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1Introduction and Concept Definitions

Mikko Saarikoski

Professional healthcare is an important component of the welfare service provision 
of a modern society. Healthcare is delivered by a wide range of healthcare profes-
sionals in both the public and private sectors. Typically, healthcare professionals are 
divided into medical and nursing staff. In this book, healthcare education refers to 
degree programmes for professions such as nursing, midwifery, emergency treat-
ment, physiotherapy, public health nursing and radiography. The names given to 
these nursing-based professions vary across the world including within Europe, 
where much effort has been made to standardise the terminology used in these 
healthcare education programmes.

The broad outlines of healthcare education in the European Union (EU) are defined 
in the Bologna Declaration and in Directive 2005/36/EC (Recognition of Professional 
Qualifications) (European Commission 2005). Healthcare education in the EU has been 
organised by higher education institutions (HEI), either university colleges or higher 
professional colleges (also known as polytechnics or universities of applied sciences). 
Degree programmes in healthcare vary in length between 3 and 4 years, and include 
theoretical studies and clinical training periods in clinical placements (Spitzer and 
Perrenoud 2006; Warne et al. 2010). Medical education and training programmes for 
medical studies are largely excluded from this book. Medical education is treated as one 
example of an area where few exploratory projects using the CLES framework have 
been done (Part III, Chap. 9).

In the field of healthcare education, a uniform multi-professional perspective or 
theory on what clinical studies in healthcare education programmes should include is 
lacking. The earlier research literature has mainly focused on nurse education. 
Nevertheless, we take up the challenge of writing a book for a multi-professional 
audience—not only for nurses. A theoretical framework widely used for empirical 

mailto:mikkojsaarikoski@gmail.com


2

studies in the healthcare context has been the CLES framework. The abbreviation 
comes from the first version of the research instrument, Clinical Learning Environment 
and Supervision Scale (Saarikoski and Leino-Kilpi 2002). Approximately 50 empiri-
cal research papers using the CLES framework have been published in peer-review 
journals.

The focus of this book is on clinical learning in real-life contexts. This compo-
nent of training is known as the clinical practicum. For healthcare students 
(henceforth student), the clinical practicum includes (1) the learning of practical 
skills in labs in educational institution, (2) studies in simulation centres where 
mannequins provide a lifelike learning experience and (3) learning experiences in 
authentic patient care situations. The last mentioned is crucial for the develop-
ment of the practical skills, knowledge and caring attitudes required across the 
healthcare professions.

The clinical learning environment (CLE) is an umbrella concept describing hos-
pital wards, outpatient clinics and public healthcare services in the community. 
According to the concept analysis of Flott and Linden (2016), it consists of four 
main elements: (1) the physical space; (2) psychosocial and interaction factors; (3) 
the organisational culture and (4) teaching and learning components. Students’ 
experiences during their clinical practicums are extremely important for their pro-
fessional development. Two cooperating professionals contribute importantly to 
this process: clinical staff mentors (henceforth mentor) and clinical teachers (later 
henceforth teacher). They are often—especially in the English language coun-
tries—also known as tutors. In this book, both terms are used. Teachers/tutors are 
most often hired by HEIs while mentors are staff members of healthcare service 
organisations. A teacher is an expert in an educational process whereas a mentor is 
a practical expert and also the most important professional role model for student 
(Warne et al. 2010; Saarikoski et al. 2013).

The educational process in the clinical practicum includes various interactions 
between student, mentor and teacher. Such interaction may focus for example on teach-
ing cognitive knowledge, applying theoretical knowledge in clinical practice, provid-
ing students with psycho-emotional support, or reflections on the team’s working 
climate—in other words all the psychosocial processes rising from the work unit that 
affect students’ learning and its conditions.

A concept traditionally used in connection with the clinical practicum is supervi-
sion. In dictionary definitions (e.g. Steinmetz and Brabhem 1993; Bloomsbury 
Reference Dictionary 1994), supervision refers to direct control of the worker. In 
this book, the term supervision refers to the pedagogical activities in the relation-
ship between student and mentor or teacher. Examples of such activities are assess-
ment, discussion, guiding, mentoring, teaching, etc., either at the individual or the 
group level. In group supervision, the same supervisor may have several students or 
the supervisor may vary with the demands of shifts or the type and location of work. 
In individual supervision, the supervisor may also take on the characteristics of a 
mentor. The term mentor is used to denote a personal supervisor who facilitates 
learning and supervises and assesses the student. Mentors understand the context of 
the student’s learning experience and they are often selected by student (expressly) 
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for the purpose of providing guidance and support (ENB 2001). In the mentorship 
context, the term mentee refers to an individual who is supported, taught and 
assessed by a mentor (Anderson 2011; Holland et al. 2013). In this book a mentee 
is a healthcare student who is in the clinical practicum stage. The verb mentoring 
describes the guiding and supportive interaction between the student/mentee and 
mentor.

The book is based on the findings of empirical studies conducted over the last 
20 years on the clinical practicum in healthcare education programmes. The sam-
ples studied have mainly consisted of nursing students—who also constitute the 
biggest single group of students in healthcare education. We have abundant research 
evidence to show that the theoretical framework—the CLES approach—used in this 
book is not tied to any specific subdomain of healthcare education or to any specific 
area of the healthcare service in which students do their clinical practicums (Bos 
et al. 2012; Warne et al. 2010; Meretoja and Saarikoski 2012). This multi-professional 
approach can also be found in Flott’s and Linden’s (2016) analysis of the concept of 
CLE, in which they note that the definitions used in countries with healthcare educa-
tion programmes are similar, showing that CLE elements are not only global in 
nature but also reach cross-disciplinary as well. For this reason the book can be 
considered suitable for all nursing-based programmes and all the practical domains 
of healthcare education.

The contents of this book are divided into three parts. The first part describes the 
theoretical and practical principles of clinical learning, i.e. the main elements of 
clinical learning in healthcare education. This part also includes the chapters 
describing the CLES framework as a research and quality assurance instrument and 
how the CLES can be validated in different language and cultural environments.

The second part focuses on practical issues, for example how to further a good 
clinical learning environment along with a positive working climate. In this instance, 
cooperation between the clinical staff and clinical teacher is an important single 
factor. Another chapter looks at the link between the CLES research network and 
the Empowering the Professionalization of Nurses through Mentorship (EmpNURS) 
project (2010–2013), which formed a part of the European Union’s Lifelong 
Learning Programme (EmpNURS 2013). The aim of the EmpNURS project was to 
advance professional nursing in four new EU countries (Antohe et al. 2016).

The third part offers new perspectives which can potentially enrich the existing 
CLES framework. Chapters consider issues which have hardly been explored thus 
far or are absent from the latest theoretical structure of the CLES  +  T scale 
(Saarikoski et al. 2008). Examples are caring relationships between students and 
their clients and patients, and new environments for using the CLES framework (an 
experiment among medical students). This part also includes a chapter on the use of 
the new e-learning-based technologies in clinical teaching.

The book is intended mainly for researchers and clinical professionals who con-
tribute to students’ clinical learning in universities and healthcare organisations. It 
is especially suitable as a learning material for mentorship training courses for clini-
cal personnel. It is also suitable as a textbook for use in master’s-level studies in 
healthcare education.

1  Introduction and Concept Definitions
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2The Main Elements of Clinical Learning 
in Healthcare Education

Mikko Saarikoski

2.1	 �Changing Healthcare Services Also Make Demands 
on the Education System

Healthcare services are currently undergoing important changes. The ways in which 
services are delivered has changed; the role of traditional care institutions has 
declined and that of multiform non-institutional care systems have increased. This 
can clearly be seen, for example, in elderly care. Healthcare workers increasingly 
meet clients and patients in their homes. From the viewpoint of professional skills, 
this means that healthcare workers must be capable of more independent decision-
making than, for example, is necessary in a traditional hospital environment, where 
collegial help is easily obtained. These changes impose new requirements on health-
care education; it must produce skilled persons able to act as professional experts—
whether as a team member or as a self-reliant worker. There is also a need for 
continually updating one’s professional knowledge; a healthcare worker must be 
capable for searching for new research-based knowledge and applying it with 
patients. The lifetime of knowledge can be short in healthcare and working in the 
field requires a positive attitude to lifelong learning.

Another notable trend in healthcare is rapid increase in information and communi-
cation technology (ICT), also known as health informatics. This is especially evident 
in the documentation of the care process and monitoring of patients’ health status. 
Competence in these areas requires a good general ICT capability. Core competencies 
comprise the skills, knowledge, attitudes and capabilities necessary to effectively 
manage electronic patient records and to operationalise other ICT applications needed 
by healthcare workers in their specific professional field. However, the healthcare 
service remains a labour-intensive sector—despite the rapid uptake of technological 
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innovations. Human resources will always play a central role in healthcare services. It 
is hard to imagine a robot completely substituting for a home-care worker in elderly 
care. Some digital distance services (for example, communication and monitoring 
tools) are valuable but a concrete response to a concrete need—e.g. an elderly person 
who has fallen at home—requires human services and will continue to do so in the 
future. Technical tools can make a useful contribution to the healthcare process but do 
not substitute for a context-sensitive evaluation of a living human being.

2.2	 �The Clinical Practicum in Healthcare Education

The clinical practicum is an important component of healthcare education pro-
grammes. Nowadays, practical training—including skill labs at school and clinical 
practicums—forms 40–50% of European programmes. The range of 10% in this 
proportion can be regarded as significant and is explained by historical differences in 
the development of different countries’ education systems. At the beginning of the 
twentieth century, healthcare education was mainly based on the apprenticeship 
model and carried out in healthcare organisations, mainly hospitals. Since then, 
healthcare education has, at different times, regardless of whether the system had its 
origins in hospital schools or other sites, moved from the service sector to vocational 
colleges, polytechnics and universities. The term hospital school refers to a school 
which was a part of a healthcare organisation, albeit often administered by the 
Ministry of Health (Meerabeau 2001; Lewin 2007). In the Nordic countries, the hos-
pital school system ended in the 1960s whereas in many southern European countries 
it only ended in the 2000s. If the interval from the hospital school system is short, the 
education system tends to be more practice orientated, and if the interval is long, the 
education system tends to be more academic and theory driven. In Greece, Italy and 
Spain the ratio of the clinical practicum to academic study is approximately 50% 
whereas in, e.g., Finland it is clearly under 40% (Warne et al. 2010).

Tertiary-level degree programmes in healthcare education are nowadays most 
often provided in university colleges or in polytechnics. These educational organisa-
tions form the HEI system in Europe (Spitzer and Perrenoud 2006; Warne et  al. 
2010). Clinical practicums have been arranged in social and healthcare service units 
such as hospitals, homes for the elderly, rehabilitation institutions, outpatient clinics 
and community nursing teams, which also offer services in clients’ homes. The HEIs 
have total responsibility for the clinical practicum but the supervision and mentoring 
of students are mainly implemented through clinical placements. This cooperation 
between the HEIs and service organisations is based on contracts which lay down the 
requirements set mutually for the quality of clinical learning environments. The per-
son heading cooperation in the HEI is the nurse teacher (NT), who is a responsible 
stakeholder and clinical teacher. The basic idea is that the clinical practicum supports 
students’ theoretical studies and offers opportunities to apply their theoretical knowl-
edge in practical situations with real-life clients. Working in healthcare services is 
always team work, and hence the second main objective of the clinical practicum is 
to provide students with the experience of being a member of a healthcare team.

M. Saarikoski
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2.3	 �Factors of the Clinical Learning Environment (CLE)

The picture of the clinical learning environment and its structures revealed by 
empirical studies is far from straightforward. Rather, the learning environment is a 
complex and multidimensional network of social relationships involving a number 
of crucial elements (Hooven 2014). These elements include psychosocial structures 
and relations between the personnel in the workplace, the prevailing management 
culture in the community and the nature of care in the unit. The quality of the coop-
erative relations between the HEI and healthcare service organisation also affects 
the quality of the CLE (Saarikoski 2002). These elements can either contribute to 
the student’s professional development or, in an unfavourable situation, add to the 
risk that the student will drop out and even give up the idea of working in healthcare 
altogether.

2.3.1	 �Psychosocial Climate of Work Community

The psychosocial climate of healthcare units is affected by the same group dynamic 
and psychological laws as any other work community. The working team should be 
aware of their basic purpose. If the team spirit is free of obstructive and disrupting 
tensions, the group can devote its energy to implementing its fundamental role. A 
committed and enthusiastic team also transmits its spirit and motivation to students. 
A learning experience in a workplace of this kind is an instructive one. In the con-
trary situation, a student’s energy is spent maintaining his or her own psychosocial 
safety. Research (Pinto et al. 2010; Järvinen 2013) has shown that these elements 
are dependent on how the team is managed; hence the role of the team leader (known 
as the ward manager in healthcare units) is crucial in creating a good climate in the 
unit. In the classic British nurse education research (Orton 1983; Ogier and Barnett 
1986), the ward manager (WM) was viewed as the student’s most important super-
visor. Nowadays, the role of the WM in supervising students is indirect and he or 
she contributes to the learning environment mainly via management of the unit’s 
climate and its staff’s supervisory activities (Fig. 2.1).

There are notable differences between the units in how they perceive their edu-
cational profile. British studies carried out in the 1980s (Fretwell 1983; Orton 
1983) found two ward types in teaching hospital: highly student-orientated (HSO) 
wards and low student-orientated (LSO) wards. The difference was explained by 
the role of WM, who was both the leader of the unit and the supervisor of its stu-
dents. It is important to note that these studies were carried out in the United 
Kingdom, where the WM and the student were in a clear hierarchical superior–
subordinate relationship. These HSO and LSO terms are still usable in descriptions 
of typical teaching units.

Nowadays, HSO units have a non-hierarchical structure characterised by teamwork 
and good communication relations. For example, trained staff encourage students to 
take part in discussions, e.g. in ward meetings. The leadership style of the WM is dem-
ocratic; he or she is student orientated and works consciously towards improving the 
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unit’s pedagogical atmosphere. In HSO units, the students are primarily learners, not 
workers. The more informal and open the students experience the unit’s climate, the 
more positively they evaluate the pedagogical principles of the unit (Saarikoski 2002).

2.3.2	 �Quality of Care and Students’ Learning Experiences

High-quality patient care is the most important criterion for meaningful learning 
experiences. When a student can experience the whole treatment process of a 
patient, he or she gets more comprehensive picture of the patient’s health situation. 
If the student only sporadically takes part in single phases of the process, the picture 
remains fragmented (Warne et al. 2010). Holistic planning of care and clear docu-
mentation also promote students’ comprehensive understanding of the treatment 
process and provide pedagogically appropriate learning experiences. Thus, the aims 
of providing high-quality care and a good practical learning experience support 
each other (Smith 1987; Saarikoski and Leino-Kilpi 1999; Suikkala 2007).

Clinical practicum provides a good vehicle for training students in providing 
patients with psycho-emotional support. Contacts with patients help students to find 
professional ways of encountering patients and their unique life situations. Such 
learning situations in turn promote the integration of conceptual knowledge and 
empirical experience. In nursing science, learning experiences during clinical situa-
tions have increasingly been studied within the framework of caring theories. The 
concept caring includes not only physical care and treatment but also response to 
patients’ psycho-emotional needs. These latter are characterised by empathy, pres-
ence, emotional support, human love and sharing of the patient’s situation. For stu-
dents, caring includes many experiential elements associated with the control of 
emotions. Mentorship studies have shown that similar communicative and psycho-
logical elements are also present in the relationship between the student and his or 
her mentor (Andersson et al. 2015).

QUALITY OF CLINICAL
LEARNING EXPERIENCE

Supervisory
relationship

Constructive
cooperation

with the
ward team 

Positive ward
atmosphere and
good team-spirit

NT as a partner
of the ward

WM as team’s
leader

Fig. 2.1  Factors making 
for a ‘good’ clinical 
learning environment
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2.3.3	 �Supervisory Relationships in the Unit

Professional socialisation is an interactive process through which a newcomer 
assumes the values, attitudes, moral conceptions, knowledge and skills of those 
already established in the target profession. In this process of identification and 
transition to a new social status, supervisory relationships play a crucial role. 
Professional socialisation can be viewed as a lifelong process, during which an 
individual learns new skills and social roles as a member of the reference group. 
Social integration into the profession can be seen at both the communal level 
(belonging to the group) and the individual level (socialisation as a prerequisite for 
individual development). It is an essential condition for successful professional 
development that the student has the experience of belonging to the target profes-
sion. This in turn requires willingness on the part of the student to engage with the 
assigned working group (Beck 2014; Tomietto 2014).

The model for student supervision has traditionally been group supervision; 
since the 1990s, however, the emphasis has shifted in favour of an individualised 
model of supervision (Lewin 2007; Salminen et al. 2010). In healthcare education, 
individualised supervisory relationships during students’ clinical practicums have 
come to be viewed as crucial for professional development. Confidential supervi-
sion sessions have been perceived as important by students because they enable 
them to talk openly about their experiences and the emotions aroused in caring situ-
ations (Saarikoski et al. 2009).

Patient contacts can sometimes be very stressful, if not oppressive, for the stu-
dent. Situations of these kinds often arise from the emotional shock experienced by 
patients for whom a serious illness is a holistic phenomenon that influences the 
patient’s existential identity. Patients and their relatives are often in an unstable 
emotional state. Observing such states can lead to strong emotional reactions in the 
student. In such situations, mentorship sessions are needed some features of which 
have been used in clinical supervision. In the English language countries (e.g. USA, 
UK, Canada, Australia), the concept clinical supervision refers to monitoring the 
quality of professional services to clients. Clinical supervision focuses primarily on 
the emotional support needed in the human-relation professions in social services 
and healthcare and in the implementation of different kinds of therapeutic interven-
tions. Clinical supervision helps healthcare workers to manage their emotional reac-
tions, and provides them with opportunities both for finding new ways of learning 
how to do this and for obtaining professional support, which is particularly impor-
tant for healthcare staff (Royal College of Nursing 2003; Milne and Watkins 2014).

While from the viewpoint of clinical supervision and counselling the individual-
ised supervisory relationship has a crucial role, it sets some practical conditions. It 
is important that the cooperation between the student and his or her mentor is clearly 
specified in their mutual contract and that the mentor named in the contract does not 
change during the student’s placement. Both parties should also have enough time 
together to properly implement their agreed cooperation. To achieve this objective, 
the best solution in clinical practice is that, as far as possible, the student works the 
same shifts as his or her mentor. This procedure enables them to work closely 
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together, providing possibilities for mini bedside teaching sessions and immediate 
evaluative feedbacks. From the viewpoint of professional development, weekly 
supervisory sessions are especially important as they also make it possible to focus 
on matters which may seem too minor when under the pressure of clinical work.

2.4	 �The Clinical Practicum as a Vehicle of Professional 
Development

Supervisory relationships during clinical practicums are the most crucial role 
factor in the professional development of students. Theoretically, the process is 
based on role modelling, where a student observes and evaluates models of action 
by qualified staff. Role modelling is an important factor in educating students in 
the specific qualities that distinguish ‘good’ and ‘effective’ role models from 
weak or non-desirable ones. In the optimal case, the student’s own mentor will 
act as a ‘good’ role model and facilitator of learning while also transmitting posi-
tive and constructive professional values. Role modelling is also important in the 
socialisation of students into their future profession (Donaldson and Carter 2005; 
Larson et al. 2013).

Contacts with patients bring a need for separate supervision sessions that enable 
students to ponder their clinical experiences. A key issue from the viewpoint of 
professional development is whether students recognise their emotional reactions 
and can talk about these with their supervisor. Such psychological introspection is 
known as reflection. Reflection is a generic term that refers to the intellectual and 
affective activities that individuals engage in when exploring their experiences with 
the aim of acquiring new understanding. Healthcare students can use reflection dur-
ing the clinical practicum as a mode of learning to promote their personal and pro-
fessional growth (Caldwell and Grobbel 2013; Jootun and McGarry 2014).

An individual’s professional identity rests on two self-concepts: the personal self 
and the professional self. In common discourse, the term self refers to a sense or a 
feeling that something is ‘about me’. Reflecting on oneself is a mental feat that is 
commonly practiced. Individuals’ personal sense of self and self-esteem develop 
slowly as they mature into adolescents. A stable personal self is an essential feature 
of the mental health structures of an individual (Oyserman et al. 2012). Professional 
self-concept has been studied to some extent in nursing science since the 1990s 
(Arthur and Randle 2007). It is an important concept for academics, administrators 
and clinicians interested in developing the nursing profession. For nurses, profes-
sional self-concept refers to how they feel about themselves as nurses, and is vital 
in examining current and future nursing practice and education as it affects patient 
care. The transition from student to professional nurse is an important phase in the 
individual’s professional development and can be significantly promoted by a dia-
logical mentorship relationship (Kelly and Courts 2007; ten Hoeve et al. 2014).

The development of professional identity, then, is a continuous process that begins 
with admission to the education programme and evolves throughout the professional 
career. Education is a key period, as it is during this time that students gain the 
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knowledge and skills required to become professional healthcare workers. The pro-
cess involves learning a body of knowledge that forms the basis of healthcare prac-
tice; however, knowledge alone is not sufficient. Through educational programmes 
and learning opportunities, healthcare students come to know and understand the 
core values and beliefs of the profession as well as what is entailed by professional 
practice (Johnson et al. 2012; Larson et al. 2013). Professional identity is a logical 
combination of the concepts of the personal self and the professional self (Fig. 2.2).

It is important to understand the relationship between these two self-concepts, 
and how far they overlap or ‘push’ each other apart. Theoretically, they can never be 
completely separated, as, psychologically, one’s personal self is always present in 
human contacts—whether or not we want this. On the other hand, they cannot over-
lap completely, as this would create an impossible situation for general professional 
practice. In patient and client relationships, we can never act solely in accordance 
with our own personal feelings and wishes. Similarly, acting solely as one’s profes-
sional self would mean that a nurse, for example, could only be impersonal and 
affectively neutral or nay cold. The solution to this quandary is the adoption of an 
appropriate professional distance neither wholly personal nor impersonal, which is 
an important factor in all client and patient relationships in the healthcare services.

Reflection and awareness of one’s professional self is the core element of profes-
sional development in the healthcare field. Students’ direct experiences of contacts 
with clients and patients further this process. The role of the mentor, in turn, is 
important, as he or she can help students to find their own style of working in their 
chosen profession. Although it is a demanding and time-consuming process, it is a 
necessary condition for a successful career in the healthcare services.

Elements of professional identity

‘SELF’
= personal me

‘PROFESSIONAL
SELF’

AREA OF
REFLECTION

Fig. 2.2  The core context of professional reflection
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3Methodological Issues and Development 
of the CLES Scales

Mikko Saarikoski

3.1	 �Students’ Experiences During the Clinical Practicums 
as a Research Target

The theoretical structure of the CLES framework is based on a literature review of 
102 empirical studies dating from the 1980s onwards. In nursing research, the clini-
cal learning environment (CLE) and supervisory systems have been considered 
from three different perspectives: students, teachers and qualified staff. However, on 
the assumption that the students are the key evaluators of quality of a clinical learn-
ing environment and supervision, the majority (61%) of the empirical studies on the 
topic have taken a student perspective. A further 30% of studies have also included 
teachers and/or staff members as informants, while only small minority (9%) of 
studies have omitted students’ perceptions (Saarikoski 2002). Clinical practicums 
have been little studied from the perspective of patients.

The relatively few main lines of research that have been conducted on clinical 
learning environments at different times are shown in Table 3.1.

During the 1980s, the focus of research was most frequently on the ward culture 
and atmosphere in the working team. Often, the traditional model of supervision 
was group supervision and studies emphasised the importance of the ward manag-
er’s role. In the 1990s, the focus shifted to the supervisory activities of unit staffs, 
and a new emphasis was placed on the importance of individually tailored supervi-
sory relationships. The one-to-one working model and confidential supervision ses-
sions between student and mentor were considered the most effective methods of 
supervision. The latest research approach has recognised new ICT technology hav-
ing pedagogical potential also in clinical learning and teaching. Majority of ICT 
technology-linking research articles have been published in 2010s (Strandell-Laine 
et al. 2015).
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Most studies (54%) have adopted a qualitative methodological approach, some-
what over a third (37%) have applied quantitative measures and the remaining 9% 
have employed a mixed method. In qualitative approaches, the commonest data 
collection methods have been interviews and small essays whereas quantitative 
studies have mainly used survey methods. Sample sizes have been relatively small; 
in qualitative studies, the number of the respondents has ranged from 6 to 30 and in 
questionnaire surveys respondent numbers have centred around 150. The relatively 
small number of respondents required in qualitative studies may be one reason for 
adopting a qualitative approach. It is also the case that qualitative methods are very 
often assumed to be more suitable than quantitative measurements for exploring 
students’ socio-emotional experiences. However, while both approaches can yield 
valid and reliable information on the topic of interest, if our aim is to create a more 
systematic research tool for wider application, quantitative measurements are essen-
tial. In the present author’s CLES studies (Fig. 3.1), the student samples have varied 
in size from 150 to 1900 respondents.

3.2	 �Validated Research Instrument as a Component 
of a Quantitative Survey

In the healthcare sciences, validated research instruments are useful tools not only for 
research purposes, for example, on the content of an area of interest, but also in devel-
opment projects. Aided by validated instruments, we also can acquire the knowledge 
needed to inform our theoretical constructs. Such tools contribute more to the credi-
bility and reliability of our research and development work than a simple question-
naire survey, which is often based solely on pragmatic interest in a practical issue.

Table 3.1  Research themes of CLE studies from the 1980s to 2010s

Research themes Authors Country
WM as student supervisor, Ward 
atmosphere, WM’s leadership style

Fretwell (1983), Orton 
(1983), Ogier and 
Barnett (1986)

England, beginning of 
1980s

Individualised supervision, supervisory 
relationship, mentorship, professional 
development

Goldenberg and Iwasiw 
(1993), Myrick (1988), 
Clayton et al. (1989)

Canada, USA, end of 
1980s

Association between quality of care and 
a good learning environment

Smith (1987), Beck 
(1993), Löfmark et al. 
(1999), Morgan and 
Sangaran (1997)

England, USA, Sweden, 
Australia, 1990s

New types of learning methods and 
learning environments (e-learning, 
online communication, mobile 
applications)

Mac Kay and Harding 
(2009), Garret and 
Jackson (2006), Lin and 
Shen (2013)

New Zealand, Australia, 
Taiwan, 2000s
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Valid research instruments are always based on broad-based development work, 
including testing in different kinds of environments with many empirical samples. 
During the testing process, we can estimate how well the instrument encompasses 
the research target, how sensitive it is to variations and differences in target and how 
susceptible it is to external influences and sources of error.

It is important to be clear about the reason for choosing one validated research 
instrument over another and to understand that each instrument has been developed 
mainly to measure only its ‘own’ specific research target. For that reason, it is also 
important to compare different instruments. For example, the CLES scales only 
measure the quality of the clinical learning environment, not students’ learning or 
nursing skills. The CLES + T scale (Saarikoski et al. 2008) was included in Hooven’s 
(2014) meta-analysis, which evaluated five instruments used to measure the quality 
of the learning environment in healthcare education. Each instrument was con-
cerned solely with the student perspective. The indicators expected from applying 
these instruments were (1) staff-student relationship; (2) nurse manager involve-
ment; (3) students’ emotions (is this indicator included in the scale?); (4) atmo-
sphere of the unit; (5) nurse teacher involvement and (6) feedback to students. Only 
the CLES + T scale included all six themes.
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Fig. 3.1  Sample sizes in the original CLES scales’ validation studies
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3.3	 �Earlier Studies Underlying the Development  
of the CLES Scales

To create the content areas of the CLES scale, a meta-analysis of empirical studies 
(N = 102) was performed. Both qualitative and quantitative studies were analysed 
using the traditional analytical approach proposed by Miles et al. (1994), shown in 
Fig.  3.2. These meta-analyses were done in two time steps: one for the original 
CLES scale (2002) and the other for the extensive CLES + T version (2008) of the 
scale. The main areas and topics of the empirical studies were listed. Content analy-
ses and grouping to identify coding patterns yielded a conceptual framework that 
could subsequently be tested in the present author’s needed empirical studies.

For the pilot study, the items to be measured were drawn from the results and 
conclusion chapters of the analysed studies. The leading idea behind the formula-
tion of these items was that they should measure the components making for an 
optimal learning environment. After the first pilot phase, an expert panel evaluated 

Themes in the empirical studies: Code patterns: Sub-sections for piloting:

- staff relationships
- ward culture and atmosphere
- communication with staff

- learning situations
- teaching and supervision 

- nursing management
- team spirit 
- quality management

- nursing care
- quality of care
- reports and information flow

- supervisory practices
- (group or individualised) 

- support 
- confidentiality
- mentoring 

- teaching of skills 
- theoretical knowledge 
- application of theory  

- tutorial discussions 
- evaluation 
- cooperation with clinical NT

Teaching activities
of the staff

Pedagogical premisses

Role of ward manager

Nursing, caring

Type of supervision

Supervisory
relationship

Share of the NT

Cooperation between
NT and clinical staff

PREMISES OF
LEARNING ON THE

WARD

WARD MANAGEMENT

QUALITY OF CARE ON
THE WARD

COOPERATION WITH
THE MENTOR

NT’s ROLE IN CLINICAL
PRACTICUM

Fig. 3.2  Development of the themes and subsections of the CLES scales (1995–2008)
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the face validity of all the items used. The panel members were experts in teaching 
and tutoring students during clinical practicum periods. The pilot study question-
naire included an open-ended question which asked respondents to evaluate the 
relevance and linguistic clarity of the questionnaire items.

3.4	 �Statistical Methods Used in Creating and Confirming 
the Theoretical Base of the CLES Scale

The sample size (N = 162) of the pilot study enabled some preliminary item analy-
ses to explore how well the theoretically derived subsections functioned as sum 
variables. Technical imaging methods using tree analyses, such as organisation 
charts or illustrations of decision processes, are widely used in non-statistical appli-
cations and they also allow analyses of small samples. Graphical methods of these 
kinds enable the preliminary testing of the relations between items when designing 
a questionnaire (Tähtinen and Kaljonen 1998; Yin 2012). In our case, it was possi-
ble to consider diagrams in which patterns comprising two or more items formed 
part of a subsequent section of the tree. These graphical illustrations helped to eval-
uate the connection between the preliminary theory-based model and the thematic 
patterns found in the tree analyses. These preliminary sections were used in the vali-
dation study of the first CLES scale (Saarikoski 1998).

Test-retest is a statistical method which estimates the repeatability of a research tool. 
In measurements taken by a single person, the same item(s), under the same conditions, 
are remeasured after a short—e.g. few weeks’—interval. Respondent-identified com-
parisons between two samples measured at different times can be done using, e.g., 
Wilcoxon test, which is a non-parametric analogue of the T-test (Crocker and Algina 
1986; Caulcott 1992; Tähtinen and Kaljonen 1998). High correlation values indicate 
good reliability but standards for acceptable test-retest values have seldom been given. 
For socio-emotional factors such as the time interval between tests, where the type of 
sample used affects reliability estimates, correlations over 0.70 can be regarded as good.

In the validation of the original CLES scale (Saarikoski 2002), the test-retest 
group (n = 38) was formed from two student groups, who were asked to evaluate the 
quality of the clinical learning environment during their last clinical practicum. For 
purposes of identification, the questionnaires were numbered from 1 to 38. The 
students were asked to note the identification number of their questionnaire in their 
personal diaries. This meant that the subsequent reassessment could be compared 
with the present assessment. After 4 weeks, the students were asked to use the same 
identification number and to evaluate if needed the same clinical practicum they had 
evaluated 4 weeks previously. The correlation of individual items ranged from 0.52 
to 0.89 and coefficients of the sub-dimensions from 0.71 to 0.91. The total instru-
ment test-retest reliability was 0.81.

3  Methodological Issues and Development of the CLES Scales
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Gustafsson et al. (2015) evaluated the test-retest reliability of the CLES + T scale 
in a group of 42 nursing students over a 1-week interval. The respondents had per-
formed their clinical practicum in a hospital environment. The Intraclass Correlation 
Coefficients (ICC) of the sub-dimensions ranged between 0.70 and 0.96. Three sub-
dimensions, supervisory relationship, pedagogical atmosphere on the ward and role 
of the nurse teacher, achieved excellent test-retest reliability (ICC > 0.80), and the 
total instrument test-retest reliability was 0.84.

Estimation of internal consistency reliability can be done using Cronbach’s alpha 
estimate. The test is based on the mean values of the sum variable’s items and it is 
assumed that the average correlation of a set of items is an accurate estimate of the 
average correlation of all the items that pertain to the same construct (Nunnally and 
Bernstein 1994; Gideon 2012). Cronbach’s alpha analyses require that the acceptable 
items are measured on the same scale. The CLES analyses only included interval 
scale items (not nominal or dichotomous scale items). This means that all the items 
in a sub-area of interest were evaluated on a 5-point Likert scale: (a) fully disagree; 
(b) disagree to some extents; (c) neither agree nor disagree; (d) agree to some extent 
and (e) fully agree. Cronbach’s alpha values of the CLES scales have varied from 
0.70 to 0.95 in our own empirical studies (Saarikoski 2002; Saarikoski et al. 2008).

3.5	 �Validity of the CLES + T Scale

The validity of a research tool refers to its ability to measure accurately what it is 
intended to measure. A valid research instrument reflects the theoretical concepts 
that describe the research target, and thus also produces trustworthy results. The 
main types of validity are content validity, face validity, concurrent validity and 
construct validity (LoBiondo-Wood and Haber 1994; Polit and Beck 2012). The 
validity of the CLES + T scale has been confirmed using both non-statistical and 
statistical methods.

Content validity is especially important in the planning phase of a study. In the 
case of the CLES framework, an extensive literature review (see the Fig. 3.2) of 102 
empirical studies yielded the theoretical content for the proper validation studies 
(Saarikoski 1998, 2002). A second non-statistical method was the use of an expert 
panel, which acted as a basis for evaluating face validity. Nine experienced clinical 
teachers were asked to rate the relevance of the items comprising the second version 
of the instrument modified according to the results of the pilot study. The linguistic 
suitability of the items was also a target for evaluation by the expert panel.

Concurrent validity demonstrates how well a new instrument measured simulta-
neously with an earlier validated research instrument (captures the information of 
interest). The concurrent validity instrument used alongside the CLES scale was the 
Clinical Learning Environment scale (CLE scale) developed by Dunn and Burnett 
(1995). The relationship between the CLE and CLES scales was evaluated using 
correlation tests. Canonical correlation is a measure of the overall linear relation-
ship between two sets of variables: a set of dependent variables and a set of indepen-
dent variable (Burns and Grove 1997; Tähtinen and Kaljonen 1998). In the present 
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case, it is a measure of the relationship between the set of CLE variables and the set 
of CLES variables. The total correlation between the two instruments was 0.93, sup-
porting the interpretation that the concurrent validity of the CLES was very high 
when tested with a much-tried and -tested research instrument used in the same 
research area (Saarikoski 1998, 2002).

The construct validity of the CLES scales was analysed using factor analysis. In 
a correlation matrix of empirical data, some single items may correlate with each 
other and thus form groups of items. Such groups are known as factors. Exploratory 
factor analysis was used to identify item groups that represent attributions of the 
sum variables included in the CLES scale (Table 3.2). These results were used in 
evaluating the congruency of the preliminary theoretical construction and the struc-
ture of the empirical results: statistically ‘clear’ and consistent factors indicate that 
the theoretical hypotheses were reasonable.

Percentage explanations and eigenvalues (in the factor model) can be used to 
determine the strongest single factor explaining the whole model—in the present 
case, the relationship between the characteristics of a clinical learning environment 
and students’ ratings of these. After performing a few empirical tests (and current 
factor models) we can embark on constructing a preliminary theoretical model. In 
all the CLES validation studies (Saarikoski 1998, 2002; Saarikoski et al. 2008), the 
factor with the most explanatory power was the supervisory relationship. Its inde-
pendent explanatory power rose from 40 to 42% across tests. The second most 
important factor was invariably the pedagogical atmosphere in the unit. The factors 
role of the clinical teacher, leadership style of the unit/ward manager and premises 
of (nursing) care had less independent explanatory power, as they only increased 
the explanatory power of the whole model by 3–7%.

Table  3.2  CLES + T scale’s factor loadings in the 549 respondents’ validation sample (Saarikoski 
et al. 2008)

Explanation (%) and eigenvalues by the factors:

Supervisory relationship—8 items (F 1)
40%
14.04

Pedagogical atmosphere—9 items (F 2)
13%
4.59

Role of clinical/nurse teacher—9 items (F 3)
7%
2.44

Leadership style of the unit/ward manager (WM)—4 
items

(F 4)
4%
1.39

Premises of care—4 items (F 5)
3%
1.08

Total percentage of the factor model 67%

3  Methodological Issues and Development of the CLES Scales
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3.6	 �Use of the CLES + T Scale

In the case of a questionnaire survey it is important to carefully consider what kind 
of information you will need to answer your research questions. In a survey study, 
it is especially important to understand that no modifications can be made after the 
questionnaires have been sent to the respondents; a researcher must manage with 
the information he or she has required.

Surveys may contain different types of questions. Research items can be roughly 
divided into background variables and outcome variables. In the practicum context, 
the background variables may represent the attributes of the respondents, features of 
the clinical placements (e.g. ward types) and structural features of the clinical pract-
icum (e.g. duration of placement, type of supervision). The outcome variables 
reflect the ‘empirical reality’ that we are measuring (e.g. quality of care, student 
satisfaction). With the background variables, we can form different groups from the 
sample (e.g. gender, age) and compare differences between these according to spe-
cific criteria (e.g. total satisfaction of female vs. male students).

A research questionnaire generally comprises a few separate sections and a vali-
dated research instrument is only one section in the construction of the questionnaire. 
An average survey questionnaire will have the following separate sections: (1) infor-
mation for respondents (why this survey is important); (2) demographic variables; 
(3) the validated research instrument and (4) additional items pertaining to the 
researcher’s own research aims and design. Such items may be supplementary ques-
tions (e.g. background variable-type questions concerning, in the present instance, 
the supervisory model, mentor’s profession). Typically, a validated research instru-
ment is a set of outcome variables which reflect and measure the core elements of the 
target research.

In the CLES + T scale, all these sections are presented in the research question-
naire under their own subheadings (see Fig. 3.3). The idea that the CLES outcome 
variables reflect the optimal state of the CLE implies logically the absence of nega-
tive or reverse statements, and diminishes the risk of coding faults in the data han-
dling. Exploring the validity of the CLES instrument in an empirical sample requires 
that only the sum variables (consisted by the proper outcome variables) pedagogical 
atmosphere, leadership style of the unit/ward manager, premises of (nursing) care, 
supervisory relationship and role of the clinical teacher are the groups of outcome 
variables that must be included in the analyses (not another item—even they utilise 
a 5-point Likert scale). In our own empirical studies, the statistical method used to 
assess the validity of the CLES scales was confirmatory factor analysis. The expla-
nation percentages of the whole theoretical model have ranged from 64 to 67% 
(Saarikoski 1998, 2002; Saarikoski et al. 2008). The CLES framework can be used 
as a part of a total quality assessment of healthcare education and we would argue 
that the systematic use of the CLES  +  T scale also provides a strong basis for 
decision-making aimed at developing the education system in healthcare services.

M. Saarikoski
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Fig. 3.3  Clinical learning environment, supervision and nurse teacher (CLES+T) evaluation scale

CLINICAL LEARNING ENVIRONMENT, SUPERVISION AND NURSE TEACHER
(CLES+T) evaluation scale

(Saarikoski & Leino-Kilpi 2008)

The following statements concerning the learning environment, supervision and the role of nurse
teacher are grounded into main areas, each with their own title. 

For each statement, please choose the option
that best describes your own opinion. Evaluation scale:

1 = fully disagree
2 = disagree to some extent

The learning environment 3 = neither agree nor disagree
4 = agree to some extent
5 = fully agree

Pedagogical atmosphere:

The staffs were easy to approach 1 2 3 4 5

I felt comfortable going to the ward at the start of my shift 1 2 3 4 5

During staff meetings (e.g. before shifts) I felt comfortable
taking part in the discussions 1 2 3 4 5

There was a positive atmosphere on the ward 1 2 3 4 5

The staffs were generally interested in student supervision 1 2 3 4 5

The staff learned to know the student by their personal names 1 2 3 4 5

There were sufficient meaningful learning situations on the ward 1 2 3 4 5

The learning situations were multi-dimensional in terms of content 1 2 3 4 5

The ward can be regarded as a good learning environment 1 2 3 4 5 

Leadership style of the unit/ ward manager (WM):

The WM regarded the staff on her/his ward as a key resource 1 2 3 4 5

The WM was a team member 1 2 3 4 5

Feedback from the WM could easily be considered
as a learning situation 1 2 3 4 5

The effort of individual employees was appreciated 1 2 3 4 5 
-----
Premises of care on the ward:

The wards nursing philosophy was clearly defined 1 2 3 4 5

Patients received individual nursing care 1 2 3 4 5

There were no problems in the information flow related
to patients’ care 1 2 3 4 5

Documentation of nursing (e.g. nursing plans, daily recording of
nursing procedures etc.) was clear 1 2 3 4 5

-----

3  Methodological Issues and Development of the CLES Scales
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The supervisory relationship

Occupational title of supervisor: nurse 1
nurse specialist 2
assistant ward manager 3
sister/ ward manager 4
other, what? _______________________ 

Occurrence of supervision: (circle one alternative only) 

I did not have a supervisor at all 1 

A personal supervisor was named, but the relationship with this person
did not work during the placement 2 

The named supervisor changed during the placement, even though  
no change had been planned 3 

The supervisor varied according to shift or place of work 4 

Same supervisor had several students and was a group supervisor rather
than an individual supervisor 5 

A personal supervisor was named and our relationship worked 
during this placement 6 

Other method of supervision, please specify? ............................................................

How often did you have separate private unscheduled supervision      not at all 1 
with the supervisor (without nurse teacher): once or twice during the course

less than once a week 
about once a week
more often

2 
3 
4 
5 

The content of supervisory relationship: 

The following statements concerning the supervisory
relationship. 

Evaluation scale:
1 = fully disagree
2 = disagree to some extent

For each statement, please choose the option
that best describes your own opinion.

3 = neither agree nor disagree
4 = agree to some extent
5 = fully agree

My supervisor showed a positive attitude towards supervision 1 2 3 4 5 

I felt that I received individual supervision 1 2 3 4 5 

I continuously received feedback from my supervisor 1 2 3 4 5 

Overall I am satisfied with the supervision I received 1 2 3 4 5 

The supervision was based on a relationship of equality
and promoted my learning 1 2 3 4 5 

There was a mutual interaction in the supervisory relationship 1 2 3 4 5 

Mutual respect and approval prevailed in the supervisory relationship 1 2 3 4 5 

The supervisory relationship was characterized by a sense of trust 1 2 3 4 5 

In this form, the concept of supervision refers guiding, supporting and assessing of student nurses 
made by clinical staff nurses. Supervision can occur as individual supervision, or as group (or team)
supervision. 
The concept of mentor means a named personal supervisor. 

Fig. 3.3  (continued)
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Role of the (clinical) nurse teacher

Nurse teacher is a lecturer (employed by University or Polytechnic) who is responding the clinical placement. 
The following statements concerning the linking nurse teacher are grounded into main areas, each with their
own title. 

Evaluation scale:
1 = fully disagree
2 = disagree to some extent

For each statement, please choose the option
that best describes your own opinion.

3 = neither agree nor disagree
4 = agree to some extent
5 = fully agree

Nurse teacher as enabling the integration of theory and practice: 

In my opinion, the nurse teacher was capable to integrate
theoretical knowledge and everyday practice of nursing 1 2 3 4 5 

The teacher was capable of operationalising the learning goals 
of this clinical placement 1 2 3 4 5 

The nurse teacher helped me to reduce the theory-practice gap 1 2 3 4 5 

Cooperation between placement staff and nurse teacher: 

The nurse teacher was like a member of the nursing team 1 2 3 4 5

The nurse teacher was able to give his or her pedagogical 
expertise to the clinical team 1 2 3 4 5

The nurse teacher and the clinical team worked together
in supporting my learning 1 2 3 4 5

Relationship among student, mentor and nurse teacher: 

The common meetings between myself, mentor
and nurse teacher were comfortable experience 1 2 3 4 5

In our common meetings I felt that we are colleagues 1 2 3 4 5

Focus on the meetings was in my learning needs   1 2 3 4 5

Fig. 3.3  (continued)

3  Methodological Issues and Development of the CLES Scales
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4Country Validation of the CLES-Scale: 
Linguistic and Cultural Perspectives

María Flores Vizcaya-Moreno 
and Rosa María Pérez-Cañaveras

4.1	 �Cross-Cultural Research

In the field of health sciences, cross-cultural research is enabling researchers to test, 
modify and disseminate theories in an international context (Sousa and Rojjanasrirat 
2011; Muñiz et al. 2013). This practice entails the need to translate both measure-
ment instruments and their application and correction instructions, usually from 
English into other languages (Peña 2007).

The translation of these instruments and procedures often presents specific meth-
odological modifications, which may act as threats to the validity of the results of 
the future study. In this type of research design, the development of the new version 
of the instrument, as well as its process of transfer or elicitation, should be adequate 
to the research question for the chosen linguistic and cultural context. In recent 
years, there have been significant methodological and psychometric advances in 
cross-cultural research. For example, the International Test Commission developed 
a set of 22 guidelines that attempt to prevent the sources of error involved in the test 
adaptation process, which have recently been revised and published their second 
edition (Muñiz et al. 2013).

Therefore, in the development of measurement instruments such as test, the con-
cept of fairness is key. The American Educational Research Association defines 
fairness as an equal treatment in context and purpose of testing, and comparable 
opportunity to demonstrate abilities on the construct the test is intended to measure 
(Erkut 2010).

mailto:flores.vizcaya@ua.es
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In spite of the existence of rigorous protocols that favour the high quality and 
equivalence of the translation (Arffman 2013), in many cases, the translation pro-
cess focuses only on ensuring linguistic equivalence, which is not enough. In addi-
tion to linguistic equivalence, it is necessary to study functional equivalence, cultural 
equivalence and metric equivalence when the methodology of a research study is to 
be translated from one language to another (Peña 2007). During the development of 
this process, it is advisable to follow recommendations, such as the second edition 
of the guidelines for translation and adaptation of the tests of the International Test 
Commission (Muñiz et  al. 2013), or the guidelines of Sousa and Rojjanasrirat 
(2011). These authors describe seven useful steps for translation, adaptation and 
validation of instruments to use in cross-cultural healthcare research.

Next, we describe the concepts of linguistic equivalence, functional equivalence, cul-
tural equivalence and metric equivalence, accompanying them with some examples.

4.2	 �Linguistic or Conceptual Equivalence

In general, direct translation often guarantees linguistic equivalence. The primary 
objective of linguistic equivalence is to ensure that the words and linguistic meaning 
used in the new versions of the instruments and their instructions are the same as for 
the original version.

Researchers typically use two types of techniques when translating instruments 
and instructions (Peña 2007). In translation-back-translation, first, a translator trans-
lates the instrument or instructions from the original language to the new language 
chosen. A second translator translates the newly translated version into the original 
language. Then, the original version and the back-translation are compared by ana-
lysing the differences identified and resolved.

Another way is to have the collaboration of a group of native speakers who review 
the translation to ensure its accuracy. Occasionally, they are even invited to use the 
Content Validity Index to assess the level of relevance of the items (Baker et al. 2010).

One of the biggest problems that can arise in linguistic equivalence is that, even 
when words are the same, there are potential differences that can give rise to differ-
ent patterns of responses (differences in cultural interpretation, familiarity, etc.). For 
example, the Spanish version of the CLES + T (Vizcaya-Moreno et al. 2015) could 
present problems employed with Mexican nursing students.

When these potential differences correspond with the research question, the lin-
guistic equivalence will be sufficient and appropriate. However, if the purpose of the 
study is not this, it will be necessary to use other types of equivalence to avoid pos-
sible biases (validity threats). This second option describes the method of work 
performed by the researchers of the CLES and the CLES + T (Tables 4.1 and 4.2).

4.3	 �Functional or Semantic Equivalence

Functional equivalence (Peña 2007) is also known as semantic equivalence (Baker 
et al. 2010; Lauffer et al. 2013). Sometimes the translation from one language to 
another generates an incongruous meaning, which poses a threat to the validity of 
the content. Functional equivalence tries to control these types of threats, seeking 
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to find an instrument and method to evaluate the same construct (Peña 2007). 
That is, functional equivalence seeks to ensure uniformity in instrumentation and 
procedures.

An example of a translation method used for this purpose is called “decentralisa-
tion”. Professional translators often use this technique in combination with the 
translation/back-translation method, to adapt the items of the instrument to a famil-
iar language in the new context. This approach has also been used in the CLES 
language adaptations (Table 4.1) and CLES + T (Table 4.2).

Another method is “dual focus”, in which the research group analyses both lin-
guistic and cultural aspects and the instruments and instructions are designed and 
developed in two languages in parallel.

4.4	 �Cultural Equivalence

Sometimes the translation of a measuring instrument complies with the require-
ments of linguistic and functional equivalence, but not with that of cultural equiva-
lence. It focuses more specifically on how the subjects of groups of different cultures 
and languages interpret the meaning underlying each item (Peña 2007; Baker et al. 
2010). Without any doubt, cultural interpretation can condition the way in which 
individuals respond to the instruments and their instructions.

From anthropology point of view, cultural equivalence has a particular relevance. 
In CLES case, Saarikoski (2002) tested the scale in five samples from different 
countries during the development of the original instrument (Table 4.1) to achieve 
an appropriate transcultural adaptation. In addition, in subsequent research it has 
been taken into account the characteristics of the population to which the CLES was 
directed, and the existence of a common working culture in which the different 
translation and validation studies have been carried out (Tables 4.1 and 4.2). The 
CLES is aimed at nursing students (mainly) who develop their clinical practices in 
the hospital setting (representing the common working culture) in a mostly European 
context. However, we are aware that there are some differences between the work 
culture of nursing professionals in the different countries where CLES and CLES + T 
have been used.

4.5	 �Metric Equivalence

The metric equivalence focuses on the existence of equity in the degree of difficulty 
of the items or questions when adapting instruments to different languages. That is, 
develop parallel measures to control vocabulary can be useful; for example, count 
word frequency or make word lists in both language versions may benefit the cre-
ation of instruments in different languages that can be psychometrically parallel 
(Peña 2007). In the case of CLES and CLES + T, for example, the actors in the 
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learning environment have been operationally defined, describing the role of each 
one of them, and adjusting it to the reality of clinical placement for each of the 
countries (see Chap. 2).

However, we must not forget that the use of scales requires great care to ensure 
the existence of metric equivalence. For example, Likert scales should not neces-
sarily contain the same number of standard points, as it is suggested by Grande 
(2004). For example, in the USA, it is common to use scales with 7 and 9 points, 
in the North European countries 4-point scales are used, while in Spain the scales 
with 5 points are common. Germans, English and Latinos tend to score at the 
extremes of the scale, while Japanese tend not to stray far from the intermediate 
score (Grande 2004). We note, therefore, that in statistical measurement the inter-
val between the extreme valuations can vary between cultures from the anthropo-
logical point of view.

Also, the concept of metric equivalence includes the psychometric, reliability, 
responsiveness and construct validity aspects (Baker et  al. 2010; Lauffer et  al. 
2013). These psychometric properties of measuring instruments usually come from 
the application of different statistical techniques of descriptive and inferential anal-
ysis (Tables 4.1 and 4.2). In most of the CLES and CLES + T validation studies, 
different versions of the IBM SPSS Statistics and AMOS Software have been used 
to perform these analyses (Tables 4.1 and 4.2).

�Conclusions
As some authors point out, despite the existence of methodological approaches 
and international guidelines for translating, adapting and validating instruments 
for use in intercultural health research, there is still a considerable variation and 
arbitrariness in the methods employed in previous studies (Sousa and Rojjanasrirat 
2011; Muñiz et al. 2013; Arffman 2013). Also, Lauffer et al. (2013) warn us that 
in the same population linguistic changes take place over time, and consequently, 
it is necessary to make temporary adjustments in the instruments or scales and 
their instructions.

From previous studies mentioned in the chapter, and as a summary, we could 
point out that the process of country validation of the CLES scale would imply 
to translate and adapt according to a protocol previously selected: (1) the instruc-
tions of the questionnaire, test or scale; (2) all items, (3) the response options and 
(4) the instructions for correction or score of the questionnaire. In a second 
phase, proceed to the assessment of the psychometric properties of the new 
instrument and its cross-cultural validation.

The process of translating, adapting and validating an instrument as a test or 
a scale for its use in a culturally different context is a fundamental time-consum-
ing process and requires prior planning and adoption of appropriate measures to 
guarantee a rigorous methodological approach. Otherwise, the final instrument 
will not have the appropriate psychometric properties that prove it as a reliable 
and culturally valid measuring instrument.
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5The CLES Scale as a National Quality Tool 
for Clinical Learning and Teaching

Riitta Meretoja, Tiina Tarr, and Camilla Strandell-Laine

5.1	 �Evaluation of National Clinical Learning Environments

The meaning of quality control in student supervision is increasing all the time. With the 
help of good quality control, healthcare organisations can better answer to the require-
ments of the students and improve the organisations’ attractiveness as an interesting clini-
cal practicum and workplace. Quality control is carried out at all levels of the organisation, 
and the support of the management is important in using and benefiting from the use of 
the Clinical Learning Environment, Supervision and Nurse Teacher scale, CLES + T 
(Saarikoski and Leino-Kilpi 2002; Saarikoski et al. 2008), for instance, in determining 
the need of supervision, in the need of recourses and complementary education.

The role of the students focuses on defining quality, because the quality of the 
activities must meet their requirements. This quality is being assessed systemati-
cally in accordance with the foundation and needs of the student. In quality aware-
ness, it is important that the organisation recognises the needs of students and their 
training places and is capable of meeting these needs. The staff and the management 
are committed to quality actions, for instance, in communication, quality recom-
mendations and criteria in student supervision, as well as student feedback.

The systematic, evidence-based evaluation of the quality of the clinical learning 
environment started in Helsinki University Hospital in 2007. However, after this, 
the CLES scale was rapidly adapted for national use in order to conduct 
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benchmarking for the quality of clinical learning environments and supervision in 
Finnish healthcare. The aim of national benchmarking is to improve the quality of 
the clinical learning environment and educational outcomes during clinical practi-
cum. This data can be used in decision-making for the purposes of developing the 
organisation’s supervisory activities.

The national benchmarking data is collected from hospital districts and commu-
nity units covering the whole country. The data is collected by using different online 
survey tools by the healthcare organisations at the end of the students’ single clini-
cal practicum periods. Online survey is the only meaningful method in an extensive 
data-collecting process. Actually, there are variations in the electronic platforms 
used to collect the data, but all healthcare organisations use completely same format 
of the scale which helps to incorporate the national data for a yearly data analysis.

The national benchmarking data indicate how students, during clinical practi-
cum, perceive the supervisory relationship with their designated staff nurse mentor 
and the level of cooperation with the nurse teacher. In Finland, a designated super-
vising staff nurse, working in a nursing team, is named to be the responsible mentor 
for supervision during the clinical practicum period. The overall aim of benchmark-
ing is to provide a view on how Finnish healthcare organisations facilitate students’ 
clinical learning and teaching during their clinical practicum. At the moment, there 
are 45 healthcare organisations in the CLES network. The samples collected nation-
wide include the data of nearly 20,000 yearly student respondents.

5.2	 �The Adopted Version of the CLES + T Scale

When the national CLES-network cooperation began in 2007, the national consensus 
group of experts from the hospital districts and the community units made minor revi-
sions to and edited some terms of the internationally validated CLES + T scale. The 
purpose was to guarantee that the scale was applicable in all healthcare education pro-
grammes (nursing, physiotherapy, radiography, etc.) and usable as benchmarking data 
for quality assessment and development of healthcare organisations. Thus, we collect 
the national evaluation data using a questionnaire of 50 items and 13 background vari-
ables related to the student and the structural elements of the clinical practicum. The 
majority of the items come from the CLES + T scale. The proper outcome variables are 
divided into the following sub-elements: atmosphere on the ward (7 items), premises 
of learning on the ward (7 items), premises of nursing care on the ward (4 items), 
supervisory relationship (8 items) and the role of nurse teacher (9 items).

In the original CLES scale, a 5-point Likert scale was used, but the national 
quality survey utilises a 10-point Likert scale (from 1  =  totally disagree to 
10 = totally agree). This solution is due to the chosen Web-based survey system. 
The national data is gathered yearly and published at a national CLES network 
symposium, where good practices and new views of a quality learning environ-
ment are shared. Every participating organisation and the individual single units 
as well can use their own data for their analyses in developing the quality of the 
clinical learning environment and supervision system. The results can be utilised 
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by the head nurses, nurse managers, mentors, students and nurse teachers from 
the educational institutions.

5.3	 �Overall Impression During the 10-Year Evaluation 
Period

The findings of the 10-year evaluation show that students are generally satisfied 
with their clinical practicums. In other words, benchmarking of the results has 
offered good initiatives to the healthcare organisations to increase the quality of the 
pedagogical atmosphere, premises of learning, premises of nursing care and super-
visory relationship on the practicum ward. Especially the individual one-to-one 
supervision, diverse learning opportunities and mentors’ supervisory skills were 
experienced by students as supporting their learning. Thus, there is evidence that 
students’ self-assessed level of competence correlates positively with the pedagogi-
cal atmosphere during the clinical practicum (Kajander-Unkuri et al. 2014).

The majority of students are very satisfied with the achievement of their own 
learning goals and feel that the supervision supports their professional development. 
However, the students are quite critical of how their earlier theoretical nursing stud-
ies supported their learning during their clinical practicum. The Finnish students 
offer mainly positive evaluation on their nurse teachers’ role but rank it clearly 
lower than the rest of the CLES sub-elements. This research finding is not unique. 
This same observation was also made in the broader European study (Warne et al. 
2010; Saarikoski et  al. 2013a) which was conducted in nine Western European 
countries. Systematically, the students ranked a nurse teacher’s role lower than the 
other sub-elements of the scale. This is due to the nurse teachers’ different types of 
working models. The lowest scores came from the countries where nurse teachers’ 
role is more academic than practice orientated. However, in the Finnish national 
sample, a nurse teacher’s meeting frequency is linked to the scores. The students, 
who had three or more tutoring meetings with the nurse teacher, also evaluated all 
items (describing the role of the nurse teacher) with higher scores than students who 
only had 1–2 meetings (Saarikoski et al. 2013b).

5.4	 �The Benefits of the National Benchmarking

During the past 10 years, the differences in the national sample have been relatively 
small between the organisations. This indicates that on the national level, the stu-
dents get equal supervision in learning environments with good quality. The 
CLES + T scale has proven to be a valid and reliable instrument for measuring the 
quality of the clinical learning environment and supervision of students. Overall, 
students have been very motivated to give feedback using the scale, and the results 
offer good initiatives to organisations to increase the quality elements in their super-
vision and learning environments. The organisational commitment of using 
CLES + T has been high in Finland during the whole CLES network era, providing 

5  The CLES Scale as a National Quality Tool for Clinical Learning and Teaching



50

extensive and rich data. This data can be used in decision-making for the purposes of 
developing the outcomes of students’ learning and units’ supervisory activities. 
Nevertheless, other advantages of using this scale include the opportunity to conduct 
reliable international comparisons.

The quality of the learning environment has been identified as a crucial element 
when recruiting new staff to healthcare organisations (Flinkman et  al. 2007; 
Meretoja and Koponen 2008). The CLES  +  T scale has proven a useful tool to 
benchmark the appeal of organisations among graduating students. However, the 
major disadvantage in using this single scale is that we only measure the students’ 
experiences of the clinical practicums. More evidence is still needed of the learning 
outcomes of students during the clinical practicums. The conditions of cooperation 
between nurse teachers, students and supervising clinical staff should be more care-
fully explored. Do the all practical solutions support this process in the best possible 
manner? In the following chapters, a practical case example of a Finnish hospital 
district will be described.

5.5	 �Case Example: The Use of CLES + T at the Hospital 
District of Southwest Finland

The Hospital District of Southwest Finland is a public joint municipal authority, 
formed by municipalities and based on the Act on Specialized Medical Care. It 
represents 28 municipalities and the University of Turku. One of the fundamental 
duties of the Hospital District is to provide teaching for medical science and nurs-
ing, as well as conduct scientific research. The hospital district is one of the five 
university hospital districts in Finland, and it served a population of 867,457 people 
and had a staff of 7600 people at the end of 2015. The hospital district has agree-
ments on the implementation of the healthcare students’ clinical practicum periods 
with about 60 educational institutions around Finland. The purpose of these agree-
ments is to ensure close cooperation with the educational institutions and working 
life, as well as the quality of the clinical learning environments and supervision.

The hospital district applies a one-to-one supervision model, which means that 
every student will be assigned a personal mentor, who is responsible for students’ 
supervision during an individual clinical practicum. In addition, clinical teachers 
work part-timely at units, but their principal employment is at an educational insti-
tution. The role of the clinical teachers is to support the process of learning and 
professional development of the students, to strengthen the supervisory knowledge 
of the staff as well as to develop the quality of the clinical practicum and student 
supervision in an evidence-based manner in the supervision of the ward manager.

Since 2012, the hospital district has taken advantage of the national quality rec-
ommendations in student supervision. The national recommendations include crite-
ria of good-quality learning environment and supervision. The Quality 
Recommendations in Student Supervision give guidance in regard to the whole 
clinical practicum process, from agreements between educational institutions and 
practicum units, all the way to assessing the clinical practicum (PSSHP 2010). In 
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addition to this, the hospital district has prepared a guideline called “Working tasks 
in clinical practicum process” where the different roles, tasks and responsibilities of 
the stakeholders (student, mentor, nurse teacher) of the clinical practicum are clearly 
described. The students’ supervision processes are described at the unit level, show-
ing the responsibilities, working methods and timetable of the practicum period in 
relation to patient care. This also helps students to get an overview of the learning 
opportunities and possibilities that a single unit and clinical practicum period may 
offer to them.

5.5.1	 �The Evaluation of Learning Environment and Student 
Supervision

The national CLES + T quality survey has been in use since 2008 for the evaluation 
of the quality of the clinical learning environment and student supervision in the 
hospital district. Before 2008, units used various paper-based questionnaires as an 
evaluation method without opportunities to make comparisons between units. At the 
moment, a Web-based Qpro® programme is in use for collecting data from every 
student at the end of the individual clinical practicum period. This means approxi-
mately 1500 yearly responses.

The Web-based Qpro® programme allows anonymous responses and a real-time 
analysis of the responses with different filters, e.g. the unit, length of the practicum 
period and degree programme, facilitating quick use of the results at the unit level. 
In other words, the primary data analysis can be carried out at the unit level with 
mentors’ personal passwords, whereby the unit receives compact feedback on stu-
dent supervision and is able to carry out continuous development of the quality of 
the student supervision and clinical learning environment.

In connection with CLES + T evaluations, students are asked to give general 
feedback regarding the newly conducted practicum with an open-ended question. 
The analysis of this feedback collected between years 2009 and 2010 (N = 972) in 
the hospital district produced six themes: (1) learning experiences in practicum, (2) 
student supervision, (3) student evaluation, (4) student treatment, (5) atmosphere 
and (6) factors connected to organisations in working life and educational institu-
tions. These are also themes that are nowadays common in the feedback provided 
by students. The data received from the open-ended question has been a very impor-
tant way of getting quick feedback from students, either positive or negative. Below 
is one example of a useful student feedback received via the open-ended question in 
the Web-based Qpro® programme in 2013:

“All in all, I am very pleased with my practicum period in a hospital surgical unit. The 
process of student supervision was very varied, especially visits, to the outpatient clinic and 
other wards within the same nursing field, for example. They were very useful in offering 
the overall picture of patient care. The ward was exceptionally welcoming and versatile. All 
the nurses were ready to give guidance, and it was very easy to get answers to problems at 
any time. The students were included in the working community as equals and it was nice 
to come to work every day. Keep up the good work!”
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Nevertheless, the teaching coordinator (working for the whole hospital district) con-
ducts a yearly evaluation of the whole CLES + T data collected in the hospital dis-
trict. Based on this, a yearly award is given to the unit with the best learning 
environment in the hospital district. The best unit is awarded a “CLES Top Unit 
Diploma” in a coffee-and-cake event. This award is appreciated among staff and 
offers additional motivation to the staff to develop the clinical learning environment 
and student supervision. The unit-level development starts when units compare their 
results with their own earlier results as well as with the best units. Units try to learn 
from the best units and use this know-how to improve their work. This trend can be 
seen also in Fig.  5.1, which shows the overall summary of sub-elements of the 
CLES in the hospital district in 2008–2016.

The national CLES + T quality survey has been used since 2008 for evaluating the 
quality of the clinical learning environment and student supervision. Nevertheless, as 
indicated by Fig. 5.1, all the trends are rising during the period of 2008–2016 and all 
the sub-elements are above the mean of 8 (on the 10-point Likert scale). This is an 
excellent result, showing that the organisational goal of the quality of the clinical learn-
ing environment and supervision is achieved. Specifically, the sub-element describing 
the quality of the supervisory relationship is notable, showing that the organisation has 
made appropriate investments in educating the staff in student supervision.

In a summary, with the continuous evaluation and other supportive activities 
based on the CLES evaluation results, the development of the quality of the clinical 
learning environments and supervision has received effective support in the hospital 
district. In addition, by making the CLES evaluation results visible for units, the 
staff has been successfully motivated to do their best in student supervision. Finally, 
the yearly CLES evaluation results can also be utilised by the other stakeholders of 
the clinical practicum, university of applied sciences, universities, nurse teachers 
and, of course, the students who will benefit from the results.

9,2

9

8,8

8,6

8,4

8,2

8

7,8

7,6

7,4
2008 2009 2010 2011 2012

CLES 2008-2016

2013 2014 2015 2016

atmosphere

premises of care

premises of learning

supervisory relarionship

Fig. 5.1  The overall summary of sub-elements of the CLES in the Hospital District of Southwest 
Finland

R. Meretoja et al.



53

References

Flinkman M, Laine M, Leino-Kilpi H, Hasselhorn H-M, Salanterä S.  Explaining young regis-
tered Finnish nurses’ intention to leave the profession: a questionnaire survey. Int J Nurs Stud. 
2007;5:727–39.

Kajander-Unkuri S, Meretoja R, Katajisto J, Saarikoski M, Salminen L, Suhonen R, Leino-Kilpi 
H. Self-assessed level of competence of graduating nursing students and factors related to it. 
Nurs Educ Today. 2014;34:795–801.

Meretoja R, Koponen L. Vetovoimainen sairaala. In: Koponen L, Hopia H, editors. Vetovoimainen 
terveydenhuolto. Hoitotyön vuosikirja. Finland: Suomen Sairaanhoitajaliitto ry; 2008. p. 9–20. 
[Magnetic healthcare] (Original Finnish).

Pohjois-Savon sairaanhoitopiiri (PSSHP). Pohjois-Savon alueellinen opiskelijaohjauksen 
yhteistyöverkosto. Opiskelijaohjauksen laatusuositukse [The Quality Recommendations in 
Student Supervision] (Original Finnish). 2010.

Saarikoski M, Leino-Kilpi H. The clinical learning environment and supervision by staff nurses: 
developing the instrument. Int J Nurs Stud. 2002;39:259–67.

Saarikoski M, Isoaho H, Warne T, Leino-Kilpi H. The nurse teacher in clinical practice: developing 
the new sub-dimension to Clinical Learning Environment and Supervision (CLES) scale. Int 
J Nurs Stud. 2008;8:1233–7.

Saarikoski M, Kaila P, Lambrinou E, Pérez Cañaveras RM, Tichelaar E, Tomietto M, Warne 
T. Students’ experiences of cooperation with nurse teacher during their clinical placements: an 
empirical study in a Western European context. Nurse Educ Pract. 2013a;13:78–82.

Saarikoski M, Luojus K, Taam-Ukkonen M, Tarr T, Meretoja R.  Terveysalan opiskelijoiden 
käsitykset opettajan roolista harjoittelun ohjauksessa [Healthcare students’ views of nurse 
teachers’ role in the student supervision]. UAS Journal. 2013b. https://arkisto.uasjournal.fi/
uasjournal_2013-1/1436-3131-1-CE.pdf. Accessed 10 May 2017 (Original Finnish).

Warne T, Johansson U-B, Papastavrou E, Tichelaar E, Tomietto M, Van den Bossche K, Vizcaya-
Moreno M, Saarikoski M. An exploration of the clinical learning experience of nursing stu-
dents in nine European countries. Nurs Educ Today. 2010;30:809–15.

5  The CLES Scale as a National Quality Tool for Clinical Learning and Teaching

https://arkisto.uasjournal.fi/uasjournal_2013-1/1436-3131-1-CE.pdf
https://arkisto.uasjournal.fi/uasjournal_2013-1/1436-3131-1-CE.pdf


Part II

Ensuring the High Quality of a Clinical 
Learning Environment



57© Springer International Publishing AG 2018
M. Saarikoski, C. Strandell-Laine (eds.), The CLES-Scale: An Evaluation Tool 
for Healthcare Education, https://doi.org/10.1007/978-3-319-63649-8_6

M. Tomietto, R.N., B.N.Sc., M.N.Sc., Ph.D.  
Azienda per l’Assistenza Sanitaria n.5, Via della Vecchia Ceramica 1,  
33170 Pordenone (PN), Italy
e-mail: marco.tomietto@gmail.com

6A Good Clinical Learning Environment 
as an Organizational Challenge

Marco Tomietto

6.1	 �The Student as an Organizational Newcomer

When taking up a clinical placement in the practicum, the healthcare student is 
required to adjust to a new environment, a new team, and new practices and rules. 
Students not only aim to master clinical competences and to achieve learning goals, 
but they also seek to integrate into the new environment. Moreover, they know that 
successful learning also depends on how they adjust to the clinical practicum. Thus, 
each student is a newcomer who interacts in the practicum not only from the point 
of view of clinical learning but also from the psychosocial and organizational points 
of view. Of course, students’ clinical placements differ in length and in role man-
agement compared to the case of a newcomer employee. Nevertheless, at a different 
intensity and over a different timeline, student and newcomer share the same adjust-
ment process and their experiences can be similarly explored as an organizational 
socialization process.

Both students and newcomers are likely to experience a transition shock when 
they enter their clinical practicum (Comparcini et al. 2014; Duchscher 2009). Both 
need to cope with the gap between theory and practice, and with the formal and 
informal rules in the new context, and in their relationships with mentors, cowork-
ers, and ward manager. They also need to learn professional and organizational 
rules. All these processes are informed by complex dynamics, which, when under-
stood, result in effective organizational adjustment and successful clinical learning 
and competence acquisition. Linking the clinical learning perspective to the main 
models of organizational socialization is useful in seeking the best strategies to 
improve students’ clinical placements.
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6.1.1	 �Clinical Learning as a Lifelong Organizational 
Socialization Process

Clinical learning was originally described as a network of “interacting forces” 
within a clinical environment (Dunn and Burnett 1995, p. 1167). Research has since 
sought to define these “interacting forces” through identification of the many vari-
ables present in a clinical learning environment. Many efforts have been made to 
create assessment tools and to identify the main areas important for ensuring the 
quality of the clinical setting from a student perspective.

The previous chapters have presented an overview of these studies, showing that 
an established body of knowledge on clinical learning environments is currently 
available for undergraduate education. This chapter focuses on clinical learning as 
a lifelong process for health professionals and undergraduate students. This 
approach can be extended to include many other psychosocial variables that are 
involved in defining a good clinical learning environment. The clinical learning 
environment interacts with many other environments, and clinical learning is thus 
an outcome of this interaction. This perspective helps to put clinical learning in its 
real-life context. To summarize, clinical learning is one component, interacting with 
many other components, of a wider, complex psychosocial environment.

Clinical learning is a continuous process from undergraduate studies to function-
ing as an expert health professional. At the undergraduate level, it is essential that 
the student masters the basic competences of the target professional career. 
Newcomers to a profession start as novices and end up as experts (Benner 1984). 
Each workplace transition from one clinical area to another involves a new clinical 
learning cycle for a health professional. Moreover, healthcare services change over 
time and healthcare practices need to be constantly upgraded.

Clinical learning is not only about mastering clinical competences but it is also about 
mastering clinical competences within a specific organizational environment. This pro-
cess involves many variables at the individual level (e.g., proactivity in adjusting), at the 
group level (e.g., support from team and mentor support), and at the organizational level 
(e.g., coherence of the ward or hospital mission and vision). All three levels inform the 
organizational environment and effectiveness of clinical learning for the student.

The role of the organizational environment strengthens on the path from under-
graduate education to professional practice. It is reasonable to argue that success in 
adjusting to a work team during their clinical placement improves undergraduate 
students’ possibility for effective clinical learning in the clinical practicum. This is 
also true for newcomer health professionals: to develop their clinical competences 
and to receive team support in mastering their professional role, they need to adjust 
to the organization they have joined (Tomietto et al. 2015).

Healthcare education is embedded in an organizational context through clinical 
placements. Accordingly, clinical learning is workplace based and in the clinical 
practicum it is influenced by organizational variables (Tomietto et al. 2014). In this 
chapter, clinical learning is explored as an organizational variable. Clinical learning 
has both organizational antecedents and organizational outcomes; these “interacting 
forces” can be traced in the wider network around the clinical learning career.
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6.2	 �Clinical Learning as a Component of Organizational 
Socialization

Organizational socialization has been defined as “the process by which an individ-
ual acquires the social knowledge and skills necessary to assume an organizational 
role” (Van Maanen and Schein 1979, p. 3). This definition applies beyond the orga-
nizational entry phase; for a person entering a profession or an organizational envi-
ronment, organizational socialization is a long-term process (Ashforth 2012). 
Through clinical learning, healthcare students start to build their professional iden-
tity. They start to adjust to their professional role and to onboard in the organiza-
tional life of work teams and healthcare institutions. Clinical learning is more than 
the mastering of competences to deliver healthcare: it involves a wide set of vari-
ables that define the professional growth of the students and their success in adjust-
ing to working life. Clinical learning is an organizational socialization process that 
takes place within the clinical practicum. Students also assume an organizational 
role in the clinical setting and in this role actively interact with the work team.

Clinical learning makes a strong contribution to undergraduate education and it 
continues throughout the professional career of health professionals. When chang-
ing the ward or clinical specialty, a health professional’s first aim is to acquire the 
competences required to effectively deliver the tasks required (Tomietto et al. 2015).

Organizational socialization, as well as clinical learning, is involved in every 
stage of the work-life span: for example, when a role change occurs in the same 
organization or when an experienced health professional changes organization or 
ward (Saks and Ashforth 1997). The most frequently studied topic in organizational 
socialization research, however, is the transition from undergraduate education to 
the work setting. Newcomers are strongly exposed to reality shock and role adjust-
ment when starting their professional career, even in the healthcare field where 
intensive anticipatory socialization has already been achieved through undergradu-
ate clinical placements (Duchscher 2009). Undergraduate students resemble new-
comers in their clinical placement, even if their role in the ward is temporary. It is 
important to understand how undergraduate clinical learning is affected by organi-
zational variables and how it contributes to postgraduation organizational outcomes. 
For example, nursing students undergo an organizational adjustment in their first 
clinical placement: they often face a lack of fit between their expectations and the 
real-world environment in which nursing care is delivered (Comparcini et al. 2014). 
Transition shock is commonly experienced by both undergraduate students and 
newcomers when starting their clinical practicum. They are exposed not only to a 
gap between theory and practice, but also to a new environment in which they need 
to deal with uncertainty and unknown variables, such as building effective relation-
ships and gaining clinical credibility.

An effective organizational socialization process aims to reduce uncertainty and 
transition shock. In this light, clinical learning provides students with an opportunity 
to deal with uncertainty reduction and to enhance task mastery, role clarity, and orga-
nizational integration. Students and newcomers alike are actively involved in finding 
the right strategy for reducing uncertainty, for example through information-seeking 
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behaviors or proactivity (Spychala and Sonnentag 2011). Moreover, whereas under-
graduate students need to reduce uncertainty, especially through successful clinical 
learning and thus mastery of the required competences, newcomers need to effec-
tively integrate themselves into their work teams.

Organizational socialization leads the student (and the newcomer) to adopt 
behaviors consistent with the organizational setting and the ward team. If success-
ful, this process produces effective clinical learning (for students) and effective 
onboarding (for newcomers). Facilitating effective adjustment in clinical learning 
contributes to increasing student retention and to academic success.

Clinical learning is just one aspect of a wider organizational learning process, the 
effectiveness of which is defined by and involves many systemic dynamics. In com-
plex organizational and professional systems, it is useful to consider learning pro-
cesses from a psychosocial perspective (Egan and Jaye 2009).

It is also necessary to better understand how clinical learning in undergraduate 
education is organizationally driven and how managerial choices in healthcare insti-
tutions can foster the effectiveness both of clinical learning and of organizational 
outcomes. Some of the theoretical frameworks used in organizational socialization 
research can assist in identifying the variables involved and in planning students’ 
clinical learning experiences in the practicum. Organizational socialization models 
are valuable aids for mentors, teachers, and ward managers in understanding (and 
managing) students’ expectations and needs when starting clinical practice in a new 
environment.

6.2.1	 �Organizational Socialization Models: A Key to Clinical 
Learning

The relation between clinical learning and organizational socialization involves 
complex dynamics in which different variables and mechanisms interact with each 
other in a specific context. The same variables and mechanisms will generate differ-
ent outcome patterns in different contexts. For individuals, groups, and organiza-
tional environments, interdependence is more important than any single variable in 
defining an outcome (Pawson et al. 2004).

6.2.1.1	 �The Process Perspective
Van Maanen and Schein (1979) demonstrated that organizations use six socializa-
tion tactics to adjust newcomers. Each of these tactics forms a continuum with two 
poles: the collective (vs. individual) socialization tactic refers to grouping newcom-
ers and providing them with a common set of experiences, or isolating newcomers 
and socializing them through individual experiences of the life of the organization; 
formal (vs. informal) socialization refers to a defined (or undefined) socialization 
period; sequential (vs. random) socialization refers to the presence of a clear 
sequence towards role acquisition in spite of an ambiguous or continually changing 
sequence; fixed (vs. variable) socialization provides (or does not provide) a precise 
timetable for role acquisition; serial (vs. disjunctive) socialization refers to the 
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availability (or unavailability) for the newcomer of an experienced role model in the 
organization; and investiture (vs. disinvestiture) refers to affirming, rather than dis-
confirming, the identity and the personal characteristics of the newcomer. Jones 
(1986) found that the six tactics could be grouped into three factors: context 
(collective-individual and formal-informal tactics), content (sequential-random and 
fixed-variable), and social aspects (serial-disjunctive and investiture-divestiture). 
Further, socialization tactics move from institutionalized to individualized tactics, 
as shown in Fig.  6.1. This approach is consistent with the uncertainty reduction 
theory: organizational socialization aims to make an environment more predictable 
and controllable through social interaction. It has been demonstrated that institu-
tionalized socialization reduces uncertainty more effectively than individualized 
socialization (Saks and Ashforth 1997). Social aspects make the strongest contribu-
tion to turnover reduction and to improving organizational commitment and job 
satisfaction (Bauer et al. 2007).

This model is meaningful for undergraduate students’ clinical learning on both 
the practical and theoretical levels. When students start a new clinical placement, 
they also have to deal with a new environment. In this process, they benefit from 
clarity about the goals to be reached, from having a timeline on the acquisition of 
the target competences, and from role models to follow that will enhance their clini-
cal learning and reduce the uncertainty of the new environment. They also need to 
integrate into the ward team to enhance the effectiveness of social interactions use-
ful for their clinical learning. All these factors are in line with some of the clinical 
learning environment tools described in the previous chapters of this book. For 
example, the pedagogical atmosphere in a ward is linked to the integration of the 
ward team, while a clear learning contract with the supervisor (e.g., defined time-
line, goals, and expectations) is consistent with the supervisory relationship factor 
of the CLES + T model. This model helps to focus the main variables involved in a 
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clinical practicum and to identify the organizational features that build a good clini-
cal learning environment. Moreover, to meet students’ needs and expectations, the 
model supports a managerial driven approach to clinical learning.

This has been the predominant model of organizational socialization research for 
over 25 years; however, it neglects anticipatory socialization as part of the process 
and lacks focus on the specific contents of organizational socialization.

The anticipatory socialization phase is particularly relevant in healthcare educa-
tion research and clinical learning is the main issue in this field. Feldman (1977) 
was the first to focus on this phase by studying a sample of nurses. Subsequently, 
this phase was not widely studied, until the appearance of the socialization resource 
theory (Wanberg 2012).

6.2.1.2	 �Integrating Process and Contents
The availability of resources in an environment is key when facing demanding situ-
ations in that environment. Resources enable people to better cope in the environ-
ment and to reduce perceived stress and uncertainty (Bakker and Leiter 2010). 
Moreover, acquiring resources facilitates the further acquisition of resources by the 
individual.

In clinical learning, a good pedagogical atmosphere, good supervisory rela-
tionship, and a supportive ward team and ward manager are important resources 
promoting students’ learning experience and adjustment in the clinical practicum. 
From a wider organizational perspective, these elements are important for the 
organizational climate: the individual characteristics of the student, the group’s 
orientation to mentorship, and support from the ward manager can all foster clini-
cal learning. In these areas, the socialization resource theory makes a further 
contribution to understanding the variables involved in the organizational learn-
ing process.

The socialization resource theory (SRT) identifies the organizational resources 
that are important for successful newcomer adjustment. The model considers orga-
nizational socialization from the anticipatory phase via the entry phase to the 
onboarding phase (Wanberg 2012). In each phase, specific resources seen as able to 
enhance effective organizational socialization are identified. Some of the resources 
mentioned in this model can help in understanding the organizational variables of 
relevance for clinical learning.

When students start their clinical practicum, they first pass through the organiza-
tional entry phase, including formal orientation in the functioning of the ward. 
Specific resources that facilitate adjustment in this phase are proactive encourage-
ment by the team (e.g., student should feel free to ask questions or take initiatives) 
and formal support from the mentor. In these early phases, ward manager support 
and involvement in drafting a learning plan are valuable for effective clinical learn-
ing (Jokisaari 2013). Coworker support and student understanding of the formal and 
informal rules in the ward are important factors in adjustment in the onboarding 
phase as they contribute to making the student (or newcomer) feel an effective 
insider in the group (Tomietto et al. 2015). This commitment needs to be further 
supported by a clear learning plan, in which goals and expectations are explicit, and 
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possession of the necessary resources (e.g., sufficient time, access to information) 
to deal with the tasks required of the student in the placement. Finally, to enhance 
their competences and skills, students need to be supported by continuous feedback 
and advice (Wanberg 2012).

All the above-mentioned resources that help to foster newcomer adjustment are 
also pertinent to undergraduate student adjustment in a new clinical placement. 
Access to documentation and the clarity in the information flow in the ward are 
important variables in enhancing clinical learning. In the same way, the importance 
of having a clear learning contract at the beginning of the clinical placement has 
been widely demonstrated as necessary for successful clinical learning (Bailey and 
Tuohy 2009).

These elements of organizational socialization support the effectiveness of clini-
cal learning and these two concepts are linked in the practicum. Moreover, they 
accord with the assumption that effective adjustment and effective clinical learning 
are best served by organizational socialization based on formal practices. Awareness 
of these elements is thus valuable when making managerial choices and organiza-
tional plans to better improve clinical learning.

6.3	 �Contents and Levels to Improve Clinical Learning 
from an Organizational Perspective

6.3.1	 �Individual Antecedents

Undergraduate education aims to socialize students into a specific professional role 
and identity. In this process, students construct an ideal identity and compare it with 
the real-world role models they observe in the clinical practicum. Finally, the out-
come of the interaction between their expectations, the ideal role models acquired 
in their formal education, and the role models encountered in clinical environments 
will be their personal-professional identity.

In many cases, at the end of their undergraduate education, students will be more 
oriented to an ideal than real-world role model; the clash between the two may 
cause them to experience transition shock (Duchscher 2009). The conflict between 
the ideal and the real, which is an important factor explaining turnover intentions in 
newcomers, is also important in understanding organizational adjustment (Tomietto 
et al. 2012). Figure 6.2 shows that a newcomer who is “actual oriented” shows bet-
ter organizational adjustment: along the actual role axis, organizational socializa-
tion displays significant growth, while, along the ideal role axis, growth is weak 
and, if the ideal dimension is too high, the effectiveness of organizational socializa-
tion diminishes. The best results are obtained where ideal and actual perceptions of 
the nursing role are in balance.

The clinical learning context helps the student (or newcomer) to strike a balance 
between the perceived ideal and the actual role: role discrepancies have been docu-
mented in undergraduate students and a good clinical learning environment is 
important in assisting students to manage these conflicts. An ideal-oriented student 
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easily experiences conflict when faced with the actual care practices of the mentor 
or ward team; this in turn impairs clinical learning. Moreover, an ideal-oriented 
student is more likely to quit education in the field. An actual-oriented student is 
more effective in adjusting, more easily integrates in the ward, and has a more sat-
isfying clinical learning experience. For such a student, hands-on working might be 
more effective than critically reflecting on experience. In delivering healthcare edu-
cation, it is necessary to help students find a balance between their ideal expecta-
tions and actual role models. During their first clinical placement, students 
experience transition shock: students who are highly motivated at the beginning of 
their clinical placement are often the same students who report an unsatisfactory 
experience in the clinical learning environment (Comparcini et al. 2014). This could 
be explained by ideal-actual role conflict.

A good clinical learning environment will manage the potential conflict between 
ideal expectations and actual professional models and promote “healthy” profes-
sional growth in undergraduate students. Moreover, taking this phenomenon into 
account helps to increase student retention and academic success.

Proactivity is another individual characteristic to be considered in organizational 
adjustment and clinical learning. Student proactivity is important for successful 
clinical learning (Deketelaere et al. 2006). However, research findings on proactive 
behaviors are mixed: proactivity is positive in integrating into a new environment 
but it can also manifest as a challenging attitude to the organizational status quo 
(Gruman et al. 2006). While proactive behaviors are effective in reducing uncer-
tainty in the new environment, it is important for the student to know whether they 
are acceptable by the supervisor and the team. A proactive student may on the one 
hand be perceived as showing a high learning orientation and on the other as a chal-
lenging student who is critical of the mentor’s learning plans, the delivery of care, 
and the status quo of the ward team. The same attitude or behavior can generate 
different responses depending on the context.

7

6

5

4

O
S

T
7

O
rg

. S
oc

ia
liz

at
io

n
Ideal Nursing Role

1
6

5
4

3
2 1

2
3

4

ANR7

Actual Nursing Role

INR7
5

6
7

Fig. 6.2  Ideal-actual 
nursing role interaction in 
organizational socialization

M. Tomietto



65

Moreover, different proactive orientations exist: prevention-oriented proactivity 
is a reactive attitude to the work setting (e.g., preventing obstacles), while promotion-
oriented proactivity is an active attitude manifested in making new initiatives (e.g., 
new procedures) (Spychala and Sonnentag 2011). While prevention-oriented proac-
tivity is expected to be more effective in facilitating adjustment due to its orientation 
to the status quo, research has shown that promotion-oriented behaviors enhance 
organizational socialization (Tomietto et al. 2013a). The structural equation model 
presented in Fig. 6.3 shows a stronger positive correlation (0.27) between promotion-
oriented proactivity and newcomers’ organizational socialization. Furthermore, the 
model demonstrates that effective organizational socialization also improves new-
comer retention and enhances competence mastery and patient safety.

It is important to understand the importance of both a proactivity orientation by 
students and proactive encouragement by the ward team in facilitating positive inte-
gration in the clinical placement and promoting effective clinical learning. While a 
prevention-oriented student is more aligned with the environmental status quo, such 
a student could be perceived as ineffective by a supervisor with a promotion-oriented 
proactive expectation. This type of student is well suited to ward teams with a strong 
identity and less open to attitudes challenging their professional and organizational 
culture. In contrast, a ward team open to innovation and new ideas would better 
appreciate a promotion-oriented student.

Healthcare students’ clinical learning is shaped in fluid environments and fluid inter-
actions between inner expectations and the external environment. The effect of individ-
ual characteristics depends on the ability of the environment to deal with them. 
Individual-environment fit makes an important contribution to the effectiveness of clini-
cal learning and a ward manager, together with the university teacher, needs to mold the 
ward climate to support mentorship and a good pedagogical atmosphere in the group.

6.3.2	 �The Group-Level Dimension of Clinical Learning

Clinical learning is also group driven. While individual-level characteristics are per-
tinent to student variables, group-level variables are workplace based and depend on 
the organizational climate and on the team. Group-level variables also depend on 
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managerial choices, and hence the ward manager can contribute to improving them. 
In assessing the clinical learning environment, the leadership style of the ward man-
ager is important as a driver of students’ clinical experience. While clinical supervi-
sion is based on a dyadic relationship between mentor and student, this dyadic 
relationship is also embedded in the ward team and thus depends on the group cli-
mate. In deepening the clinical learning environment, it is important to consider 
both the supervisory relationship and the pedagogical atmosphere in the ward. 
Moreover, it is also useful to consider the group-level climate and the organizational 
variables in the team.

The motivational profile of the group influences the students’ clinical learning 
experiences. Specifically, work-engaged teams enhance students’ clinical learning 
(Tomietto et al. 2016). Work engagement comprises cognitive, emotional, and psy-
chological dimensions and refers to a positive work-related state of mind charac-
terized by feelings of vigor (persistence in work demands, work as something to 
which to devote time and effort), dedication (work as a meaningful pursuit), and 
absorption (work as something on which employees are fully concentrated) 
(Bakker and Leiter 2010). Work engagement is related to positive organizational 
outcomes such as lower burnout and stress, higher employee retention (Schaufeli 
2012), and, in the present instance, improved caring behaviors and patient satisfac-
tion (Simpson 2009).

A ward team that works in a meaningful way and in which the healthcare profes-
sionals are fully focused on their work is able to enhance students’ clinical learning 
experience (Tomietto et al. 2016). A fully motivated group boosts motivational con-
tagion, including among students, improving well-being and learning motivation in 
the ward. When students learn in a work-engaged ward team, they are in close touch 
with positive role models, which promotes their adjustment to their professional 
identity. A work-engaged team, then, is a clear asset in implementing clinical learn-
ing and ensuring student academic success.

A ward manager can improve the level of work engagement in the team in many 
ways. More specifically, it is necessary to balance job demands and job resources in 
the workplace. It is important to identify the job resources that foster motivation at 
work and facilitate coping with job demands from the physical, psychological, and 
social points of view (Schaufeli 2012). The most important resources are social sup-
port from coworkers, job autonomy, performance feedback, prospects for profes-
sional growth, alignment with organizational values, perceived equity, and 
organizational justice in the distribution of rewards (Leiter and Maslach 2004). 
These resources are important to improve work engagement and to cope with job 
demands such as workload, physical and psychological strain, lack of support, and 
lack of meaningfulness at work. Job demands and job resources interact as drivers 
of employee motivational improvement, or motivational loss. A ward manager 
aware of these interactions can seek to balance job demands and job resources to 
foster work-team motivation and to improve the organizational climate and out-
comes, such as openness to mentorship.

Another important variable is leader-member social exchange (LMSX) 
(Bernerth et al. 2007). Leader-member social exchange concerns the quality of the 
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relationship between the leader and the leader’s coworkers; it reflects the extent to 
which leader and coworker share support and resources at work (Jokisaari 2013). 
This variable is important for enhancing individual- and group-level performance, 
and strongly correlates with better organizational socialization in health-profes-
sional newcomers. Specifically, LMSX is more important than individual proactiv-
ity in facilitating effective adjustment: if a newcomer is proactive but not in the 
same way as the ward manager, organizational socialization will probably fail. In 
the same way, LMSX influences undergraduate students’ adjustment and their 
clinical learning. The importance of the role of the ward manager in clinical learn-
ing has been highlighted in clinical learning environment research and has also 
found support in organizational socialization research. LMSX and the climate 
within the group depend highly on the nature of the ward manager’s relationship 
with the coworkers and has a strong impact on the group’s performance and on 
undergraduate clinical learning. The ward manager is key in implementing a cli-
mate conducive to mentorship in the work-team even if the ward manager’s role in 
student supervision is indirect.

6.3.3	 �The Organizational Level of Clinical Learning

Each individual is embedded in a group and every group is part of a wider organiza-
tion. It is necessary to consider how these levels interact in order to improve 
individual-group-organization fit.

When a worker’s goals and values are aligned with those of the organization, that 
worker is likely to and have an intention to remain in, and thus be retained by the organi-
zation (Tomietto et al. 2013b). Value fit is an important variable in assessing work life 
(Leiter and Maslach 2004). Specifically, when personal and organizational values are 
congruent, organizational outcomes and individual well-being are improved. On a social 
constructionist view of clinical learning, undergraduate students attend their clinical 
placements within a specific organizational culture and its values, meaning that their 
learning is based on shared values and practices (Egan and Jaye 2009). In clinical learn-
ing, students’ learning experiences are perceived as group-level experiences and as 
embedded in the organization (Tomietto et al. 2014). Undergraduate students perceive the 
organizational culture as value oriented (or not) to clinical learning and mentorship, and 
this perception results in an effective (or not) clinical learning experience.

This is important because it reveals the central role healthcare organizations have 
in shaping students’ clinical learning and, ultimately, their professional identity. 
From a managerial viewpoint, it is important to create a mentorship-oriented culture 
in which student supervision is a shared value across the organization as well as in 
each ward: mentorship education should be implemented among students’ mentors, 
while organizational models of group supervision could be useful in promoting a 
team attitude fostering students’ clinical learning.

In summary, when students perceive alignment between their own and the orga-
nization’s values, they develop a higher motivation to learn and to adjust in their 
clinical placement. It is important that ward managers set groups a clear value 
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orientation and that these values are in line both with the organization’s goals and 
with professional values. Undergraduate students, through clinical learning, need to 
find confirmation of their expectations and values in the organizational real world 
and in real-world professional role models.

6.4	 �Future Perspectives and Practical Implications

This chapter explored the interaction between clinical learning and the organiza-
tional environment. Implications for clinical practice on the individual, group, and 
organizational levels were discussed. Some new perspectives on managing clinical 
learning and suggestions for further research are presented below.

The first issue concerns how to assess levels in research: this is both a theoretical 
and a methodological issue. Whereas, to be used in the right way and to draw reli-
able inferences, a concept is often theoretically linked to the individual, group or 
organizational level, a scale needs to be methodologically tested as a multilevel tool.

Therefore it would be important to adopt a multilevel approach in clinical learn-
ing research. Multilevel research can also improve inference reliability. Many tools 
in organizational research are highly reliable at the individual level; however, they 
could be even more reliable if used in a multilevel way. The same applies to clinical 
learning research. Students in the same ward are exposed to the same organizational 
and learning climate and they share the same group-level perception of the clinical 
practicum. This suggests that more reliable inferences can be made if these percep-
tions are aggregated (Tomietto et al. 2014). To decide whether to aggregate a mea-
sure, it is necessary to calculate the ICC (Intraclass Correlation Coefficient), as this 
will reveal the best way to aggregate the data and what inferential statistics best take 
organizational level into account. If the ICC is more than 0.10, the measure can be 
switched from the individual to the aggregate level of analysis.

Another issue concerns deepening the organizational and managerial variables to 
promote a good clinical learning environment. For example, group-level research is 
a promising way to open up new practical perspectives. Organizations are currently 
searching for strategies to build a shared climate for different aims, such as for inno-
vation or for safety. In clinical learning, identification of the key elements for improv-
ing the “climate for mentorship” within work teams is needed. While the ward 
manager is key in managing the group relationship and giving support, the hospital 
management, together with the university, is central in setting learning plans, training 
mentors, and matching the academic curricula with clinical learning opportunities.

Empowering work teams and students in clinical learning is a major challenge in 
creating a climate favorable for mentorship. The core idea of empowerment is to 
give individuals or groups the power to accomplish their work in a meaningful way 
(Laschinger et  al. 2010). Exploring what empowerment means in relation to the 
mentorship climate is a core managerial challenge. It would be useful to extend 
student empowerment in clinical learning and find ways to enhance their sense of 
professional awareness and responsibility in the clinical practicum. Some resources 
for this purpose have been discussed in this chapter, such as proactive orientations 
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and proactive encouragement, ward manager and team support, defining learning 
plans and role clarity in mentorship, and sharing common mentorship-related values 
and views. All these components contribute to empowering mentors, work teams, 
and students in clinical learning in real-life contexts.

�Conclusion
This chapter approached clinical learning from an organizational perspective: 
clinical learning is part of wider organizational learning, which involves indi-
vidual characteristics, group-level variables, and organizational fit. Improving 
clinical learning is also a managerial challenge. Better clinical learning helps 
organizational adjustment after graduation, and a better organizational environ-
ment improves clinical learning. Many variables interact in this process and ward 
managers and hospital policies can make an important contribution to successful 
clinical learning and to bettering organizational outcomes. Clinical learning 
offers healthcare education and healthcare institutions a valuable starting point 
for enhancing organizational and clinical learning environments.
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7Empowering the Professionalization 
of Nurses Through Mentorship: 
Implementation of the CLES Framework 
in an International Project

Olga Riklikienė and Erna Tichelaar

7.1	 �The Importance of Unified Formal Training of Mentors  
in Nursing Across Europe

In European countries and worldwide different mentorship models have been 
applied and provision made for the formal preparation of qualified nurses to act as 
mentors in the clinical learning environment. There is a wide range of international 
evidence regarding effective nursing theory and practice integration within chang-
ing healthcare needs, and the improvement of educational, psychological and mana-
gerial competencies of practicing nurses through mentorship relations (Warne et al. 
2010; Tichelaar et al. 2012).

However, such a mentorship approach is not universal, as some teaching models 
commonly used by education institutions and healthcare facilities in one country 
may not apply in another; there are countries where qualified nurses do not engage 
in mentorship process at all (Holland et al. 2013). The nursing profession in these 
countries is often more focused on clinical skills and medical knowledge, and less 
concerned with evidence-based nursing and nursing education (Antohe et  al. 
2016).

Fagerström (2012) emphasises that higher education of nurses is a particular 
phenomenon in the former Soviet Union and aligned countries, and it is not associ-
ated only with developing clinical knowledge and skills, but also with the need for 
the development of professional identity and values, the acquisition of scientific 
knowledge and the search for its application in practice, along with humanist ideas 

mailto:Olga.Riklikiene@lsmuni.lt
mailto:e.Tichelaar@windesheim.nl


72

and professional autonomy. In other words, a successful mentorship system 
strengthens the professionalisation of healthcare staff and increases the quality of 
the clinical learning environment and patient care in countries and institutions 
where traditional nurse education has undergone a transformation. This situation 
determined the need for more unified formal training of mentors in nursing across 
Europe.

7.2	 �Empowering the Professionalization of Nurses Through 
Mentorship: International Project

The EmpNURS project (2010–2013) was a transnational research and developmen-
tal project. It involved seven EU higher education institutions (HEI) and four teach-
ing hospitals, working in collaboration with each other and striving to enhance 
integration of education and practice to promote congruity of European nurse edu-
cation (Erasmus-ECUE 2013).

EmpNURS aimed to enhance the lifelong learning needs of the nursing work-
force through the development of a training programme for mentors of students in 
clinical practice. The new programme was piloted in four relatively new member 
states of EU where the traditions of mentorship in nursing education were at the 
initial development stage: the Czech Republic, Hungary, Lithuania and Romania. 
Finland, the United Kingdom and the Netherlands provided project management, 
evaluation and underpinning evidence for the EmpNURS mentorship programme. 
During the pilot, four partners worked collaboratively with a clinical service and 
clinical placement provider in their country.

According to the experience and feedback from project members, the circum-
stances in the four pilot countries were diverse. There were differences in philo-
sophical approaches to education and learning, in social and educational 
traditions, in the developmental stage of nursing education, in the positioning of 
nurse education in universities or colleges and in the conceptual understanding 
that would influence the content and delivery of one mentor training programme. 
Despite the differences, the clinical learning environment was generally recog-
nised as the best place to develop skills and nursing competencies, to bring the-
ory and practice together and to stimulate the development of the reflective 
practitioner.

7.3	 �Exploration of Students’ Perceptions of Their Clinical 
Placement and Their Satisfaction with the Clinical 
Learning Environment in Pilot Countries

Before the pilot started, and the EmpNURS mentorship programme tested, research 
was carried out to evaluate students’ perceptions of their clinical placements and 
their satisfaction with clinical learning environment. The sample for a cross-
sectional quantitative study (N = 418) was drawn from students in four HEIs located 
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in the Czech Republic, Hungary, Lithuania and Romania. Data collection utilised an 
electronic questionnaire sending the web link by e-mail to the students at the end of 
their clinical placement.

For this survey the questionnaire utilised selected items (25 items) from a vali-
dated research instrument: the Clinical Learning Environment, Supervision and 
Nurse Teacher (CLES + T) scale (Saarikoski et al. 2008). The subscale associated 
with the teacher (T) was removed from the original CLES scale. This decision was 
taken because the role of the clinical teacher varies enormously across European 
countries (Warne et al. 2010) and this was not the focus of the project. Additionally, 
it must be noted that in some of the pilot countries, physicians, and not nurse teach-
ers, are involved in mentoring student nurses.

The 25 selected items evaluate four domains: the Educational atmosphere on the 
ward (8 items), the Leadership style of the ward manager (4 items), the Nursing care 
in the ward (4 items) and the content of the Supervisory relationship (8 items). The 
questionnaire was translated into the languages of the survey countries using 
double-blind translation procedures (Bechling and Law 2000). In the cases of 
Lithuania and the Czech Republic, the CLES scale was translated and validated 
earlier during a previous project, by the Thematic European Nursing Network 
(TENN 2005–2007) (Saarikoski et al. 2007).

The results showed that students’ own motivation for clinical practice was high, 
and they were mainly very satisfied with their clinical placement experiences. The 
most important outcome regarding mentorship was the model of supervision pro-
vided by clinical staff, as this was significantly related to students’ satisfaction with 
clinical training. The most typical supervision model identified in the study sample 
was group supervision (56%) and a quarter of the sample had an individualised 
supervisory relationship. Although the commonest professional background of the 
supervisor was nursing (63%), a remarkable proportion of students (19%) had phy-
sicians as supervisors. This finding mostly relates to student nurses in Romania 
(55%). The remaining students (18%) had a supervisor from the university, or other 
person from the unit although again this relates mainly to one country, Hungary. A 
group supervision model was the most common model identified in the Romanian 
subsample, where 83% of the students were supervised in a group. A model of indi-
vidualised supervision was the most common in the Lithuanian subsample, where 
41% of the students were supervised in a one-to-one relationship by a member of 
the ward staff (Antohe et al. 2016).

The study provided an overview of current practices in four teaching hospitals in 
the Czech Republic, Hungary, Lithuania and Romania prior to the project interven-
tions. The most satisfied students were those with an individualised supervisory 
relationship, and the most dissatisfied students were students without any supervi-
sion. The need for new educational approaches that will better meet the leaning 
needs of students was recognised during the study. Another important conclusion 
was the need for professional nurses who are trained as mentors to support learning 
in practice. These issues were addressed in subsequent phases of the project, when 
the EmpNURS mentorship programme was developed and training of nurse men-
tors was planned.
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7.4	 �The EmpNURS Mentorship Programme in Nursing: 
Development, Delivery, Feedback and Products

7.4.1	 �The Underlying Theoretical Framework of the EmpNURS 
Mentorship Programme in Nursing

The EmpNURS mentorship programme was conceptually based and guided by a 
theoretical framework. This is necessary for a number of reasons:

•	 Firstly, concepts and frameworks help to facilitate discussions and choices 
around the content and planning of programme curricula. Moreover, a common 
understanding enables effective communication during the development process 
and allows for the identification of professional roles, functions and responsibili-
ties of healthcare providers, educators and students in clinical training to be 
articulated.

•	 Secondly, a mentorship programme that is based on clear concepts will pro-
vide more coherence for all involved in the mentoring process. It is also 
expected that the quality of the programme will be enhanced when working in 
a reliable and structured way (Hamric et al. 2009; Carroll 2004; Fulton et al. 
2006).

•	 Thirdly, the preparation of mentors differs from standard undergraduate training 
or CPD (continuing professional development) training, as this programme 
encounters experienced professionals, in terms of both their expertise on clinical 
issues and those of teaching students in practice.

For this last point the existing scope of knowledge, and shared individual expe-
rience of programme participants (mentors), should be taken into account and 
brought to the fore during teaching sessions by implementing principles of (1) 
evidence-based practice. Another reason to consider particular approaches to 
nurse mentor preparation relates to the characteristics of mentors on the pro-
gramme. Most of them will be working as nurses, perhaps for extended periods, 
possibly alongside family life and other social commitments. In reflecting this 
profile, the underlying philosophies of (2) flexible learning and (3) learning at 
work (work-based learning) underpinned the programme, creating a more learner-
friendly programme delivery environment. It was expected that within the con-
cepts of work-based learning and flexible learning, learners would feel comfortable 
taking responsibility for their learning process and needs. Moreover learners 
need, as Flanagan et al. (2000) argue, a high degree of autonomy, as learning often 
takes place independently (at home, in practice and in small peer groups), without 
direct support from a course teacher. The above theoretical principles were used 
as guidelines when planning the mentorship training course to ensure a high-
quality programme.
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7.4.2	 �Structure and Content of EmpNURS Mentorship 
Programme in Nursing

The main themes considered for the EmpNURS mentorship programme related to 
the following areas:

•	 The content of the nursing curriculum, the concepts of mentoring and the role of 
the mentor

•	 Some basic principles on the clinical learning environment, methods in teaching 
and learning, coaching strategies, assessment strategies, continuous professional 
development and lifelong learning

•	 Methods of reflection and portfolio development

The different learning activities were planned in the programme to stimulate a 
confident, independent and self-directed future mentor. Reflection, as a critical 
tool for the learning and assessment process of both mentor and student, was 
interwoven in the whole programme.

The organisational structure of the programme consisted of 5  days, with a 
minimum of 6 contact hours per day, and a minimum of 2 weeks of mentoring 
process in practice with a student. This plan acknowledged the time needed to 
study, to practice and to reflect. The programme design gave freedom to partici-
pants to choose when, where and how to study, and to work on the assignments 
(Fig. 7.1).

Day 1: Being a mentor

Day 2: Becoming a mentor

Day 3: Doing the role of mentor: how to teach and coach the student 

Day 4: Role and responsibilities in assessment

Practical Experience: Placing theory into Practice: Mentoring experience withstudents

Day 5: Reflection on undertaking the mentor role in practice and working towards the future practice as a mentor

Day 2 Day 3 Day 4 Mentoring process with 
student

Day 5Day 1

Fig. 7.1  Structure of the EmpNURS mentorship programme in nursing (Tichelaar et al. 2013).
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7.4.3	 �Piloting of the EmpNURS Mentorship Programme 
in Nursing

Each mentorship pilot addressed the cultural, professional and organisational needs 
of the participating partners. Before starting the pilot the course material had to be 
translated into the language of the four pilot countries (Czech, Hungarian, Lithuanian 
and Romanian). This was necessary because there was a lack of relevant national 
material, and sometimes the English language skills of programme participants 
were not reliable.

The piloting process was a collaboration between representatives from an educa-
tional institute and a hospital. The two representatives led the local pilot of the 
EmpNURS mentorship programme in each of those four countries. The necessary 
cooperation between the education and care institutions was well organised and sup-
ported the pilot process. The numbers of voluntary student-mentors and student-
nurses were matched and together with the participating universities and their teaching 
hospitals, the EmpNURS mentorship programme reached a total 51 student-mentors 
and 58 student-nurses.

The assessment of achievement of the learning outcomes was mapped against 
the mentor’s portfolio. The portfolio included compulsory evidence that provided 
insight into the mentor’s continuing development of knowledge, skills, attitudes and 
understanding, in the role as professional mentor. Some examples of evidence were 
reflections of each teaching session, written evaluation of learning environment, 
Kolb’s (1984) learning style test results and meaning, reflection on the total experi-
ence as a mentor during the programme and a presentation on ‘being a professional 
mentor’ with associated written handouts at the end of the programme. The course 
teacher assessed the portfolio which represented the integration of theory and prac-
tice, provided evidence of effective communication with students and their tutors 
and finally demonstrated the approach of a reflective practitioner, focussed on life-
long learning. Each mentor received a ‘Certificate’ from the educational institution 
on successful completion of the programme components.

7.4.4	 �Feedback on the EmpNURS Mentorship Programme 
in Nursing

At the end of the pilot, all participants (mentors, students, course teachers and ward 
managers) were asked to evaluate the content of the programme. Organisational 
issues were included in the feedback. To increase the trustworthiness of the evalua-
tion, triangulation of evaluation instruments was utilised, e.g. reflective diaries, 
evaluation sheets and group discussion.

According to the qualitative data collected during the pilot (e.g. learning diaries 
and portfolios), the project provided clear evidence that strong empowerment 
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development processes were beginning to become evident among the clinical nurses 
who joined the programme. Mentors were able to carry out their role, and associated 
responsibilities in daily practice, to support the student’s professional develop-
ment—through reflection, assessment and evaluation. Mentors also acknowledged 
the challenge of their triple role (being a nurse, being a mentor, being a team mem-
ber) but noticed that the learning process increased their personal and professional 
values. Other personal benefits of taking part in the programme were highlighted, 
particularly the benefits for their ward team where an increased collaborative spirit 
was highlighted.

Assessing the content of the programme, mentors argued that the most signifi-
cant parts of the training were those concerned with learning styles, assessment of 
students, reflection techniques and feedback, along with how to cope with failing 
students and access support from a nurse teacher if this occurred. Also mentors 
expressed a desire to update their own knowledge and basic skills in nursing, and a 
need for more information on how to improve team work and communication. 
Finally, mentors’ training and evaluation sessions offered clear evidence that their 
professional empowerment had increased during their experimental roles when act-
ing as mentors.

The students that joined the pilots provided extremely positive feedback from 
their experiences as mentees. They appreciated the individualised approach 
where somebody near to them can provide leadership to them while also being 
involved in assessment, reflection and constructive feedback. Students experi-
enced increased feelings of safety working in partnership with a mentor in the 
clinical learning environment, and thereby learning to resolve difficult situations 
(skills, expertise) more safely, not only for them personally, but also for patients. 
The possibility of self-evaluation was mentioned in addition to the importance of 
social communication with mentors (for instance spending time sharing various 
histories in an informal setting). They learned about feedback and reflection 
which is practised daily, both by students and mentors. Students described feel-
ing empowered by their mentors (appreciation and respect of their work, con-
stant support).

Ward managers were asked to give top three benefits of the pilot programme for 
their work environment. These were (1) higher quality of student teaching in the 
clinical learning environment, (2) higher quality of care delivered and (3) positive 
changes in the atmosphere of the unit.

Ward managers were appreciative of the collaboration between school and hos-
pital. They noted a need for more time for both practical administration due to 
increased documentation, e.g. learning contracts and reflection sheets, and discus-
sion and communication. Ward managers recognised that mentors need extra time 
in their daily routine in addition to their normal teamwork.

The course teachers who delivered the EmpNURS mentorship programme expe-
rienced mentors as active and enthusiastic, even heterogenic; they were able to 
enrich each other.
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7.4.5	 �The Products of the EmpNURS Mentorship Programme

Following the programme pilot all evaluation materials were taken into account, 
and the final programme was prepared. The EmpNURS mentorship programme is 
delivered in four handbooks:

•	 ‘Introduction to programme implementation which can be used as a guidebook 
for both educational institutes and clinical organisations.

•	 ‘Guidance for Teacher’ provides all information needed by the teachers, e.g. 
underpinning principles, content of the programme and examples of schedules 
and didactical approaches.

•	 ‘Guidance for mentors’ can be used by mentors to support their learning process 
throughout the programme.

•	 ‘Guidance for Student Nurses’ enables the student to understand the mentor’s 
own learning process, thereby enabling them to build a good relationship with 
their mentor.

All books are freely available at http://julkaisut.turkuamk.fi/empnurs_start_here.pdf.

7.5	 �Impact of EmpNURS Project: Advancements 
of Mentorship in Nursing Programme 3 Years Later

Further analysis of the EmpNURS outcomes is essential for the long-term sustain-
ability of the project. Three years following the initial pilot, the impact of this trans-
national project on mentorship in nursing (EmpNURS) was assessed in the four 
pilot countries (the Czech Republic, Hungary, Lithuania and Romania). It was 
established to what extent the four books issued were used for training mentors in 
nursing at institutional level or nationally in those countries. Information about new 
polices, e.g. national guidelines and regulations regarding the role and training of 
mentors in nursing that may have been introduced in the country since the project 
ended, was also requested. Additionally, it was ascertained if any of validated evalu-
ation scale was applied to monitor the quality of clinical training.

According to the information received from the four pilot countries, educational 
programmes for nurses who want to become mentors are still in operation. In some 
cases, the EmpNURS mentorship programme was used to refresh existing continu-
ing professional development courses on mentorship. An identified restriction on 
implementation of successive mentorship training programmes was the low numbers 
of teachers to deliver the programme, and time restrictions on their involvement.

One of the main difficulties in maintaining the original content and spirit of the 
EmpNURS course was the limitation of nurses’ knowledge of English language, as 
all information and bibliography proposed by the four books were in English. Thus, 
some materials from the EmpNURS mentorship programme (e.g. reflection sheets 
and the student’s learning agreement with the mentor) were translated into national 
languages for clinical training of students.
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With regard to reflection, mentors appreciated the opportunity to use reflection 
sheets, especially at the end of the mentorship period at their student’s clinical 
practicum following a duration of 3 weeks and more. For students the implications 
of the reflection process were more difficult to report, as they usually described the 
reflected situation very well but were not able to reach a deeper level of reflection 
(analysis of the reasons for what has happened and why, the corrective action, etc.). 
Students often failed to disclose their feelings and attitudes, and in particular to 
analyse their actions critically.

After the EmpNURS project, the topic of mentorship became more explicit, not 
only in the clinical setting but also in research of bachelor and masters students 
(Riklikiene and Nalivaikiene 2013). Some policy changes were also implemented 
as trends to unify mentorship in nursing programmes in a particular country. The 
EmpNURS project experience was also replicated in other non-EU countries (like 
Kazakhstan) where the concept of mentorship was almost unfamiliar, and the nurs-
ing profession was under development with the transformation of nurse training 
from diploma level to higher education.

In summary, after the implementation of the EmpNURS mentorship pro-
gramme, training of mentors in the pilot countries increased together with the 
acknowledgement of the importance of mentorship in nursing. In some cases the 
EmpNURS project provoked discussion, and necessary practical or political solu-
tions at national level. At the same time, the expansion of mentorship in nursing 
is slow and based mainly on educational institutions or hospitals that cooperated 
in the EmpNURS project. In some of those four countries there is still limited 
interest amongst registered nurses in planning mentorship training, and relatively 
small number of mentors, if any, in peripheral healthcare facilities. Still, despite 
the extensive translation of the course material into native languages the main dif-
ficulty in maintaining the original content and spirit of the course is nurses’ lack 
of English language knowledge as the most part of up-to-date references are in 
English.

�Conclusions
The EmpNURS mentorship programme as a final intellectual output of the 
EmpNURS project is recommended to educate qualified nurses and other health-
care professionals to become mentors for students in the clinical learning envi-
ronment. Of course, in educational practice it is important to acknowledge that 
all qualified practitioners and teachers involved are required to practice within 
their country’s Code of Ethical or Professional Conduct, and also to ensure that 
students can then learn by example from their mentors. Nurses in practice, 
empowered to serve as a mentors for students, expand their duties and increase 
professionalism. Moreover it should be possible for other health professionals in 
education and training (medical programs, programs of social work, physical 
therapy, occupational therapy and so on) to adapt the programme or its elements. 
Application of the EmpNURS mentorship programme in different countries will 
assure more equity and quality in nursing and healthcare education, which in 
turn contribute to higher standards of patient care.
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8Cooperation Between Clinical Staff 
and Nurse Teachers

Leena Salminen and Camilla Strandell-Laine

8.1	 �Introduction

The main purpose of cooperation between teachers and clinical staff is to promote 
and support the education of students training to become nurses. However, despite 
their role in teaching nursing students, the role of teachers in a clinical practicum is 
currently unclear. The responsibilities and the kind of role teachers have in a clinical 
practicum have been discussed (Saarikoski et al. 2009). The role of the teacher has 
changed from being the clinical expert to being a provider of the circumstances and 
arenas in which students can have strong learning environments. This means that 
the actions and ideas of the teacher do not always match the expectations of mentors 
(or other clinical personnel). The amount of teachers who teach theory, carry out 
academic activities, provide clinical teaching and supervise is increasing. However, 
there is a need for teachers who work between those roles or work in both of those 
roles. Overall, teachers have expressed an overwhelming intention to remain aca-
demic nurse teachers and clinical teaching has become their minor role. Nonetheless, 
teachers are still important in clinical learning environments—where they can facil-
itate the education of students in authentic learning environments and in assisting 
students to implement theory in practice.

The future orientation of teachers and healthcare education has undergone and is 
undergoing large changes (Barrett 2007; Saarikoski et al. 2009). When considering 
the increasing demands of twenty-first-century healthcare, there can be seen a need 
to create general minimum requirements for teachers, or even a common EU direc-
tive to set a competence qualification for teachers in Europe. The World Health 
Organization (WHO 2016) has published a framework of the core competencies 
required for nurse teachers all over the world. This framework gives only recom-
mendations and has no legal power. The main goal of this chapter (WHO 2016) is 
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to strengthen the competence of teachers by setting the core competencies they 
should fulfil when teaching in nursing education, thus making nursing education 
more standard throughout the world. Naturally, different societies and countries, 
health legislation and health and education policies and so on set specific require-
ments. It can be asked, “Can one teacher perform teaching, research, clinical and 
managerial roles?” (Salminen et al. 2010).

A competent teacher should have the knowledge, skills and attitudes to adopt 
new approaches when planning, organising, implementing and evaluating nurse 
education programmes (WHO 2016). Regarding cooperation between clinical staff 
and the teacher it is necessary to look at the competence domains of nursing prac-
tice, communication, collaboration and partnership (WHO 2016) (Fig. 8.1).

Nursing practice core competency contains nurse teachers who maintain their 
current knowledge and skills in theory and practice—based on the best available 
evidence. This competence domain has been divided into three subdomains which 
are (1) maintain competence in nursing practice; (2) practice nursing in ways that 
reflect evidence-based, up-to-date knowledge and (3) plan a variety of teaching and 
learning activities that foster creativity and innovation within the nursing and 
healthcare environment (WHO 2016).

Communication, collaboration and partnership core competency contains nurse 
teachers who must demonstrate effective communication skills that promote col-
laborative teamwork and enhance partnerships between education for the healthcare 
profession and clinical practice. This competence domain has been divided into 
three subdomains: (1) demonstrate intercultural and interdisciplinary competence in 
the development of curricula, course design, teaching and nursing practice; (2) com-
municate best practices in nursing education with peers, students and other stake-
holders and (3) facilitate and foster teamwork and collaboration at educational and 
clinical institutions both locally and with the wider regional and international com-
munity (WHO 2016).

8.2	 �Nurse Teachers as Collaborators

Collaboration has been mentioned as one of the most important roles of teachers 
(Davis et al. 2005; WHO 2016). Davis et al. (2005) state that the validated compe-
tencies of teachers should be broad enough to encompass the expected requirements 
of nurse teachers in many different work settings. They note that teachers do not 
only work in academic institutions and colleges (though, of course, that depends on 
the healthcare education system), but they also work in clinical settings, hospital 
education programmes and community agencies. In a similar way to Davis et al. 
(2005), Huntly (2008) describes competence as containing the specific capabilities 
of teachers. The required capabilities are professional knowledge, professional 
practice and professional commitment. Thus, when summarising the role of teach-
ers, it is clear that collaboration is a part of professional competence.

The collaborator role of teachers provides them with the possibility to act as 
experts in nursing science and as a partner in cooperation with mentors and leaders 
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developing nursing and healthcare education (Davis et al. 2005; WHO 2016). This 
is not a new thing, but—for many reasons—collaboration is not always easy to 
establish and has even been described as problematic (Lehna and Byrne 1995; 
Salminen et al. 2013), which might be one reason for the unclear roles of teachers. 
Lancaster (1985) describes the elements of successful collaboration as being com-
munication, contribution, commitment, consensus, compatibility and credit but how 
these are fulfilled is unclear (Salminen et al. 2013).

Salminen et al. (2013) state that more than half of all nursing leaders assessed 
their cooperation with teachers as good or extremely good. However, half of the 
mentors rated cooperation with teachers as quite poor. The content of the coopera-
tion between teachers and nursing leaders is different to that between teachers and 
mentors. The nursing leaders cooperated with teachers mostly on matters related to 
clinical training, but also on matters related to research, development and innova-
tion activities and staff training. Most of the mentors cooperated with teachers on an 
irregular basis and the topic of the discussions was mostly about the content of 
student supervision and the evaluation of students. Almost 20% of the mentors said 
that they do not cooperate with teachers at all. Moreover, nearly half of the mentors 
reported that they received no support for their mentoring work from teachers 
(Salminen et al. 2013). In the special healthcare sector in Finland, advanced-practice 
nurses or academic clinical teachers have taken a greater role in supervising stu-
dents during clinical practicums and while working as a resource for mentors. This 
may be one reason why mentors are not familiar with the work of teachers and only 
see teachers as visitors to hospitals. Moreover, mentors are unable to witness the 
role of teachers in a clinical practicum, which is another possible reason why men-
tors feel that teachers do not cooperate with them (Salminen et al. 2013).

8.3	 �The Role of Nurse Teachers in a Clinical Practicum

The role of nurse teachers in a clinical practicum can be divided into clinical skilled 
practitioner, liaison person, pedagogical expert, researcher, project leader, integra-
tor of theoretical and practical knowledge and networker. Regardless, mentors 
would like to cooperate with teachers more than teachers do with mentors (Salminen 
et al. 2013); thus we need to discover more beneficial ways to cooperate while also 
clarifying the role of teachers in clinical practice.

The opportunities of teachers to participate in their students’ clinical practicum 
have been reduced in Finland and other European countries (Saarikoski et al. 2009). 
Moreover, the role of the teachers has altered throughout Europe during the 2000s. 
Despite general recommendations, teacher participation in clinical practicums has 
faced obstacles due to time constraints and heavy workloads (Williams and Taylor 
2008; Saarikoski et  al. 2013). For example, in 2015, only about 25% of nursing 
students in one university hospital in Finland met their teacher during their clinical 
practicum (Tarr 2016), but 20 years before the percentage was roughly 95% 
(Saarikoski 2007). The change has been huge. The main reason is the change in the 
healthcare education system from diploma level to bachelor level in higher 
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education institutions. Of course, practices vary depending on the hospital districts 
or healthcare organisations and nursing programmes. Overall, intensive cooperation 
has been seen as very important, even if there is limited cooperation otherwise. The 
role of the teacher has been seen as a supporter of both students in their learning and 
mentors in their supervising.

Saarikoski et al. (2009) state that there are three main categories found in litera-
ture concerning the cooperation of teachers: cooperation with students, mentors and 
clinical placement. Cooperation with students and with a mentor consists of sup-
port, interpersonal relationships and group dynamic skills which are based on the 
social skills of the teacher. Cooperation with a unit where students train and practice 
their clinical competencies are categorised as falling under a teacher’s cooperation 
skills rather than social skills. However, it is known that a good relationship with 
clinical staff is essential for effective liaison. The results of research by Saarikoski 
et al. (2009) on cooperation between clinical placement staff and a teacher found 
that cooperation was not highly valued and that the teacher was not seen a member 
of the nursing team. One reason for this could be that teachers do not know the 
personnel of the clinical placements well enough or that they might be too theoreti-
cally orientated. This can lead to a situation where all are frustrated and the teacher 
moves further away from nursing practice, which is an undesirable and unwanted 
situation because teachers and mentors need each other to facilitate student learn-
ing. Methods of cooperation can, of course, change; a teacher does not always need 
to physically visit medical units because they can use modern mobile or social 
media applications (see Chap. 10).

Current literature on the issue emphasizes the role of teachers in supporting men-
tors (Helminen 2017). This is because responsibility for the education of students 
may be too demanding due to the fact that mentors have to care for patients at the 
same time as supervising students. Some mentors reported receiving little or no job 
satisfaction in being a mentor while others like to mentor nursing students. Thus, 
improving this situation may raise job satisfaction among registered nurses and pre-
vent nurses from leaving the field (Omansky 2010).

The role of teachers in supporting mentors is thus increasingly important. 
Mentors need both clinical and academic support in their role (Omansky 2010); 
however, mentors are not always eager to work as mentors and supervise nursing 
students (Luhanga et al. 2010; Omansky 2010) and may have negative values and 
beliefs about students (Newton et al. 2012). Furthermore, they do not always have 
abilities to supervise, teach (Luhanga et al. 2010) and evaluate students (Walsh et al. 
2008), nor do mentors always know or understand the curriculum and the evaluation 
criteria and they can thus feel that they do not have enough pedagogical competence 
(Omansky 2010). Hence, teachers can support mentors in clinical placements in 
these critical points.

Mentors like to cooperate with teachers before a clinical practicum and they also 
always wish to meet the teacher during it and at the beginning of the training period 
and during the midterm evaluation sessions as well as at the end of the clinical 
practicum period. Recent studies emphasise the importance of being in the midterm 
evaluation conversation rather than in the final evaluation of the clinical practicum 
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period (e.g. Helminen et al. 2016). If everything goes well, mentors do not need 
teachers’ visits or cooperation, but when they have problems related to students, 
then mentors want to discuss and solve the problems with the teachers.

Teachers are encouraged to build strong partnerships within the industry in order 
to establish a trusting relationship that fosters a sense of positivity towards students. 
Furthermore, students should be encouraged to be prepared for clinical medical 
work and be able to demonstrate resilience and emotional intelligence. The respon-
sibility for any student’s learning is ultimately the student’s and this is no different 
in clinical education (Doyle et al. 2017).

Students value the clinical practicum and the possibilities it offers in the process 
of growing to become a nurse and a professional. A good clinical learning environ-
ment is established through good cooperation between a nursing school (university 
or university of applied sciences) and clinical staff. It has been concluded that it is 
important to provide a suitable clinical learning environment at the right time, so 
that theory and practice can complement each other. The teacher is the educational 
expert and sets the target for each practice for students and the development of their 
skills, but the mentor knows the wards on which the students are practising, which 
is why collaboration between mentors and teachers is necessary for student nurses.

The clinical environment, on the other hand, is very hard to control. There are 
many stimuli, which makes it hard for students to grasp what is essential. Teachers 
should therefore prepare students and their mentors in advance for encountering the 
enormous amount of different stimuli that a clinical environment offers. Teachers 
must be in charge of the clinical practice because they are the ones ultimately 
responsible for the learning outcomes of the clinical practicum.

8.4	 �Good Cooperation Between Teacher and Clinical Staff 
Promotes Students’ Learning

Students value a welcoming workplace where staff and teachers are happy to help 
and have positive attitudes to a student present on the wards. More than any other 
factors these ward-based factors appear to have the strongest influence on student 
satisfaction (Doyle et al. 2017).

“The happy to help” component explained more than half of the variance in the 
satisfaction rates of the students’ perceptions of placement. The most important 
variable for making students feel welcome was that the staff on the unit were per-
ceived to be happy to help students in their clinical practicum. This finding was 
unexpected as it is usually said that factors such as the shifts, availability of trans-
port, type of patient or acuity of the unit influenced student satisfaction. In contrast, 
it has been discovered that a lack of support for students correlates with the unit staff 
being perceived as having negative attitudes (Lamont et al. 2015).
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8.5	 �Summary and Future Recommendations

There is a lack of strategic management regarding the role of teachers. Also, it is 
unrealistic to expect teachers to perform the teaching, research, clinical and manage-
rial roles that may be prescribed for them. Furthermore, a lack of strategic manage-
ment can result in difficulties between academic and clinical practice. The importance 
of collaboration between mentors and teachers is, however, emphasised.

When considering the increasing demands of twenty-first-century healthcare, 
there might be a need to create general minimum requirements for teachers or even 
a common EU directive to dictate a competence qualification for teachers in Europe. 
Naturally, the needs of different societies and countries and their health and educa-
tion policies as well as the time dimension set specific requirements. Also, future 
requirements should be taken into consideration.

Faculty qualifications and core competencies—the competence of teachers—are 
more important than ever before. Healthcare is complex and the diseases of patients 
is complicated. Teachers must have up-to-date professional knowledge and high-
level pedagogical competence when teaching nursing. They must understand the 
way new generations live and learn. By analysing the requirements of future health-
care we can understand what the future of nursing education requires. Overall, the 
cooperation of clinical staff with mentors will be increasingly important in the 
future. We need to find suitable methods and tools for cooperation as only in this 
way can we ensure that new nurses have the competencies they require.
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9How Can Patient Relationships 
and Patient Experiences Be Better 
Utilised in Students’ Clinical Learning?

Arja Suikkala

9.1	 �Patients Should Be at the Core of Students’  
Clinical Learning

In the context of healthcare education, actual contacts with patients are crucial in 
developing the skills that students need in working with patients. The language of 
patient involvement in healthcare education is, however, confusing and controver-
sial. In the literature, the words user, service user, client, consumer, people with a 
certain condition, disease, disability, and expert by experience often replaced the 
term patient in relation to involvement in education. Furthermore, not all of those 
who have perspectives and experiences valuable to healthcare professionals’ learn-
ing are indeed patients. Valuable views can be obtained also from people such as 
specific age groups or ethnic groups, people who are marginalised or disadvantaged, 
or carers (Spencer et al. 2010; Towle et al. 2010). In this chapter, the widely used 
term patient is used to describe people with health problems who are engaged in 
real contexts of healthcare in students’ clinical learning environments, who have 
expertise and experiences relating to health, illness, or disability, and who are aware 
of their involvement in students’ clinical learning and assessment processes.

All across Europe, patients are becoming increasingly involved, as equal and full 
partners, in their own health or social care or both of these types of care (Spencer 
et al. 2010; Dent and Pahor 2015). There is an ethos of partnership that includes 
patient-centred care, shared decision-making, and promotion of self-care, highlight-
ing the value of the expertise of patients. Such partnerships should form the founda-
tion of healthcare education. They make concrete the advance from traditional 
paternalistic approaches to modern, enhanced patient involvement and patient-
centred approaches which we currently note in pedagogical strategies and clinical 
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learning environments that also contribute to the changes to the suggested direction 
(Le Var 2002; Wykurz and Kelly 2002; Towle et al. 2010).

Traditionally, clinical learning environments have prioritised students’ and pro-
fessionals’ concerns. Patient involvement in healthcare education has, however, 
greatly expanded over the past 20 years. Patients themselves have also campaigned 
for a voice in health services and professional education. (Lathlean et  al. 2006). 
Patient involvement now extends throughout the educational continuum and across 
different healthcare professions. Patients assume different roles with various degrees 
of involvement in the education of healthcare students (Suikkala and Leino-Kilpi 
2005; Spencer et al. 2010; Towle et al. 2010). The Cambridge framework developed 
by Spencer et al. (2000), for example, provides an overview and offers hints for the 
involvement of patients in clinical education. Tew et al. (2004) describe degrees of 
patient involvement in the learning and teaching of mental health issues in higher 
education. There exists, however, limited literature with any emphasis on patients as 
active participants in students’ clinical learning or on patients engaged in the teach-
ing and assessment of students on the basis of their expertise and experiences of 
health and illness (Suikkala and Leino-Kilpi 2001; Suikkala 2007; Manninen 2014).

Patients are accustomed to the presence of students but historically their role has 
been passive and their knowledge and experience have been underutilised in clinical 
learning. The concept of learning from patients has emerged only recently and it has 
caused a shift in focus: learning has shifted from learning from professionals as role 
models, or from learning about patients, to learning with and from patients in the 
relationship between the patient and the student. The patient–student relationship is, 
however, essentially different from the relationship between the patient and the 
qualified professional. The relationship between the patient and the student is 
always one between parties from different worlds, different generations, and differ-
ent cultures, including the professional culture, the world of lived experience, and 
often also the presence or absence of a mentor. In the clinical learning environment, 
the patient’s role as a teacher is almost always informal, and it is complicated by the 
fact that the patient’s primary reason for being in the place of care is to receive care, 
not to teach (Suikkala 2007).

The power imbalance is challenged through the attention to patients’ views and 
experiences when patients are involved in students’ learning, collaboratively con-
tributing to clinical teaching. Students’ actual contacts with patients, who are 
experts in their own illness and have an insight into the sharing of the human experi-
ence of healthcare, are seen as feasible, beneficial, and pivotal in developing the 
skills that students need in working with patients. Patient expertise is derived from 
each patient’s unique experience of his or her illness, disability, or the effects of the 
social determinants of health. Patient involvement occurs when students learn from, 
through, and with the patients in clinical settings. In addition, through teaching 
students about their experiences, patients help students develop the skills needed for 
shared decision-making and empathic and caring relationships. It is evident that 
through this type of educational experience, students benefit from patients’ experi-
ence and expertise. They adopt core competencies to provide care in partnership 
with patients, putting the patients’ experience, perspective, and priorities at the 
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centre and contributing to the high quality of healthcare (Le Var 2002; Morgan and 
Jones 2009).

In the existing CLES framework, the patients’ perspective is almost completely 
lacking. Contacts with patients are, however, considered by students to be the core 
component of high-quality healthcare and students emphasise the positive nature of 
their encounters with even unprepared patients. Real patients as experts of their own 
situation have valuable perspectives with which to enrich and facilitate students’ 
clinical learning and assessment (Wykurz and Kelly 2002; Repper and Breeze 2006; 
Suikkala 2007). Patients usually provide a safe learning environment in which stu-
dents feel less pressured to ‘perform’ because in a patient–student situation there is 
a reduced power differential compared to a student–mentor situation. Thus, caring 
relationships between patients and students add a barely explored perspective to the 
CLES framework, one that has much more potential than is currently being realised.

9.2	 �Preconditions for Patient Involvement

Patients generally appreciate their involvement in the students’ learning process. 
They are willing to help improve the training of future health professionals and 
thereby also help improve services (Repper and Breeze 2006). When students man-
age to create a good atmosphere and positive patient–student encounters, patients 
participate quite actively and support students’ learning (Suikkala 2007; Manninen 
2014). Patients emphasise students’ interaction with them, especially the caring 
qualities of students, such as the right kind of personality or attitude for the job, over 
and above education, knowledge level, or competence (Morgan and Sanggaran 
1997; Mossop and Wilkinson 2006). Further conditions for beneficial patient–stu-
dent relationships include sufficiently long clinical placements and sustained inter-
action with the same patients. As clinical learning environments often cause students 
to experience stress and anxiety in their relationships with patients, students need to 
be supported and given opportunities for dialogue with their mentors, teachers, and 
peer students (Suikkala and Leino-Kilpi 2005; Koh 2012). A student highlights the 
importance of mentors’ guidance and emotional support: “As a student, my experi-
ence in a good patient–nurse relationship has been related to how much my current 
mentor gives me responsibility and freedom to provide holistic patient care. The 
further we progress in studies, the more we gain confidence and get encouragement 
and feedback about our actions and we dare and want to seek even more contacts 
with patients. I still highlight the importance of a good mentor and receiving feed-
back. A mentor with good interpersonal skills is an excellent role model and encour-
ages one to develop one’s own patient–caregiver relationship”.

In general, patients usually are strongly in favour of taking part in students’ clini-
cal learning. Some patients are, however, reluctant and would object if they only 
knew how to do so or had the opportunity to do so. The reasons for their reluctance 
are usually based on students’ young age, gender, personality or behaviour, or pos-
sibly cultural reasons or the intimacy of care. Because patients are concerned about 
matters of consent and confidentiality especially when their own consent is 
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requested, it is the mentor’s responsibility to make sure that a patient’s consent to 
the presence and involvement of students in his or her care is requested in a way that 
allows the patient to say either yes or no (Suikkala et al. 2009). It is paramount that 
every patient’s right to self-determination is respected. Consent should be requested 
in advance by the mentor in a situation in which the student concerned is not pres-
ent, as well as before every subsequent care situation if there is even a slight possi-
bility that student involvement may cause any additional burden to the patient. 
Patients’ informed consent should be requested in a way that ensures that patients 
have a clear understanding about their role and their rights and the various aspects 
of confidentiality. They should also clearly understand what students are allowed to 
do and how the mentor will guarantee patient safety in all circumstances (Repper 
and Breeze 2006; Suikkala 2007; Jha et al. 2009).

Students benefit if mentors and teachers regard the clinical ward as a context for 
the promotion of patient-centred learning, not as a showroom for maximum perfor-
mance in the delivery of daily care routines. This view of the clinical ward enables 
the students to develop relationships with patients. They have enough time for 
acquiring hands-on experience and for learning without the pressures of ward rou-
tines or the constant assessment of their performance. The clinical staffs’ high 
esteem of their field and the way the staff value their own performance as positive 
role-models help the students understand that the caretaker–patient relationship is 
the core substance in this field as well as one of their key challenges. This under-
standing helps students juxtapose the theoretical elements of their studies and the 
practice (Suikkala and Leino-Kilpi 2005; Manninen 2014; Suikkala et  al. 2016). 
The extent of patient involvement depends, to a significant extent, on the pedagogi-
cal activities that take place in the mutual relationships between patients, students, 
and mentors. In clinical learning, in which students learn from and with patients and 
in which patients are considered experts by experience, it is important to enhance 
the patients’ autonomous and authentic voice with the mentors acting as facilitators. 
This means that the patients are a part of the educational team and that the clinical 
learning environment is required to support both the learning process and the caring 
process (Suikkala 2007; Manninen 2014; Eskilsson et al. 2015).

9.3	 �Patient–Student Relationships in Clinical  
Learning Environments

The patient–health professional relationship has been described and studied in sev-
eral theories and frameworks (e.g. Peplau 1988; Emanuel and Emanuel 1992; 
Leino-Kilpi 1990). However, the patient–healthcare student relationship is essen-
tially different from that between a patient and a qualified professional. Even though 
students take care of their own patients and patients provide the reality of practice 
for students, it is mentors who are responsible for both patient safety and students’ 
learning (Suikkala et al. 2009; Manninen 2014). Contacts with patients are consid-
ered by students to be the most important health care function and the relationship 
between a student and a patient is seen as an important part of meaningful learning 
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(Suikkala 2007). The idea of learning from patients has now emerged and spread, 
shifting the focus of learning from professionals as role models to patients, calling 
patients to adopt more active roles in healthcare education. Progress is being made 
towards patient-centred learning and increased involvement of patients. The extent 
to which patients are involved is, however, variable. The continuum of patient 
involvement ranges from activities that are completely patient led to those in which 
patients are merely passive participants (Suikkala 2007; Towle et al. 2010; Manninen 
et al. 2014). A study into the patient–student relationship revealed, in an ascending 
order of involvement, mechanistic, authoritative, and facilitative relationships 
(Suikkala 2007). The main features of these relationships and the roles of patients 
and students in them, including selected extracts from patients’ and students’ inter-
views, are described per type of relationship in Table  9.1 and the more detailed 
characterisations below it.

A mechanistic relationship is externally directed by daily routines and mentors’ 
directions, focusing on the students’ needs to acquire knowledge and learn technical 
skills. Students and patients do not know each other and there is no interaction, or 
cursory interaction only, between them. In a mechanistic relationship, students are 
passive observers who listen to mentors’ explanations and regard mentors as role 
models, or they are active trainees in technical skills and concentrate on performing 

Table 9.1  Patient–student relationship

Types of relationship
Characteristics of 
relationship Mechanistic (MR) Authoritative (AR) Facilitative (FR)
Main features of 
the relationship

Focus on student’s 
learning

Student’s assumptions 
about what is best for 
patient

Common good of both 
student and patient

Directed externally 
according to daily 
routines
Do not know each 
other
Perfunctory 
interaction

Directed by student’s 
perceptions of patient 
needs and care 
methods
Know each other 
superficially
Talking centred on care 
issues and some 
chatting

Directed by patient’s 
expectations and 
requirements of care
Know each other 
personally
Open and confidential 
interaction

Activities and actors in the relationship
Student Observes role 

models and follows 
mentor’s advice
Practises technical 
skills by performing 
tasks

Plans and provides 
care and patient 
education
Activates patient

Attentive to patient’s 
wishes and needs and 
acts according to them
Supports patient’s use of 
own resources

Patient Observes student’s 
actions as an 
outsider

Expresses no opinions 
concerning care
Participates in care by 
asking for help or 
advice

Directs own care as 
concerns own health and 
care
Contributes to student’s 
learning
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single tasks or sets of tasks. Patients are passive objects in the role of outsiders, 
quietly observing students’ actions and benefiting from them (Suikkala 2007). “Of 
course the relationship changes in the presence of the mentor. If the patient is aware 
of the fact that one of us is a nurse and the other one is a student, of course, the 
nurse is the expert and the student, just performs a single task, and the communica-
tion takes place between the nurse and the student”.

In authoritative relationships, students focus on what they assume is in the best 
interest of their patients, planning and providing care and patient education. Students 
and patients know each other superficially and the interaction, initiated by either 
party, is mainly related to patients’ needs, care, and instruction even though there 
also are characteristics of informal conversation. Students are seen as possessing the 
expertise needed to help patients satisfy their needs, whereas patients are seen to 
prefer to simply accept the help and advice offered rather than to express their opin-
ions concerning care (Suikkala 2007). “I’ve been able to take care of a familiar 
patient almost alone. I have been able to do things at my own pace and in my own 
way”.

A facilitative relationship is characterised by mutuality and a focus on the com-
mon good of students and patients. Students and patients know each other person-
ally and the relationship is based on a genuine interest in the other. Students are 
attentive with regard to patients’ preferences, life circumstances, needs, and con-
cerns. Through consideration and responding to their patients, students learn about 
how to best provide care and support to their individual patients. “I have had a good 
relationship with a student, and she has helped me in difficult situations, if there was 
a chance. During a severe illness, we experienced moments of fun”. Patients as 
experts in their own well-being have an active and responsible role in their care and 
decision-making insofar as their personal resources allow. As a learning resource, 
patients contribute to students’ learning by advising students on issues related to 
illness and care and giving them positive and encouraging feedback (Suikkala 
2007). “Well, I do things together with the patient and she says it’s okay if you can-
not do it, now I'll show you. Then she showed me and said that, you will do it next 
time and at that time I knew how. It was very nice that it was the patient who said 
that I will show you how to do this. And then you can do it”.

As the previous description of a patient–student relationship reveals, in clinical 
learning environments and in view of students’ growing clinical and communica-
tions skills, patients can have both educational and assessment-related roles which 
bring the patients’ voice into clinical learning (Jha et al. 2009). Especially patients 
with a high level of education and patients who have a chronic physical or mental 
health illness in a stable state and, respectively, extensive experience of healthcare 
are likely to have the interest, the capacity, and the expertise to become active par-
ticipants. Such patients, in particular, are ready to share their knowledge of and 
expertise in their illness and care with students (Howe 2006; Suikkala et al. 2009). 
Diabetic patients, for example, who are typically responsible for monitoring their 
own well-being themselves tend to be ready to share their experiences with students 
and to give them feedback. In the limited amount of research that includes the 
patients’ perspective on what should be taught and what skills future healthcare 
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professionals should have, the emphasis has been, consistently, on the humanistic 
and interpersonal components of caring rather than on the clinical or technical com-
petences (Suikkala and Leino-Kilpi 2001; Repper and Breeze 2006; Suikkala 2007). 
As experts, patients should be involved in teaching about their health condition and 
its impact on their lifestyle, their psychological and personal well-being, and socio-
economic status, and how to best deal with different situations (Jha et  al. 2009; 
Suikkala et al. 2009).

In clinical learning environments, both patients and students agree that patients 
have a role in providing feedback about students’ learning. Feedback from patients 
is rewarding to students. Patients’ feedback about students’ performance might, 
however, reflect their contradictory attitudes, as patients easily consider students as 
healthcare professionals with power over patients; that is, they perceive an authori-
tative relationship as described previously, but at the same time, they place them-
selves in a position of power as assessors (Suikkala and Leino-Kilpi 2005; Happell 
et al. 2014). Patients assess students’ performance and give them direct or indirect 
feedback, although they usually are reluctant to give critical feedback. Some stu-
dents, for their part, question the validity of patient feedback considering it inaccu-
rate and too general, therefore not contributing substantially to their learning 
(Morgan and Sanggaran 1997; Suikkala and Leino-Kilpi 2001; Happell et al. 2014).

9.4	 �Benefits to Students’ Learning

There is some evidence in literature that patients, in their capacity as experts in their 
own situations, have had a lasting impact on healthcare education in several areas of 
students’ learning. As an educational concept, the patient–student relationship helps 
students integrate their academic learning in a real-life context and thus improve the 
quality of their clinical learning. Some studies have shown that students who hear 
about personal experiences directly from patients themselves may profess improved 
proficiency in skills and theoretical and practical knowledge about diseases and 
health conditions as well as increased sensitivity in encounters with patients who 
have a range of biopsychosocial needs and care needs (Wykurz and Kelly 2002; 
Repper and Breeze 2006; Jha et al. 2009).

Students benefit the most from sustained relationships with patients. They per-
ceive sustained relationships as relevant, because these relationships enhance their 
understanding of patient perspectives and teach them empathic understanding and 
communication and co-operation skills (Suikkala and Leino-Kilpi 2005; Jha et al. 
2009; Towle and Godolphin 2015). The provision of care in relationships with 
patients helps students gain new insights into and an improved understanding of 
patients’ needs, and enhances students’ positive and patient-centred attitudes. The 
provision of care also gives students insights into how health services could be 
improved (Wykurz and Kelly 2002; Towle et al. 2010; Towle and Godolphin 2015). 
Through their relationships with patients, students learn to facilitate patients’ 
choices regarding their care and learn to act as patients’ advocates (Suikkala and 
Leino-Kilpi 2005). As students learn equality they resort to less interpersonal 
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distancing and start using less professional terminology and jargon in their interac-
tions with patients (Le Var 2002).

The involvement of patients in students’ learning and assessment in facilitative 
relationships, as described above, enables students to learn in safe learning environ-
ments in which they feel less pressured to perform. The pressure on them is weaker 
because the power difference in a patient–student relationship is reduced compared 
to a mentor–student relationship (Suikkala and Leino-Kilpi 2005; Jha et al. 2009). 
Learning clinical skills from patients reduces students’ anxiety and increases their 
confidence and retention of learning, and also reinforces their motivation to pursue 
a career in healthcare (Wykurz and Kelly 2002; Suikkala 2007; Towle et al. 2010). 
Learning from patients provides students with immediate patient feedback regard-
ing their performance in helping patients with their needs. Students also learn 
whether they are considered kind, full of human warmth, and empathetic towards 
patients. According to literature, students’ interpersonal skills and empathic under-
standing are features that patients prioritise (Suikkala and Leino-Kilpi 2001; Repper 
and Breeze 2006). Thus, patient feedback is advantageous whether students work 
on their own or together with a mentor (Suikkala 2007).

9.5	 �Challenges and Opportunities

Real patients as experts in their own situations have valuable perspectives with 
which to enrich health care students’ clinical learning and assessment, but their 
active involvement is still not well established in everyday clinical practice. The 
unthinking routine delivery of care, task orientation, and daily workload pressures 
easily leave little opportunity for interaction with patients. This results in undesir-
able real-life experiences for students—experiences that are in a direct opposition to 
idealistic views about individualised care (Suikkala 2007; Koh 2012; Suikkala et al. 
2016). Because mentors are often involved as a third, more or less active party in the 
collaboration of patients and students, the patient–student relationship can easily 
become a one-way relationship in which patients are passive and let students per-
form single tasks or sets of tasks without engaging in any dialogue with students 
(Suikkala and Leino-Kilpi 2005; Manninen et al. 2014). In addition, some mentors 
may remain unconvinced about the benefits of patient involvement. They may worry 
that patient involvement would threaten their own role as teachers and that patients 
may advocate something that would compromise the mentors’ professional account-
ability (Repper and Breeze 2006).

Students usually prefer to care for patients who are communicative, comply 
happily with the role of a patient, and respond positively to students’ presence and 
help, and who thereby show their willingness to establish a relationship with the 
student. Although excellent interpersonal and communication skills may be 
important for students’ learning, these preferences may lead to the exclusion of 
patients who do not possess these qualities but may nevertheless be willing to act 
as experts of experience and to support clinical learning. These preferences may 
also exclude other patients who would need to be given a voice in education, such 
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as elderly patients, patients belonging to ethnic or linguistic minorities, and 
patients with a low level of education. Patients with new acute conditions and 
young people may be interested and may have the capacity but not yet the exper-
tise to be involved in the clinical learning of students or to comment on the behav-
iour of students (Howe 2006). On the other hand, the experience of caring for and 
interacting with vulnerable patients such as acutely or seriously ill patients or 
patients with an impaired consciousness level, memory disorder or mental disor-
der, or decreased functional ability often causes students to have feelings of 
uncertainty. Such experiences can be emotionally distressing, especially if the 
situation is new to the student and the patient’s state of health deteriorates. In 
these situations, students may feel unprepared for the situation and unsure about 
what to say to the patient. Students may even adopt avoidance behaviours in order 
to cope with the situation. For instance, they may perform unnecessary duties to 
limit the amount of time they must spend with the patient, or withdraw from the 
situation or otherwise maintain their distance in order to reduce their anxiety lev-
els in the face of the unknown (Suikkala and Leino-Kilpi 2001; Suikkala 2007; 
Towle et al. 2010). Community settings allow students to observe their patients in 
a broader social context and to interact with them in order to learn about a variety 
of chronic conditions in the wider community context (Suikkala and Leino-Kilpi 
2001). Even there, sometimes, a patient’s role is simply to allow himself or herself 
to be interviewed by a student who then translates the patient’s story into a life 
history (Suikkala et al. 2016).

In clinical education, greater emphasis should be placed on creating learning 
content and learning activities that guide students from task orientation towards a 
deeper understanding of their patients. This would facilitate the development of 
students’ conceptualisation of health care as responsive to the individual wishes and 
needs expressed by patients. Therefore, not only mentors but also entire staff, when 
acting in a patient-centred mode, serve as positive role models for students and 
contribute to good patient–student relationships (Suikkala 2007; Happell et  al. 
2014). Healthcare teachers, for their part, should be familiar with clinical environ-
ments and offer their pedagogical expertise to students and clinical teams in order 
to support students’ orientation towards collaborative relationships with patients 
(Suikkala et al. 2016).

Patients are the core of healthcare education and they provide the reality of prac-
tice for students. There is a growing need to develop clinical learning environments 
with the purpose of supporting the learning process as well as the caring process. 
These environments should inspire the supervision of students with the patient in 
focus (Manninen et  al. 2014; Eskilsson et  al. 2015; Suikkala et  al. 2016). Many 
studies support the view that the patient perspective could enrich the existing CLES 
framework. In the future, items describing the facilitative relationship that empha-
sises the patient-centred approach could be added to the framework as a new sub-
dimension (Suikkala 2007). Giving the patient dimension a role, the CLES+T 
evaluation scale could offer a more comprehensive understanding of the clinical 
learning environment. In addition, it could contribute to patients’ active roles as 
experts of experience in students’ learning and assessment processes.
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the CLES Framework
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10.1	 �Healthcare and Medical Students

In order to ensure the quality of the clinical learning environment and supervision 
of healthcare students, Clinical Learning Environment and Supervision (CLES) 
scale has been used and validated for various professional contexts. Three examples 
of original studies examining the use of the CLES scale include nursing students 
(Bos et al. 2012) and medical students (Öhman et al. 2016) in primary healthcare in 
Sweden, and midwifery students in primary and specialized healthcare in Lithuania 
(Kontrimaite 2017).

10.1.1	 �Example from Sweden: Nursing Students  
in Primary Healthcare

The investigation examined nursing and medical students’ perspectives on the clini-
cal learning environment in primary healthcare settings in Sweden (Bos 2014; 
Öhman et al. 2016). Students’ perceptions on primary healthcare as a learning envi-
ronment were measured using the CLES+T scale on nursing students (Bos et al. 
2012) and CLES scale on medical students (Öhman et al. 2016). The purpose was 
to identify factors that promote a constructive clinical learning environment in pri-
mary healthcare settings. This was the first time the scale was used and validated in 
a new learning environment. Table 10.1 presents the newly validated CLES+T scale 
for nursing students for primary healthcare settings.
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The evaluation of CLES+T scale in the Swedish version (Johansson et al. 2010) 
for nursing students at primary healthcare demonstrated the scale as adequately 
relevant after the face and content validity analysis was performed by an expert 
panel of seven district nurses (Bos et al. 2012). The original items of the CLES+T 
scale (Saarikoski et al. 2008) were not modified for primary healthcare in the study. 
The experts evaluated each item in the CLES+T scale for their relevance in the 
Swedish primary healthcare context and for comprehensibility regarding all items. 
Construct validity with a confirmatory factor analysis was tested after data collec-
tion in a survey with 356 undergraduate nursing students (Bos et  al. 2012). The 
CLES+T scale comprised of a five-factor model with 34 items. The results of the 
confirmatory factor analysis indicated that supervisory relationship was the most 
important factor. Supervisory relationship correlated strongly with pedagogical 
atmosphere and premises of nursing, moderately with the leadership style of ward 
manager and marginally with the role of the nurse teacher. The results confirmed 
good internal reliability of the CLES+T scale in investigating students’ perceptions 
of the clinical learning environment and supervision in primary healthcare (Bos 
et al. 2012; Bos 2014).

The study highlighted that while different clinical settings make different 
demands on nursing students, each unique feature of that environment should be 
taken into account when designing learning programs and educational strategies. 
Moreover, it was evident that assessing supportive factors collectively rather than 
individually generates new information for the effective evaluation of the clinical 
learning environment of students (Bos et al. 2012).

10.1.2	 �Example from Sweden: Medical Students in Primary 
Healthcare

This validation of the CLES scale in its Swedish version (Johansson et al. 2010) was 
performed for medical students at the primary healthcare. The version was shown to 
be both adequately relevant and important for the context (Öhman et al. 2016). The 

Table 10.1  CLES+T scale for nursing students and CLES scale for medical students in primary 
healthcare

CLES+T scale (34 items) for 
nursing students (n = 356) in 
primary healthcare (Bos et al. 2012)

Cronbach’s 
alpha

CLES scale (25 items) for 
medical students (n = 394) in 
primary healthcare (Öhman 
et al. 2016)

Cronbach’s 
alpha

Factor 1—Supervisory relationship 0.92 Factor 1—Supervisory 
relationship

0.91

Factor 2—Pedagogical atmosphere 0.93 Factor 2—Pedagogical 
atmosphere at the PHC center

0.92

Factor 3—Role of nurse teacher 0.95 Factor 3—Leadership style of 
the manager of the PHC center

0.95

Factor 4—Leadership style 0.95 Factor 4—Premises of patients 0.95
Factor 5—Premises of nursing 0.94
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original items of the CLES+T scale (Saarikoski et al. 2008) were modified specifi-
cally for primary healthcare. Connected with this, the subdimension role of nurse 
teacher was removed. After the modification of the items of the scale, an expert 
panel of physicians evaluated face and content validity of the CLES scale. Construct 
validity with explorative factor analysis was tested in a survey with 394 medical 
students after the data collection. The CLES scale comprised of a four-factor model 
with 25 items. The subdimensions of the newly validated CLES scale were further 
confirmed with a confirmatory factor analysis. Construct validity was established 
with outcomes closely comparable to the original CLES+T scale (Saarikoski et al. 
2008). One item of the original scale loaded on a different subdimension, which was 
possibly caused by rephrasing of an original item in the study. Reliability and inter-
nal consistency of the newly validated CLES for medical students in primary health-
care settings were estimated as high. The scale was shown to be well applicable for 
measuring the clinical learning environment and supervision of medical students in 
primary healthcare (Öhman et al. 2016). Table 10.1 presents the newly validated 
CLES scale for medical students for primary healthcare settings. The results of the 
study made on the clinical learning environment and supervision of medical stu-
dents in primary healthcare were not reported (Öhman et al. 2016).

10.1.3	 �Example from Lithuania: Midwifery Students’ Clinical 
Learning Assessment

The investigation was made on midwifery students’ perspectives and their percep-
tions of the clinical learning environment in primary and specialized healthcare 
settings in Lithuania (Kontrimaite 2017). The Lithuanian version of the CLES 
scale, which had been previously validated for nursing students (Riklikiene and 
Nalivaikiene 2013), was used for midwifery students in the study. The original 
items of the CLES scale (Saarikoski 2002) were modified by changing the wording 
from mentor nurse to nurse/midwife. This double position was used due to the 
organization of clinical training for midwifery students in Lithuania. During differ-
ent clinical training periods, the students practice in different hospital units, achiev-
ing learning outcomes that relate to general nursing practice and midwifery 
practice. In these situations both nurses and midwives serve as mentors, together 
with those nurse/midwifery ward managers who participate in organizing clinical 
training. All available students (N = 125) from the midwifery program at the uni-
versity (55 students) (160 ECTS, 4-year degree program) and in college (70 stu-
dents) (120 ECTS, 3-year degree program) participated in the survey just after they 
finished their clinical practicum period in primary or specialized healthcare set-
tings. Reliability and internal consistency of CLES for midwifery students were 
estimated (see Table 10.2). The value of split half test (Spearman–Brown correla-
tion) was—0.62 (Kontrimaite 2017).

The CLES scale created a possibility to conduct the first ever study in Lithuanian 
investigating the clinical training of midwifery students. This gave an opportunity to 
provide helpful information about the quality of clinical learning in the university 
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hospital and other facilities (maternity, primary healthcare settings). The study 
revealed that midwifery students who were 22 or older evaluated their relationship 
with their supervisor during clinical learning as more positive than the younger 
students. Students at surgical and gynecological wards expressed greater satisfac-
tion with their clinical practicum than students at any other ward. Also, students 
who were supervised under an individual mentorship model rated their satisfaction 
with clinical training as higher than those who had no supervisory relationship. 
Students in the final term of the midwifery program gave higher ratings for their 
relationship with their mentor compared with first-year students. Similarly, gradu-
ates assessed individual supervision and feedback and equality in their supervisory 
relationship more positively than first-year students. Also, midwifery students in 
their last study year preferred having a midwife as their mentor to any other health-
care professional at their clinical placement. When evaluating the pedagogical 
atmosphere on the ward, student midwives in their last study year more often felt 
comfortable at the start of their shift, during meetings, and when taking part in dis-
cussions, and appreciated staff interest in student supervision. Graduates, too, 
regarded the ward as a good learning environment. However, the results were sig-
nificantly lower for first-year student midwives (Kontrimaite 2017).

10.2	 �International Nursing Students

An evaluation of the theoretical framework of the CLES+T scale demonstrated 
adequate relevance and importance relating to international students (Mikkonen 
et  al. 2017a). With regard to international students’ education, five areas in the 
CLES+T scale, the content of supervisory relationship, pedagogical atmosphere, 
premises of nursing on the ward, leadership style of the ward manager, and role of 
the nurse teacher, were complemented with additional five areas important specifi-
cally for them. These specific areas included cultural diversity in the clinical learn-
ing, role of the student, orientation into the clinical placement, culturally diverse 
pedagogical atmosphere, and linguistic diversity in the clinical learning environ-
ment (Mikkonen et al. 2017a).

The scales have been tested for face and content validity, and for construct valid-
ity with two explorative factor analyses on the CLES+T scale and the newly created 
Cultural and Linguistic Diversity scale (CALDs). The tests were made with 231 
international students in a cross-sectional study (Mikkonen et  al. 2017a). After 

Table 10.2  CLES scale for midwifery students in primary and specialized healthcare settings

CLES scale (25 items) for midwifery students in primary and specialized 
healthcare settings (n = 125) (Kontrimaite 2017) Cronbach’s alpha
Factor 1—Supervisory relationship 0.73
Factor 2—Pedagogical atmosphere 0.65
Factor 3—Leadership style of the manager 0.65
Factor 4—Premises of patients 0.68
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psychometric testing, CLES+T scale changed from an original five-factor model 
into an eight-factor model with 34 items remaining. CALDs comprised of a five-
factor model with 21 items. Reliability and internal consistency of the newly vali-
dated CLES+T scale and CALDs for international nursing students were estimated 
as satisfactory. The Cronbach’s alpha for each factor varied between 0.77 and 0.97 
(Mikkonen et al. 2017a). Table 10.3 presents the newly validated CLES+T scale and 
CALDs for international nursing.

The newly created CALDs adds subdimensions related to international nursing 
students’ clinical learning environment and supervision to the CLES+T scale. The 
cultural and linguistic diversity in the clinical learning environment adds to the 
original CLES+T scale, acknowledgment of the international student’s cultural and 
linguistic diversity, and receiving the international student positively by treating 
them like other students (Mikkonen et al. 2017a). Awareness of the other person’s 
culture includes an acknowledgement of the other person’s differing language skills. 
Skills in the native language were demonstrated as having a strong effect upon the 
students’ success in learning and in feeling welcomed at the clinical practicum. 
Students with lower language skills perceived the pedagogical atmosphere of the 
ward as more negative than their peers at a more advanced level. The students with 
low language skills experienced more discrimination, social isolation, and stress 
because of their diverse background. This also led them to have to prove their com-
petence to others (Mikkonen et al. 2017b). The learning environment needs to be 
offered to international students at the same level of quality as for national students, 
and it needs to include multidimensional and meaningful learning situations.

Table 10.3  CLES+T scale and CALDs for international nursing students

CLES+T scale (34 items) (n = 208) 
(Mikkonen et al. 2017a)

Cronbach’s 
alpha

CALDs (21-items) (n = 214) 
(Mikkonen et al. 2017a)

Cronbach’s 
alpha

Factor 1—Content of supervisory 
relationship

0.97 Factor 1—Cultural diversity 
in the clinical learning 
environment

0.85

Factor 2—Pedagogical atmosphere 0.79 Factor 2—Role of the student 0.79
Factor 3—Nursing care on the ward 0.87 Factor 3—Orientation into 

the clinical placement
0.86

Factor 4—Role of the nurse 
teacher: cooperation between 
placement staff and nurse teacher

0.91 Factor 4—Culturally diverse 
pedagogical atmosphere

0.80

Factor 5—Role of the nurse 
teacher: nurse teacher as enabling 
the integration of theory and practice

0.90 Factor 5—Linguistic 
diversity in the clinical 
learning environment

0.77

Factor 6—Leadership style of the 
ward manager

0.84

Factor 7—Role of the nurse 
teacher: relationship between 
student, mentor, and nurse teacher

0.89

Factor 8—Learning environment 0.87
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Student supervision should be developed by giving pedagogical education on 
mentoring international students. The education should encompass the essential ele-
ments of cultural competence with an emphasis on pedagogical approaches, which 
facilitate students’ learning and growth in professionalism (Mackay et  al. 2012; 
Scheele et al. 2011; Thompson 2012). These elements include planning and guiding 
the student’s learning process, evaluating the learning outcomes, creating a safe 
environment to learn and to reflect while allowing students to verbalize their learn-
ing process and possible questions, and involving students in teamwork and profes-
sional decision making.

It has been shown that international students go through major challenges in the 
beginning of their clinical practicum and they need additional time to orientate into 
the clinical learning environment of a different culture (Sedgwick et al. 2014). For 
these reasons the subdimension orientation into clinical placements was added in 
CALDs. Orientation was found to be essential for students in introducing them to 
the clinical culture, routines, and timetables and to show the students what is 
expected of them by mentors and clinical staff (Mikkonen et al. 2016a). Orientation 
is an important aspect of supervision because it relates to the pedagogical approach 
of introducing students to a new learning environment and guiding the students 
through their learning process (Mikkonen et al. 2017a).

Due to reducing human resources in academia, the role of a nurse teacher has 
been limited to visiting the student’s clinical practicum (Jokelainen 2013). 
International students saw the role of the nurse teacher as more essential than native 
students. Language proficiency of the students had a strong effect upon how essen-
tial role the nurse teacher plays in collaboration between the clinical practicum and 
higher education institutions. Students with low language skills in the native lan-
guage required significantly more support by their nurse teachers (Mikkonen et al. 
2017b). Collaboration between the clinical practicum and higher education institu-
tions has been shown to play an essential role in the student’s success in the clinical 
learning environment (Barnett et  al. 2010). One of the responsibilities given to 
higher education institutions is to prepare international students in the local lan-
guage so that they are ready to enter their clinical practicum. The mentors need to 
receive sufficient knowledge about the students’ background, curriculum of their 
degree program, level of the set learning outcomes, evaluation process, and clear 
guidance on how to deal with challenging situations. The role of the nurse teacher 
does not have to be limited to visits, but can include integrating versatile pedagogi-
cal approaches (reflection diaries, regular feedback) and guidance of students also 
from distance.

The role of the student was measured in a subdimension of CALDs. The result 
was that the role of the student was essential also for international students’ success 
in learning. The students’ perseverance, motivation, and goal orientation have been 
shown to be an important aspect for success in international students’ learning 
(Mikkonen et al. 2016b). Students’ differing cultural backgrounds can lead to wrong 
interpretations on the basis of mentors’ and other staffs’ nonverbal communication 
during the practicum. Culturally diverse behaviors may also be interpreted as a sign 
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of not being willing to learn and as being unmotivated as students (Thompson 
2012). Students need to be introduced to the concept of being active and indepen-
dent learners with the distinctive meanings of the native country. Mentors would 
like students to be committed to their work schedules and show initiative in their 
learning (San Miguel and Rogan 2012). It has been previously emphasized that the 
students’ own initiative in speaking the native language to patients and staff was 
received positively by their mentors (Koskinen and Tossavainen 2003). Encouraging 
students to be independent learners, with professional guidance from their mentors, 
can help international students to adapt to a new cultural reality and gain under-
standing of healthcare decisions made on the micro and macro levels of their host 
country.

10.3	 �Conclusions and Suggestions

The validated instruments presented in the chapter may be implemented and used 
for improving healthcare and medical students’ clinical learning environment and 
supervision. The validation of the instruments for multi-professional purposes in 
different learning environments involved minor adjustments of terminology rele-
vant to each field of study. The terminology on clinical learning environments was 
exchanged from specialized clinical settings into primary healthcare settings. The 
measurement of the outcomes of medical education did not require to include the 
subdimension role of nurse teacher. All versions of CLES+T and CLES discussed 
in the chapter presented sufficient validity in the studies. The reliability of CLES 
scale with midwifery students scored low, possibly because the sample used in the 
study was small.

Also, the framework of the CLES+T scale was confirmed as important for the clini-
cal learning environment and supervision of international nursing students. However, 
there were additional aspects, which were missing in the CLES+T scale relating to 
international students learning’ in the clinical environment. The CLES+T scale did not 
include cultural and linguistic diversity issues, which involve measuring the students’ 
stressful experiences relating to their cultural backgrounds, language barriers relating 
to their learning outcomes, and their own role and initiative in learning when exposed 
to diversity and orientation in the clinical environment. An additional CALDs scale 
including all these aspects was created as a supplementary part to complement the 
theoretical framework of the CLES+T scale when measuring the outcomes of the inter-
national students’ clinical learning environment and supervision.

Students require a safe learning environment in order to succeed in their clinical 
practicum. The collaboration systems between the clinical practicum and higher 
education institutions need to be improved. The suggested improvements include 
supporting the students’ learning by clear clinical practicum procedures, evalua-
tion systems, sufficient information provided about the students, and sufficient 
guidance on how to deal with challenging situations. The CLES+T scale was 
shown to be an excellent instrument which may be used in healthcare and medical 
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education in order to improve the clinical learning environment and supervision of 
students. The CLES+T scale, together with CALDs, can further improve interna-
tional students’ learning outcomes in clinical practicum and possibly be integrated 
into the orientation process of newly employed international staff in clinical 
environments.
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11Possibilities of m-Learning and New 
Technologies in Clinical Teaching

Camilla Strandell-Laine and Leena Salminen

11.1	 �Role of the Clinical Teacher

Broadly speaking, the traditional role of the nurse teacher as a clinical teacher 
(henceforth teacher) is to cooperate with both students and mentors as a provider of 
pedagogical support. More specifically, however, the main responsibility of the 
teacher is to support the clinical learning of students during the clinical practicum. 
This chapter focuses on this area.

The clinical role of the teacher has been variously described and named. The 
descriptions used in the international literature include clinical educator, clinical 
lecturer, clinical instructor, clinical facilitator, nurse educator, nurse teacher, nurse 
supervisor, link teacher, and link tutor (Strandell-Laine et al. 2015). Furthermore, 
multiple terms are also used on the national level. This variation is understandable 
if we look at the different ways in which this role is implemented both internation-
ally and domestically (Saarikoski et al. 2013).

On the one hand, in the United States, Canada, Australia, and Taiwan teachers 
are members of the nursing staff in the clinical practicum ward and typically work 
together with their students at the bedside. In such cases, student supervision is 
mainly conducted face-to-face. On the other hand, in many European countries, the 
teacher increasingly functions within the educational institution; in other words, the 
teacher’s role as a pedagogical supporter in clinical practice has declined in many 
countries (Saarikoski et al. 2013), including New Zealand. These changes owe their 
origin more to political and financial pressures than to the pedagogical choices.

In Europe and New Zealand, the teacher typically cooperates at a distance, more 
in a liaison capacity, directly from the educational institution, and has little or no 
face-to-face contact with students and mentors. This cooperation is increasingly 
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being conducted via e-mail, telephone, or virtual learning environments (Saarikoski 
et  al. 2013). Another reason for the change in how the teachers’ clinical role is 
implemented may be the fact that teachers are no longer allowed to participate as 
intensively in real patient care as earlier, with the result that, owing to the rapid 
changes taking place in healthcare environments along with increasingly complex 
competence demands, they are gradually losing their clinical touch. However, the 
implementation of student supervision at a distance has not been trouble free. 
Previous studies have reported that the existing methods of supervision neither meet 
students’ needs nor take advantage of the possibilities offered by the new technolo-
gies, despite the fact that mobile technologies have been seen as a possible facilita-
tor of this supervisory process (Saarikoski et  al. 2013; O’Connor and Andrews 
2015; Strandell-Laine et al. 2015).

11.2	 �Mobile Technologies in Clinical Teaching

Since the introduction of mobile technologies in the 1990s, their use has rapidly 
increased in society at large. Mobile devices such as smart phones, tablet com-
puters, and wireless touch-screen readers are nowadays important tools in health-
care units, as these too are undergoing rapid technological changes, i.e., 
digitalization. Healthcare education is not immune to this process: multiple 
recent reviews have shown that mobile technologies are increasingly being used 
in healthcare education in general (Guo et al. 2015; Raman 2015), including in 
the clinical teaching of healthcare students (O’Connor and Andrews 2015; 
Strandell-Laine et al. 2015).

Mobile learning (m-learning) in the area of clinical teaching has developed 
alongside the rapid development in mobile technologies in general. Thus, m-learning 
via mobile devices is one of the key focal areas in novel educational applications 
and has the potential to significantly change the whole nursing curriculum and in 
more detail the clinical teaching. The growing interest in m-learning may relate to 
the fact that mobile technologies enable wholly new modes of learning and have the 
potential to support students’ learning in new ways. Moreover, the use of mobile 
technologies responds to the communication needs of today’s technology-literate 
students, millennials for whom mobile technologies are part of everyday technology 
and daily life. M-learning is variously described in the literature according to what 
features are in focus; terms used include mobile technologies, mobility, individual-
ism, ubiquitous, or e-learning.

A key point in m-learning is that it is at least the student and in many cases also 
the teacher who are mobile, not the technology. In m-learning, the main focus 
should be on meaningful interaction between student, teacher, and content. 
However, in clinical teaching, a variety of learning platforms and mobile applica-
tions have been used in the student supervision. In the very early studies on the use 
of mobile technology in healthcare education, e-portfolios (Garrett and Jackson 
2006), reflective journals, discussion forums (Wu and Lai 2009), and SMS text 
messaging (MacKay and Harding 2009) were prominent in clinical teaching. In the 
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latest studies, following the smart phone and tablet PC revolution in the 2010s, 
social networking services, integrating mobile applications for cooperation, posi-
tioning and route planning, and posting and sharing different learning materials 
have been used as learning platforms for students during the clinical practicum 
(Wu and Sung 2014).

11.3	 �Advantages of New Technologies in Clinical Learning

In the very early studies on the use of mobile technology in healthcare education, 
findings on students’ views of the advantages of the use of new technologies in nurs-
ing education tended to be conflicting (MacKay and Harding 2009). Nevertheless, 
the most recent review by Strandell-Laine et al. (2015) shows that mobile technolo-
gies are positively perceived by students, who have found that they have several 
advantages. This trend runs parallel with the positive attitudes of healthcare students 
to information and communication technology (ICT) in general.

Moreover, it is evident, based on the recent reviews, that mobile technologies are 
useful pedagogical tools in both theoretical teaching (Guo et al. 2015; Raman 2015) 
and clinical teaching during the clinical practicum (O’Connor and Andrews 2015; 
Strandell-Laine et al. 2015). Mobile technologies allow students on-the-go flexibil-
ity and convenience and both synchronous and asynchronous cooperation with the 
teacher outside of the frames of time and place during the clinical practicum. 
Valuable support tools that mobile technologies can offer students during the clini-
cal practicum include the following:

•	 Cooperation with the teacher (Strandell-Laine et al. 2015)
•	 Clinical decision making (Johansson et al. 2013)
•	 Immediate access to relevant information (Johansson et  al. 2013), e.g., drug 

databases
•	 Information management (Raman 2015), e.g., in checking prescriptions and 

administering drugs
•	 Individual learning possibilities (Clay 2011)
•	 Feelings of confidence in the clinical learning situation (Clay 2011; Johansson 

et al. 2013; O’Connor and Andrews 2015)

11.4	 �Challenges Posed by New Technologies  
in Clinical Learning

The use of mobile technologies during the clinical practicum of students raises 
various ethical and pedagogical challenges; these are discussed in the sections 
below.

The laws, policies, and guidelines pertaining to the use of mobile technologies 
vary across countries and also locally between healthcare organizations and educa-
tional institutions. It is important that all these contexts are taken into consideration 
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when planning to use mobile technologies in the clinical domain, i.e., in the present 
instance during the clinical practicum of students, who are in direct contact with 
patients whose rights to privacy must be respected.

Because mobile technologies are connected to the World Wide Web, they allow 
the rapid and often uncontrolled spread of information. This is a significant risk fac-
tor particularly associated with social media use: in March 2017, Facebook was the 
most popular social networking site with 1.94 billion active users monthly (Kallas 
2017). Nevertheless, Facebook has also been seen a potential tool facilitating coop-
eration between students and teacher as well as a facilitator of peer support between 
students. It has been argued that conversations in Facebook groups increase student 
awareness of their learning needs (Morley 2014).

Possible misuse of the following features of mobile technologies on social net-
working sites, e.g., Facebook, Youtube, Instagram, Twitter, Reddit, Ask.fm, Vine, 
Tumblr, Flickr, Google+, Linkedin, VK, ClassMates, Meetup, Pinterest, WhatsApp, 
and Snapchat (Kallas 2017), should be dealt within the students’ orientation phase 
of the clinical practicum:

•	 Social media updates
•	 Audio/video recordings (voice and picture)
•	 Photographs
•	 Written information

Educational institutions must respond to the challenges presented by m-learning 
by ensuring that already in the very beginning of their studies, before entering 
clinical practice, where they meet vulnerable patients, that students have a suffi-
cient level of technology literacy and social media competence. The use of social 
media must also be considered during the clinical practicum. One practical action 
is to ask students to sign a legally binding informed consent form on the acceptable 
use of mobile technology and social media at the beginning of their degree 
studies.

Mobile technologies and m-learning are constantly proliferating, imposing new 
technology competence demands on teachers and students alike. Nevertheless, stu-
dents have reported positive attitudes to the application of m-learning and mainly 
show good readiness for this. Among nurse teachers, however, the situation is more 
complicated, as they perceive several barriers to the use of mobile technologies; 
these barriers listed below, are, however, solvable:

•	 Lack of training and experience in the use of mobile technologies (Tuominen 
et al. 2014)

•	 Lack of mobile technology skills in comparison with different generations of 
students (Fleming et al. 2011)

•	 Lack of understanding about the use of mobile technology for professional pur-
poses (May et al. 2013)

•	 Lack of knowledge on how to evaluate the pedagogical usability of digital learn-
ing material (Duncan et al. 2013)
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Competence and commitment to the use of mobile technologies among teachers 
and students are of paramount importance in education as it is in working life. 
Therefore, alongside its use, training and up-to-date technological support for 
mobile technology is also needed both for students and teachers to ensure the full 
use of these technologies (Strandell-Laine et  al. 2015). Furthermore, different 
mobile applications require different skills from teachers, both technological and 
pedagogical (Tuominen et al. 2014). This, however, raises the issue of a need for 
noneducational staff with technical competences (Strandell-Laine et  al. 2015). 
Moreover, teachers should also be offered possibilities for further education in the 
utilization of mobile technologies and their more effective integration into their 
clinical teaching to ensure that teachers maintain their level of technology literacy 
with respect to their pedagogical competences. Furthermore, it is recommended that 
teachers accept, and support, safe online interaction that promotes the trustworthi-
ness, authenticity, and credibility of information and the safeguarding of data that 
are private and confidential.

11.5	 �Blogging as a Cooperation Tool During  
the Clinical Learning

While the use of mobile technologies has increased in clinical practicums (Mather 
et  al. 2013), blogging has been found to be a good tool for mutual cooperation 
between students (Ross and Myers 2017). It has been found that blogging encour-
ages students to use self-reflection as well as develop their nursing skills. In addi-
tion, blogging is believed to help cooperation between teachers and mentors. 
Teachers, students, and mentors can use blogs to discuss students’ learning experi-
ences and problems that emerge during the clinical practicum (Ross and Myers 
2017).

In a recent study by Karapuu et al. (2016), mentors wrote a blog with both teach-
ers and students on issues related to the practicum and noticed that after the blog-
ging it was easier to prepare for the midterm evaluations. Interestingly, however, 
preparation for the final evaluation was no easier after blogging. Maybe this was 
because the final evaluation is much wider and is based on demanding evaluation 
criteria. Also, as the mentors received no advice from the teacher via blogging, the 
final evaluation situation was considered more difficult than the midterm evaluation. 
Some mentors did not see blog writing as a convenient tool during a student’s clini-
cal practicum. In fact, they were quite critical of blogging—perhaps seeing it as 
time consuming and, even with adequate instructions, they may still have perceived 
a lack of clarity about what they were supposed to write for the blog. The workload 
may also have been too heavy, especially if they had more than one student to men-
tor at a time.

In some other studies, blog writing has been seen as a positive and useful tool for 
communication (Lin et al. 2013), although in these studies the data were collected 
from students not from mentors. Moreover, Myrick et al. (2012) found that mentors 
regarded blogging as a good tool for cooperation with other mentors during training 
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courses for instructors. In other words, mobile technologies have helped to create 
new forms of cooperation among mentors and programs for work environments that 
can help nurses to be better mentors of students. It has also been found that mentors 
in different healthcare environments have expressed the wish to cooperate and 
develop stronger partnerships with each other, making it desirable that the leader of 
a ward encourages mentors to freely use different digital communication tools to 
cooperate (Mather et al. 2013).

11.6	 �Emerging Technologies in Future Supervision 
and Clinical Learning

It is extremely difficult to predict the features of future mobile technologies. It 
is evident, however, that the educational and political decisions made concern-
ing the use of mobile technology in healthcare education will fundamentally 
influence the character of future m-learning in the field. In the near future, it is 
likely that the supervision of healthcare students will increasingly be conducted 
with the help of application such as OmniTouch, as well as technologies such as 
artificial intelligence, augmented reality, virtual reality, and big data. Such inno-
vations will make it possible, among other things, to start keeping track of stu-
dents’ personal data in a whole new way. Nevertheless, the implications for 
healthcare education of the currently emerging technologies remain largely 
unknown.

The existing, and especially the still unknown, features of the emerging tech-
nologies may revolutionize the supervision, and also the clinical learning, of stu-
dents by generating student data on the individual level, something that has not thus 
far been possible in the supervision process. The extent to which healthcare educa-
tion can take advantage of these emerging technologies and the digitalization of 
society as a whole depends on having an innovative imagination, daring to take a 
leap in the dark, and, by harnessing the enormous potential of the emerging tech-
nologies, building even more effective cooperation between educational institutions 
and other disciplines.
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