experiences with 
the two post-conference formats.
 Summarize the themes that emerge from the students’ reflections. Are 
there any lessons learned that you can use as an educator to maximize the 
learning value of the clinical post-conference for this group of learners?
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S o ci a l m e di a

Social media refer to interactive internet platforms in which users create, 
share, and exchange information in online communities. Facebook, Twitter, 
Instagram, and LinkedIn are well-known social media programs. Students 
use social media widely in their free time, particularly those who are 
younger (Tuominen et al., 2014). Social media platforms hold promise as 
important teaching tools in clinical education. Students have gained import-
ant insights from creating a professional presence on social media, blogging 
on clinical topics, contributing to Wikipedia, using wikis for collaborative 
group work, and sharing their presentations on SlideShare, Slide Rocket, 
Glogster, or Prezi (Schmitt et al., 2012). Some educators might have limited 
experience with social media platforms, but the use of these platforms in 
higher education has been steadily increasing (Seaman & Tinti-Kane, 2013).

Note that, though students might use social media platforms exten-
sively, they might not understand professional nuances of privacy and ethics 
on those platforms (Grajales et al., 2014; Schmitt et al., 2012; Thompson et al., 
2011). Problems identified among health-care learners include separating 
personal and professional identities (DeCamp et al., 2013), posting photo-
graphs of interactions with identifiable patients (Thompson et al., 2011), 
and using informal or colloquial language in their public communications 
(Killam et al., 2013).

The Canadian Nurses Association (2012) provides guidance on the use 
of social media in its seminal publication When Private Becomes Public: 
The Ethical Challenges and Opportunities of Social Media. This publication 
covers rules, social norms, and etiquette for using social media in the 
health-care setting, outlines ethical challenges, emphasizes that patient 
confidentiality and privacy must be maintained if social media are used, 
and acknowledges that social media can be an effective tool for nurses to 
become influential in issues related to social justice. Most fundamental is 
the reminder that social media by their nature are public, and users should 
not consider them private in any way.

Although there is positive potential for social media in health-care 
education and practice, educators, learners, and practitioners need to 
use them with skill and knowledge. Educators have an important role 
in conveying this, but first they must become competent themselves. The 
stakes are high, especially related to ethical and privacy issues, if slip-ups 
are made using social media in health care.
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A Strategy to Try  Now That’s Professional

Invite students to review online profiles of faculty members or professional 
staff members working in the clinical area in which they hope to practise 
after graduating. Have students identify one or two specific aspects of the 
profile that they would like to emulate on their own present or future 
professional website.
 Discuss what drew students to these aspects of the profile and why they 
stood out as professional. How did the author of the profile use (or not use) 
words and pictures intentionally and appropriately? Which precautions 
were put in place to ensure privacy?

A Strategy to Try  Analyze a Twitter Feed

Have students follow a health-care leader or administrator in their field 
on Twitter. Ask them to conduct an analysis of the person’s Twitter feed, 
comparing the posts to the rules, social norms, and etiquette discussed in 
the Canadian Nurses Association (2012) publication. Did the person use 
social media to influence issues such as social justice?

T e ach e r S n e e d S u pp orT To uS e T e ch nol o gy

Using technology can be challenging. Clinical teachers need support as 
they sort through all of the options and possibilities available. Several 
tensions come with using new technologies in teaching. How do clinical 
educators, with years of practice and experience, find creative ways to 
capitalize on the new digital and networked technologies and simulated 
activities, particularly if they were not exposed to them in their own 
education? How do educators remain relevant when students can learn 
independently (with the right technology) because the classroom can be 

“anywhere, anytime, anyhow”?
Other tensions for educators come from shifts in educational philoso-

phies (see Chapter 2). Many institutions of higher education now espouse 
shifting away from a traditional liberal philosophy emphasizing methods 
of transmission or demonstration. Instead, many health-care education 
programs are now embracing a more constructivist approach in which 
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teachers build upon what students already know (Melrose et al., 2013). 
In such a shift, learners take increasing responsibility for their learning 
(often using technology as their “teachers”), and educators have to rethink 
their roles.

Connectivist approaches are becoming popular. Students recog-
nize what they need to know, use the abundance of digital networks 
and resources to gather information, and then organize this content in 
useful ways (Melrose et al., 2013). Perhaps the new role for educators is 
less that of the gatekeeper and dispenser of information and more that 
of the person who guides learners in the morals, ethics, and etiquette 
of technology use for professional practitioners. For example, questions 
about the credibility of sources used by students might not have straight-
forward answers (Keir et al., 2018), and helping learners to find these 
answers can be one skill that educators can focus on during this time of role  
transition.

Students and practitioners have long been expected to participate in 
collaborative projects and develop communities of practice (Lave & Wenger, 
1991; Wenger, 1998; Wenger et al., 2002). Access to these communities is no 
longer restricted by time and place. Students can connect digitally with 
like-minded others from around the world at any time and in a variety 
of new ways. Group work has also changed dramatically with the imple-
mentation of technological communication tools that allow learners to 
communicate synchronously or asynchronously on the same document 
or presentation.

With the increased possibilities for virtual working and connecting 
comes the need for new skills of collaboration that can also be guided by 
skilled educators. When clinical teachers engage with students online, it 
is often by example that they teach students how to collaborate and build 
a community online. When an instructor establishes a positive online 
learning environment, nurtures an inclusive community, and develops a 
supportive rapport with learners, that instructor role-models these skills 
of collaboration and team building (Farmer & Ramsdale, 2016).

In Chapter 3, we discussed intergenerational learners, noting how 
individuals in their 20s and 30s (Millennials) and those born after 1995 
(Generation Zers) have grown up with technology. Those in their 40s 
(Generation Xers) and in their middle years (Baby Boomers) might (or 
might not) be less comfortable with technology. For those less familiar 
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and comfortable with digital innovations, the technology can be confus-
ing and even annoying. If the pedagogical purpose of a program, app, or 
simulation is not clear, then educators must raise questions about its use. 
Neither students nor teachers have time to spare on technologies just for 
the novelty of using them.

On a practical level, administrative support for teachers to implement 
new technologies can be limited. Funding and release time for them to 
attend workshops and learn how to use equipment themselves might not 
be available (Goldsworthy, 2012; Jeffries, 2008). Most technologies, particu-
larly those offering high-fidelity simulation experiences, are expensive 
and might be shared among different learning programs. Schedules might 
provide only minimal time for learners to access equipment (Garrett et 
al., 2011). Space for critically important post-simulation discussion and 
debriefing might not be provided.

Jeffries (2008) used the acronym ST EP to propose a sequence of steps 
that can help to create the support that instructors need to implement 
simulation activities confidently. These steps apply to all learning technolo-
gies. S is for standardized material and suggests initiating and maintaining 
a repository of easily accessible materials about simulation for all educa-
tors. T is for training the trainers and encourages health-care faculties to 
promote education for instructors, for example designating a champion 
or individual with expertise to promote the simulated activities. E is for 
understanding the importance of top-down encouragement. Teams can 
be developed to work on a plan for introducing simulation education for 
instructors. An orientation plan and guidelines need to be developed and 
shared. And P is for the planning itself and suggests ongoing collaborative 
activities such as forming an interest group for clinical teachers and any 
interested instructors.

A Strategy to Try  Step Up for Simulation

Consider whether one, two, or even all of the strategies that Jeffries (2008) 
suggests in her ST EP model might be useful to you.

S (repository of standardized material). Start a repository by collecting 
and then posting journal articles related to simulation on an interfaculty 
website.
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T (train the trainer). Consider the idea of championing simulation. Would 
you be interested in taking on this role? Could you co-create a champion 
role with another teacher interested in simulation?

E (top-down encouragement). How can you contribute to any orientation or 
guideline for implementing simulated activities that already are, or should 
be, in place? Can you extend existing processes to be more team oriented?

P (planning). If a simulation interest group is not in place in your training 
program, can you initiate one? Can you make links between program 
interest groups and national interest groups such as the C aSn Simulation 
Interest Group?

concluS ion

In this chapter, we discussed how technology can enhance clinical educa-
tion. To achieve entry-level competencies, students in the health professions 
must use technology. We provided an overview of common technologies, 
elaborating on simulation. We emphasized that the purpose of simulated 
activities is to provide safe environments in which students can practise 
the skills that they need to learn. Whether simulation is a low-fidelity 
activity such as discussing a written case study or a high-fidelity activ-
ity such as operating a complex machine simulating a human function, 
students need supportive feedback throughout the activity. Establishing a 
climate in which it is acceptable to be wrong (and to learn from the error) 
is an essential element of any simulated activity. Time and space must be 
available at the end of a simulation to debrief and reflect critically on how 
the activity developed.

Virtual clinical labs, mobile technology, augmented reality, online 
post-conferencing, and social media are additional technologies that can 
enhance clinical teaching. As with the use of any innovation, teachers 
themselves might need support in learning how to use the technology 
before they can be effective in guiding learners to use it ethically, appro-
priately, and effectively.
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7

Evaluation of Learning

Ever tried. Ever failed. No matter.  

Try Again. Fail again. Fail better.

S a m u e L  B e c K e t t  (1983, p. 11)

Few topics generate more impassioned discussions among educators of 
health-care professionals than the evaluation of learning. In many clinical 
practice settings, instructors are required to apply tools of evaluation that 
they have not designed themselves. On the one hand, criticisms of standard-
ized assessment techniques for required professional competencies and skill 
sets note the overemphasis on reproducing facts by rote or implementing 
memorized procedures. On the other, teachers might find themselves filling 
out extensive and perhaps incomprehensible checklists of criteria intended 
to measure critical thinking. How can evaluation possibilities be created 
to advance required competencies with individuals in complex practice 
environments?

Expectations of learners must be set out clearly before learning can 
be measured accurately. Within the clinical environment, the stakes are 
high for learners. Client safety cannot be compromised. Furthermore, 
measurement considerations must not dominate the time that educators 
might otherwise spend on creating meaningful instructional approaches. 
In his seminal Learning to Teach in Higher Education, Paul Ramsden (1992) 
establishes an important distinction between deep learning and surface 
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learning. In his view, deep and meaningful learning occurs when assess-
ment focuses on both what students need to learn and how educators can 
best teach them.

Understanding the complexities of evaluating students and our teach-
ing is an ongoing process. Approaching the process collaboratively in 
ways that consistently involve learners as active participants, rather than 
passive recipients, can support their success and inspire our teaching. 
In this chapter, we introduce the vocabulary of evaluation and discuss 
methods of evaluating both students and teachers. We suggest creative 
strategies for evaluation that teachers can use in a variety of clinical 
practice settings.

vo c a bu l a ry of e va luaT ion

Educators can feel overwhelmed by measuring how learners create 
personal meaning and demonstrate understanding of the consensually 
validated knowledge that they will need to practise competently in their 
health fields. Measuring the efficacy of our own teaching in relation to 
preparing learners to practise safely, ethically, and in accordance with 
entry-to-practice competencies is not straightforward either. However, 
whether we are seeking to appraise student learning or our own teaching, 
knowing the criteria for expected outcomes will help us to understand what 
is being measured. The terms “measurement, ” “assessment, ” “evaluation, ” 

“feedback, ” and “grading” are used in appraising student learning and our 
own teaching.

Measurement, Assessment, and Evaluation

Measurement determines the attributes of a physical object in relation to a 
standard instrument. For example, just as a thermometer measures temper-
ature, so too standardized educational tests measure student performance. 
Reliable and valid measurement depends on the skilful use of appropriate 
and accurate instruments. In 1943, Douglas Scales was one of the first to 
argue against applying the principles of scientific measurement to the 
discipline of education.

The kind of science that seeks only the simplest generalizations can 
depart rather far from flesh-and-blood reality, but the kind of science 
that can be applied in the everyday work of teachers, administrators, and 



https://doi.org/10.15215/aupress/9781771993319.01

Evaluation of Learning 167

counsellors must recognize the great variety of factors in the practical 
conditions under which these people do their work. Any notion of science 
that stems from a background of engineering concepts in which all signifi-
cant variables can be readily identified, isolated, measured, and controlled 
is both inadequate and misleading. Education, in both its theory and its 
practice, requires a new perspective in science that will enable it to deal 
with composite phenomena in which physical science normally deals with 
highly specific, single factors (Scales, 1943, p. 1).

One example of a standardized measurement tool is a required 
student evaluation form. Most health profession programs provide clinical 
instructors with evaluation forms designed to measure learning outcomes 
in relation to course objectives. These forms provide standardization in 
that they are implemented with all students in a course. They often focus 
on competencies such as safety, making them relevant to all members of 
the profession (Walsh et al., 2010). However, clinical instructors who use 
the forms might have little or no input into their construction and might 
not see clear links to their own practice setting.

Another example of a standardized measurement tool is a qualifying 
examination that all members of a profession must pass in order to practise. 
Similarly, skills competency checklists, rating scales, multiple choice tests, 
and medication dosage calculation quizzes can provide standardized 
measurement. Again, clinical instructors might have limited input into 
the design of these tools.

Assessment obtains information in relation to a complex objective, goal, 
or outcome. Although the standardized measurements noted above can 
all contribute to assessing student performance, additional information is 
necessary. Processes for assessment require inferences about what individ-
uals do in relation to what they know (Assessment, n.d.). For example, 
inferences can be drawn about how students apply theory to practice from 
instructors’ observations of students while implementing client care, from 
student self-assessments, and from peer assessments.

Evaluation makes judgments about value or worth in relation 
an objective, goal, or outcome. Evaluation needs information from 
a variety of sources and at different times. Evaluation of learners in 
clinical practice settings is considered subjective rather than objective 
(Emerson, 2007; Gaberson et al., 2015; Gardner & Suplee, 2010; O’Connor,  
2015).
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Formative evaluation is continuous, diagnostic, and focused on both 
what students are doing well and what they need to improve (Carnegie 
Mellon, n.d.). Because the goal of formative evaluation is to improve future 
performance, a mark or grade is not usually included (Gaberson et al., 
2015; Marsh et al., 2005). Formative evaluation, sometimes referred to as 
mid-term evaluation, should precede final or summative evaluation.

Summative evaluation summarizes how students have or have not 
achieved the outcomes and competencies stipulated in course object-
ives (Carnegie Mellon, n.d.) and includes a mark or grade. Summative 
evaluation can be completed at mid-term or end of term. Both formative 
evaluation and summative evaluation consider context. They can include 
measurement and assessment methods noted previously as well as staff 
observations, written work, presentations, and a variety of other measures.

Whether the term “measurement, ” “assessment, ” or “evaluation” is 
used, the outcome criteria or what is expected must be defined clearly 
and measured fairly. The process must be transparent and consistent. For 
all those who teach and learn in health-care fields, succeeding or not 
succeeding has profound consequences.

A Strategy to Try  The Experience of Being Judged

Clinical teachers measure (quantify), assess (infer), and evaluate (judge). 
Tune in to a time in your own learning or practice when your performance 
was measured. The experience of having others who are in positions of 
power over us make inferences and judgments about what we know can be 
both empowering and disempowering. Reflect on an occasion when you 
were evaluated. Did the evaluation offer a balanced view of your strengths 
and weaknesses? Did you find yourself focusing more on the weaknesses 
than on the strengths? How can our own experiences with being judged 
help us to be better teachers?
 Students also bring with them experiences of being judged. One helpful 
strategy might be to have them share their best and worst experiences of 
evaluation. Focus a discussion on the factors that made this their best or 
worst experience to help learners reveal their fears. You can consider asking 
learners to draw a picture of their experience before they reflect on and 
discuss it.
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Feedback

Feedback differs from assessment and evaluation. Assessment requires 
instructors to make inferences, and evaluation requires them to make 
judgments. Feedback is defined as “a process through which learners make 
sense of information from various sources and use it to enhance their 
work or learning strategies” (Carless & Boud, 2018, p.  1315). Feedback is 
non-judgmental and requires instructors to provide learners with infor-
mation that facilitates improvement (Concordia University, n.d.). Feedback 
should focus on tasks rather than on individuals, it should be specific, and 
it should be directly linked to learners’ personal goals (Archer, 2010).

Periodic, timely, constructive feedback that recognizes both strengths 
and areas for improvement is perceived by students as encouraging and 
helpful in bolstering their confidence and independence (Bradshaw & 
Lowenstein, 2014). The tone of verbal or written feedback should always 
communicate respect for the student and for any work done. The feedback 
should be specific enough that students know what to do but not so specific 
that the work is done for them (Brookhart, 2008).

Chickering and Gamson (1987, p. 2) identified seven principles of good 
practice in undergraduate education, which

1. encourage contact between students and faculty,
2. develop reciprocity and cooperation among students,
3. encourage active learning,
4. give prompt feedback,
5. emphasize time on task,
6. communicate high expectations, and
7. respect diverse talents and ways of learning.

All of these principles should be considered when providing feedback 
to students in the clinical area. Certainly, providing “prompt feedback” is 
particularly relevant. If more time passes before you give feedback on learn-
ing experiences, then you will find it more difficult to remember details and 
provide effective feedback (Gaberson et al., 2015).

Including students’ self-assessments when providing feedback is 
a critical element of the process. Throughout their careers, health-care 
professionals are encouraged to reflect on their own practice. This needed 
reflection can be developed by opening any feedback session with 
open-ended questions that invite learners to share their reflections and 
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self-assessments. This strategy can soften perceptions of harshness associ-
ated with corrective feedback and bring unexpected questions and issues 
into the discussion (Ramani & Krackov, 2012).

All too often feedback is viewed as educator driven (Molloy et al., 2020), 
with instructors assuming primary responsibility for initiating and direct-
ing sessions. A more learner-centred approach encourages students to take 
a central role in the process and to seek opportunities to gather feedback 
from instructors and others in the practice area (Rudland et al., 2013).

A Strategy to Try  Beyond Just “Good Job” or “Needs Work”

When offering feedback, try these five simple steps to go beyond just “good 
job” or “needs work.”

1. Affirm positive aspects of what a student has done well.
2. Explore the student’s own understanding of and feelings about  
 the experience.
3. Pick up on any area that the student identifies as needing work.
4. Identify any additional areas where the student needs to improve,  
 including an explanation of why these areas are important.
5. Provide an opportunity for the student to reflect on and respond to 
 (in writing if possible) the feedback.

Grading

Grading, whether with a numerical value, letter grade, or pass/fail desig-
nation, indicates the degree of accomplishment achieved by a learner. 
Differentiating between normreferenced grading and criterionreferenced 
grading is important. The former evaluates a student’s performance 
compared with that of other students in a group or program, determining 
whether the performance is better than, worse than, or equivalent to that 
of other students (Gaberson et al., 2015). The latter evaluates a student’s 
performance in relation to predetermined criteria and does not consider 
the performance of other students (Gaberson et al., 2015).

Criterion-referenced grading reflects only individual accomplish-
ment. If all of the participants in a learning group demonstrate strong 
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clinical skills, then they all earn top grades. In contrast, a learner’s grade 
in norm-referenced grading reflects accomplishment in relation to others in 
the group. Only a select few can earn top grades, most will receive mid-level 
grades, and at least some will receive failing grades. Norm-referenced 
grading is based on the symmetrical statistical model of a bell or normal 
distribution curve.

The advantages of norm-referenced grading include the opportunity to 
compare students in a particular location with national norms, to highlight 
assignments that are too difficult or too easy, and to monitor grade distri-
butions such as too many students receiving high or overinflated grades 
(Centre for the Study of Higher Education, 2002). The disadvantages of 
norm-referenced grading centre on the notion that one student’s achieve-
ment, success, and even failure can depend unfairly on the performances of 
others. Grade inflation, an upward trend in grades awarded to students, has 
led many programs in the health disciplines to establish rigorous admission 
requirements and use a pass/fail grading approach.

Criterion-referenced grading judges student achievement against 
objective criteria outlined in course objectives and expected outcomes 
without consideration of what other students have or have not achieved. The 
process is transparent, and students can link their grades to their perform-
ance on predictable and set tasks (Centre for the Study of Higher Education, 
2002). In turn, this approach can consider an individual student’s learning 
needs and build in opportunities for remediation when needed (Winstrom, 
n.d.). One disadvantage of criterion-referenced grading is that instructors 
need more time for it. Also, awarding special recognition with prizes or 
scholarships to excelling students might not be as clear-cut when students 
are not compared with their peers.

A Strategy to Try  Can All Students Be above Average?

Consider the advantages and disadvantages of evaluation approaches 
that are norm referenced (comparing students with other students) and 
criterion referenced (comparing students to set criteria). Discuss with your 
students when comparing their achievements with others in the group can 
be useful and when evaluating their performance only in relation to set 
criteria can be useful. How can clinical teachers incorporate ideas from 
both approaches into practice?
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m e T hod S of e va luaT i ng S T u de n T S

Professional expectations dictate that all health-care practitioners must 
demonstrate prescribed proficiencies. Assessing, evaluating, providing 
feedback to, and ultimately assigning grades to students in clinical courses 
require teachers to implement a variety of evaluation methods. Going 
beyond measuring students’ performance on standardized tests and check-
lists is essential. Here we discuss methods of evaluating students that invite 
collaboration, tap into what students know, and identify future learning 
needs.

Instructor Observation

Instructor observation is one of the most commonly implemented methods 
of evaluating students. Instructor observation, also referred to as clinical 
performance assessment, provides important information about context-
ual aspects of a learning situation (O’Connor, 2015). Knowing the context 
of why a student acted in a particular way can provide a more complete 
understanding of behaviour. If a task was not completed on time, knowing 
that the student reasoned that it was more important to stop and listen 
to clients’ or patients’ concerns can help instructors to make inferences 
about students’ strengths and weaknesses. Yet anxiety about the experi-
ence of being observed is well known to all of us. At what point is the 
stress of achieving course outcomes equivalent to the stress inherent in 
actual practice conditions? Does performance anxiety help or hinder 
evaluation?

Performance anxiety can be expected during instructor-observed 
activities (Cheung & Au, 2011; Weeks & Horan, 2013; Welsh, 2014). 
Instructional strategies that decrease performance anxiety include (1) 
demonstrating skills with supplemental sessions in laboratory settings 
before students complete skills in clinical settings and (2) arranging oppor-
tunities for peers to observe and evaluate one another. Engaging students 
in non-evaluated discussion time can also help to reduce their anxiety 
(Melrose & Shapiro, 1999). Furthermore, inviting students to complete a 
self-assessment of any instructor-observed activity can help to make the 
experience collaborative.
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Self-Assessment

Selfassessment opportunities can be made available and acknowledged 
to help students develop critical awareness and reflexivity (Dearnley & 
Meddings, 2007). Self-assessment is a necessary skill for lifelong learning 
(Boud, 1995). Practitioners in self-regulating health professions are required 
to self-assess. When students become familiar with the process during their 
education, they enter their professions with a stronger capacity for assessing 
and developing needed competencies (Kajander-Unkuri et al., 2013).

Self-assessment can shed light on the incidental, surprise, or 
unexpected learning (Chapter 3) that can occur beyond the intended goals 
and objectives of a clinical course. Pose questions such as “What surprised 
you when  .  .  . ?” or “Can you talk about what happened that you didn’t 
expect when . . . ?” Encouraging students to identify and then discuss their 
incidental learning in individual ways helps to build their confidence.

A cautionary note: self-assessments can be flawed. The most common 
flaw is that people often overrate themselves, indicating inaccurately that 
they are above average (Davis et al., 2006; Dunning et al., 2004; Mort & 
Hansen, 2010; Pisklakov et al., 2014). They might not accurately identify 
areas of weakness (Regehr & Eva, 2006) or overestimate their skills and 
performance (Baxter & Norman, 2011; Galbraith et al., 2008). Students who 
are the least competent in other areas of study are the least able to self-assess 
accurately (Austin & Gregory, 2007; Colthart et al., 2008). Balancing students’ 
reflections on their activities with valid assessments of their progress and 
achievements is not straightforward (Melrose, 2017). Despite the flaws of 
self-assessment, inviting students to contribute their perceptions of what they 
have learned and what they still do not know is a critical aspect of evaluation.

Peer Assessment

Peer assessment, in which individuals of similar status evaluate the perform-
ance of their peers and provide feedback, can also help students to develop 
a critical attitude toward their own and others’ practice (Laske, 2019; Mass et 
al., 2014; Sluijsmans et al., 2003). The advantages of peer assessment include 
opportunities for students to think more deeply about the activity being 
assessed, to gain insight into how others tackle similar problems, and to 
give and receive constructive criticism (Rush et al., 2012). The disadvantages 
include peers who have limited knowledge of a situation, show bias toward 
their friends, and hesitate to award low marks for poor work because they 
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fear offending their peers (Rush et al., 2012). Personalities or learning styles 
might not be compatible among peers, and students might believe that 
they spend less individualized time with instructors when being reviewed 
by peers (Secomb, 2008). Instructors need to remain involved with any 
peer assessment activity in order to correct inaccurate or insufficient peer 
feedback (Hodgson et al., 2014).

Peer and self-assessments often differ from clinical teachers’ assess-
ments, indicating that neither of them can substitute for teacher assessment 
(Mehrdad et al., 2012). Even though peer assessments of students’ clinical 
performance cannot be expected to provide a complete picture of students’ 
strengths and areas needing improvement, they are a useful method of 
evaluation and should be incorporated whenever possible. When students 
step into the role of evaluator, either of themselves or of others at a similar 
stage of learning, they gain a new perspective on the teaching role. This 
familiarity might help them to believe that they are actively participating 
in the evaluation of themselves and others.

Anecdotal Notes

Anecdotal notes are the collections of information that instructors record, 
either by hand or electronically, to describe student performance in 
clinical practice (Hall, 2013). Notes are usually completed daily or weekly 
on all students and provide snapshots of their clients/patients and skills. 
Instructors are expected to complete anecdotal notes after observing a 
student complete a client/patient care procedure or report. Notes are also 
completed after incidents in which students have behaved in unusual or 
concerning ways, such as difficulty completing previously learned skills, 
showing poor decision making, appearing to be unprepared, or behaving 
in an unprofessional manner (Gardner & Suplee, 2010).

Each anecdotal note should be completed as soon as possible after 
observing a student’s performance or concerning incident, and it should 
only address that one performance or incident. Each note should include a 
description of the client/patient and the required skills as well as objective 
observations of the student’s behaviour actually seen and heard by the 
instructor. Individual anecdotal notes are narrative accounts of an experi-
ence at one point in time and should be shared with students (Gaberson et 
al., 2015; O’Connor, 2015). Many instructors invite students to respond or 
add to anecdotal notes after students review and reflect on them.
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Cumulatively, individual anecdotal notes can be reviewed over 
time for patterns of behaviour useful in evaluating student progress and 
continued learning needs. These notes should be retained after courses 
end since disputes over clinical grades might occur (Heaslip & Scammel, 
2012). Anecdotal notes need not just be descriptions of students’ behaviour.  
They can and should also include the specific suggestions and guidance that 
teachers provide to support their students in being successful.

Records of students’ assignments should also be retained. These 
records can reflect how different opportunities were available to students 
to demonstrate required skills. They can illustrate the situations in which 
students performed well and poorly. These records have also been used 
to defend instructors’ decisions to fail students who assert that they were 
given overly difficult assignments (O’Connor, 2015).

A Strategy to Try  Balancing Instructor, Student, and Peer Assessments

Imagine creating three piles of documentation for each student in a clinical 
course. The first pile contains instructors’ observations and anecdotal 
notes. The second pile contains students’ self-assessments and responses 
to instructors’ anecdotal notes. The third pile contains peer assessments of 
students’ work. Are the piles balanced and equal? Should they be? Which, 
if any, additional opportunities could be built into your teaching practice 
to balance instructor, peer, and self-assessments?

l e a r n i ng con T r ac T S

Adult educator Malcolm Knowles (1975, p.  130) explains that a learning 
contract is a “means of reconciling the ‘imposed’ requirements from insti-
tutions and society with the learners’ need to be self-directing. It enables 
them to blend these requirements in with their own personal goals and 
objectives, to choose ways of achieving them and the measure of their own 
progress toward achieving them.” In other words, the goal of any learning 
contract is to promote learner self-direction, autonomy, and independence. 
As Knowles emphasizes, learning contracts must include what is to be 
learned, how it will be learned, and how that learning will be evaluated.
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As part of continuing competence requirements, most health-care 
professionals are expected to engage in self-directed learning activities. 
These activities demonstrate to regulatory bodies that these professionals 
can identify what they need to know, how they will learn it, and how they 
will evaluate their learning. Initiating learning contracts with students can 
help to prepare them for this practice requirement.

Traditionally, learning contracts have been used mainly with students 
who are struggling to meet clinical objectives and standards or whose 
performance is perceived as unsafe (Frank & Scharff, 2013; Gregory et al., 
2009). In these instances, instructors must clearly identify the outcomes 
to be addressed and work collaboratively with students to determine the 
resources and assistance needed to address the issues (Atherton, 2013).  
A contract must be signed by both instructor and student, and both must 
document the progress made or not made after each clinical experience.

Extending the idea of learning contracts beyond struggling students 
is becoming more common. Learning contracts can be a teaching strategy 
that fosters motivation and independent learning in students in nursing 
(Chan & Wai-tong, 2000; Timmins, 2002), respiratory care (Rye, 2008), 
physiotherapy (Ramli et al., 2013), and clinical psychology (Keary & Byrne, 
2013). Although incorporating learning contracts for all students and not 
just those who struggle might initially seem to be time consuming, the 
result can be rewarding.

A Strategy to Try  Model Self-Direction in a Learning Contract

Model the kind of self-direction that professionals need in everyday 
practice by creating your own learning contract. Think about one of your 
own learning needs. Write down what you need to learn, how you will 
learn it, and how you will evaluate the learning.
 Keep the learning need simple, manageable, and easy to understand.  
If your regulatory body requires you to use learning contracts or a similar 
process, then use the language and protocols required by your profession. 
Share your contract with students early in the course, and encourage them 
to support and critique your progress. If you are not comfortable with 
sharing your own learning contract, then create one that illustrates how a 
member of your professional group might learn.
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A Strategy to Try  Create a Learning Contract Gallery

Students can learn from viewing learning contracts prepared by classmates 
or former students. Why not create an online gallery of effective learning 
contracts that students can browse through as they consider developing 
their own? They will see examples of effective learning contracts as well as 
sample formats that can be adapted for their own versions.

fa i lu r e

Despite clear objectives, thoughtful teaching strategies, and a supportive 
learning environment, some learners simply are not able to demonstrate the 
competencies required to pass a clinical course. The experience of failure 
can be devastating for all involved (Black et al., 2014; Handwerker, 2018; 
Larocque & Luhanga, 2013).

The accepted norm within clinical teaching is that, at the beginning 
of any educational event, participants will be thoroughly informed about 
both the learning outcomes that they are expected to achieve and specific 
institutional policies that apply when those objectives are not met. Similarly, 
learners must be informed promptly when an evaluator begins to notice 
problems with their progress. Typically, learners are informed of problems 
through collaborative formative evaluations and feedback long before a 
final failing summative evaluation.

The daily anecdotal notes or records of learners’ actions mentioned 
above are essential throughout any evaluative process, but they become 
particularly important when a learner is in danger of failing. Most forma-
tive or mid-term evaluation instruments are designed to provide feedback 
on learning progress and identify further work needed. Summative or 
final evaluations describe the extent to which learners have achieved 
course objectives. Thus, when a learner is not progressing satisfactorily, 
a prompt, documented learning contract or plan can be invaluable in 
identifying specific behaviours that the instructor and student agree to 
work on together. Instructors’ supervisors must be informed about any 
students who are struggling or unsafe, and they must be kept up to date 
throughout the process.

In some cases, learners might choose not to collaborate on a remed-
ial learning contract or plan. Documenting students’ and instructors’ 
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perceptions of this process is important as well. Providing students with 
information about institutional procedures for withdrawing from the learn-
ing event or appealing a final assessment is essential in demonstrating an 
open, fair, and transparent process of evaluation.

Given the emotional nature of clinical failure, those involved in the 
process might not be able to identify immediately how the experience is 
one of positive growth and learning. In fact, having opportunities to talk 
and debrief can help both students and instructors. For university, college, 
and technical institute students, counselling services are generally available 
through the institution. For instructors, both full-time continuing faculty 
and those employed on a contract or sessional basis, counselling services 
might be available from an employee assistance program.

Knowing that students might fail and that counselling services might 
help, you can distribute pamphlets outlining contact information for those 
counselling services to all students in the group at the beginning of the 
course. If the information is already at hand, then referring an individual 
learner to the service when needed normalizes the suggestion. In some 
cases, without compromising confidentiality, actually accompanying an 
individual to a counselling appointment or walking with the person into 
the counselling services area can begin to ease the devastation.

Clinical instructors and preceptors can be reluctant to fail students. 
The phrase “failure to fail” (Duffy, 2003, 2004) is used to describe a growing 
trend toward passing students who do not meet course objectives and 
outcomes. In one study, “37% of mentors [preceptors] passed student nurses, 
despite concerns about competencies or attitude, or who felt they should 
fail” (Gainsbury, 2010, p.1).

One key reason that clinical instructors fail to fail is lack of support 
(Black et al., 2014; Bush et al., 2013; Duffy, 2004; Gainsbury, 2010; Larocque 
& Luhanga, 2013). When universities overturn decisions to fail on appeal 
and require detailed written evidence justifying an instructor’s decision to 
fail a student, clinical instructors can feel as though they are not supported 
(Gainsbury, 2010). As caring health professionals, instructors can believe 
that failing is an uncaring action (Scanlan et al., 2001). Many also fear that 
a student’s failure will reflect badly on them and that others will judge them 
as bad teachers (Gainsbury, 2010).

However, health-care professionals have a duty of care to protect the 
public from harm. When students whose practice is unsafe and who fail to 
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meet required course outcomes are not assigned failing grades, instructors 
must question whether they are neglecting their duty of care (Black et al., 
2014). The reputation of the professional program can be diminished as 
a result of failing to fail a student (Larocque & Luhanga, 2013). Viewing 
clinical failure in a positive light is difficult for both students and instruct-
ors. Learning from the experience is what counts. As Samuel Beckett wrote, 

“Ever tried. Ever failed. No matter. Try again. Fail again. Fail better” (1983, 
p. 11).

A Strategy to Try  Fail Better

How can clinical instructors follow Beckett’s sage advice and “fail better”? 
To begin, have a clear working knowledge of course outcomes. Next 
maintain detailed documentation that gives an objective and balanced 
picture of student behaviours and agreed-upon strategies for improving 
them. Connect with any available support services for students and for 
instructors. Finally, consider the implications of failing to fail.

m e T hod S of e va luaT i ng T e ach i ng

Clinical programs in the health professions usually stipulate specific 
assessment tools to be used to evaluate clinical teachers. Commonly, 
students are given anonymous questionnaires to complete at the ends 
of their courses, and supervisors complete standardized performance 
appraisals. Clinical instructors employed as full-time continuing faculty 
members might be involved in constructing these tools, but sessional 
instructors or those employed on a contract basis are seldom consulted. 
Although clinical instructors might have little control over the tools of 
evaluation required by their programs, performance appraisal documents 
are likely to include opportunities for self-assessments, which can be 
framed as teaching portfolios. Collecting information from a variety of 
assessment tools over a period of time is necessary to construct accurate 
student evaluations, and the same is true for instructor evaluation (Billings 
& Halstead, 2012).

Teaching portfolios, also called teaching dossiers or teaching profiles, 
are pieces of evidence collected over time and used to highlight teaching 
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strengths and accomplishments (Barrett, n.d.; Edgerton et al., 2002; Seldin, 
1997; Shulman, 1998). The collection of evidence can be paper based or 
electronic. Teaching portfolios can usually be integrated into self-assess-
ment sections of performance appraisal requirements. No two teaching 
portfolios are alike, and the content pieces can be arranged in creative 
and unique ways.

Portfolios usually begin with an explanation of the instructor’s 
teaching philosophy. In Chapter 2, we provided suggestions for crafting a 
personal teaching philosophy statement. When the purpose of a portfolio 
is to contribute self-assessment information to performance appraisals, 
goals should also be explained. Reflective inquiry is a critical element of 
any portfolio, and reflections on teaching approaches that failed, as well 
as those that succeeded, should be included (Lyons, 2006). Both goals that 
have been accomplished and specific plans for accomplishing future goals 
should be noted. Since clinical teachers must maintain competencies in 
both their clinical practice and their teaching practice, another segment 
of the portfolio could list certifications earned; workshops, conferences, or 
other educational events attended; papers written about clinical teaching 
in a course; and awards received.

Teaching products could constitute another segment, such as writing 
a case study about a typical client or patient in your practice setting, devel-
oping a student orientation module for your students, crafting a student 
learning activity such as a game or puzzle, devising an innovative strat-
egy to support a struggling student, or demonstrating a skill on video. 
Mementoes such as thank-you messages from students, colleagues, agency 
staff, or clients/patients could also be included. Distinguish between 
content that can be made public and that which should be kept private. For 
example, a student learning activity might be made public by publishing 
it in a journal article or on a teaching website, whereas mementoes would 
be private and likely shared only with supervisors.

If your program does not provide students with an opportunity to 
offer formative evaluation to instructors of how the course is going, create 
this opportunity for them. Rather than waiting for student feedback at 
the end of the course, seek it at mid-term. Provide a mechanism that 
is fully anonymous, for example an online survey, in which students 
can comment on what is going well, what is not going well, and what 
advice they would like to give to the instructor. In your portfolio, discuss 
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this formative feedback, your responses to it, and your evaluation of  
the process.

As the above examples illustrate, the possibilities for demonstrating 
instructional achievements are limitless. Each item in your portfolio should 
include a brief statement explaining why it is included and how it reflects 
a valid and authentic assessment of teaching achievements (Barrett, n.d.). 
Two other pieces of content commonly included in teaching portfolios are 
responses from student questionnaires and peer assessments.

Students’ assessments of their instructors’ teaching effectiveness are 
most often collected through anonymous questionnaires at the end of 
the course. Anonymity is important since students can fear that rating 
their instructor poorly could affect their grades. Completing the question-
naire is optional, and instructors must not be involved in administering 
or collecting the questionnaires (Center for Teaching and Learning, n.d.).

Research indicates that instructors are more likely to receive higher 
ratings from students who are highly motivated and interested in the 
course content (Benton & Cashin, 2012). Although students’ ratings of 
their instructors yield valuable interpretations of instructors’ engagement 
of students and enthusiasm, students are not subject matter experts and 
therefore cannot evaluate the accuracy and depth of instructors’ knowledge 
(Oermann, 2015). In general, college students’ ratings of their instruct-
ors tend to be more statistically reliable, valid, and relatively free from 
bias than any other data used for instructor evaluation. They are only 
one source of data, however, and should be used in combination with 
other sources of information (Benton & Cashin, 2012). Including samples 
of responses from student questionnaires is expected in most teaching 
portfolios.

If peer assessments of instructors are not usually part of your program, 
then consider including them in your teaching portfolio. Acquire permis-
sion for peer assessment from both program and clinical site administrators. 
Peer observers can be other teachers in the program or staff at the clinical 
agency, and they should be provided with an evaluation instrument. For 
example, Chickering and Gamson’s (1987) seven principles can guide 
peer observers in framing their feedback. Introduce the peer observer 
to students in the group and relevant agency staff members. Ensure that 
students understand that the purpose of the observation is instructor 
evaluation, not student evaluation (Center for Teaching and Learning, n.d.).
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A Strategy to Try  What’s in Your Teaching Portfolio?

If you have not done so already, initiate a teaching portfolio, and keep 
adding to it throughout your teaching career. Visualize a large artist’s case 
that holds all of the items that an artist would use to illustrate or sell works. 
For example, a portrait painter’s case might contain a black-and-white 
sketch of a young girl, a full-colour family portrait, and a detailed replica 
of a classic piece. Each item would have personal relevance to the artist 
and reflect their skills. Similarly, your teaching portfolio should contain 
items that illustrate your individual interests and expertise. What’s in your 
teaching portfolio?

concluS ion

Evaluating our students and ourselves is a critical aspect of clinical teaching. 
In this chapter, we discussed methods of evaluating students and methods 
of evaluating teachers. The process of evaluating students requires clinical 
teachers to make judgments about whether students are meeting object-
ives or not based on information gathered and recorded throughout the 
course. Clinical teachers measure attributes of learning with standardized 
instruments and assess learning through inferences about how students are 
applying theory to practice based on observations in different situations.

Meaningful evaluation goes beyond identifying students’ progress in 
relation to course objectives and outcomes. Deep learning occurs when 
teachers provide their students with specific and individualized feedback. 
Students’ self-assessments of their strengths and plans for improvement 
should frame any feedback conversation. Ultimately, instructors must assign 
grades. They can be determined through a norm-referenced approach that 
compares students with other students or through a criterion-referenced 
approach that compares students to set criteria.

Clinical teachers can evaluate students using instructors’ observations, 
students’ self-assessments, and peer assessments. Daily anecdotal notes 
should be kept and shared with students, recording instructors’ objective 
observations of their clinical performance. Learning contracts can be 
co-created with all students, though traditionally they have been used 
mainly with students whose practice is unsafe or who are not meeting 
course objectives.
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Student failure is a devastating experience. All too often clinical teach-
ers and preceptors fail to fail students whose practice is unsafe or who have 
not met course outcomes. Evaluating students requires that those involved 
consider the duty of care for all health professionals to protect the public 
from harm.

We also discussed methods of evaluating our own teaching. We 
suggested creating a teaching portfolio as a method of self-assessment. 
Teaching portfolios can include statements of personal teaching philosophy, 
responses from student questionnaires, and peer assessments. They can 
showcase a variety of achievements and reflections.
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Preceptors 
Essential to Learner Success

While we teach, we learn.

S e n e c a  t h e  y o u n G e r  (n.d. ,  B o oK I ,  L e t t e r 7,  S e c .  8)

Precepting is an organized, evidence-based, outcome-driven approach to 
assuring competent practice (Eley, 2015). Clinical health education often 
employs a preceptor model for senior practicum courses and frequently 
as part of orienting new employees. Through clinical experiences and 
orientation activities, learners acquire knowledge and essential skills 
for professional practice. The preceptor plays a vital role in developing 
students as professionals and a critical role in successfully integrating 
new staff.

For student learners, a representative from the student’s institution 
is often part of the teaching-learning team along with the student and 
a preceptor who is an employee of the clinical agency. Each member of 
the trio usually has specific roles and responsibilities, with the faculty 
representative often supporting and advising the preceptor. Although the 
preceptor has important roles in student evaluation, the faculty member 
usually makes critical decisions on final grades and whether a learner 
passes or fails a practicum.
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Being a preceptor for a student or new employee is an essential role but 
not one for which most preceptors are formally prepared. The short- and 
long-term success of the student or employee can be enhanced greatly by 
an excellent preceptor or affected negatively by a preceptor who is not well 
prepared for the role. Our goal in this chapter is to provide readers with 
knowledge, skills, and attitudes that are key to being an effective preceptor 
in the clinical setting. As with most careers, when you are well prepared 
and able to excel in a role, those with whom you work are positively 
affected. As you carry out your role well, your level of satisfaction with it 
is also enhanced. This leads to a positive cycle with affirmative effects on 
all involved, including recipients of care.

In this chapter, we discuss the difference between preceptoring and 
mentoring, examine the theoretical foundations of effective preceptoring, 
and present strategies for becoming and remaining a successful preceptor. 
We conclude with a discussion of the preceptor-preceptee relationship. The 
strategies included provide a road map for practitioners who are new to 
precepting. The chapter is infused with practical creative ideas and founded 
on theory, making it both a stand-alone chapter for educators embarking on 
being a great preceptor and part of the greater understanding of becoming 
skilled as a clinical educator.

T h e di f f e r e nce be T w e e n a m e n Tor a n d a pr e ce p Tor

The origin of the concept of mentorship is well documented. In Homer’s 
Odyssey, a mentor, a wise and trusted friend of Odysseus, takes on the 
rearing of his son in his absence (Roberts, 1999). The mentor is depicted as 
an older, wiser male who takes on the responsibility for a younger male’s 
learning and development, acting rather like a guardian. The term “mentor” 
is traditionally associated with professions such as medicine, law, and 
business, but it began appearing in nursing literature in the 1990s (Andrews 
& Wallis, 1999).

Much of the current literature on mentoring focuses on defining the 
concept, yet a precise and complete definition that is universally embraced 
remains elusive (Dawson, 2014; Gopee, 2011; Mentoring Resources, n.d.). 
To confuse it further, terms such as “preceptor, ” “coach, ” and “facilita-
tor” are used interchangeably in some instances. In jurisdictions such as 
Great Britain, practising nurses who are responsible for students in the 



https://doi.org/10.15215/aupress/9781771993319.01

Preceptors 191

clinical area are called mentors, whereas in most North American jurisdic-
tions these supervising nurses are called preceptors. Commonly, the term 

“mentor” is reserved for a longer-term personal development relationship 
between a less experienced person and a more experienced person, with the 
focus of the relationship on assistance, befriending, guiding, and advising 
(Eby et al., 2007). More concisely, the mentor is less focused on assessment 
and supervision and more focused on the mentee’s well-being and career 
advancement (Eby et al., 2007).

In contrast, a preceptor-preceptee relationship is usually shorter 
term, and the preceptor has responsibility for teaching and assessing 
clinical performance. In the base definition of preceptor, the focus of the 
preceptor’s work is on upholding a precept or law or tradition. Myrick and 
Yonge (2005, p. 4) define a nursing preceptor as a skilled practitioner who 
oversees students in a clinical setting to facilitate practical experience 
with patients.

The roles of mentor and preceptor do overlap. For example, a precep-
tor who has no concern for the well-being of the preceptee is not likely to 
provide the learner with a positive clinical experience. Likewise, a mentor 
who does not assess student practice will not have the information needed 
to be an effective mentor. The assessment in which a mentor engages is more 
likely to be formative and focused on providing the mentor with knowledge 
to fulfill the role of guide effectively.

Students in practice-based health-care professions rely on others to 
support, teach, and supervise them in practice settings. The underlying 
rationale for this approach to learning is the belief that working alongside 
practitioners aids students to become safe caregivers who are successfully 
socialized to the clinical world (Benner, 1984). In this chapter, we focus on 
the role of the preceptor.

T h e or e T ic a l fou n daT ion S of e f f e c T i v e pr e ce p Tor i ng

Effective preceptoring of students in health-care clinical environments can 
be understood by briefly examining adult learning theory, transformational 
learning theory, and the From Novice to Expert model. We will outline each 
theory or model and discuss it in relation to the preceptoring literature.
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Adult Learning Theory

As described in Chapter 1, Malcolm Knowles (1984) is credited with naming 
the theory of andragogy in relation to adult learning. Andragogy empha-
sizes how adult learners differ from child learners in being self-directed 
and taking responsibility for their learning decisions. Furthermore, accord-
ing to Knowles, adults want to know why they are learning something, 
need to learn experientially (including having the opportunity to make 
mistakes), use problem solving to learn, and learn most effectively if they 
can apply what they learn immediately. Knowles states that adults learn 
best if their teacher is primarily a facilitator or resource person. Smith 
(2002) discusses Knowles’s theory, highlighting the ideas that learners 
move from being dependent to self-directed, accumulate a reservoir of 
experience and knowledge, and are internally motivated to learn. Given 
these principles of adult learning, teaching strategies such as simulations, 
role-playing, and case studies are considered useful. Likewise, clinical 
practicum learning opportunities with the student working alongside 
a preceptor are compatible with the principles of andragogy. Practicum 
students are directed by a more knowledgeable person (the preceptor) 
until they can accumulate experience and knowledge to be independent 
practitioners.

Sandlin et al. (2013) further our understanding of Knowles’s theory 
with additional focus on his beliefs that adult learners are autonomous, 
rational, and capable of action and on the assumption that autonomy 
and rationality are desirable and attainable in adult learners. Their 
perspective on Knowles’s fundamental views provides an interesting 
contrast in considering the role of preceptor in the clinical environment. 
The tenets of Knowles’s adult learning theory offer no substantive role 
for the preceptors who hold responsibility for overseeing, guiding, and 
evaluating the work of the preceptee, for learners are thought to be totally 
autonomous and capable of independence. In contrast, as Sandlin et al. 
propose, adult learners might actually be at various levels of autonomy 
and rationality, and thus a skilled preceptor does have a role in adult  
learning.
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Transformational Learning Theory

As explained in Chapter 1, Jack Mezirow (1995) is credited with making 
significant contributions to the theory of transformative learning. The 
essence of this theory is that learners must engage in critical reflection 
on their experiences in order to transform their beliefs, attitudes, and 
perspectives, which Mezirow terms their “meaning schemes.” Others 
have critiqued some of his assumptions and views. Boyd and Myers (1988) 
note that learners must be open to changing their meaning schemes; to 
adopt new perspectives, they must realize that their old perspectives 
are no longer relevant. Dirkx et al. (2006, p.  123) emphasize the self- 
actualization possibilities of transformative learning with the statement 
that “learning is life—not a preparation for it.” They note the importance 
of a relationship between the learner and others, which is required to 
make sense of one’s perspective and to become aware of (and transform 
to) new meanings.

For Mezirow, the essence of learning is change. To be truly trans-
formational, learners must engage in inquiry, critical thinking, and 
interaction with others. Brookfield (2000) adds that transformative learn-
ing must include a fundamental questioning of one’s thoughts and actions. 
Reflection alone does not result in transformative learning unless this 
reflection includes an analysis of taken-for-granted assumptions.

The entry-to-practice competencies for health-care professionals 
include elements of critical reflection; adoption of professional 
values, beliefs, and attitudes; and ongoing questioning of taken-for-
granted assumptions and values. If Mezirow is correct that acquiring a 
competency does require the involvement of others, then this becomes 
part of the role of the skilled preceptor. Preceptors might be well placed 
to encourage honest self-review and critical reflection that ends in learner 
transformation. In this view, preceptors need to be aware of strategies to 
engage learners in reflection, causing them to gaze deeply into long- and 
deeply held values and biases that they might not even be aware they  
hold.
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The From Novice to Expert Model

Benner’s (1984) well-used and much-respected From Novice to Expert 
model has implications for understanding the role of an effective preceptor 
for health-care learners. Although Benner focused on nursing students in 
the clinical setting, her theory likely applies to learners in other health-
care disciplines. This model holds that nurses develop skills over time from 
both education (including clinical experience) and personal experience. 
The model identifies five levels of nursing experience: novice, advanced 
beginner, competent, proficient, and expert. Novices are beginners with 
no experience—they learn rule-governed tasks by following instructions. 
Advanced beginners have gained experience in actual nursing situations 
and recognize recurring elements that create principles that they can use 
to guide actions. Competent nurses have more clinical experience and use 
it to become more efficient in providing care. Proficient nurses have an 
understanding of the bigger picture that improves decision making and 
allows for changes in plans as needed. Experts no longer need principles 
or rules to guide actions—they use intuition to guide their flexible, highly 
proficient clinical approaches. As learners transition from novice to expert, 
they rely less on principles, they see a situation more holistically, and they 
engage in situations from the inside rather than the outside.

Preceptors can play a vital role in this transition. Benner’s (1984) model 
requires clinical experience for the transition to occur, and guidance in the 
clinical situation is essential for successful transition. Preceptors need to 
have awareness of the needs of learners at various stages of the continuum 
and be attuned to the stage(s) at which their students are functioning. For 
example, a novice student needs a preceptor who provides more direct 
guidance in learning the rules to guide her or his actions. A preceptor 
for advanced beginners helps them to recognize recurring patterns and 
develop them into principles of effective care.

Benner (1984) also comments that expert clinicians might not be the 
most effective in preceptoring roles. They might have difficulty explaining 
their actions in a step-by-step manner because they function by intuition 
and might not be consciously aware of the rules and principles that they 
use to make clinical judgments. Analogous to riding a bike, beginners are 
aware of the steps needed to balance the bike, propel it forward, stop it, and 
avoid obstacles. An expert cyclist is able to ride without thinking about how 
to ride and thus might have a challenge in teaching a new cyclist.
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S T r aT e gi e S  for be i ng a n d be com i ng a  
S ucce S S f u l pr e ce p Tor

In this section, we focus on strategies for being (and becoming) a successful 
preceptor for students in various health-care professions in clinical learning 
environments. We also address the challenges and rewards of being a precep-
tor and the characteristics of effective preceptors. Our goal is to provide both 
new and established preceptors with new knowledge that can be used as a 
road map to beginning and continuing this journey with learners.

Challenges of Being a Preceptor

You are invited by your manager to be a preceptor. You are both honoured 
and terrified. If this is your first time formally in this role, then you have a 
lot to learn. To begin, recognize that becoming a really good preceptor takes 
experience, just as becoming a competent (even expert) care provider takes 
experience. Reading this chapter and other resources will help. You might 
be fortunate that the agency you work for provides preceptor education. The 
first step is to determine what is available in the form of lectures, workshops, 
preceptor manuals, et cetera and to engage with them before your preceptee 
arrives. You cannot possibly be fully prepared on the first day no matter 
how much homework you do, so begin with a positive attitude and a sense 
that you will learn every day through reflection, experience, and ongoing 
formal learning. Know that your apprehension is normal—with prepara-
tion, this apprehension can be lessened. With a positive approach, being a 
preceptor can be a fulfilling experience for you and a gift to a learner.

From the Field  Learning Together

I was delighted to be asked to be a preceptor! This would be my first time.  
I thought, “Wow, they think I am good enough to teach a new person—that’s 
super!” My sense of excitement was soon drowned out by horror. What 
if I made a mistake? What if my student asked a question that I couldn’t 
answer? What if  .  .  . ? I didn’t sleep a wink the night before our first shift 
together. I just did my best to have a positive attitude and kept reminding 
myself—my student and I will learn together.
B e t h  p e r r y,  p r o f e S S o r ,  f a c u L t y  o f  h e a L t h  d I S c I p L I n e S ,  
a t h a B a S c a  u n I v e r S I t y
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Once you overcome the initial challenge of self-doubt about your 
ability to be a preceptor, you can become aware of some of the realities and 
challenges faced by preceptors. One important challenge is that precep-
tors must balance the needs of preceptees with the needs of patients for 
whom they are caring and the realities of the workplace. Patients might be 
seriously ill (or become seriously ill during a shift), and work environments 
can have high staff turnover and other challenges (Hallin & Danielson, 
2009). As a preceptor, you might feel torn between the needs of your patients 
and the needs of the preceptee. The reality is that patient safety always 
supersedes anything else. If you keep that in mind, then you will know 
what to do. If you do have to make a choice and the preceptee’s needs 
are not addressed at that point, then explain the situation later to the 
learner and use it as a learning moment to help them understand priorities.

 Not all students are going to succeed (at least not at first). You might 
have a learner who lacks appropriate knowledge, skills, and attitudes to 
perform safe, competent (for her or his level), and ethical care in the clinical 
environment. You might be the only line of defence for the patient, and 
your responsibility to, and advocacy for, the patient and society might 
become your priority. As Luhanga et al. (2008, p. 214) write, preceptors must 
be able to recognize and manage unsafe practices by students—precep-
tors are the “gatekeepers for the profession.” If you have a learner who is 
disruptive and exhibits other problematic or unsafe behaviours, Luhanga 
et al. provide strategies gathered from preceptors with experience in such 
situations. Their first recommendation is to catch unsafe practices early 
or even prevent them if possible. A key first step is giving the learner a 
complete orientation to the learning environment and establishing clear 
expectations. Preceptors need to make their own expectations clear, ask 
learners about their expectations, and understand the expectations of the 
program before the learning experience begins. Clear expectations, under-
stood by all involved, can prevent issues and problems. One preceptor in 
the Luhanga et al. study describes how she presents her expectations: “I try 
to nip it in the bud pretty quickly so as to prevent it. Upfront, I tell students 
what I expect. Like, I expect you to know every med you give. I expect if 
you don’t know something to ask me, we’ll look it up. I don’t expect you to 
know everything, so don’t feel pressured” (p. 216).

Actively involved preceptors often prevent problem behaviours and 
unsafe practices by learners by providing them with demonstrations, 
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chances to practise, cues, prompts, and frequent feedback throughout the 
learning experience (Hendricson & Kleffner, 2002). Such active involvement 
of the preceptor, including close observation especially in the early days of 
the relationship, can give learners the best chance for success. As they gain 
confidence and competence, preceptors can step back and encourage more 
independence within agency guidelines. However, that initial investment of 
time and energy by the preceptor can be crucial as learners stretch toward 
practising at their full scope.

Preventing unsafe and disruptive behaviours is not always possible.  
If a learner is doing something that jeopardizes the safety of another person 
(or even himself or herself ), then the preceptor must stop the behaviour 
immediately. Further actions (Luhanga et al., 2008) include (1) communi-
cating concerns directly to the learner to determine whether the learner 
is aware of the problem, (2) working with the learner to set up a detailed 
plan for improving performance, and (3) involving the faculty adviser if 
the learner is a student.

Preparing preceptors for their role is important to the success of the 
preceptor-preceptee relationship. Ensuring that preceptors are enthusi-
astic about being preceptors is essential. Careful preparation can fuel 
this enthusiasm and prepare preceptors for positive outcomes from their 
preceptoring experiences, encouraging them to continue in this role. 
Hallin and Danielson (2009) note that, in some clinical environments 
in which students are preceptored, turnover is high. Preceptors might be 
placed in the role before they have appropriate orientation, appointed 
not because they are ready to be preceptors but because it is their turn. If 
you are asked to be a preceptor and do not, after careful reflection and 
self-assessment, feel safe in this role, then discuss your concerns with 
your manager before agreeing to it. Again, the principle of patient safety 
overrides all else.

Characteristics of Effective Preceptors

Research has been carried out on the qualities of effective preceptors in 
various health-care disciplines. Effective preceptors in pharmacy have 
professional expertise, actively engage learners, create a positive learning 
environment, are collegial, and discuss career-related topics and concerns 
(Huggett et al., 2008). Pharmacy students value preceptors whom they 
perceive as role models, who are interested in teaching, relate to learners 
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as individuals, are available to provide direction and feedback, and spend 
time with learners (Young et al., 2014). Medical students note that effective 
preceptor behaviours include openness to questions, constructive feedback, 
enthusiasm, review of differential diagnoses, and delegation of patient 
responsibilities (Elnicki et al., 2003). Nursing learners value experienced, 
knowledgeable professionals who guide them to think critically and create 
a supportive and nurturing environment (Phillips, 2006).

Although these studies emphasize slightly different characteristics 
of effective preceptors, some commonalities are clear. First, excellent 
preceptors want to be preceptors or at least can be perceived as wanting 
this role. Students are attentive to the level of enthusiasm and support 
that preceptors bring to the relationship. Second, effective preceptors have 
expertise to share and do so willingly with learners. Learners appreciate 
preceptors who share their knowledge by involving them in the learning 
process: that is, preceptors who make learning interactive and two-way, 
challenging learners to think critically. Third, we can note openness, 
collegiality, support, respect, and nurturing. Students report learning best 
in a positive learning environment infused with these attitudes.

A Strategy to Try  How to Be Positive When You Don’t Feel Very Positive 

This could also be called the “fake it until you make it” approach. You are 
human. You have days when you don’t feel like being at work, let alone 
having a student with you. You have more than enough to do to get through 
the day, and you just don’t have one ounce of energy left over to answer 
another question!
 When this happens, forgive yourself. Remember that you do have limits. 
You can try to make an attitude adjustment—give yourself a little lecture 
and start fresh. If that fails, then just take one hour or even one moment 
at a time and try to be a positive preceptor. Fake your enthusiasm until, 
perhaps after one or two positive exchanges, your real enthusiasm might 
start to return.
 Perry (2008) concludes that nurses who do their job well come to know 
that they are making a difference for patients (and in your case learners). 
This realization starts a positive cycle of feeling good about their work, 
trying even harder to do well, and feeling even better about their success 
in their role.
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So, on those days that you just don’t want to be a preceptor, fake it 
until you can get this positive cycle started. The result might be a great 
day after all!

What Helps to Make You a Better Preceptor?

You can use multiple strategies to become an outstanding preceptor. First, 
be sure that you have the support you need to succeed. Being a preceptor 
can be stressful, but you can be more effective if you receive support from 
faculty advisers, managers, colleagues, and clinical educators on the unit 
(Yonge et al., 2002). Support can come in many forms, including formal 
education programs and workshops through your agency, opportunities 
to meet with faculty advisers to learn about their expectations of a precep-
tor, discussions with colleagues about how they enhance their success 
as preceptors, or informal chats with clinical educators for teaching tips. 
You can identify the forms and sources of support most useful to your 
knowledge gaps. Do reflect on your needs and ask for the support that you 
need to perform your role well.

A second important strategy is preparation. Less experienced precep-
tors might feel unprepared for and unsure of their roles and responsibilities, 
adding to the stress of the role. Hallin and Danielson (2009) recommend 
that, in addition to the preparation outlined earlier in this chapter, precep-
tors confirm that they have clear guidelines on the expectations of their 
role and what students are allowed to do in clinical settings. They suggest 
that, in part to gain this knowledge and to learn the more subtle skills of 
being an effective preceptor, inexperienced preceptors be preceptored by 
experienced preceptors. This requires team preceptoring rather than initially 
being a preceptor on your own and can be effective for some individuals. 
In particular, new preceptors must be specifically prepared for student 
evaluation, which can be idiosyncratic to each student’s agency, complex, 
and demanding.

A Strategy to Try  Consider Forming a Preceptor Support Group

You can organize a group of preceptors in your agency for regular gather-
ings to share experiences, debrief problems, and engage in professional 
development on being an exemplary preceptor. You can meet in person or 
online through Skype or another real-time meeting software.
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 Set some guidelines for your group on the requirements for participa-
tion, frequency of meetings, nature of discussions, and so on. Just as in 
the learning environment that you are creating with students, so too the 
group should be a positive, supportive, nurturing, and engaging gathering. 
Confidentiality will be an important consideration. Give your group a 
catchy name, such as the Preceptor Partners or the Pre Ceptors, to instill a 
sense of togetherness and build group morale. Adding an element of food 
sharing or exercise (meet while you walk) can augment the group purpose.

T h e pr e ce p Tor-pr e ce p T e e r e l aT ion S h i p

Being a preceptor is being a teacher. To succeed as a preceptor, you need 
to be skilled both as a clinician and as an educator. Previous chapters offer 
numerous clinical teaching strategies that you can apply as a preceptor. 
Following is a brief overview of some educational strategies that you might 
be able to incorporate into your role.

As a preceptor, developing an effective relationship with the learner is 
an essential starting point and critical to learning. The preceptor-preceptee 
relationship can be more effective with mutual respect and a demonstration 
that the preceptor cares for the learner as a unique individual. A warm 
welcome is the first step. The tone of the first interaction with the preceptee 
is important to the success of the relationship. A smile and pleasant tone 
set the stage for a mutually satisfying and respectful relationship and for 
optimum learning. If the initial contact is by telephone or email, then a 
pleasant welcoming tone is equally important. Something as simple as 
remembering (and using) the names of learners demonstrates respect.

Beyond a personal welcome, the preceptor must take steps to help 
the preceptee feel part of the team by introducing the learner to other 
team members (Hilli et al., 2014). An effective preceptor makes time for 
the learner to ask questions and become familiar with routines and the 
culture of the environment. Preceptees also need orientation to practical 
things such as the washroom location, what to do if they need to call in 
sick, break times, daily schedules, and idiosyncrasies of each workplace.

Trust is built over time. As a preceptor, your goal is to help the learner 
feel like a partner who evolves to function to the full extent of their skill and 
knowledge levels over time. Preceptors can build trust by seeing preceptees 
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as valuable additions to the team, by being honest and saying “I don’t know” 
if they are not sure of the answer to a question, and by being open to new 
ideas introduced by the preceptee (Vancouver Coastal Health, 2006).

Kramer (1974) described four stages of reality shock for new employee 
preceptees: honeymoon, shock, recovery, and resolution. These stages 
are a normal part of learning. In the honeymoon phase, preceptees are 
enthusiastic and full of energy that a good preceptor can encourage and 
harness. During the shock phase, preceptees might become unmotivated 
and discouraged and struggle with self-doubt. The recovery and eventual 
resolution phases see a cautious optimism resolving into a positive outlook. 
Excellent preceptors are mindful that learners can be at any of these stages 
during their time together. Being attentive to how learners are feeling and 
finding time to chat with them about what makes them anxious, excited, 
or worried can help to build a trusting relationship that poises the learner 
(and preceptor) for success.

A Strategy to Try  Create a Worry Quilt

Sometimes people are reluctant or unable to share their worries with others, 
especially with a person in a position of perceived power such as a precep-
tor. Sensitive preceptors might notice a learner who expresses anxiety in 
clinical situations. You can chat privately with the learner to encourage 
the sharing of anxieties. One strategy that you could use prior to this 
chat is to have the learner create a worry quilt. You can ask the learner to 
create visual representations of things that are worrisome in the clinical 
situation. The learner places each worry on a quilt square and pieces them 
together into a quilt pattern. The quilt squares can be pieces of coloured 
paper, or they can be virtual boxes. What the learner puts into the squares 
can be words or images. When the quilt is pieced together, you and the 
learner have a visual depiction of the learner’s major worries. Themes might 
become evident and lead to specific strategies for mitigating stressors. The 
constructed quilt can show that the learner is worrying about the same 
issue in different ways. Being able to address the worries expressed or 
condense them into one issue that can be addressed can help the learner 
to move forward. Below is an example of a worry quilt.
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getting yelled at  
by a doctor

not knowing the dose  
of a medication

IV 
starts

making a  
medication error

hurting  
a patient

Things that worry me

A Strengths-Based Approach

Preceptors can encounter difficulties in their relationships with students 
through personality or value differences or seemingly limited skill or inter-
est of learners (Cederbaum & Klusaritz, 2009). A strengths-based approach 
focuses on learners’ self-determination and validates the unique strengths 
that learners bring to their learning (Melrose, 2018). This can be a useful 
strategy for preceptors who encounter difficult relationships with learners 
(McCashen, 2005). In a strengths-based approach, the preceptor empha-
sizes discovering, enhancing, and promoting the interests, knowledge, and 
goals of the learner. The preceptor facilitates self-discovery and clinical 
reflection, creating a learning environment with mutuality and respect 
and a focus on strengths over deficits. If a strengths-based approach is 
used effectively, then learners feel empowered and affirmed. Some learners 
who are more familiar with a deficit model might feel uneasy at first if they 
expect a teacher-centred, top-down teaching approach. The strengths-
based perspective can provide an innovative framework for working with 
students, one that emphasizes student empowerment, collaborative learn-
ing, and mutual growth (Cederbaum & Klusaritz, 2009).

How can preceptors enact a strengths-based approach? One strategy is 
to use a learning contract, as explained in Chapter 6. This contract can be 

Figure 2. An example of a worry quilt
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verbal or written, outlining by mutual agreement the roles and responsibil-
ities of the preceptor and preceptee and emphasizing the mutuality of the 
learning experience. Another strategy is to express concerns positively and 
frame the resolution of problems as adding to existing strengths rather 
than overcoming deficiencies. Preceptors who embrace strengths-based 
approaches view the clinical situation from the perspective of the learner 
and try to create a positive learning space (Cederbaum & Klusaritz, 2009).

A Strategy to Try  Catch Them Doing Something Right—and Tell Them

Being a preceptor is a challenge. Getting caught up in a spiral of finding 
weaknesses and trying to think of creative ways to address them is unfortu-
nately too easy. If you focus on the positive, then be sure to spend time 
and energy finding and praising the things that are done well. If you see 
something positive, then tell the person right away, and pause for a moment 
to relish the feeling of success.

Debriefing

Halfer (2007) calls debriefing a magnetic strategy for preceptoring learners. 
Preceptors can use debriefing as a teaching strategy and an example of 
guided discovery learning. Usually, debriefing is a short exchange between 
the preceptor and the preceptee after a caregiving experience. Ideally, 
debriefing occurs in a private and safe location away from others who are 
not involved in the experience (Wickers, 2010).

Debriefing has four elements: reflection, rules, reinforcement, and 
correction (Roberts et al., 2009). Initially, a preceptee is invited to reflect 
on their performance, giving the preceptor an opportunity to gain insight 
into the learner’s perspective. This reflection requires learners to gather their 
thoughts and share them, often a learning experience in itself. Next the 
preceptor teaches general rules about the procedure, reinforces them, and 
corrects errant thinking expressed or demonstrated by the learner. Wickers 
(2010, p. 83) emphasizes that “structuring a seemingly unstructured learn-
ing event is paramount to the effectiveness of the debriefing session” and 
reminds us that positive support is part of the successful debriefing model.
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Reflective Practice

Preceptors can use the instructional strategy of reflective time to enhance 
the consolidation of theory and practice (Duffy, 2009), encouraging 
students to assess their practice through guided reflection. Schon (1983) 
suggests that the capacity to reflect on action as part of engaging in a 
process of continuous learning is one of the defining characteristics of 
professional practice. Schon differentiates the capacity to reflect in action 
(while doing something) from the capacity to reflect on action (after you 
have done it). To elicit real reflection, the preceptor must ask appropriate 
questions that move the reflection beyond self-justification or self-indul-
gence. The desired result is learning or perhaps behavioural change or 
enhanced skills proficiency.

A Strategy to Try  Instant Replay Without a Camera

Consider using a sports approach to encourage reflection on action. The 
instant replay allows athletes to review the effectiveness of their actions by 
watching videos of them. In a health-care interaction, the preceptor will 
not have a video camera in hand, but after the interaction the preceptor 
can invite the learner to replay (role-play) the scenario—creating an instant 
replay. By acting out the interactions, learners will have a chance to reflect 
on their actions. After the replay, the preceptor and learner can discuss 
what happened, lessons learned, and changes that the learner would make 
the next time.

T h e e duc aT iona l pro ce S S:  a S S e S S m e n T,  pl a n n i ng, 
i m pl e m e n TaT ion,  e va luaT ion

The educational process parallels the health-care process with four stages 
or steps: assessment, planning, implementation, and evaluation. Preceptors 
need to spend time assessing the learning needs, goals, strengths, and 
limitations of each learner to be able to coach and guide the student to 
maximum learning. No two learners are the same, and thus skilful assess-
ment helps to personalize the learning experiences that are facilitated 
by the preceptor. Although assessment is important at the outset of the 
relationship, it is also an ongoing activity for preceptors.
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Excellent assessment sets the stage for planning instructional oppor-
tunities to meet the knowledge and skill gaps identified for each learner. 
After learning strategies are implemented, evaluation by the learner in 
consultation with the preceptor determines whether the knowledge 
and skill gaps have been addressed. If not, then further specific learn-
ing activities need to be sought to continue addressing learning needs 
and goals. Each evaluation feeds back into assessment, and the cycle  
continues.

The key to success in skilfully implementing this cycle is effective 
communication through building excellent rapport between the preceptor 
and the learner. Positive interpersonal relationships are the starting point 
for rich learning experiences in the clinical environment. A successful 
preceptorship requires honest and respectful interaction, particularly when 
the preceptor provides feedback or evaluation to the learner.

A Strategy to Try  Talk Out Loud

One strategy for communicating clearly with preceptees is to talk to 
yourself. Talk out loud as you ask yourself how you are assessing patients, 
planning care, or implementing and evaluating the success of your inter-
vention. Students benefit from hearing the preceptor’s thought processes 
aloud (Smedley et al., 2010). No extra time is needed to complete a task if 
you include the verbal commentary yet hearing your thought processes 
provides learners with great learning—especially auditory learners.

T h e r e wa r d S of be i ng a pr e ce p Tor

Although being a preceptor is challenging, and partly because it is challen-
ging, many professionals experience the role as stimulating. The most 
desired and frequent rewards are often non-tangible. The rewards that 
preceptors rank the highest are the ongoing learning that a preceptor 
achieves, opportunities to share students’ enthusiasm for learning, and 
fostering professional skills, attitudes, and confidence in learners (Campbell 
& Hawkins, 2009).

In some cases, more tangible rewards are provided, depending on 
the agency involved. Campbell and Hawkins (2009) give examples of 
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preceptors who receive continuing education vouchers; verification of 
hours toward recertification; a reduced price or free admission to museums, 
lectures, or cultural and sports events; certificates of appreciation; and 
opportunities to be part of research publications and presentations. Other 
institutions provide preceptors with paid time off or salary adjustments. 
As the competition for clinical placements and preceptors becomes more 
intense, considering some of these more tangible reward systems might 
be advantageous to clinical practice programs. If administrators and 
educators plan to offer tangible rewards for participation as preceptors, 
then preceptors must be consulted on what they consider appropriate and 
valued rewards. Most preceptors are motivated intrinsically and by altru-
ism. They engage in this role because they have a strong desire to pass on 
their knowledge and skills to the next generation of caregivers.

A Strategy to Try  Ideas for Preceptor Rewards

If you are an administrator or educator who seeks ideas for rewards that 
preceptors might find appealing, here are some creative ideas that you can 
consider (or ask preceptors what they would find rewarding):

• a plaque with a new inscription for each year that a person  
 is a preceptor
• apprecigrams (handwritten notes of thanks)
• introduction of preceptors at convocation
• parking privileges
• adjunct professor status

concluS ion

Simply put, preceptors are vital. They are charged with the pivotal respons-
ibility of helping learners to gain competence to deliver safe, autonomous, 
professional care. Preceptors have tremendous power to guide the develop-
ment of professional practice and ultimately the success of learners in the 
health-care professions.

In this chapter, we offered an overview of the roles, challenges, and 
rewards of being a preceptor. We discussed several strategies to help 
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preceptors excel. The foundation of all instruction as a preceptor is building 
a strong relationship with the learner. A caring relationship founded upon 
mutual respect and reciprocity is a prerequisite for a health-care learning 
environment. In such an environment, learners can thrive, and preceptors 
will be rewarded for devoting time and sharing knowledge, skills, and 
professional insights.

Health-care professionals have a responsibility as licensed team 
members to help others rise up to meet their potential (Eley, 2015). 
Preceptors have a responsibility to guide learners, to act as role models, 
and to lead others into the profession by preparing them to succeed (Hilli et 
al., 2014). Being an exemplary preceptor can be as rewarding for the teacher 
as it is for the learner. It is not a role that can be taken lightly. Preparation, 
reflection on and in action, and continuous learning are fundamental to 
becoming and excelling as a preceptor.
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