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ABSTRACT

The clinical learning environment is essential for the development of healthcare
students’ clinical training, clinical competence and professional identity. A supportive
clinical learning environment is needed to provide the opportunity for students to
integrate their theoretical knowledge with the clinical practice.

The aim of the study was to critically synthesise the best available evidence describing
strategies for a supportive clinical learning environment for undergraduate students in
health sciences. An integrative review was chosen as research method, as studies
with various methodologies can be incorporated in an integrative review. The
researcher followed the five stages as stated by Whittemore and Knafl (2005:548-
552), namely problem identification, literature search, data evaluation, data analysis
and presentation. The PICO-format (Population, Intervention, Comparative
intervention and Outcome) was used to compile the review question, which again led
the integrative review. EBSCOHost served as a platform to search for electronic data
in 13 databases. Google Scholar was also used as a database to allow for the
identification of relevant grey literature. The electronic database search strategy
identified 500 potential studies, and after the filtering process, 11 studies were
identified for critical evaluation. A critical evaluation was conducted in the form of a
round table consensus by the researcher, the supervisor, the co-supervisor and a
senior reviewer with experience in conducting integrative reviews. During the critical
evaluation, 10 studies were selected for analysis. The selected studies were

heterogenous and so a meta-analysis was not feasible.

The results of the thematic analysis culminated in a conceptual framework of a
supportive clinical learning environment. Three concluding statements, as stated

below, summarise the findings of the study:

1) A variety/network of student supporters, who have been carefully selected, may
be allocated specific clinical responsibilities while supporting the undergraduate

student in the clinical learning environment.



2)

3)

The relationship between the student, the student supporter and the clinical
staff is crucial to create a sense of belonging, self-efficacy and self-
directedness. The relationship depends on the roster and ratio of students per

student supporter, as well as appropriate learning opportunities.

Higher education institutions and healthcare providers (such as healthcare
facilities) should support students through formal collaboration/partnerships,
with student supporters employed by the institutions, and these institutions

should support the student supporters in various ways.

A few recommendations made by the researcher include:

1)

2)

3)

4)

Higher education institutions and healthcare providers should attempt to forge

beneficial relationships in order to support the students.

Higher education institutions should support student supporters in the clinical
learning environment with adequate and timely information regarding student
placement, the students’ level of competence and the students’ outcomes, and

also with training and support regarding student problems.

Healthcare providers should assist the higher education institutions by
providing placement, opportunities for students to learn, and by supporting the

students in clinical learning.

Student supporters should have certain qualities that enhance clinical teaching

and student supporters should be willing to spend time with students.

The comprehensive synthesis of the best available evidence has led to new insights

regarding creating and maintaining supportive clinical learning environment strategies

for undergraduate students in health sciences. These strategies may be implemented

in innovative ways to provide the students with the best clinical learning opportunities.



Key terms: Health sciences, integrative review, strategies, supportive clinical learning

environment, undergraduate students
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CONCEPTUAL AND OPERATIONAL
DEFINITIONS

Health sciences: Health science is the application of science to health. This includes
the study of medicine, nursing, nutrition, occupational health, physiotherapy, as well
as all other studies related to the health of humans (University of Wisconsin,
2018:0nline). In this study, students studying in the field of occupational therapy,
dentistry, medicine, nursing, physiotherapy, dietetics, pharmacy, radiography,

biokinetics, optometry and speech therapy were included.

Integrative review: An integrative review is a review based on the evidence collected
from multiple studies to answer a clearly formulated question. It uses integrative and
clear methods to critically evaluate the literature extracted from the primary research.
Relevant data from the studies are extracted, rigorously analysed and synthesised.
The research should be done in such a way that it can be reproduced and verified
(Polit & Beck, 2017:43; Botma, Greeff, Mulaudzi & Wright, 2010:241; Moule &
Goodman, 2009:249). In this study, the researcher was guided by the five stages as
set out by Whittemore and Knafl (2005:548-552) during the process of the integrative

review.

Strategies: According to the Oxford South African Concise Dictionary (2010:1173),
strategies are “plans designed to achieve a particular long-term aim”. The researcher
will be guided by this definition in order to identify supportive clinical learning

environment strategies for undergraduate students in health sciences.

Supportive clinical learning environment: A supportive clinical learning environment is
an interactive environment in the clinical setting where the theoretical components of
the curriculum can be transformed into professional skills and attitudes within a safe
emotional environment. It includes everything that involves the student and his/her

professional development and behaviour (Botma & MacKenzie, 2016:105;



Papastavrou, Dimitriadou, Tsangari & Andreou, 2016:2). The researcher will use this

definition as guide in this study.

Undergraduate students: Undergraduate students are students who are enrolled at a
college or university and who have not yet obtained their first diploma or degree
(Oxford South African Concise Dictionary, 2010:1295). The researcher will be guided
by this definition.
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CHAPTER 1

Overview of the study

1.1 INTRODUCTION AND BACKGROUND

Clinical training plays a critical part in the training of students in healthcare sciences
(Manninen, Henriksson, Scheja, & Silén, 2015: Online; O’Mara, McDonald, Gillespie,
Brown & Miles, 2014:208). During clinical training, the clinical competencies and
professional identity of healthcare students are formed (O’'Mara et al., 2014:208;
Changiz, Malekpour & Zargham-Boroujeni, 2012:399; Dadgaran, Parvizy & Peyrovi,
2012:330). Clinical learning environments [CLE(s)] are meant to support healthcare

students in reaching these outcomes (Manninen et al., 2015: Online).

Various quality assurance bodies such as the South African Nursing Council (SANC),
the Allied Health Professions Council of South Africa (AHPCSA) and the Health
Professions Council of South Africa (HPCSA) control the competence levels, code of
conduct, education and registration of professionals, and the number of clinical hours
that have to be accrued during education (Nursing Act 2005 c.2; Allied Health
Professions Act 1982 c.2; Health Professions Act 1974 c.2). The acts that regulate the
clinical learning of healthcare students, all state that students must practice their skills
under supervision (Nursing Act 2005 c.2; Allied Health Professions Act 1982 c.2;
Health Professions Act 1974 c.2).

Supervision is defined as the observation and direction of a person performing a task
(Oxford South African Concise Dictionary, 2010:1192) and is a complex phenomenon
in the CLE. The role of the supervisor and how supervision should be utilised are taxing
on healthcare educators and clinical staff. Supervisors should support students to link
their theoretical and clinical knowledge as well as develop their clinical skills. The main
goal of supervision is to help students to work independently and responsibly.

Supervision is an essential part of the learning process, and should be student-centred



and focused on supporting the student in gaining new understanding and skills
(Manninen et al., 2015:0nline).

A supportive clinical learning environment (SCLE) is needed to provide the opportunity
for students to integrate the theoretical knowledge obtained in class with clinical
practice. The CLE is dynamic and complex with several variables (King, Russell &
Bulsara, 2017:49; O’Mara et al., 2014:208). Various factors within the CLE influence
students’ learning experience, such as the quality of the clinical setting, the availability
of equipment, supportive staff, good care of patients and the availability of clinical
supporters (Papastavrou et al., 2016:2; Smedley & Morey, 2009:77; Papp, Markkanen
& Von Bonsdorff, 2003:263).

In previous studies, students have identified the following elements that contribute to
a SCLE: teamwork, positive staff morale, staff who have a positive attitude towards
patient care, quality care, patient-centred care, and good role models (King et al.,
2017:49; O’'Mara et al., 2014:208). Healthcare students value being welcomed in the
ward (Ford, Courtney-Pratt, Marlow, Cooper, Williams & Mason, 2016:99), being
appreciated (Kilcullen, 2007:100; Papp et al., 2003:265) and being recognised (Papp
et al., 2003:265). Quality supervision and good support in the ward are important to
students (King et al., 2017:49; O’'Mara et al., 2014:208). Supportive learning
relationships contribute to the students’ feeling of belonging to the team (Kilcullen,
2007:100; Papp et al.,, 2003:265). Students who are supported in a positive way,
support each other in the clinical environment. This reduces feelings of isolation and

incompetence (King et al., 2017:49).

Elements that contribute to an unsupportive CLE are rigid, hierarchical or poor
protocols and guidelines, or even their absence. Other elements include clinical staff
that are not aware of students’ needs, their levels of competence or their learning
outcomes (O’Mara et al., 2014:208). The attitude of clinical staff towards the students
also plays an important role in the CLE (King et al., 2017:49). The complexity of the
rich social and cultural diversity of hospitals are hard for outsiders to understand and
difficult to change (King et al., 2017:49). O’'Mara et al. (2014:210) identified two main
concerns in the CLE, namely the relationship with clinical staff and the students’ ability

to build these relationships, and the way in which learning occurs in the CLE.



Higher education institutions [HEI(S)], healthcare providers [HCP(s)] and students all
play a role in clinical learning (Botma, Brysiwiecz, Chipps, Mthembu & Phillips,
2014:127-131). It is therefore logical to deduct that in addition to the physical
environment, the staff from both institutions and the students themselves influence the
learning atmosphere, and students’ attitude toward learning and the support of
students. This triad and the interactions between the triad partners complicate the
process of clinical learning and creating and maintaining a SCLE. At present, there
are no integrative reviews on SCLE strategies for undergraduate students in health

sciences.

1.2 PROBLEM STATEMENT

The quality of the CLE impacts on students’ functioning and learning in the clinical
setting, as well as on the development of the different healthcare professions.
Students spend a large amount of their time in the clinical setting, but the nature of
clinical learning is not well defined (Dadgaran et al., 2012:331).

Clinical learning or experiential learning is the process of learning work-related skills
(Billings & Halstead, 2012:189) and is a crucial component of any healthcare
profession curriculum. Clinical exposure and supervised clinical practice are required
for licensure by all healthcare professions’ governing bodies, including the SANC,
AHPCSA and HPCSA (Nursing Act 2005 c.2; Allied Health Professions Act 1982 c.2;
Health Professions Act 1974 c.2). SCLE(s) contribute to staff recruitment and
retention. Hence, positive learning and work environments are not only necessary for
training purposes, but also for staffing and organisational performance. However,
various authors such as Botma and MacKenzie (2016:108), Poto (2016:103) and Xaba
(2014:107) reported that students find the CLE abusive and unsupportive. The
resulting question is therefore: “What strategies can be implemented to create and
maintain a SCLE in various healthcare settings for undergraduate students in health

sciences?”



1.3 AIM

The aim of the study is to critically synthesise the best available evidence describing
strategies for a supportive clinical learning environment for undergraduate students in

health sciences.

1.4 PARADIGMATIC PERSPECTIVE

The decisions that a person makes in life and in practice are determined by one’s
world view, which in turn influences the approach to answer the review question (Polit
& Beck, 2017:9). Thomas Kuhn (1922-1996) defined paradigm as a set of beliefs that
guides research. A paradigm defines what should be studied, which questions should
be asked, how they should be asked and what rules should be followed, and it
differentiates scientific communities (Polit & Beck, 2017:9; Botma et al., 2010:39-40).

In this study the paradigm of pragmatism is used. The Oxford South African Concise
Dictionary (2010:926) defines pragmatism as “an approach that evaluates theories or
beliefs in terms of the success of their practical application”. Pragmatism leads to
diversity in research methods, which encourages multiple styles of inquiry that prefer
practice and encourage a variety of understandings of world views (Polit & Beck,
2017:9; Pratt, 2016:509). In pragmatism, the review question drives the research and
is more important than the methods used. Induction and deduction are encouraged in
pragmatism (Polit & Beck, 2017:578).

The researcher supports the use of pragmatism in this study, because of its focus on
what works in practice and on problem solving. The researcher is also interested in
diversity in research, in practice and in world views. The review question will be used

to make inductive and deductive conclusions.

Ontology, epistemology and research method are three philosophical assumptions on
which research paradigms are based.



1.4.1 Ontology

Ontology is concerned with how one views the world. It is defined as a branch of
philosophy dealing with the nature and characteristics of what is being studied. The
guestions asked will influence subsequent decisions made by the researcher (Polit &
Beck, 2017:9; Botma et al., 2010:40).

The researcher understands that we live in a physical world which is influenced by
social and psychological interactions. The focus of this review is on reality. The clinical
environment is a physical environment that is influenced by several factors. The
inclusion and exclusion criteria applicable to this study are clearly stated in the
research methods.

1.4.2 Epistemology

Epistemology has to do with what it means to know and deals with the nature of
knowing. The focus is more on the format of knowledge than on its content.
Epistemology refers to methods, theories, concepts, rules and procedures that are
used in a research project and looks at the relationship between the researcher and
those being researched (Polit & Beck, 2017:9, Neuman, 2014:93; Botma et al.,
2010:40).

The researcher will extract information from literature that focusses on the CLE where
healthcare students are supposed to integrate their knowledge into practice-based

learning. The focus is on the CLE, and a specific question will guide the process.
1.4.3 Research method
The research method refers to how the research will be done. Research methods

includes rules, methods, approaches and policies that the researcher needs to follow
to conduct the study (Polit & Beck, 2017:10; Neuman, 2014:14; Botma et al., 2010:41).



The researcher believes that an integrative review is the most appropriate way to
answer the review question and to analyse existing literature regarding the CLE. The
researcher will use the five stages as presented by Whittemore and Knafl (2005:548-

552) in the execution of the integrative review.

1.5 RESEARCH DESIGN

The research design refers to the map of how the review question, aims and objectives
of the study will be answered (Polit & Beck, 2017:56; Moule & Goodman, 2009:168).
The design chosen for this study is an integrative review, as it is descriptive in nature.
An integrative review is a review based on the best evidence synthesised from multiple
studies to answer a clearly formulated question (Polit & Beck, 2017:43; Botma et al.,
2010:241; Moule & Goodman, 2009:249). The integrative review includes evidence
from studies with a range of designs that will result in a comprehensive synthesis of
available literature, and could assist in creating new knowledge and perspectives
regarding the strategies used to create and maintain a SCLE for undergraduate

students in health sciences.

1.6 RESEARCH METHOD AND DATA COLLECTION

In this review the researcher makes use of the five stages as stated by Whittemore
and Knafl (2005:548-552), and a brief description of each stage follows. Figure 1.1
illustrates the five stages.



Stage 1: Problem
identification
stage

Stage 2:
Literature search
stage

Stage 3: Data
evaluation stage

Stage 4: Data
analysis stage

Stage 5:
Presentation

FIGURE 1.1: Adapted summary of the stages followed in an integrative
review (Whittemore & Knafl, 2005:548-552)

1.6.1 Stage 1 - Problem identification stage

The gquestion guiding the integrative review must be of such a nature that it can be
searched and answered (Whittemore & Knafl, 2005:549). The PICO (Population,
Intervention, Comparative intervention and Outcome) format is mostly used in
integrative reviews and assists the researcher in framing the review question (Polit &
Beck, 2017:33; Moule & Goodman, 2009:254). Table 1.1 presents the application of
the PICO format used in this integrative review to frame the review question.



TABLE 1.1: Application of the PICO format

Acronym Description Review gquestion

P Population Undergraduate students in health sciences

[ Intervention Strategies to create or maintain a supportive
clinical learning environment

C Comparative intervention | None

@] Outcome A supportive clinical learning environment

The review question will therefore be: “What strategies can be implemented to create
and maintain a SCLE in various healthcare settings for undergraduate students in

health sciences?”

1.6.2 Stage 2 — Literature search stage

Searching the literature will entail the following: selecting inclusion and exclusion
criteria, relevant search words and data sources. The identified literature was then
filtered against the inclusion and exclusion criteria and well-defined review question to

identify the relevant studies in order to answer the review question.

1.6.2.1 Inclusion criteria

The inclusion criteria will be studies:

e On undergraduate students in health sciences
e That promote a SCLE

e Of various methodologies

e From the year 2000 to 2018

e In various languages with abstracts in English



1.6.2.2 Exclusion criteria

The exclusion criteria will be studies:

e On transfer of learning in simulation and high-fidelity simulation

e On the transfer of learning in the classroom

e Before the year 2000, because the disease profile in the world started changing

with the increase of HIV/AIDS. The focus of healthcare in the world moved to

primary healthcare.

1.6.2.3 Search words/strings

The search string to be used in the electronic database search are indicated in Table

1.2.
TABLE 1.2: Search string used in the electronic database search
Population (Undergrad* or student* or baccalaureate*) and (“health science*”

or medic* or “health profession*” or nurs* or “occupational
therap®” or physio* or “physical therap*” or dentist* or optom* or
“speech therap*” or biokinetic* or pharmac* or radiograph* or diet*
or nutrition*)

AND

Intervention

(interven* or support* or assist* or facilitat*)

AND
(plan or plans or planning or strateg* or policy or policies or
approach* or action* or standards or standard or guideline* or
"best practice*")

AND

Comparative
interventions

None

Outcome

(teamwork™ or “quality care” or “practice guideline*” or “good
communication” or “supportive relationship*” or “learning
outcome™” or self-direct* or metacognit* or “critical thinking” or
“clinical reason*” or “staff attitude™” or “staff morale” or
“‘interprofessional relationship*” or “transfer climate*” or
“professional standard™” or “organisation* climate*” or
“organization* climate*” or “practice placement” or “experiential
learning” or “work integrated learning” or “clinical learning
environment*” or “clinical setting*” or (nurs* n2 competen*) or
((theor* and clinical) n2 integrat*))




Table 1.3 indicates the search string that will be used in the Google Scholar search.
Fewer keyword synonyms will be used because Google Scholar cannot accommodate

lengthy search strings.

TABLE 1.3: Search string used in Google Scholar search
Population “‘undergraduate students in health sciences”
AND
Intervention “strategies”
AND
Comparative None
interventions AND
Outcome “supportive clinical learning environment”; -classroom; -climate
change; -simulation

1.6.2.4 Data sources

The researcher will use various sources of data such as electronic databases and grey
literature and will search through the reference lists of included studies, in order to
identify relevant studies. A health sciences librarian at the University of the Free State
will assist in the electronic database search. A number of databases on the

EBSCOHost platform will be used to search for information, as well as Google Scholar.

1.6.2.5 Filtering process

The relevant studies will be filtered in four steps, namely 1) removing duplicate studies,
2) filtering the title, 3) filtering the abstract, and 4) assessing the full text against the
well-defined review question based on the title of the research, as well as the inclusion
and exclusion criteria. This filtering process will be conducted by the researcher and

the supervisor.

1.6.3 Stage 3 — Data evaluation stage

In this stage, the quality of the chosen studies must be assessed (Moule & Goodman,
2009:256). The researcher will use tools specific to the research design of each

selected study.
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The researcher, supervisor, co-supervisor and a senior reviewer will conduct the
critical evaluation of the studies. Consensus discussion will be held regarding the

inclusion or exclusion of the evaluated studies. Data extraction will then follow.

The Centre for Reviews and Dissemination (2009:28) describes data extraction as “the
process by which researchers obtain the necessary information about study findings
from the included studies.” In this stage all the relevant findings which meet the
selection criteria, will be combined to form the body of evidence, in order to answer

the review question.

1.6.4 Stage 4 — Data analysis stage

The data from the reviewed studies will be critically synthesised. Thematic analysis is
the most common form of analysis used in synthesis in an integrative review. The
thematic analysis process will identify themes from the findings. The process that will
be followed is: data reduction, data display, data comparison, conclusion drawing and
verification (Whittemore & Knafl, 2005:552). Figure 1.2 displays the data analysis
process. Data analysis will be carried out by the researcher, supervisor and co-

supervisor, which increases the credibility of the study.

Data
reduction

Data
comparison

Conclusion
drawing

Verification

FIGURE 1.2: Adapted summary of the process followed to analyse the
data (Whittemore & Knafl, 2005:550-552)
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1.6.5 Stage 5 - Presentation

According to Whittemore and Knafl (2005:552), the conclusions of the integrative
review can be reported in the form of tables, figures or diagrams. Tables, figures and
diagrams will be used to display data throughout the review. The researcher will
provide details from primary sources, and conclusions will be supported by evidence

to prevent the conclusions from exceeding the evidence.

1.7 RIGOUR

The study will uphold the criteria of truth value, applicability, consistency, neutrality
and authenticity (Botma et al., 2010:233-234; Moule & Goodman, 2009:132).

1.7.1  Truth value

Truth value determines whether the researcher has established confidence in the truth
of the findings and the context in which the research was undertaken (Botma et al.,
2010:233; Moule & Goodman, 2009:132). The researcher will aim for this objective by
being disciplined and following the tightly controlled steps in the process of an
integrative review. The researcher will conduct the review in detail and with strict

accuracy.

1.7.2  Applicability

Applicability refers to the degree to which the research can be applied to different
groups and in different contexts (Polit & Beck, 2017:164; Botma et al., 2010:233). The
findings of this review can be applied to healthcare students, HEI(s), HCP(s) and

society in general.

1.7.3 Consistency

Consistency refers to whether the findings will be consistent if the study was run again
(Polit & Beck, 2017:164; Botma et al., 2010:233). A record will be kept for the duration
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of the study regarding the inclusion and exclusion criteria, relevant search
words/strings, search platforms, databases, and the filtering process of the studies. A
record will also be kept regarding the evaluation, analysis and interpretation of data
and the maintenance of the research records. This will enable the study to be

duplicated. The researcher will give a detailed description of the research method.

1.7.4  Neutrality

Neutrality indicates freedom from bias both during the research process and in the
description of the results. The findings should be solely based on the information and
the conditions of the research and not on biases, motives or perspectives (Polit &
Beck, 2017: 161-162; Botma et al., 2010:233). The researcher will follow the tightly

controlled steps in the process of the integrative review.

1.7.5 Authenticity

Authenticity refers to the extent to which the researcher fairly and faithfully presents a
range of different realities (Polit & Beck, 2017:161; Botma et al., 2010:234). The
selected studies were analysed by the researcher, supervisor and co-supervisor. The
supervisor and co-supervisor have experience in integrative reviews and different

methods of research.

1.8 ETHICAL CONSIDERATIONS

Ethics comprise the moral principles that directs a person’s conduct. It should be
visible throughout the whole research process (Neuman, 2014:143; Botma et al.
2010:4). Ethics approval will be obtained from the University of the Free State’s Health
Science Research Ethics Committee (HSREC) prior to the commencement of the
integrative review (see Addendum A). The study will uphold the ethical principles of

veracity, justice, non-maleficence and beneficence.
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1.8.1 Veracity

This refers to “telling the truth” (Pera & Van Tonder, 2013:333; Botma et al., 2010:26;
Moule & Goodman, 2009:57). The researcher has the responsibility to conduct and
report research ethically and honestly (Polit & Beck, 2017:153-154). As far as possible,
all existing research on the topic will be included in the review. Honesty and integrity
will be reinforced by documenting the entire process of information searching, the

elimination process and the critical evaluation process.

According to Botma et al. (2010:277), ethical research implies that the researcher
should respect the intellectual work of other researchers, and that the researcher
should guard against plagiarism. The researcher will respect the intellectual property
of other authors by citing their work and guarding against plagiarism. Plagiarism will
be prevented by ensuring that all referencing is done accurately in order for the

research to be traceable and reproducible.

The researcher will take responsibility for the effective use of fiscal and material
resources, and will ensure that financial assistance is not used for any other purpose

than that of the research.

1.8.2 Justice

The studies included in this review will be selected based on predetermined inclusion
and exclusion criteria. All sources have an equal chance to be selected (Polit & Beck,
2017:141; Department of Health, 2015:14; Steneck et al., 2010:Online; Moule &
Goodman, 2009:57).

Articles and studies from other researchers, which are publicly known, will be used to
generate data. This will be kept safely by storing information on paper and on memory
sticks in a locked, fireproof cabinet. The electronically kept data will be password
protected. It will also be protected by a firewall, and be kept safe from viruses and
spyware. The information will be kept for five years.
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1.8.3 Non-maleficence

The principle of “doing no harm” will be followed throughout the research process. The
researcher will try, as far as possible, to prevent social and economic harm (Polit &
Beck, 2017:139; Department of Health, 2015:14; Steneck et al., 2010:0Online; Moule
& Goodman, 2009:57). No harm is foreseen as the researcher will only use previously

published articles and studies of other researchers.

1.8.4 Beneficence

The intent of the research is to benefit healthcare students, the HEI, the HCP and
society in general, and to minimise harm (Polit & Beck, 2017:139; Department of
Health, 2015:14; Botma et al., 2010:21; Moule & Goodman, 2009:57). A sound
research design will be followed, and the researcher will be assisted by the supervisor,
co-supervisor and senior reviewer from the University of the Free State. These
researchers will assist with the identification of relevant literature, the critical evaluation

of research, the data extraction and the data analysis.

1.9 DELINEATION OF THE STUDY REPORT

A layout of the study report is provided in Table 1.4.

TABLE 1.4: Layout of the study report
Chapter Brief description Addendum
Chapter 1 This chapter gives a brief overview of the Addendum A: Ethics

Overview of the study

background, the problem statement, the review
guestion and the aim of the study. The
paradigmatic perspective of the study is described.
An overview of the research design and research
method is provided. The chapter is concluded by a
description of the principles of rigour and ethical
considerations applied in the review.

approval

Chapter 2
Research method

In this chapter the first three stages of the
integrative review are discussed:

Stage 1: Problem identification

Stage 2: Literature search

Stage 3: Data evaluation

Addendum B: Critical
evaluation and data
extraction of
included studies

Chapter 3
Analysis and synthesis

In this chapter the fourth stage of the integrative
review is discussed:
Stage 4: Data analysis

Addendum C: Mixed
methods appraisal
tool version 2018
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Five steps were followed in data analysis. The first
three steps were discussed in this chapter:

Step 1: Data reduction

Step 2: Data display

Step 3: Data comparison

(Hong, Pluye,
Fabregues, Bartlett,
Boardman, Cargo,
Dagenais, Gagnon,
Griffiths, Nicolau,
O’Cathain, Rosseau
& Vedel, 2018:1)
Addendum D:
Checklist for quasi-
experimental studies
(non-randomised
experimental
studies) (Tufanaru,
Munn, Aromataris,
Campbell & Hopp,
2017:0nline)
Addendum E: Critical
Appraisal Skills
Programme (CASP)
checklist for
qualitative research
(Critical Appraisal
Skills Programme,
2018a:0nline)
Addendum F: CASP
checklist for
systematic review
(Critical Appraisal
Skills Programme,
2018b:1), as
appropriate.

Chapter 4
Conclusion,
recommendations and
limitations

In this chapter the last two steps of the data
analysis stage are discussed, as well as the last
stage of the integrative review:

Step 4: Conclusion drawing

Step 5: Verification

Stage 5: Presentation

1.10 CONCLUSION

This chapter provided a brief overview of the integrative review. It also provided a

summary of the manner in which the integrative review will be conducted. The

background gave a brief overview of the CLE and this led to the problem statement,

the aim of the review and the review question. The researcher gave a brief description

of the paradigmatic perspectives and a concise summary of the research method of

the integrative review. The criteria used to uphold rigour and ethical principles were

discussed.

The research method of the integrative review will be discussed in detail in the next

chapter.
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CHAPTER 2

Research method

2.1 INTRODUCTION

In the previous chapter, a brief overview of the research study was presented. In this
chapter, the researcher will discuss the integrative review as a research method. This
will be followed by a discussion of the first three stages of the integrative review, which
relate to problem identification, the literature search and data evaluation. The

measures taken to ensure rigour in each step will also be described.

2.2 INTEGRATIVE REVIEW AS RESEARCH METHOD

It is a challenge for healthcare professionals and academics to have an accurate and
current understanding of the information relevant to his/her area of expertise and/or
research due to the increased amount of available literature. However, they need to
keep up to date with the most recent innovations and research to make the best
decisions (Russell, 2005:8). Furthermore, not all literature published is of a high
standard in terms of research method, adequate sample size and good statistical
analysis. Individuals also do not always have the time or the necessary skills to
identify, critically evaluate and summarise the vast amount of literature available in
order to make the best decisions (De Souza, Da Silva & De Carvalho, 2010:102;
Evans, 2007:137; Akobeng, 2005a:837; Whittemore & Knafl, 2005:546-547). Reviews
of literature are done to identify, critically evaluate and summarise this vast amount of

information.

Most of the reviews of research literature focus on randomised controlled trials
[RCT(s)] (Evans, 2007:137). There has been a growing interest in methods to identify,
evaluate and integrate the findings on a range of different types of research. More
concise methods were needed to synthesise knowledge and to make the results of

significant studies, where diverse research methods were used, available (Soares,
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Hoga, Peduzzi, Sangaleti, Yonekura & Silva, 2014:0nline; De Souza et al., 2010:102;
Whittemore & Knafl, 2005:546-547). The integrative review was identified as a review
method where different types of research methods could be included in the research

process.

Several terms are loosely associated with an integrative review (Russell, 2005:8).
These terms include literature reviews, systematic reviews and realist reviews. Each
one of these reviews, however, has its own specific purpose, sampling frame,
definition and analysis type (Whittemore & Knafl, 2005:547). An integrative review is
defined as “one in which past research is summarised by drawing overall conclusions
from many studies” (Russell, 2005:8). The integrative review was chosen for this
study, because of the varied sampling frame and the potential to combine complex
concepts and theories. It is the broadest class of research reviews and includes
theoretical, experimental and non-experimental research, which is used to answer the
review question (Evans, 2007:137; Whittemore & Knafl, 2005:548). The researcher

capitalised on the strengths of this research method.

2.3 STRENGTHS OF THE INTEGRATIVE REVIEW

The strengths of the integrative review are as follows:

e A well conducted integrative review represents current research and includes
experimental and non-experimental research for a more comprehensive insight
into the problem (Bandara, Furtmueller, Gorbacheva, Miskon & Beekhuyzen,
2015:156; Soares et al., 2014:0Online; Crossetti, 2012:12-13; De Souza et al.,
2010:102; Evans, 2007:137, Russell, 2005:8, Torraco, 2005:356; Whittemore
& Knafl, 2005:547). Therefore, an integrative review aims to enhance the
understanding of the phenomena or problem being studied in order to answer
a specific review question (Bandara et al., 2015:156; Soares et al., 2014:0nline;
Crossetti, 2012:12-13; De Souza et al., 2010:102; Evans, 2007:137, Torraco,
2005:356; Whittemore & Knafl, 2005:547).

e Provides clear and thorough methods of analysis and synthesis. It is
characterised by replication, clarity, transparency and scientific rigour (Soares
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et al., 2014:Online; Crossetti, 2012:12; De Souza et al, 2010:102;
Whittemore & Knafl, 2005:547). Methodological rigour in this study was
enhanced by the critical evaluation being conducted by the researcher, the
supervisor, co-supervisor and a senior reviewer in the form of a round table
consensus discussion. The supervisor, co-supervisor and a senior reviewer
have expertise in different fields and methodologies, and experience in doing
integrative reviews. Critical information regarding the research process is

clearly presented in tables.

e Can identify where evidence in research is still lacking and make
recommendations on how to close those gaps (Soares et al., 2014:Online;
Crossetti, 2012:12). The need for future research can be identified while
interpreting the results (Soares et al., 2014:Online ; Evans, 2007:139; Russell,
2005:8).

e Reduces the time and expertise it would take to locate, evaluate and
synthesise individual studies (Bettany-Saltikov, 2012:8). The review
evaluates the strength of the scientific evidence. It can identify central issues
and build a bridge between related areas of research. It can also identify

which research methods had been most successful (Russell, 2005:8).

e Develops the researcher in different ways. Through the course of this study
the researcher learned how to apply the steps of the integrative review, and
this developed the researcher’s critical thinking skills. A broader range of
research methods, such as quantitative, qualitative and mixed method
studies, were explored and the researcher will be able to apply this knowledge

to future independent research.
The researcher is aware of the fact that the integrative review has inherent

weaknesses. These weaknesses and measures to counteract it, will be discussed

next.
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2.4 WEAKNESSES OF THE INTEGRATIVE REVIEW

The weaknesses include:

2.5

The inclusion of studies with different methodologies makes an integrative
review complex and this can lead to a lack of rigour, lack of consistency,
inaccuracy and bias (Soares et al., 2014: Online; Whittemore & Knafl,
2005:547). In order to counteract this weakness, the researcher, the supervisor,
co-supervisor and a senior reviewer, conducted the critical evaluation in the

form of a round table consensus.

Systematic bias and errors can occur at any stage of the research process if
specific and systematic steps are not followed throughout (Whittemore & Knafl,
2005:548). Consequently, conclusions may be drawn prematurely or based on
weak evidence (Soares et al., 2014: Online). The researcher, supervisor, co-
supervisor and a senior reviewer were involved during different stages of the

review in order to reduce systematic bias and errors.

An absence of consistent focus can influence the quality and strength of the
evidence of the included studies (Soares et al., 2014:0Online). This can lead to
a lack of coherence in the organisation of the results applicable to the review
guestion (Soares et al., 2014:0nline). The researcher, the supervisor and co-
supervisor monitored the process in order to ensure a high level of quality and

strength in the organisation of the results.

METHODOLOGICAL STAGES OF THE INTEGRATIVE REVIEW

The researcher, supervisor, co-supervisor and a senior reviewer approached the

process of conducting the integrative review with the same scientific rigour as when

conducting a primary study, hence they meticulously followed the five stages
suggested by Whittemore and Knafl (2005:548-552). Figure 2.1 illustrates the stages

that the researcher followed. The next section will include a detailed discussion of the

first three stages.
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Stage 1: Problem
identification

Stage 2:
Literature search

Stage 3: Data
evaluation

Stage 4: Data
analysis

Stage 5:
Presentation

FIGURE 2.1: Adapted summary of the stages followed in an integrative
review (Whittemore & Knafl, 2005:548-552)

2.5.1 Stage 1 - Problem identification

The researcher began the review by defining the problem under study, the review
guestion and the aim in order to focus the integrative review. The aim of the study was
to critically synthesise the best available evidence describing strategies for a
supportive clinical learning environment for undergraduate students in health
sciences. The identified problem was translated into an answerable question that was
well formulated, clear and focused. Table 2.1 presents the application of the PICO

format used in this integrative review to frame the review question (Polit & Beck,
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2017:33; Hagen-Zanker & Mallet, 2013:7; Moule & Goodman, 2009:254; Akobeng,
2005a:838).

TABLE 2.1: Application of the PICO format
Acronym Description Review question
P Population Undergraduate students in health sciences
I Intervention Strategies to create or maintain a supportive
clinical learning environment
C Comparative intervention | None
O Outcome A supportive clinical learning environment

The review question therefore is: “What strategies can be implemented to create and
maintain a SCLE in various healthcare settings for undergraduate students in health

sciences?”

2.5.2 Stage 2 - Literature search

A well-defined literature search strategy is important in an integrative review because
it increases the rigour and decreases bias. Ideally, all relevant literature on the topic
or problem of interest should be included in the sample (Crossetti, 2012:12; Callahan,
2010:301; Evans, 2007:141; Whittemore & Knafl, 2005:548). The search for literature
can include searches on computerised databases, searching for relevant articles from
reference lists, journal hand searching, networking and searching on research
registries (Whittemore & Knafl, 2005:549).

25.2.1 Scoping search

The researcher and the health sciences librarian at the University of the Free State
did a scoping search that revealed that literature was available on the topic. The

researcher added keywords of relevant articles to the Boolean search string.
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2.5.2.2 Literature search

The literature search included the identification of inclusion and exclusion criteria,
relevant search words/strings and data resources. The search process was well

documented.

2.5.2.2.1 Inclusion criteria

The inclusion criteria were studies:
e On undergraduate students in health sciences
e That promote a SCLE
e Of various methodologies
e From the year 2000 to 2018

e In various languages with abstracts in English

2.5.2.2.2 Exclusion criteria

The exclusion criteria were studies:
e On transfer of learning in simulation and high-fidelity simulation
e On the transfer of learning in the classroom
e Before the year 2000, because the disease profile in the world started
changing with the increase of HIV/AIDS. The focus of healthcare in the world

moved to primary healthcare.

2.5.2.2.3 Search words/strings

The researcher broke the review question down into PICO as illustrated in Table 2.1.
In order to include all healthcare students, the concept was further broken down into
specific healthcare disciplines, for example occupational therapy, dentistry, medical
practitioners, nursing, physiotherapy, dietetics, pharmacy, radiography, biokinetics,
optometry and speech therapy. Table 2.2 indicates the search string used in the

electronic database search.
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TABLE 2.2:

Search string used in the electronic database search

Population

(Undergrad® or student® or baccalaureate*) and (“health science®*”
or medic* or “health profession*” or nurs* or “occupational
therap™” or physio* or “physical therap*” or dentist* or optom* or
“speech therap*” or biokinetic* or pharmac* or radiograph* or diet*
or nutrition*)

AND

Intervention

(interven* or support* or assist* or facilitat*)

AND
(plan or plans or planning or strateg* or policy or policies or
approach* or action* or standards or standard or guideline* or
"best practice*")

AND

Comparative
intervention

None

Outcome measures

%

(teamwork™ or “quality care” or “practice guideline®” or “good
communication” or “supportive relationship*” or “learning
outcome™” or self-direct* or metacognit* or “critical thinking” or
“clinical reason*” or “staff attitude*” or “staff morale” or
“interprofessional relationship*” or “transfer climate*” or
“professional standard*” or “organisation™ climate*” or
“organization* climate*” or “practice placement” or “experiential
learning” or “work integrated learning” or “clinical learning
environment®” or “clinical setting*” or (nurs* n2 competen*) or
((theor* and clinical) n2 integrat*))

The area allowed for search strings on Google Scholar was too limited to allow for the

search strings used for EBSCOHost as indicated in Table 2.2. Table 2.3 provides the

search string used for the Google Scholar search. The search for grey literature was

included in the Google Scholar search.

TABLE 2.3: Search string used in Google Scholar search
Population “‘undergraduate students in health sciences”
AND
Intervention “strategies”
AND
Comparative None
intervention AND

Outcome measures

“supportive clinical learning environment”; -classroom; -climate
change; -simulation
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2.5.2.2.4 Data sources

The researcher used electronic platforms, grey literature and searched through
reference lists of included studies, in order to identify relevant studies. Table 2.4
provides a breakdown of the total number of search results yielded per database to
identify sources. The EBSCOHost search delivered 269 possible sources. Google
Scholar was also searched and delivered 231 possible sources. These platforms,
databases or combination of databases were chosen based on their accessibility and

comprehensiveness.
TABLE 2.4: Electronic platforms and data bases used to identify sources
Number of
Platform Data bases abstracts
obtained
MEDLINE with Full Text 70
National and international CINAHL with Full Text 58
journal articles Academic Search Ultimate 42
PsycINFO 40
Health Source: Nursing/Academic Edition 23
ERIC 14
Africa-Wide Information 7
OpenDissertations 4
CAB Abstracts 4
MasterFILE Premier 2
SocINDEX with Full Text 2
SPORTDiscus with Full Text 2
PsycARTICLES 1
231
International search engine of
journal articles and grey
literature
Total 500

2.5.2.3 Filtering process

Figure 2.2 reflects the searching and filtering process leading to the selection of
eligible studies. The studies were filtered in four steps, as illustrated by the PRISMA

flowchart, namely: 1) removing duplicate studies, 2) filtering the title, 3) filtering the
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abstract and 4) assessing the full text against the well-defined review question based

on the title of the research, as well as the inclusion and exclusion criteria.
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Identification

Screening

Eligibility

Included

FIGURE 2.2:

Records identified through database Record retrieved through other data

search

(n=500) Reference list checking (included below)

il

sources

.

Duplicate records removed (n=135)
Records for screening (n=365)

<

Records screened by
ite (r=sc) [N

L

Records screened by
abstracts (n= 261)

Records screened full -
text (n=171)

Records for critical

evaluation (n=11)
Database (n=10)
Reference List
checking (n=1)

d

Studies included
in analysis (n=10)

Excluded (n=104)

Excluded (n=90)

Excluded (n=161)

Reasons for exclusion:
Post-graduate (10)
Quality improvement (2)
Perception (35)
Evaluation of instrument
(10)

Not clinical setting (33)
Preceptorship (7)
Not strategy (36)
Technology (3)

Not available (3)
Incomplete (1)
Foreign language (2)
Not research (4)
Simulation (1)
Anxiety (7)
Mentoring (1)
Book (1)
Emotional Intelligence (1)
Educator (2)

Not health students (2)

Summary of the process followed during sifting of articles

(Adapted from Prisma flow chart [Moher, Liberati, Tetzlaff &

Altman, 2009:0nline])
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The search on EBSCOHost delivered 269 studies and the Google Scholar search
delivered 231 studies, with a total of 500 studies collected in the electronic search.
Firstly, a total of 135 studies were removed, as they were duplicate studies. Duplicate
studies in this research refer to the exact same studies that were found on the different
databases. It was not possible to remove these studies electronically as the platform
did not allow for this function.

The studies were secondly screened according to title. During the second step, 104
studies were excluded, because they were either irrelevant to this study or did not

meet one or more of the inclusion criteria.

The third step was to screen the abstracts of the selected studies against the set
criteria. Ninety studies were excluded based on an evaluation of the abstracts.
Excluded studies did not meet the set inclusion criteria or were irrelevant to this study.

The fourth step comprised the screening of the remaining 171 full-length articles. Of

these, 161 were excluded.

The researcher checked the reference lists of the remaining studies and one was

eventually included in the final list of studies for critical evaluation.

Eleven studies were therefore ultimately included for critical evaluation (10 from
electronic sources and 1 from the reference lists). This filtering process was conducted

by the researcher and supervisor.

2.5.3 Stage 3 — Data evaluation

The third stage entailed the evaluation of the 11 studies. The process of evaluating
the quality of published articles is complex (Moule & Goodman, 2009:256; Evans,
2007:142; Whittemore & Knafl, 2005:549). The complexity of this process increases
when sources with a variety of research methods are included in the integrative review
(Whittemore & Knafl, 2005:549).
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The researcher, the supervisor, co-supervisor and a senior reviewer conducted the
critical evaluation. This was done in the form of a round table consensus discussion.
Hong et al. (2018:1) discourage the calculation of an overall score from the ratings of
the different criteria, as suggested by other authors. They advise that a more detailed
presentation of each criterion’s ratings allows for a more comprehensive decision on
the quality of the study (Hong et al., 2018:1). The researcher, the supervisor, co-
supervisor and a senior reviewer agreed to adopt this perspective, so an overall rating
for each study was not done. Criteria considered during data evaluation included: clear
research questions, representation of the target population, collected data that
address the research question, the appropriateness of the method answering the
research question, appropriateness of collection methods, adequate findings derived
from collected data, substantiation of findings by data, generalisability and validity.
Studies of low quality were included in the review, as the Mixed Methods Appraisal
Tool (MMAT) (Hong et al., 2018:1) discourages the exclusion of studies with low

methodological quality.

The included studies were methodologically heterogeneous. Methodological
heterogeneity may influence the rigour of the study (Soares et al., 2014:Online;
Whittemore & Knafl, 2005:547). Therefore, the researcher, supervisor, co-supervisor
and senior reviewer used evaluation tools specific to the research design of each
study. The following evaluation tools were used:
e MMAT version 2018 (Hong et al., 2018:1)
e Checklist for quasi-experimental studies (non-randomised experimental
studies) (Tufanaru et al., 2017:0nline)
e Critical Appraisal Skills Programme (CASP) checklist for qualitative research
(Critical Appraisal Skills Programme, 2018a:0nline)
e CASP checklist for systematic review (Critical Appraisal Skills Programme,
2018b:1), as appropriate.

One study was excluded and 10 studies were included. Table 2.5 provides a summary
of the bibliographic information of the included studies in alphabetical order of first
author. The excluded study had a mixed methods design. The reasons for exclusion

were that the research question was not clear and the abstract and the study aim were
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inconsistent (Newton, Jolly, Ockerby & Cross, 2012:2331). Table 2.6 provides

information regarding the excluded study.

TABLE 2.5: Bibliographic information of included studies
Author Year Title Country Design
Bourgeois, S., 2011 | Aninnovative model of Australia Qualitative
Drayton, N. & supportive clinical teaching research
Brown, A. and learning for
undergraduate nursing
students: The Cluster model
(CM).
Carey, M.C,, 2018 | An exploration of Peer- United Qualitative
Chick, A., Kent, assisted learning (PAL) in Kingdom ethnographic study
B. & Latour, J.M. undergraduate nursing using non-
students in paediatric clinical participant
settings: An ethnographic observations
study.
Crawford, R., 2018 | “Feeling part of a team” a New Zealand Mixed method
Jasonsmith, A., mixed method evaluation of a descriptive
Leuchars, D., Dedicated education unit evaluation design
Naidu, A., Pool, (DEU) pilot programme.
L., Tosswill, L.,
Trezise, K. &
Wordsworth, A.
Croxon, L. & 2009 | Evaluation of clinical teaching | Australia Mixed method
Maginnis, C. models for nursing practice. approach
Henderson, A., 2009 | Creating supportive clinical Australia Quasi experimental
Twentyman, M., learning environments (SCLE): design
Eaton, E., an intervention study.
Creedy, D.,
Stapleton, P. &
Lloyd, B.
Jokelainen, M., 2011 | A systematic review of United Systematic review
Turunen, H., mentoring nursing students in | Kingdom,
Tossavainen, K., clinical placements. Australia,
Jamookeeah, D. Scotland, Hong
& Coco, K. Kong, Finland,
Ireland
Newton, J.M., 2014 | Outcomes of a clinical Australia Longitudinal design
Cross, W.M., partnership model (CPM) for using a mixed
White, K., undergraduate nursing method approach
Ockerby, C. & students.
Billet, S.
Roxburgh, M., 2011 | The development, Scotland Multi method
Bradley, P. & implementation and evaluation approach
Lauder, W. of demonstration projects of
new approaches to providing
practice placements in the pre
registration nursing
programmes: Contemporising
practice placements for
undergraduate student nurses:
Are ‘hub and spoke’ models
the future?
Williamson, G.R., | 2011 | Longitudinal evaluation of the | United Longitudinal
Callaghan, L., impact of Placement Kingdom gualitative research
Whittlesea, E., development teams [PDT(s)]
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Mutton, L. & on student support in clinical
Heath, V. practice.
Zentz, S.E., 2014 | Undergraduate Peer-assisted | United States Descriptive Multi-
Kurtz, C.P. & learning (PAL) in the clinical of America method
Alverson, E.M. setting.
TABLE 2.6: Bibliographic information of excluded studies

Author Year Title Country Design
Newton, J.M., 2012 | Student centredness in clinical | Australia Mixed method
Jolly, B.C., learning: the influence of the
Ockerby, M & clinical teacher.
Cross W.M.

The Centre for Reviews and Dissemination (2009:28) describes data extraction as “the
process by which researchers obtain the necessary information about study findings
from the included studies.” Data extraction was carried out by the researcher,
supervisor, co-supervisor and a senior reviewer in a round table consensus form. The
researcher read through the articles and extracted all relevant findings. Addendum A

provides the critical evaluation and data extraction of the included studies.

2.6 STEPS TAKEN TO ENSURE RIGOUR

The researcher has taken the following steps to ensure rigour:

2.6.1 Stage 1 - Problem identification

The researcher formulated a clearly defined question to lead the review. The PICO
format was used to assist in framing the review question. The review question is: “What
strategies can be implemented to create and maintain a SCLE in various healthcare

settings for undergraduate students in health sciences?”

2.6.2 Stage 2 — Literature search

A health sciences librarian at the University of the Free State assisted the researcher
in the literature search. Multiple data sources were used in the search. Clearly defined
inclusion and exclusion criteria guided the search. All of these strategies were well

documented during the process (Whittemore, 2007:151). The data selection process
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was presented on the PRISMA flow chart. The filtering process was carried out by the

researcher and the supervisor.

2.6.3 Stage 3 — Data evaluation

The process of evaluating the methodological quality of the studies were undertaken
by the researcher, supervisor, co-supervisor and senior reviewer. The data evaluation
was done in the form of a round table consensus process. The instruments used were

specific to each type of research design.

Hong et al. (2018) discourage the calculation of an overall score from the ratings of
the different criteria. They advise that a more detailed presentation of each criterion’s
ratings allows a more comprehensive decision on the quality of the study. The
researcher, supervisor, co-supervisor and senior reviewer agreed to adopt this
perspective, so an overall rating for each study was not made, as suggested by other
authors.

Studies of low quality were included in the review, as the MMAT (Hong et al., 2018:1)

discourages the exclusion of studies with low methodological quality.

2.7 CONCLUSION

This chapter aimed to provide an overview of the integrative review as a research
method by reflecting on its background, strengths, weaknesses and characteristics.
The first stage of the integrative review, namely problem identification, was explained,
and emphasis was placed on the importance of a well-formulated review question that
can focus the integrative review process. In stage two, the search strategy, the
inclusion and exclusion criteria, the relevant search words/strings and data sources,
were identified. In stage three, the data evaluation was discussed. During this stage
the critical evaluation and data extraction of the studies were done. Ten studies, which
are heterogeneous, were included for analysis, while one study was excluded. The

next stage, namely data analysis, will be discussed in the next chapter.
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CHAPTER 3

Analysis and synthesis

3.1 INTRODUCTION

The researcher strived to critically synthesise the best available evidence describing
strategies for a SCLE for undergraduate students in health sciences. This review was
guided by the following review question: “What strategies can be implemented to
create and maintain a SCLE in various healthcare settings for undergraduate students

in health sciences?”

The previous chapter provided a comprehensive discussion of the first three stages
of the integrative review, namely problem identification, literature search and data
evaluation. It concluded with the critical evaluation of 11 studies to determine their
methodological quality. This chapter describes the next stage of the integrative

review as illustrated in Figure 3.1, namely data analysis.
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Stage 1: Problem
identification

Stage 2:
Literature search

Stage 3: Data
evaluation

Stage 4: Data
analysis

Stage 5:
Presentation

FIGURE 3.1: Adapted summary of the stages followed in the integrative
review (Whittemore & Knafl, 2005:548-552)

The researcher followed the data analysis process as suggested by Whittemore and
Knafl (2005:550-552). Figure 3.2 displays the data analysis process that consists of
five steps, which include data reduction, data display, data comparison, conclusion
drawing and verification. The first three steps will be discussed in this chapter.
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Data | | Data
reduction comparison

Conclusion

Verification :
drawing

FIGURE 3.2: Adapted summary of the process followed to analyse the
data (Whittemore & Knafl, 2005:550-552)

3.2 STAGE 4 -DATA ANALYSIS

A meta-analysis was not feasible, as the studies selected were heterogeneous, hence
a thematic analysis was conducted. Table 3.1 indicates the different ways in which the
strategies were implemented in the various studies, and the evidence of how each
strategy contribute to a SCLE. During the data analysis stage, relevant findings were
categorised and summarised in order to compile a thorough and unbiased integration

and synthesis of the primary data.
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TABLE 3.1: Summary of the outcomes of the review question of studies

exploration of
peer-assisted
learning in
undergraduate
nursing students
in paediatric
clinical settings:
An ethnographic
study. Nursing
Education
Today, 65
(2018):212-217.

students enrolled in a Bachelor of Nursing
Programme, who were placed in inpatient paediatric
clinical settings, participated in the study. Students
at different year levels provided guidance to each
other through active help. In the clinical settings, RN
mentors were regularly updated about PAL during
monthly mentor updates with university lecturers in
order to assist students.

Author
information Strategy How the strategy was used Evidence of a supportive clinical environment
and context used

Bourgeois, S., Cluster The strategy was implemented in six wards in the Belonging

Drayton, N. & model (CM) Nepean Hospital in Sydney, Australia. The Students were welcomed as part of the community and

Brown, A. 2011. population for the study consisted of registered verbalised a sense of belonging that facilitated learning.

An innovative nurses [RN(s)] who worked in the six wards, and Practice support

model of first, second and third year Bachelor of Nursing The interaction between the clinical teacher and the clinical staff

supportive students from two university campuses, placed in increased the clinical staff’s interest in the students’ learning

clinical teaching the six wards. The RN(s) who were interested in needs. The clinical teacher was always available to assist them.

and learning for participating were shortlisted and interviewed. They Professional development

undergraduate were selected based on their interest in clinical The students believed that they contributed to the care of

nursing teaching, their clinical experience and qualifications, | patients. Students felt that they had increased opportunities to

students: The and the characteristics necessary for clinical practice under supervision. They could link theory and practice.

cluster model. teaching. An experienced RN was allocated as the Self-development

Nurse Education clinical teacher to eight undergraduate students Students were given opportunities to take responsibility for their

in Practice, during their placement. The RN’s role in the ward practice. They felt more confident following their placement, and

11(2011):114- was taken over by another nursing staff member their time management improved.

118. during student placement. Each ward had two to

Australia. three clinical teachers who could rotate. Workshops Peer learning

were presented to the students. Students supported each other by sharing their workload and

discussing their experiences. They tried to find solutions to
problems and issues together. The environment was less
threatening when working in a group.

Carey, M.C,, Peer- The strategy was implemented in a range of Development of learning

Chick, A., Kent, | assisted inpatient paediatric clinical settings across two Peers supported each other through informal teaching by

B. & Latour, learning teaching hospitals located in one region in England. | giving advice and guidance. Peer pairs discussed and

J.M. 2018. An (PAL) First, second and third year paediatric nursing reinforced their understanding of various tasks through

questioning. Students planned clinical and academic
assessments together.

Development of clinical practice and delivery of

care
Peer interactions assisted with the development of students’
clinical practice through sharing learning experiences of
providing care to patients in order to aid their understanding,
develop their learning and assist each other.

Networking and developing working structure
Students assisted each other to navigate the clinical
environment by discussing the structure of the CLE in order to
understand where they fit in as students. They had social
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Author

information Stl:i';edgy How the strategy was used Evidence of a supportive clinical environment
and context
United interactions where they could offload their stress and seek
Kingdom. emotional support from each other.
Crawford, R., Dedicated The DEU was implemented in three clinical areas of Relationships
Jasonsmith, A., | education one District Health Board in New Zealand. A general | Most of the nurses and students responded that they
Leuchars, D., unit (DEU) surgical and vascular unit, a regional heart and lung | experienced a positive relationship.
Naidu, A., Pool, unit and a rehabilitation unit at an outlying hospital Student support
L., Tosswill, L., were utilised. The population consisted of RN(s), The DEU provided more student support than other models.
Trezise, K. & enrolled nurses, nurse managers, a nurse educator, | The clinical areas could provide more students with clinical
Wordsworth, A. a Clinical liaison nurse (CLN), an Academic liaison support even though there was a mix from three different
2018. “Feeling nurse (ALN) and nursing students working in the programmes. There was improved monitoring of student
part of a team” a DEU. The DEU was based on a partnership progress. Documentation was more manageable for the RN(s).
mixed method between HEI(s) and HCP(s) in order to provide Teamwork
evaluation of a clinical training for undergraduate nursing students. Students felt that they were part of the team.
dedicated The model was led by academics and RN(s) working Supportive and flexible learning structure
education unit in the clinical environment. RN(s) undertook the Clinical staff were approachable and supportive, and provided
pilot clinical teaching of the students and were supported | the students with a nurturing learning environment. The
programme. by their academic colleagues. students preferred to work with the same patients. Students had
Nurse Education Each unit had a CLN and each HEI an ALN. The an allocated person who could manage issues.
Today, CLN was a senior RN experienced in supporting The CLN valued the flexibility that the unit provided to enable
68(2018):165- clinical learning. The ALN was a RN working in an them to respond to students’ learning needs, as well as the
171. HEI. Nursing students in each unit worked alongside | needs of patients and clinical staff. Students were given the
New Zealand. RN preceptors for daily support, with the CLN an opportunity to learn and to take responsibility for their patients.
ALN working collaboratively to facilitate clinical Learning partnership
learning and complete summative assessments of The students enjoyed the partnership between the different
student learning. members of the DEU. The relationship with the CLN was
important to the students.
Croxon, L. & Cluster or Cluster or group model CLUSTER OR GROUP MODEL
Maginnis, C. group model | The population was second year undergraduate Opportunity to achieve clinical objectives of the
2009. and nursing students, enrolled in a Bachelor of Nursing placement
Evaluation of Preceptor course, who completed their acute care nursing. A Students could complete their objectives.
clinical teaching | model RN from the clinical setting where the students were Opportunity to practice clinical skills

models for
nursing practice.
Nurse Education
in Practice,
(2009)9:236-
243.

Australia.

placed acted as a clinical teacher or clinical
facilitator to eight students. The university provided
the funds for the RN.

Preceptor model

Students worked under the supervision of a RN who
was part of the clinical staff in a nursing area. The
health service employed the RN. They had a one-to-

The facilitators could observe the students’ clinical skills and
give direction as needed.
Degree of support from clinical facilitators/
preceptors
Students had access to someone if clinical staff could not assist
them, as facilitators were immediately available and willing to
teach them.
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Author
information
and context

Strategy
used

How the strategy was used

Evidence of a supportive clinical environment

one relationship with the students while they
accepted a normal workload.

Opportunity for one-to-one instruction from the
clinical facilitators/preceptors
There was a high degree of satisfaction with one-to-one
instruction from the clinical facilitator/preceptor.
Clinical staff interaction and clinical staff attitudes
in the clinical setting
The willingness of clinical staff to welcome students positively
influenced their learning. Time was an important factor to
determine clinical staff’'s willingness to assist students.
Self-development
Working with peers assisted in building their self-confidence.
The module assisted in developing team skills.
PRECEPTOR MODEL
Opportunity to achieve clinical objectives
Students could complete their clinical objectives.
Opportunity to practice clinical skills
Students could practice their clinical skills.
Support from clinical facilitators/preceptors
The students indicated that there was some degree of support.
Opportunity for one-to-one instruction from the
clinical facilitators/preceptors
Students had one-to-one instruction.
Clinical staff interaction and clinical staff attitudes
in the clinical setting
The willingness of clinical staff to welcome students positively
influenced their learning. Time was an important factor to
determine clinical staff’s willingness to assist students.
Student confidence
Students experienced an increase in self-confidence.

Henderson, A.,
Twentyman, M.,
Eaton, E.,
Creedy, D.,
Stapleton, P. &
Lloyd, B. 2009.
Creating
supportive
clinical learning
environments:
an intervention

Capacity
building
intervention
(CBI)

Capacity building occurred in two acute surgical
wards in a tertiary referral hospital in South-East
Queensland, Australia. The wards specialised in
vascular, plastic and head and neck surgery.
Students and RN(s) working in the two wards
participated in the study. Students worked alongside
RN(s). The students and RN(s) received assistance
from a supernumerary clinical facilitator, who was
funded by the university. The ratio of clinical
facilitator to students was one to eight. The clinical
facilitators directly supervised and assessed the

Satisfaction
Students could engage in tasks. During the intervention period
there was a notable increase in the satisfaction of the psycho-
social elements of the learning environment.
Student involvement, innovation and personalisation
RN(s) engaged with students as individuals, encouraged their
participation and recognised their unique needs.
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Author

information Stl:i';edgy How the strategy was used Evidence of a supportive clinical environment
and context
study. Journal of students while incorporating feedback from the
Clinical Nursing, RN(s). An experienced educator conducted capacity
19:177-182. building activities with the RN(s). The educator
Australia. visited the wards every second day during the six-
week intervention and in-service training was
conducted during these visits.
Jokelainen, M., Mentoring A clinical nurse supervised, taught and assessed Facilitating students’ learning in clinical

Turunen, H.,
Tossavainen,
K.,
Jamookeeah, D.
& Coco, K.
2011. A
systematic
review of
mentoring
nursing students
in clinical
placements.
Journal of
Clinical Nursing,
20:2854-2867.
United
Kingdom,
Australia,
Scotland, Hong
Kong, Finland,
Ireland.

student nurses in placements during their clinical
practice period.

placements
Students were familiarised with the placement as a working
environment. Teamwork was emphasised. Mentoring ensured
that the nursing students could study based on personal
learning plans and could develop by evaluating learning.
Mentoring focused on increasing students’ responsibility to work
independently and helping them to grow from observers into
independent workers. Regular and constructive feedback was
given in real time.

Strengthening students’ professionalism
Professional attributes and identity were developed by the
mentors working with students in a professional relationship
and by implementing actions that promoted growth in the
profession. Students appreciated being treated as colleagues.
Other issues included showing empathy towards the students
during the clinical practice period by showing interest in, caring
for and understanding students and trusting them. Students
were exposed to different types of activities, working alongside
mentors. Mentors familiarised students with the field of nursing
by acting as role models and presenting different aspects and
functions in the work of nurses. Mentoring facilitated students’
emotional development by helping them to understand their
own feelings and emotions, as well as those of the patients in
their care. Mentoring assisted in training the student to improve
their practical clinical and communication skills. Students were
advised on how to use different methods in actual care
situations. Mentoring was also described as enabling
improvement of theoretical skills by enhancing students’
understanding and knowledge of relevant care processes,
linking theory to practice, and encouraging life-long learning. It
deepened the development of critical and reflective thinking.
Mentoring further involved encouraging students to consciously
reflect on procedures and their own learning. Mentoring was
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Author

information Stl:i';edgy How the strategy was used Evidence of a supportive clinical environment
and context
also used to facilitate the development of problem-solving and
decision-making skills by helping to clear up difficult situations.
Newton, J.M., Clinical CPPM was implemented across a healthcare Organisational familiarity
Cross, W.M., partnership organisation in a variety of clinical settings. The The model provided students with a degree of familiarity with
White, K., placement population included Bachelor of Nursing degree the organisation. They were equipped with knowledge of the
Ockerby, C. & model students in the second or third year of their degree. policies and procedures of the organisation, documentation and
Billet, S. 2014. (CPPM) They had to participate in the clinical training model | the ward layout. This led to a degree of confidence and created
Outcomes of a where they should have completed all their a sense of continuity.
clinical placements scheduled in the partner healthcare Continuity
partnership organisation. This model was underpinned by The students valued the ongoing relationship they developed
model for preceptorship. The preceptor supervised, supported, | with their preceptors and other clinical staff working with them in
undergraduate role-modelled, identified and met individual student the placements. This appeared to make it easier for the
nursing learning needs. Students were expected to work the | students to engage in their learning. It provided a platform of
students. same roster as their preceptors, including familiarity with the setting that promoted student readiness.
Contemporary weekends. Partnership was supported by the Social participation
Nurse, healthcare organisation and the university’s nursing | Social participation contributed to the students’ sense of
39(1):119-127. school through deployment of a clinical nurse belonging.
Australia. educator who facilitated the relationship between the
students and the preceptor. The ratio was one
teacher to eight students.
Roxburgh, M., Hub and The strategy was implemented in National Health Belonging
Bradley, P. & spoke Services acute hospital facilities with general Students reported that they felt positive because they were part
Lauder, W. models practitioner clinics and community hospitals in of the interdisciplinary team.
2011. The community health partnerships, mobile units and Continuity

development,
implementation
and evaluation
of
demonstration
projects of new
approaches to
providing
practice
placements in
the pre
registration
nursing
programmes:
Contemporising

telemedicine facilities. The population consisted of
first year students registered in the Common
Foundation programme at the University of Stirling
over three campuses and mentors, senior charge
nurses and personal tutors. A student was allocated
to a mentor (hub), who allocated the student to other
mentors (spoke). The spoke-mentors provided
feedback and assessments to the hub. mentors
Three broad types of hub and spoke models were
implemented, namely 1) the internal spoke model, 2)
the facilitated spoke model and 3) the fixed spoke
model.

1) In the internal spoke model, it was the mentor’s
responsibility to plan, arrange and report on student

Students were confident when returning to a ward as they

experienced a clearer integration of theory and practice.
Continuous support

Students were supported by clinical staff in the wards.
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Author

information Strategy How the strategy was used Evidence of a supportive clinical environment
and context used

practice progress. The student had input into the planning
placements for and had weekly contact with the mentor.
undergraduate 2) In the facilitated spoke model, the responsibility
student nurses: for planning and communication was shared
Are ‘hub and between the Practice education facilitators (PEF) for
spoke’ models the hub clinical area, the hub and spoke mentors,
the future? and the students.
University of 3) In the fixed spoke model, the University campus
Stirling, NHS placement coordinator (UCPC) was responsible for
Forth Valley, planning and reporting student progress. The
NHS Highland, students had no input in the planning. Hub mentor
NHS Western contact was arranged on an informal basis. The
Isles. spoke mentor communicated mainly by means of
Scotland:1-110. written communication in the spoke booklets.
Scotland. In all models the spoke mentors communicated with

the hub mentors through meetings, telephone

conversations and written documentation.
Williamson, Placement Third year physiotherapy students, adult nursing Communication
G.R., Callaghan, | development | students, podiatry students, occupational therapy Students generally viewed communication as efficient and
L., Whittlesea, team students, midwifery and dietetics students and first positive. They valued the provision of timely information and

E., Mutton, L. &
Heath, V. 2011.
Longitudinal
evaluation of the
impact of
placement
development
teams on
student support
in clinical
practice. The
Open Nursing
Journal,
2011(5):14-23.
United
Kingdom.

[PDT(s)]

year paramedics working in 16 National Health
Services Trusts in the south west peninsula of
England were included in the strategy. Staff
members included academic leads, practice leads,
directors of nursing and strategic health authority
managers. PDT(s) include academic and clinical
staff working together in all placement areas. They
aim to deliver supportive activities to students and
mentors in clinical practice. These activities include
mentor preparation, visits to placement areas in
order to support mentors and students, performing
quality assurance audits, designing action plans with
placement areas and providing profession specific
advice in the multidisciplinary settings.

PDT(s) involve interdisciplinary teams who support
all students in practice. They provide interpersonal
and structural support. Mentors act as teachers and
supervisors who support, assess and monitor
performance.

having a contact person in the CLE who welcomed them.
Good communication between the HEI and the CLE was
important to the students. Students felt that mentors were well
prepared through university and PDT courses.
There was good quality, timely and open communication
between all parties. The PDT(s) staff’'s physical presence was
key to the communication between mentors, students, the Trust
and HEI.
The PDT(s)’ roles and responsibilities were communicated
clearly so that individuals knew where to go for support.
Mentors reached out to the PDT(s) for support.

Supportive behaviour of staff
Students believed that they were well supported by all staff.
They valued being able to direct their own learning, while still
having access to support as they needed it. Autonomy in
learning and assessment were very important to paramedic
students. Students appreciated the opportunity to work on a
supernumerary basis.

The effect of peers on the placement experience
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Author

information Strategy How the strategy was used Evidence of a supportive clinical environment
and context used
Students verbalised that they received emotional support from
their peers by discussing their experiences. Support from peers
from other professions consolidated learning.
Zentz, S.E., Peer- The strategy was implemented at a college of Sharing knowledge and skills
Kurtz, C.P. & assisted nursing within a private university in the mid-western | Second year students appreciated the opportunity to ask senior
Alverson, E.M. learning United States. The specific clinical area where students about patient care.
2014. (PAL) students were placed, were not indicated. Second Sharing personal experiences

Undergraduate
Peer-assisted
learning in the
clinical setting.
Journal of
Nursing
Education,
53(3):S4-S10.
Unites States.

year and senior students enrolled in Bachelor of
Nursing were involved in the peer-assisted strategy.
Senior students assisted in the clinical portion of the
fundamentals course. Senior students assisted for
one session in the simulation laboratory and another
session in the clinical setting. In the simulation
laboratory, two senior students were assigned to
assist a group of 25 second year students. In the
clinical setting, one to two peer teachers were
assigned to eight to ten second year students.
Clinical instructors provided senior students with
direction regarding how they could assist the second
year students. Senior students also attended pre-
and post-conferences.

Senior students shared their personal experiences about the
nursing courses and how to be successful.

Accessibility
Students could ask senior students for assistance when
mentors and clinical teachers were not available.

Decreased anxiety and increased confidence
Second year students were more comfortable and less
intimidated by senior students. The interaction with senior
students built their confidence. They experienced an increase
in learning. They agreed that working with senior students
decreased their anxiety, and increased their confidence and
learning.

Self-reflection
Senior students had an increased awareness of their own
personal and professional development.

Teaching
It increased the senior students’ abilities and created an interest
in nursing education.

Helping others
They could motivate and inspire other students, which
increased their confidence in the CLE. They could effectively
demonstrate the professional role as teacher, lifelong learner,
caregiver, manager and research consumer.
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Nine strategies were identified, namely Cluster model (CM), Peer-assisted learning
(PAL), Dedicated education unit (DEU), Preceptor model, Capacity building intervention
(CBI), Mentoring, Clinical partnership placement model (CPPM), Hub and spoke models,
and Placement development teams [PDT(s)]. PAL was used in two studies in different
ways. One study used peers from different year levels to assist each other, while the other
study used senior students to assist second year students. Two of the studies
implemented the CM.

The researcher identified characteristics of a SCLE in each study as indicated in Table
3.1. It was later possible to group the similar characteristics of the various studies together
to create themes and subthemes, Table 3.2. Thematic analysis of the categorised data

culminated into a conceptual framework.
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TABLE 3.2:

Data reduction and synthesis of characteristics of each model

Cluster model (CM)

Peer-assisted learning (PAL)

Dedicated education unit

(DEU)

Cluster or group model

Preceptor model

Capacity building intervention

Mentoring

Clinical partnership placement

model (CPPM)

Hub and spoke models

Placement Development Team

[PDT(s)]

Peer-assisted learning (PAL)

Total

Support for students

Registered nurse (RN)

<

<

<

<

10

Academic staff

Students provided guidance to each other

Total for support for students

Support for clinical student supporters

Academic colleagues

Clinical facilitators

Educators visited the wards every second day during the intervention

Experienced educators conducted capacity building activities

In-service training

LSS S

Mentors’ responsibility to plan, arrange and report on student progress

Registered nurse (RN) mentors were updated in clinical settings during
monthly mentor updates with university lecturers

RlRrlRr R RPN

The Practice education facilitators (PEF) and hub and spoke mentors
were responsible for planning and communication

The University campus placement coordinator (UCPC) was
responsible for planning and reporting student progress

Placement development teams [PDT(s]) prepared mentors, visited
placement areas, performed quality assurance audits, designed action
plans with placement areas and provided profession specific advice.

Workshops

Total for support for clinical student supporters

12

Ratio of student supporters to students
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1:8 v v v v 3
1:1 v 1
1-2:8-10 v 1
2:25 v 1
Total for ratio of student supporters to students 6
Responsibilities of student supporters in wards
Accepted normal workload v 1
Clinical facilitators were supernumerary v 1
Clinical teachers were withdrawn from ward responsibilities v 1
Clinical teachers were replaced by other registered nurses (RN) who v 1
took over their responsibilities during this time
Seniors assisted for one session in a simulation laboratory and one v 1
session in the clinical setting
Two to three clinical teachers who could rotate v 1
Total for responsibilities of student supporters in wards 6
Collaboration/Partnership
A partnership between tertiary education institutions and clinical v v v v 4
providers
CLN and ALN worked together to facilitate clinical learning and v 1
manage summative assessments of student learning
Total for collaboration/partnership 5
Funded by
University v v 2
Health services v 1
Total for funded by 3
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Selection criteria of student supporters

Characteristics necessary for clinical teaching

Interest in clinical teaching

Clinical experience and qualifications

Total for selection criteria of student supporters
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FIGURE 3.3: Diagram of shared characteristics of models to maintain and

improve the clinical learning environment

The researcher compiled a diagram (Figure 3.3) in order to identify patterns, themes and
relationships from the data obtained in Table 3.2. Similar variables were grouped
together, and themes were identified that enabled the researcher to determine the

relationship between the different themes.

A partnership between the HEI and the HCP is important for supporting the student in
the CLE. The DEU, for example, made use of a Clinical liaison nurse (CLN) in each unit
and an Academic liaison nurse (ALN) at each HEI provider/programme to facilitate a

beneficial collaboration/partnership.
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The HCP provided the students with student supporters. These student supporters
included registered nurses [RN(s)] working in the clinical setting. The HCP also provided
the clinical setting where students can learn. The HEI provided educators who
teach the students and support them in the wards. Senior students and peers were
also used in the CLE to assist junior students. The supporters of the students in the

ward played an integral role in education in the clinical setting.

The CM pointed to criteria for the selection of student supporters. The criteria
included an interest in clinical teaching, certain characteristics needed in a student
supporter, as well as required clinical experience and qualifications. This was not

mentioned in the other models.

In the preceptor model, the student supporter accepted a normal workload while also
accepting the responsibility of supporting students. In the Capacity building intervention,
a clinical facilitator was appointed on a supernumerary level and assisted the student
supporters in the wards. In the CM the student supporter was withdrawn from his/her
duties and allocated to the students for support. His/her position and ward responsibilities
were taken over by another RN in order for patient care to continue. In PAL, senior
students assisted for one session in the simulation laboratory and one session in the

clinical setting.

The cluster/group model and the Capacity building intervention were funded by the HEI
and the preceptor model was funded by the HCP. The other models did not comment

on funding.

Support for the student supporter was mostly provided by the HEI in the form of
clinical facilitators, nurse educators, in-service training, mentors, Practice education
facilitators (PEF) and hub and spoke mentors, University campus placement coordinators
(UCPC), PDT(s) and workshops. These individuals had a dual function as student
supporter and providing support to the student supporters in the HCP.
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In the cluster/group model, the Capacity building intervention and the CPPM, the ratio of
clinical supporter to student was one to eight. The preceptor model allowed for a ratio
of one student supporter to one student. In the PAL model the ratio of senior students to
junior students in the simulation laboratory was one to two senior students to eight to ten
junior students. In the clinical area the ratio of senior students to junior students was two

to 25. The other models did not report on the ratio.

In the DEU and the CPPM, the students had to work alongside the clinical supporters,

working the same roster.

3.3 EVIDENCE OF A SUPPORTIVE CLINICAL LEARNING ENVIRON-
MENT

Table 3.3 displays the evidence of a SCLE as identified from the shared characteristics
of the strategies identified in Table 3.1. The elements were then grouped together to form
themes. Six themes were identified as evidence of a SCLE, namely relationship with
student supporter, peer support, sense of belonging, learning opportunities, self-efficacy

and self-directedness.
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TABLE 3.3:

Data reduction and synthesis of evidence of a supportive clinical learning environment

= . < |23 & | & s < ps S :
S8 |gg:8 32 885 8¢
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S| & | € |5/ %8| 5 | 5| €| 5| | |3
S |3 | F|EE B E 2|3 |5 |2|% &
@ °l18g 8 | = | > ® | = =
Relationship with student supporter
Student supporters supported students’ learning needs v v v v v v 6
Student supporters were approachable and supportive v v v v v 5
Student supporters showed interest in students v v v v v 5
Student supporters were accessible to students v v v v v 5
Increased opportunities to practice under supervision v v v v v 5
Mutual, trusted communication and interaction v v v v v 5
Positive relationship between clinical staff and students v v v v v 5
Student supporters were willing to assist students v v v v 4
Regular and constructive feedback in real time v 1
Flexibility v 1
Total for relationship with student supporter 42
Peer support
Peers discussed their experiences v v v v v 5
Emotional support v v v v 4
Peers gave advice and guidance v v v 3
Peers supported each other v v v 3
Peers planned clinical and academic assessments together v v 2
Peers shared workload v v 2
Students discussed problems and issues together v 1
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Peers created a less threatening working environment v 1
Support from peers from other professions v 1
Total for peer support 22
Sense of belonging
Welcomed in ward v v v v v v v v 8
Regarded as member of team v v v v v v 6
Navigated the clinical environment v v v 3
Working the same roster as student supporter v v 2
Treated as nursing colleagues v 1
Total for sense of belonging 20
Learning opportunities
Increased clinical learning v v v v v 5
Contributed to patient care v v v v 4
Students completed clinical objectives v v v 3
Sufficient practice experience v v v 3
Increased learning opportunities v v 2
Linking theory and practice v v 2
Total for learning opportunities 19
Self-efficacy
Increased confidence v v v v v v v v 8
Development of life-long learning v v 2
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Development of critical and reflective thinking v 1
Development of problem-solving and decision-making skills v 1
Increased independence v 1
Professional growth v 1
Peer supporters had increased awareness of own personal v 1
and professional development
Peer supporters’ teaching abilities increased v 1
Time management skills v 1
Total for self-efficacy 17
Self-directedness
Students took responsibility for own learning and v v v 3
development
Students could learn independently/autonomously v v 2
Total for self-directedness 5
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Figure 3.4 illustrates a conceptual framework of the complexity of the CLE as seen from
the identified themes. The data collected from the studies indicate that the largest
component of the CLE involves the support provided by the student supporters
(mentors/preceptors/peers) as reflected in Table 3.3. Learning opportunities also play an
important role. Students want to be involved with patient care, and reaching the clinical
outcomes plays an important role. Students want to be regarded as full members of the
team, and teamwork and professional relationships are important to them. During the
clinical placement, students need to develop their skills, as well as grow professionally.
They want to have control over their learning and development. These components
cannot exist in isolation and all of them are important for the students to reach their goals.
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Conceptual framework of a supportive clinical learning environment of models
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3.4 STEPS TAKEN TO ENSURE RIGOUR

The researcher followed the data analysis process as suggested by Whittemore and Knafl
(2005; 550-552). The data were systematically organised, as the researcher identified
elements that were then organised into themes. The primary sources were consulted
during this process to ensure accuracy, and the researcher was assisted by the
supervisor and co-supervisor to prevent subjectivity and bias. The researcher described
and documented the entire process.

3.5 CONCLUSION

This chapter aimed to provide an overview of the first three steps of data analysis. Shared
characteristics among the models were identified. The identified characteristics of each
model were support for students, support for clinical student supporters, the ratio of
student supporters to students, the responsibilities of the student supporters in the wards,
collaboration/partnership, by whom the student supporters are funded and the selection
criteria of student supporters. The data were then further analysed to identify whether or
not the strategies contributed to a SCLE, namely the relationship with the student
supporter, peer support, a sense of belonging, learning opportunities, self-efficacy and
self-directedness. The entire process was presented in tables, figures and diagrams. In
the next chapter the last two steps in the analyses of the data process, hamely conclusion
drawing and verification, will be discussed, as well as the last stage of the integrative

review, namely presentation.
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CHAPTER 4

Conclusion, limitations and recommendations

4.1 INTRODUCTION

The researcher aimed to critically synthesise the best available evidence describing
strategies for a SCLE for undergraduate students in health sciences.

The previous chapter provided a comprehensive discussion of the first three steps of the
data analysis process, namely data reduction, data display and data comparison. The last
two steps of data analysis are conclusion drawing and verification, and will be discussed
in this chapter, as illustrated in Figure 4.1. The last stage of the integrative review, namely
presentation, will also be discussed (Figure 4.2). This chapter concludes the study with a

discussion of the limitations and recommendations of the integrative review.
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FIGURE 4.1: Adapted summary of the steps followed to analyse the data
(Whittemore & Knafl, 2005:550-552)
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Stage 1: Problem
identification

Stage 2:
Literature search

Stage 3: Data
evaluation

Stage 4: Data
analysis

Stage 5:
Presentation

FIGURE 4.2: Adapted summary of the stages followed in an integrative
review (Whittemore & Knafl, 2005:548-552)

By comparing data in Chapter 3, the researcher identified shared characteristics and
evidence of a SCLE among the models. The relationships between these shared
characteristics and evidence of a SCLE are indicated in Figure 4.3, which is presented in
this chapter as it forms the basis of the concluding statements and verification of
statements.
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FIGURE 4.3: Diagram of shared characteristics and evidence of a supportive clinical learning environment of

models to maintain and improve the clinical learning environment
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4.2 CONCLUDING STATEMENTS AND VERIFICATION

The analysis and synthesis process enabled the researcher to summarise the findings by
formulating concluding statements, with literature verifying the statements.

4.2.1 Student supporters

Concluding statement 1: A variety/network of student supporters, who have been
carefully selected, may be allocated specific clinical responsibilities while

supporting the undergraduate student in the clinical learning environment.

A variety/network of student supporters were identified in the integrative review. For
students to acquire skills and knowledge in the CLE, there must be someone who can
support them (Lambert & Glacken, 2005:666). Different student supporters in the CLE
were identified, and these included registered nurses (RN) (Palsson, Martensson,
Swenne, Adel & Engstrom, 2017:82; Ford et al., 2016:98; Hegenbarth, Rawe, Murray,
Arnaert & Chambers-Evans, 2015:304; Vinalis, 2015:50; Henderson & Tyler, 2011:289;
Newton, Billet, Jolly & Ockerby, 2009:319; Udlis, 2008:20; Henderson, Heel &
Twentyman, 2007:94; Robinson, Andrews-Hall & Fassett, 2007:369; Papp et al.,
2003:265), academic staff (Palsson et al., 2017:82) and students who provided
guidance to each other (Holst, Ozolins, Brunt & Horberg, 2017:7; Palsson et al.,
2017:82; Bennet, O’Flynn & Kelly, 2015:599; Dennison, 2010:340; Brooks & Moriarty,
2009:37; Roberts, 2008:36). Literature also indicated other supporters, such as staff
nurses (Lawal, Weaver, Bryan & Lindo, 2016:36; Asadizaker, Abedsaeedi, Abedi,
Alijanirenani, Moradi & Jahani, 2015:85; Kotera & Matsuda, 2012:2; Mulready-Shick,
Kafel, Banister & Mylott, 2009:716; Robinson et al., 2007:369), clinical staff (Dean &
Levis, 2016:367; Dale, Leland & Dale, 2013:2; Kapucu & Bulut, 2011:1150; Kilcullen,
2007:97; Dickson, Walker & Bourgeois, 2006:417), doctors (Kandiah, 2017:160; McKee
& Markless, 2017:276; Burch, Seggie & Gary, 2006:430; Seabrook, 2004:660),
educational facilitators (Hutchings, Willamson & Humphreys, 2005:950),
physiotherapists acting as clinical educators (Vagstal & Skgien, 2011:74) and team
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supervision (Papastavrou, Lambrinou, Tsangari, Saarikoski & Leino-Kilpi, 2010:179-
180).

Student supporters should be carefully selected, and should possess certain qualities
associated with clinical teaching and student support. Stakeholders should take this into
consideration when supporters are selected. The qualities that student supporters should
have include: an interest in clinical teaching (Kilcullen, 2007:97; Papp et al., 2003:265),
clinical competence (Hemberg & Sjoblom, 2018:692; Ford et al., 2016:98; Dale et al.,
2013:3; Vagstal & Skeien, 2011:74; Burch, Seggie & Gary, 2006:430), appropriate
gualifications (Hemberg & Sjoblom, 2018:692; Ford et al., 2016:98; Bennet et al.,
2015:599; Dale et al., 2013:3; Vagstel & Skgien, 2011:74; Burch et al., 2006:430),
empathy (Hemberg & Sjoblom, 2018:692), interpersonal skills (Kotera & Matsuda,
2012:2), self-knowledge (Hemberg & Sjoblom, 2018:692), professionalism (Happell,
2009:375; Papp et al., 2003:265) and teaching skills (Ford et al., 2016:98; Dale et al.,
2013:3). Managers interviewed in a study by Carnwell, Baker, Bellis and Murray
(2007:925) confirmed the importance of selecting the correct student supporters. If
supporters were not interested in their role, students experienced the CLE as negative
(Papp et al., 2003:265).

Supporters often have responsibilities in the CLE while supporting the undergraduate
student in various ways. Student supporters either had a normal patient care load along
with the role of supporter (Dale et al., 2013:2; Henderson & Tyler, 2011:289; Carnwell
et al.,, 2007:926; Henderson et al., 2007:94; Kilcullen, 2007:100-102), or the student
supporters worked on a supernumerary level (Papastavrou et al., 2016:3; Dickson,
Walker & Bourgeois, 2006:417). Role conflict between patient care demands and mentor
responsibilities was experienced by student supporters who accepted a normal patient
load (Holst et al., 2017:10; Bos, Silén & Kaila, 2015:5; Carnwell et al., 2007:926-927),
while supporters working on a supernumerary level had more opportunities to devote
his/her full attention to students (Papastavrou et al., 2016:3; Dickson et al., 2006:41).
According to McKee and Markless (2017:276), doctors experienced pressure to meet

service targets and did not have enough time to support the medical students. This led to
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medical students often experiencing feelings of isolation and a lack of support. The role
of the student supporter is complicated by staff shortages (Botma & MacKenzie,
2016:108; Papastavrou et al., 2010:177, Edmond, 2001:256), erratic staffing practices
(Edmond, 2001:256), high turnover of staff and patients (Botma & MacKenzie,
2016:108, Edmond, 2001:256), heavy workloads (Bos et al., 2015:5; Papastavrou et al.,
2010:177; Kilcullen, 2007:100-102; Edmond, 2001:256), insufficient time (Holst et al.,
2017:10, Ford et al., 2016:99; Papastavrou et al., 2010:177; Kilcullen, 2007:100-102), the
changing clinical environment (Edmond, 2001:256), responsibility for patient care
(Papastavrou et al., 2010:177) and a lack of training and support (Bos et al., 2015:4;
Papastavrou et al., 2010:177; Kilcullen, 2007:100-102). These factors all have a negative

effect on student learning in the CLE.

Clear job descriptions should be allocated to the different student supporters to prevent
role confusion in the CLE. Student supporters were responsible for teaching (Kilcullen,
2007:97), negotiating learning opportunities (Kilcullen, 2007:97), assisting students
to set goals in order to achieve outcomes (Kilcullen, 2007:97), assessing
competencies (Dale et al., 2013:3; Kilcullen, 2007:97), giving constructive feedback
(Kilcullen, 2007:97), supporting students in the CLE (Carnwell et al., 2007:925;
Kilcullen, 2007:97), assisting students in their learning process (Palsson et al.,
2017:82), and ensuring patient safety (Palsson et al., 2017:82).

4.2.2 The relationship between the student supporter and the

students

Concluding statement 2: The relationship between the student, the student
supporter and clinical staff is crucial to create a sense of belonging, self-efficacy and

self-directedness. The relationship depends on the roster and ratio of students per
student supporter as well as appropriate learning opportunities.

The relationship between students and the student supporter and clinical staff plays an
important role in the students’ satisfaction with the CLE and their professional
development (Hemberg & Sjoblom, 2018:692; Papastavrou et al., 2016:3). Students want
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to have a student supporter (Hemberg & Sjoblom, 2018:692; Pitkdnen, Kaariainen,
Oikarainen, Tuomikoski, Elo, Ruotsalainen, Saarikoski, Karsamanoja & Mikkonen,
2018:148; Papastavrou et al., 2016:3; Dale et al., 2013:5) with whom they can have
regular meetings (Pitkdnen et al., 2018:148; Papastavrou et al., 2016:3; Dale et al.,
2013:5). One factor that improved the CLE was open, friendly and flexible student
supporters (Dale et al., 2013:3). In order for the relationship to be successful, there should
be mutual respect and trust between student supporters and the students. Students need
to understand the student supporters’ need to organise their time between the students
and patient care. The student supporters and clinical staff should in turn also respect the
students’ need for instruction and inclusion (Dale et al., 2013:5). Students see the ideal
student supporter as someone who supports their learning by knowing their scope and
level of practice (Ford et al., 2016:100), negotiating learning objectives (Kilcullen,
2007:100), setting objectives at an appropriate level (Ford et al., 2016:100; Kilcullen,
2007:100), allowing students some room to practice independently while
supervising them (Ford et al., 2016:100), facilitating learning (Ford et al., 2016:100),
challenging them (Dale et al., 2013:4) and giving constructive feedback (Kilcullen,
2007:100). Dale et al. (2013:5) indicate that the relationship between the student
supporter and the student should be one of mutual openness and constructive, respectful
dialogue. Constructive feedback from a student supporter leads to a positive CLE (Dale
et al., 2013:5; Kilcullen, 2007:100).

Names synonymous with student supporters included mentors (Papastavrou et al.,
2016:5; Hyatt, Brown & Lipp, 2008:37; Carnwell et al., 2007:925; Kilcullen, 2007:97;
Clarke, Gibb & Ramprogus, 2003:107; Papp et al., 2003:265), preceptors (Palsson et
al., 2017:82; Sedgwick & Yonge, 2008:2) and education facilitators (Hutchings et al.,
2005:950).

The integrative review showed that it was important for students to feel accepted, included
and valued in the CLE. A sense of belongingness is influenced by all clinical staff and not
only by the student supporters. Acceptance influences the students’ level of questioning

and information seeking and can increase or decrease their clinical learning (Ford et al.,
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2016:99; O’Mara et al., 2014:212). Students need someone to welcome them in the ward
in order for them to have a positive clinical learning experience. Providing the student with
a named student supporter plays an important role in allowing the students to feel
welcome (Hemberg & Sjoblom, 2018:692; Pitkédnen et al., 2018:148). Students expected
student supporters to be prepared for their arrival (Dale et al., 2013:3), but often
experienced that clinical staff were surprised to see them, were unprepared, and even
showed negative reactions on the first day of placement (Dale et al., 2013:2; Kilcullen,
2007:100). Clinical staff need to support students and understand that students have a
right to be in the clinical environment. Students want to have a connection with the clinical
staff (Ford et al., 2016:99) and felt appreciated when they were included in the healthcare
team (Kilcullen, 2007:100; Papp et al., 2003:265). Students measured their conduct as
successful or not by the feedback they received from clinical staff. Inclusion in the
healthcare team assisted with the integration of theory and clinical practice (Levett-Jones,
Lathlean, Higgings & McMillan, 2008:12-14; Kilcullen, 2007:100; Papp et al., 2003:265).
A feeling of inclusion is obtained when student supporters and clinical staff share their
experiences, thoughts and opinions with students (Dale et al., 2013:5). Feeling unwanted,
and that student supporters were too busy to support them, negatively affected students’
feelings of belonging (Ford et al., 2016:99; Papp et al., 2003:266-267). The experience
of not feeling welcome causes suffering (Hemberg & Sjoblom, 2018:692; Ford et al.,
2016:99) and affects the students’ performance (Hemberg & Sjoblom, 2018:692; Ford
et al., 2016:99) and their experience of the CLE (Hemberg & Sjoblom, 2018:692; Ford
et al., 2016:99; Kilcullen, 2007:100; Papp et al., 2003:265), and has a negative impact
on their self-image (Hemberg & Sjoblom, 2018:692; Ford et al., 2016:99) and their view
of themselves as professionals (Hemberg & Sjoblom, 2018:692; Ford et al., 2016:99;
O’'Mara et al., 2014:212).

The CLE plays an important role in the development of healthcare students’ confidence
and self-motivation (Dale et al., 2013:3; Lofmark, Thorkildsen, Raholm & Natvig,
2012:167). A key feature of a successful CLE for students is the opportunity to develop
competence and build confidence through practicing skills (Ford et al., 2016:100).

Students’ previous practice experiences influenced their level of competence and their
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self-confidence. Difficult, bad, stressful and challenging situations where they did not feel
comfortable and then failed, resulted in a negative perception of the CLE as a whole and
influenced their confidence (Dale et al., 2013:3-4). Students felt that self-directedness
involved being aware of one’s limitations and strengths, as well as having a sense of

responsibility and being enthusiastic (Papp et al., 2003:266).

The best learning experiences in the CLE are those that were planned and carried out
without any haste. Learning opportunities should be varied and according to each
student’s level (Papp et al., 2003:266). The clinical environment should be patient-centred
(Papp et al., 2003:266) as students enter the world of the patient and learn through the
patient's experience. Students develop empathy with and for the patient through
interacting with the patient, and interpreting and reacting to the patient’s non-verbal cues
(Stockhuasen, 2005:10). A positive CLE is one where appropriate opportunities are
available (Ford et al., 2016:100; Lofmark et al., 2012:167; Papp et al., 2003:265), and
where students can reach their objectives (L6fmark et al., 2012:167; Papp et al.,
2003:265). Learning opportunities provide students with the opportunity to link theory and
practice (King et al., 2017:49; Ford et al., 2016:100; Franklin, 2013:35). The student
supporters played an important role in exposing students to skills and opportunities to
practice skills (Ford et al., 2016:100). Dale et al. (2013:4) found that students need to
clarify the outcomes for themselves, together with the student supporters, right from the
start of the placement in order to be successful. Students need to understand that their
achievement largely depends on their own willingness, curiosity and efforts to seek new
learning opportunities (Loéfmark et al., 2012:167; Papp et al., 2003:265).

Students want continuity during their clinical placement (Robinson et al., 2007:374).
Continuity is enhanced when students and their student supporters share a work roster
(Palsson et al., 2017:83; Ford et al., 2016:98; Courtney-Pratt, FitzGerald, Ford, Marsden
& Marlow, 2011:1383; Kapucu & Bulut, 2011:1150; Brooks & Moriarty, 2009:37;
Mulready-Schick et al., 2009:717; Udlis, 2008:20; Henderson et al., 2007:94; Dickson
et al., 2006:417).
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Stakeholders should communicate with each other to find the best ratio for optimal
learning and cost containment. Different ratios of student supporters to students are used
throughout the world. Ratios that were identified were one supporter to one student
(Pitkanen et al., 2018:148; Palsson et al., 2017:83; Hegenbarth et al., 2015:304; Kotera
& Matsuda, 2012:2; Cooper Brathwaite & Lemonde, 2011:1; Courtney-Pratt et al.,
2011:1383; Dennison, 2010:341; Brooks & Moriarty, 2009:37; Udlis, 2008:20; Sedgwick
& Yonge, 2008:2; Carnwell et al., 2007:925; Henderson et al., 2007:94), one supporter
to two students (Palsson et al., 2017:83; Brooks & Moriarty, 2009:37), one supporter
to five students (Papastavrou et al., 2016:3), one supporter to eight students (Kapucu
& Bulut, 2011:1150; Dickson et al., 2005:417), one supporter to eight - 12 students
(Ford et al., 2016:98; Courtney-Pratt et al., 2011:1383), two supporters to one student
(Hutchings et al., 2005:950), two supporters to two students (Cooper Brathwaite &
Lemonde, 2011:2) and four supporters to two - three students (Cooper Brathwaite &
Lemonde, 2011:2). Martin, Morris, Moore, Sadlo and Crouch (2004:195) found that the
majority of students prefer the ratio of one student supporter to two students. The ratio of
one student supporter to two students had the advantage of a student sharing the
experience with another student and experiencing the expertise of the student supporter
(O’Connor, Cahil & McKay, 2014:282; Martin et al., 2004:195). It also increased the time
of student support and decreased the workload of the supporters (Dale et al., 2013:2;
Hutchings et al., 2005:950). Students supervised by a team were not satisfied with this
model, because they did not have a personal student supporter relationship (Papastavrou
et al., 2010:181). Robinson et al. (2007:374) indicated that working with different student

supporters during clinical placement had a negative effect on students’ clinical learning.
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4.2.3 Relationship between higher education institutions and

service providers

Concluding statement 3: Higher education institutions and healthcare providers
(such as healthcare facilities) should support students through formal

collaboration/partnerships, with student supporters employed by the institutions,
and these institutions should support the student supporters in various ways.

It is the joint responsibility of the HEI and the HCP to support students through a formal
partnership. The importance of a partnership was emphasised in the integrative review.
Happell (2009:375) indicates that the relationship between the student and the student
supporter cannot be considered in isolation from the HEI(s) and the HCP(s). HEI(s) and
HCP(s) should acknowledge that the production of skilled graduates is a shared
responsibility (Pitkénen et al., 2018:144, 148; Lawal et al., 2016:36; Happell, 2009:375;
Papp et al., 2003:266-267; Van Eyk & Baum, 2002:267).

Henderson et al. (2007:93) indicate that the purpose of a partnership between the HEI
and the HCP is to develop shared formal agreements and commitments in order to
provide students with the best clinical learning experience. Such an agreement should be
based on what each partner can offer to the partnership, and the expectations of each
partner (Papp et al., 2003:266; Van Eyk & Baum, 2002:266). Henderson et al. (2007:95)
state that establishing and maintaining a partnership can be difficult, time consuming and
resource intensive. The HCP or the HEI can employ student supporters in the CLE. Both
stakeholders should provide the necessary resources (Lawal et al., 2016:36; Happell,
2009:375; Papp et al., 2003:266-267; Van Eyk & Baum, 2002:267).

The partnership between the student supporters from the HEI and the student supporters
from the HCP is very important for the effective clinical learning of students (Kotera &
Matsuda, 2012:9). Student supporters appointed by HEI(s) (link supporters) served as a
link between HEI(s) and HCP(s) (Dean & Levis, 2016:368; Papastavrou et al., 2016:5).

These link supporters informed student supporters in the CLE of student placements
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(Hugo, Botma & Raubenheimer, 2018:88; Dean & Levis, 2016:368; Dale et al., 2013:2),
established strong relationships between the HEI(s) and the HCP(s) (Hugo et al.,
2018:88; Dean & Levis, 2016:368; Dale et al., 2013:2), and maintained academic
support (Hugo et al., 2018:88; Holst et al., 2017:7; Dean & Levis, 2016:368; Dale et al.,
2013:2) and quality assurance and audits (Courtney-Pratt et al., 2011:1386; Henderson
et al., 2007:93-94). Student supporters in the healthcare environment were supported by
link supporters in the following ways: student supporters were updated on educational
changes, preparation programmes, student outcomes and the assessment process. The
link supporters also assisted with student problems (Courtney-Pratt et al., 2011:1386;
Mulready-Shick et al., 2009:716; Henderson et al., 2007:93-94).

The supporters in the CLE should be familiar with the HEI's curriculum and guidelines,
student outcomes and the CLE (Ford et al., 2016:98; Courtney-Pratt et al., 2011:1383;
Henderson et al., 2007:94; Dickson et al., 2006:417). Students expect student supporters
to be consistent, know the level of the students’ competencies and give regular,
constructive feedback (Happell, 2009:375).

Students indicated that the student supporters in the CLE were often not informed about
their arrival. Clinical teachers were often not updated about the curricula, important
education documents, the names of the students or the students’ level of skills (Hemberg
& Sjoblom, 2018:692; Dale et al., 2013:3).

4.3 STAGE 5 - PRESENTATION

Tables, figures and diagrams were used to display data throughout the review. The
researcher provided details from primary sources, and conclusions were supported by

evidence from literature.
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4.4 LIMITATIONS

The impact of the researcher’s inexperience with the integrative review research method
was reduced by the support and guidance from the supervisor and co-supervisor, who

are experts in the research field.

A small number of studies were included in this review. However, important
characteristics were identified in creating a SCLE for healthcare students. The findings of
the study can assist HEI(s) and HCP(s) to provide SCLE(S).

The inclusion criteria stated that articles in English and abstracts in English would be
included in the review. This may have led to a language bias, as important research in

other languages could have been missed.

The most common type of study found was qualitative studies. Studies higher in the
evidence pyramid could be used in future to investigate the different models available for
clinical learning (Polit & Beck, 2017:25).

The studies included in this review are all from first world countries. South Africa is a third
world country and studies from similar countries could have been more informative.
Despite this, the conclusions of this review are valuable and may still be implemented at
the HEI(s) and HCP(s). The identified themes are however generalisable within the

contextual constraints.

Most of the studies included in this review focused on nursing students. Only one study
included healthcare students from other disciplines. The selection of studies focusing on

nursing occurred despite the inclusion criteria that indicated all healthcare students.
A limitation of the review is that new studies related to the review question may have been

generated since the cut-off date on the review. However, an update of the integrative

review will be conducted as soon as possible.
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4.5

RECOMMENDATIONS

The following recommendations are made for the relevant stakeholders based on the

findings of the integrative review:

45.1

4.5.2

Higher education institutions and Healthcare providers

The HEI(s) and the HCP(s) should collaborate to support the students (Sedgwick
& Yonge, 2008:9; Carnwell et al., 2007:931).

The HEI(s) and the HCP(s) should attempt to form beneficial relationships in order
to support the students.

Contracts where both institutions contribute to the clinical learning of the students

should be negotiated.

The number of placements needed and available, the number of student
supporters available and needed, and the ratio of student supporter to student,
according to the available resources in both the HEI(s) and the HCP(s), should be
negotiated.

The healthcare providers should assist the higher education institutions by
providing placements, opportunities for students to learn and supporting the

students in clinical learning.

Since students are important for the future of healthcare, elements of an effective

partnership between the HEI(s) and HCP(s) need to be explored.

Student supporters

Funding needs to be sourced in order to ensure enough student supporters.
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4.5.3

Specific qualities that enhance clinical teaching should be considered when
selecting student supporters and student supporters should be willing to spend

time with students.

The carefully selected student supporters should work on a supernumerary level
to be able to support the students more effectively (Cooper Brathwaite & Lemonde,
2011:5). If it is not possible for the student supporters to work on a supernumerary
level, reducing the workload while students are in placement should be negotiated
(Sedgwick & Yonge, 2008:9).

The roles and responsibilities of the student supporters in both the HEI(s) and the
HCP(s) should be clarified in order to prevent role confusion. Roles should be
divided between supporters from the HEI(s) and the HCP(s). Role division will
assist student supporters to find the time to spend with students (Cooper
Brathwaite & Lemonde, 2011:5; Carnwell et al., 2007:931), to support students in
the CLE in different ways (Cooper Brathwaite & Lemonde, 2011:5; Carnwell et al.,
2007:931; Stockhausen, 2005:13), and to prevent the burnout of student
supporters (Cooper Brathwaite & Lemonde, 2011:5; Carnwell et al., 2007:931).

The higher education institutions should support the student supporters in the
clinical learning environment with adequate and timely information regarding
student placement, the students’ level of competence, the students’ outcomes,

training and support with student problems.

Research

Based on the study findings, there may be evidence in support of further research.

The different models identified in this review need to be explored further. A
comparative study of the different models can identify each model’s strong and

weak points.

71



e The included research mostly focused on the perceptions of the students, while
the insights from other stakeholders were not included. Further research on the
perceptions of all stakeholders could give significant insight into the complexity of
the CLE and the struggles that all stakeholders face.

e ltis further recommended that this integrative review should be revisited in time as

healthcare education and the CLE evolves.

454 Link tutors

e Link tutors could assist the relationship between the HEI(s) and HCP(s) by
communicating the needs of the HCP(s) to the HEI(s), and vice versa.

e The link tutor can assist with identifying the needs of student supporters and
communicate this need to the HEI. The HEI can then support the student
supporters by providing the needed information and training (Courtney-Pratt, Ford
& Marlow, 2015:516; Sedgwick & Yonge, 2008:9). Such information may include:
student supporter preparation programmes (Carnwell et al., 2007:929) and student

outcomes (Carnwell et al., 2007:929).

e The HEI(s)’s policies and placement needs can be communicated to the HCP.

e The link tutor should be working on a supernumerary basis or the workload should
be decreased (Sedgwick & Yonge, 2008:9; Carnwell et al., 2007:930).

4.6 CONCLUSIONS OF THE STUDY

The integrative review explored the different strategies available to enhance a SCLE for
undergraduate students in health sciences and led to new insights regarding supportive

clinical learning environment strategies for undergraduate students in health sciences.
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Multiple factors needed to support the healthcare student in the CLE were identified.
These factors provided insights into the complexity of a SCLE.

A good relationship between the HEI and the HCP forms the basis of this complex
phenomenon. The HEI should support the student supporters in the HCP with adequate
and timely information regarding student placements, the students’ level of competence,
the students’ outcomes, training, and support with student problems. The student
supporters in the HCP should assist the HEI by providing placements, opportunities for
students to learn, and supporting the students in clinical learning. It is important that
student supporters have certain qualities that enhance clinical teaching, and that they are

willing to spend time with students.

Different models for clinical support are available and each one has its advantages and
disadvantages. It is often difficult to implement these strategies due to human and
financial constraints. The principles identified in these models can however be
implemented in the CLE in innovative ways to provide students with the best clinical

learning opportunities.
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CRITICAL EVALUATION AND DATA EXTRACTION OF INCLUDED STUDIES

Bibliographic details
and context

Research method

Data collection and
data analysis

Strategy that was
used

Study findings

Critical evaluation
(Quality)

1. Bourgeois, S.,
Drayton, N. & Brown, A.
2011. An innovative
model of supportive
clinical teaching and
learning for
undergraduate nursing
students: The cluster
model. Nurse Education
in Practice,
11(2011):114-118.
Australia

Aim: To discuss a
supportive model of
clinical practicum
teaching and learning
as used for
undergraduate nursing
students.

Design: Qualitative
research

Setting: Six wards in
Nepean Hospital in
Sydney, New South
Wales, Australia.
Population:
Registered nurses
[RN(s)] from the six
wards that agreed to
participate in the
study.

First, second and third
year Bachelor of
Nursing students from
two university campus
locations, placed in
the six wards that
agreed to participate.
Recruitment: RN(s)
who were interested
were short-listed and
interviewed. The
clinical teachers were
selected based on
their interest in clinical
teaching, their clinical
experience and
qualifications, and the
necessary
characteristics for
clinical teaching.
Sample:

Number of clinical

Data collection:

1. Questionnaires:
Open-ended
questionnaires were
given to students to
complete at the end of
their placement.

Data analysis: The
evaluations were
analysed by the
researchers for
recurring themes.
The identified themes
were belonging,
practice support,
positive experiences,
improvements, peer
learning and
challenges.

Cluster model
Experienced RN(s)
from the wards were
assigned to the role
of clinical teacher.
These nurses’
positions in the ward
roster were replaced
by casual nursing
staff during student
placement periods to
prevent compromised
patient care.

Six wards agreed to
participate. Each
ward had two to three
clinical teachers,
which allowed for the
rotation of clinical
teachers. Eight
students were
allocated to each
participating ward per
week during clinical
placement.

Findings
1.Belonging:
Students were
welcomed as part of
the community and
verbalised a sense of
belonging that
facilitated learning.
2. Practice support:
The interaction
between the clinical
teachers and the
clinical staff
increased the clinical
staff’s interest in the
students’ learning
needs. The clinical
teachers were always
available to assist
them.

3. Experiences:
They believed that
they contributed to
the care of patients.
Students felt that they
had increased
opportunities to
practice under
supervision.

4. Improvements:
Students had the
opportunity to take
responsibility for their
practice. They felt
more confident
following their
placement, they
linked theory and
practice, and their
time management
improved.

Critical evaluation
instrument used:
Critical Appraisal Skills
Programme (CASP)
(Quialitative research)
Checklist

There was a clear
statement of the aims
of the research. The
qualitative research
method was
appropriate for the
study. The research
design was appropriate
to address the aims of
the study. The data was
collected in a way that
addressed the research
issue. Data saturation
was not reported. The
relationship between
the researcher and
participants was not
reported. Ethical
approval and ethical
considerations were not
mentioned. There was
a clear statement of the
findings.

Included: Valuable to
research.

Level of evidence:
Low
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teachers were not
reported.

Number of students
participating in the
study was not stated
clearly, but eight
students were
allocated to each
participating ward per
week during clinical
placement.
Duration: Five years

5. Peer learning:
Students supported
each other by sharing
their workload and
discussing their
experiences. They
enquired into
problems and issues
together. The
environment was less
threatening working
in a group.

Negative findings:
There was not
enough room in the
ward to
accommodate the
extra students during
lunch and tea breaks.
Students complained
that they could not
hear well during
handovers, because
of the limited space in
the rooms.
Limitations:

Not reported
Recommendations:
Clinical teachers
should inform clinical
staff of the students’
practice abilities.
Regular meetings are
suggested. A scope
of practice poster
should be put up in
every ward. Students
should take
responsibility for their
own learning.

A different model of
funding might be
considered in order to
reduce the group
size.
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2. Carey, M.C., Chick,
A., Kent, B. & Latour,
J.M. 2018. An
exploration of peer-
assisted learning in
undergraduate nursing
students in paediatric
clinical settings: An
ethnographic study.
Nursing Education
Today, 65 (2018): 212-
217. United Kingdom

Aim: To report on the
findings of a study to
explore Peer-assisted
learning (PAL) in
undergraduate nursing
students, studying
children’s health, in
the paediatric clinical
setting.

Design: Qualitative
ethnographic study
using non-participant
observations.

Setting: Range of
inpatient paediatric
clinical settings across
two teaching hospitals
located in one region
in England.
Population: First,
second and third year
paediatric nursing
students enrolled in a
Bachelor of Nursing
Programme, placed
across the two sites.
Recruitment: A third-
party academic person
approached the
students, as the
researchers were
known to the students.

Sample: The students
were purposefully
selected. A sample
size of 20 students
were identified.
Seventeen students
agreed to participate
in the study.
Duration: Two years

Data collection:

The student
participants were
observed by the
primary researcher over
a period of two weeks
at each site.
Interactions between
groups of students from
all levels of study were
recorded for periods of
1 - 5 hours using audio
recordings and field
notes while the
students were working.
Data analysis:
Framework analysis
was used to analyse
the data. A seven-step
process was utilised to
analyse over 35 hours
of raw data in order to
draw key themes
together. This process
was undertaken by the
primary researcher. A
second coder was
utilised to ensure clarity
and transparency
during the analysis of
the data. The findings
were developed into a
working framework
model that could be
utilised to analyse the
data from site two and
to synthesise it into a
more trustworthy
framework model.

At site two, another 32
hours of observations
were collected. Within
the findings, the student
commentary was coded

Peer-assisted
learning (PAL)
Students acquire
skills and knowledge
through the active
help provided by
other students of the
same year level.
The process of PAL
starts with clinical
skills development in
the simulation
laboratory. In the
clinical setting RN
mentors have been
regularly updated
about PAL during
monthly mentor
updates with
university lecturers.
In this study
researchers defined
matched equals as
nursing students
within the same
programme and not
by the same year of
study.

Findings: Three
main themes were
identified:

1. Peers as
facilitators to
develop learning
when engaging in
PAL

Peers supported
each other through
informal teaching by
giving advice and
guidance. Peer pairs
discussed and
reinforced their
understanding of
various tasks through
questioning. Students
planned clinical and
academic
assessments
together.

2. Working together
to develop clinical
practice and deliver
care

Peer interactions
assisted with the
development of
students’ clinical
practice through
sharing learning
experiences of
providing care to
patients in order to
aid their
understanding,
develop their learning
and assist each
other.

3. Positive support
and interaction from
peers to enhance
networking and

Critical evaluation
instrument used:
CASP (Qualitative
research) Checklist
The aim of the study
was clearly stated. The
qualitative research
method was
appropriate. The
research design was
appropriate to address
the aims of the study.
The population and
sample were clearly
stated. The researcher
explained how the
participants were
selected. The
saturation of data was
not discussed but were
noted as a limitation.
The researcher
considered his/her
relationship with the
participants. A third
party was used to
recruit the participants
and the first hour of
data was not used in
order to limit the
Hawthorne effect.
Ethical approval was
obtained and clinical
staff and patients were
considered during the
research. There was an
in-depth description of
the analysis process.
There was a clear
statement of findings
and there was an in-
depth discussion of the
findings.

Included: Valuable to
research
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develop working
structure

Students used each
other to navigate the
clinical environment
by discussing the
structure of the
clinical learning
environment in order
to understand where
they fit in as nursing
students. They had
social interactions
where they could
offload their stress
and seek emotional
support from each
other.

Negative findings:
Not reported
Limitations: The
periods of
observation were
limited to when
students were on
placement. This
restricted the number
of students in the
specific placement
areas. ldeally the
observation should
have been conducted
between students of
the same year level.
Students from
different year levels
were used, because
of the limited number
of students.

The 65 hours of
transcription is a
limited observation
period for an
ethnographic study.

Level of evidence:
High
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Further research is
needed to identify
gender differences in
PAL.
Recommendations:
Mentors and
educators need to be
aware of the benefits
of PAL, as well as
how it can contribute
toward future
strategies and
models of learning.
Other fields of
nursing should be
explored in order to
determine similarities
and the influences of
PAL amongst

students.
3. Crawford, R., Aim: To evaluate the Data collection: The Dedicated Findings: Critical evaluation
Jasonsmith, A., impact of the DEU study had two phases. education unit 1. Levels of instrument used:
Leuchars, D., Naidu, A., | pilot on the New 1. Surveys (DEUV) satisfaction and Mixed Methods

Pool, L., Tosswill, L.,
Trezise, K. &
Wordsworth, A. 2018.
“Feeling part of a team”
a mixed method
evaluation of a

dedicated education unit

pilot programme. Nurse
Education Today,
68(2018):165-171. New
Zealand

Zealand District Health
Board’s (DHB) nursing
staff and nursing
students from three
undergraduate
programmes across
two education
providers, Whitireia
New Zealand and
Massey University.
Design: Mixed
method descriptive
evaluation design
Setting: Three clinical
areas of one DHB in
New Zealand were
included, namely a
general surgical and
vascular unit, a
regional heart and
lung unit, and a
rehabilitation unit.

Phase one entailed an
online anonymous
survey to all
participants. The
research team
developed separate
surveys for staff and
students. A link to the
survey was emailed to
the participants. The
survey contained 22
questions.

2. Focus groups
Following the analysis
of the survey, phase
one comprised of six
separate focus groups
conducted with RN(S)
and undergraduate
nursing students. This
was done in order to

The DEU is based on
a partnership
between tertiary
education institutions
and clinical providers
to provide clinical
training for
undergraduate
nursing students. The
model is led by
academics and RN(s)
working in the clinical
environment. RN(s)
take ownership of the
clinical teaching of
the students and are
supported by their
academic colleagues.
Each unit has a CLN
and each tertiary
provider/programme
an ALN. The CLN is

relationships in the
DEU

Most of the nurses
and students
responded that they
experienced a
positive relationship.
2. Similarities and
differences between
previous models
and the DEU model
The DEU provided
more student support
than other models.
The clinical areas
could provide more
students with clinical
support even though
there was a mix from
three different
programmes. There
was improved

Appraisal Tool (MMAT)
There was a clear
research question. The
collected data
addressed the research
questions. A
quantitative non-
randomised component
was included in the
study. The target
population was clearly
described. The sample
size was small and this
can have an influence
on transferability. The
measurements were
appropriate regarding
the outcome and
exposure. The outcome
data were complete
and the confounders
were not accounted for
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Population: All RN(s),
enrolled nurses, nurse
managers, nurse
educators, Clinical
liaison nurses
[CLN(s)], Academic
liaison nurse [ALN(S)]
and nursing students
working in the DEU.
There were 160 staff
members and 26
students.
Recruitment: All
RN(s), enrolled
nurses, nurse
managers, nurse
educators, CLN(s),
ALN(s) and nursing
students in the DEU
were invited to
participate in the
study.

Sample: During the
first phase, 42 staff
members (response
rate of 26%) and 24
students (response
rate of 92%)
completed the survey.
During phase two, 16
students and 17 staff
participated in the
focus group.
Duration: Not
reported

clarify issues and to
add validity to the
findings. Potential
participants were
informed of the
opportunity to take part
in a focus group
discussion via email.
The structured
questions for the focus
groups were developed
by the research team
based on the analysis
of the survey data. The
focus groups were held
at a convenient place
and time for
participants. The
sessions were 40 — 60
minutes long. Six focus
groups were held. One
was held with the
ALN(s), two with
nursing students and
three with nursing staff.
The focus group
facilitation was
undertaken by
members of the
research team who had
no relationship with the
group members.

Data analysis: Survey
data were analysed
using descriptive
statistical methods
evaluating variances,
percentages and
distribution patterns.
Qualitative data were
thematically analysed
using a general
inductive approach
described by Thomas
(2006). The qualitative

a senior RN who is
experienced in
supporting clinical
learning. The ALN is
a RN working in an
educational
institution. Nursing
students in each unit
work alongside RN
preceptors for daily
support, with the
CLN(s) an ALN(s)
working
collaboratively to
facilitate clinical
learning and
complete the
summative
assessments of the
students’ learning.

teamwork, which
assisted in the
monitoring of student
progress.
Documentation was
more manageable for
the RN(s), as the
CLN(s) and the
ALN(s) completed the
forms.

3. Supportive and
flexible learning
structure

Students felt that they
were part of the
team. Staff were
approachable and
supportive and
provided the students
with a nurturing
learning environment.
The students
preferred to work with
the same patients.
Students had an
allocated person who
could manage issues.
The CLN(s) were
responsible for
planning learning
opportunities. The
CLN(s) valued the
flexibility that the unit
provided to enable
them to respond to
students’ learning
needs, as well as the
needs of patients and
staff.

4. Learning
partnership

The students enjoyed
the partnership
between the different
members of the DEU.

in the design and
analysis. The
intervention was
administered as
intended. The
qualitative approach
was appropriate to
answer the research
question. The method
was not clearly
described regarding
who the facilitator was,
the language that was
used or whether data
saturation was reached.
The findings were
adequately derived
from the data. The
interpretation of results
was sufficiently verified.
There is consistency
between data sources,
collection, analysis and
interpretation.

There was an adequate
rationale for using a
mixed-methods design
in order to answer the
research question. The
different components of
the study were
adequately integrated
and the outputs of the
integration of
guantitative and
qualitative components
were adequately
interpreted. The
different components of
the study adhered to
the quality criteria of
each method used.
Included: Valuable to
research
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data were summarised
into key themes and
then links between
themes and research
objectives were
created. Nurse
educators analysed
nursing staff responses
and nursing staff
analysed nursing
students’ responses, in
order to prevent
research team
members from
analysing their own
areas. All research
members were involved
in the analysis of the
quantitative and
qualitative data.

The relationship with
the CLN(s) was
important to the
students. Students
were given the
opportunity to learn
and to take
responsibility for their
patients.

Negative findings:
The roles of the
ALN(s), CLN(s) and
preceptors/RN(s)
working with students
need more clarity.
Limitations: Not
reported
Recommendations:
Research into DEU
with students from
multiple programmes

Level of evidence:
Good

4. Croxon, L. &
Maginnis, C. 2009.
Evaluation of clinical
teaching models for
nursing practice. Nurse
Education in Practice,
(2009)9:236-243.
Australia

Aim: To evaluate a
practice initiative,
namely trialling a
group model of
facilitation as
compared to the
current preceptor
model, to facilitate
students’ learning in
the clinical setting.
Design: Mixed
research method
Setting: Acute care
nursing in Australia.
Population: Twenty-
two second year
undergraduate nursing
students, enrolled in a
Bachelor of Nursing
course, who had
completed their acute
care nursing.
Recruitment: Not
reported.

Data collection:

1. Questionnaire
Students were invited
to complete a
questionnaire on
completion of their
acute care clinical
placement. The
students completed a
questionnaire regarding
their perceptions of the
acute nursing practice
placements. The
questionnaire consisted
of a combination of
yes/no responses,
Likert scale responses
and open-ended short
responses. The
questionnaire was
designed by the
researchers with the
objective to gain insight

The participants
experienced both the
cluster or group
model, and the
preceptor model of
supervision.

Cluster or group
model

Eight students were
placed in one critical
unit with a clinical
teacher or a clinical
facilitator. The clinical
facilitator was a RN
from the clinical
setting where the
student was placed.
The RN was paid by
the university. He/she
was familiar with the
staff, ward
environment and
policies and
procedures of the

Findings:

CLUSTER OR
GROUP MODEL

1. The quantitative
data focused on:

a) Opportunity to
achieve clinical
objectives of the
placement

Students felt that they
could complete their
objectives.

b) Opportunity to
practice clinical
skills

This model allowed
the facilitators to
observe the students’
clinical skills and give
direction as needed.
c) Degree of
support from
clinical facilitator/
preceptor

Critical evaluation
instrument used:
Mixed Methods
Appraisal Tool (MMAT)
There was a clear
research question and
the collected data
addressed the research
question.

A quantitative
descriptive component
was included in the
study. There was a
clear description of the
target population. The
small sample may
impact on
transferability. The
researchers did not
indicate whether the
questionnaire used was
pre-tested prior to the
data collection. The
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Sample: Twenty-two,
second year
undergraduate nursing
students enrolled in a
Bachelor of Nursing
course voluntarily
chose to participate in
the study. A
convenience sample
was done.

Duration: The
students were placed
in an acute nursing
practice for four
weeks. The duration of
the study was not
reported.

into students’ thoughts
and experiences.

2. Interviews
Interviews were
conducted based on
the responses to the
questionnaires, thus
gathering both
qualitative and
quantitative data
through a triangulation
approach. It is not
clearly stated how
these interviews were
conducted.

3. Survey

Students were asked
to rate each model with
regard to 1) its
suitability in providing
opportunities to achieve
clinical objectives, 2)
practice clinical skills,
3) the availability of the
preceptor or clinical
facilitator, and 4) the
level of support and
clinical instruction
provided. They were
asked to state their
preference between the
models and to explain
their choice.

Data analysis: Data
analysis was completed
through thematic
coding. Major themes
were identified in
relation to factors that
enhanced or hindered
the participants’
experience of the two
clinical models. The
coded themes were
then further examined

area. The students
worked under direct
supervision of the
RN.

Preceptor model
Students worked
under the supervision
of a RN who was part
of the clinical staff in
a nursing area. The
RN was employed by
the health service
and supervised the
students’ practice
and assisted
students. They had a
one-to-one
relationship with the
students while
accepting a normal
workload.

Students felt well
supported, because
they always had
someone to turn to if
they needed
assistance.

d) Opportunity for
one-to-one
instruction from the
clinical facilitator/
preceptor

There was a high
degree of satisfaction
with one-to-one
instruction from the
clinical
facilitators/preceptors

2. The qualitative
data revealed the
following themes:

a) The role and
support of the
clinical
facilitator/preceptor
Students felt that they
had access to
someone if staff
could not assist them,
as facilitators were
immediately available
and willing to teach
them.

b) Clinical staff
interaction and
clinical staff
attitudes in the
clinical setting
Students reported
that the willingness of
clinical staff to
welcome students
positively influenced
their learning. Time
was an important

statistical analysis was
not clearly stated.

The qualitative
approach was
appropriate to answer
the research question.
The researchers
indicated that
interviews were done
based on the
questionnaire, but no
evidence of this was
included in the study.
Saturation of data was
not indicated. The
findings were
adequately derived
from the data. The
interpretation of results
was sufficiently verified.
There is consistency
between data sources,
collection, analysis and
interpretation.

The reasons for
conducting a mixed-
methods study were not
clearly described.

The different
components of the
study were adequately
integrated and the
outputs of the
integration of
guantitative and
qualitative components
were adequately
interpreted. The
quantitative component
of the study did not
adhere to the quality
criteria of quantitative
descriptive studies.
Included: Valuable to
research
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to identify additional
themes.

factor to determine
clinical staff’s
willingness to assist
students.

¢) Opportunity to
practice clinical
skills

The facilitators could
observe the students’
clinical skills and
gave direction if
needed. Students felt
that they could
complete their clinical
objectives.

d) Student
confidence

Working with peers
assisted in building
their self-confidence.
The module assisted
in developing team
skills.
PRECEPTORSHIP
MODEL

The quantitative
data focused on:

a) Opportunity to
achieve clinical
objectives of the
placement

Students felt that they
could complete their
clinical objectives.

b) Opportunity to
practice clinical
skills

Students felt that they
could practice their
clinical skills, but the
results were lower
than for the group or
CM.

Level of evidence:
Low
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c) Degree of
support from
clinical
facilitator/preceptor
The students
indicated that the
degree of support
was much less than
with the group or CM.
d) Opportunity for
one-to-one
instruction from the
clinical
facilitator/preceptor
Students had one-to-
one instruction. This
was slightly less than
with the group or CM.
2. The qualitative
data revealed the
following themes:

a) The role and
support of the
clinical
facilitator/preceptor
Students felt that they
could complete their
clinical objectives and
learn independently.
b) Clinical staff
interaction and
clinical staff
attitudes in the
clinical setting
Students reported
that the willingness of
clinical staff to
welcome students
positively influenced
their learning. Time
was an important
factor to determine
clinical staff's
willingness to assist
students.
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¢) Opportunity to
practice clinical
skills

Students experienced
the hands-on
experience as
positive.

d) Student
confidence
Students experienced
an increase in self-
confidence.

e) Opportunity for
one-to-one
instruction from the
clinical
facilitator/preceptor

Students appreciated
the one-to-one
instruction from their
facilitators/preceptors

Negative findings:
BOTH MODELS
Students felt that
clinical staff were
sometimes too busy
and could not discuss
nursing care. Some
students experienced
the clinical staff as
unhelpful and not
willing to teach them.
PRECEPTOR
MODEL

Students felt that
preceptors lacked
time to spend with
them. It was
sometimes hard for
them to find their
preceptors. In cases
where the preceptors
were not available,
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the staff members
were not willing to
assist them. Some
students struggled to
practice their skills
under the preceptor
model.

Limitations: The
sample size was
small. This could
impact on the
transferability of the
study. It also had an
impact on the validity
of the findings.
Recommendations:
Universities should
try to ensure enough
funding for clinical
facilitators. Research
and feedback from
the clinical staff are
needed to facilitate
understanding of
clinical placements,
to identify positive
and negative
aspects, and to
improve the models.

5. Henderson, A.,
Twentyman, M., Eaton,
E., Creedy, D.,
Stapleton, P. & Lloyd, B.
2009. Creating
supportive clinical
learning environments:
an intervention study.
Journal of Clinical
Nursing, 19:177-182.
Australia

Aim: To assess the
impact of an
intervention aimed to
build capacity of RN(s)
to enhance the clinical
learning environment
of undergraduate
nursing students.
Design: Quasi-
experimental design
Setting: Two acute
surgical wards in the
tertiary referral
hospital in South-East
Queensland, Australia,
specialising in

Data collection:

1. Questionnaire

The Clinical Learning
Environment Inventory
(CLEI) was adapted
and used to assess the
students’ perception of
the psycho-social
aspects of the clinical
learning environment.
The same students
were used for the
control and intervention
groups. Student
feedback data from a
control group were

Capacity-building
intervention
Students worked
alongside RN(s). The
students and RN(s)
received assistance
from supernumerary
clinical facilitators.
The ratio was one
facilitator to eight
students. The clinical
facilitators, funded by
the university,
ensured that RN(s)
and students were
aware of students’

Findings:

1. Satisfaction
Students’ satisfaction
was reliant on their
ability to engage in
tasks and individual
needs being met.
During the
intervention period
there was a noted
increase in the
students’ satisfaction
regarding the psycho-
social elements of the
learning environment.

Critical evaluation
instrument used:
The Joanna Briggs
Institute Checklist for
Quasi-Experimental
Studies (non-
randomised
experimental studies)
The researchers noted
that the participants
included in the
comparisons are
similar. All participants
received similar
treatment, except for
the intervention. There
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vascular, plastics and
head and neck,
participated in the
study.

Population: All
students who did their
clinical practicum
before, during, and six
months after the
intervention.

All nurses from the
two acute surgical
wards where the
intervention was done.
Recruitment: All
students who did their
clinical practicum
before, during, and six
months after the
intervention were
invited to participate in

compared to the
intervention group. The
control group’s data
consisted of data
collected immediately
prior to and six months
after the intervention.
The data from before
the intervention and six
months afterwards
were grouped together
into a control group.
The intervention
group’s data consisted
of data collected during
the Capacity building
intervention.

Data analysis: The
data analysis was done
using SPPS.

scope of practice and
other quality and
safety considerations.
The clinical
facilitators directly
supervised and
assessed students
incorporating the
feedback from the
RN(s). An
experienced educator
conducted capacity-
building activities with
the RN(s). The
educator visited the
wards every second
day during the six
week intervention.
During visits of three
to four hours, in-
service training was

2. Student
involvement,
innovation and
personalisation
RN(s) engaged with
students as
individuals,
encouraged their
participation and
recognised their
unique needs. The
intervention group
rated the psycho-
social factors of the
clinical environment
more favourably than
the control group.
Negative findings:
Not reported
Limitations: The
study was limited by

was a control group.
There were multiple
measurements of the
outcome, both pre- and
post-intervention. The
outcomes of the
participants in both
groups were compared
in the same way. The
outcomes were
measure in a reliable
way. Appropriate
statistical analysis was
used.

The CLEI has a low
internal reliability.
Included: Valuable to
research

Level of evidence:
High

the study. The conducted. the small sample size
recruitment of RN(S) is which influenced
not discussed. transferability. The
Sample: Sixty-two study was workplace
students participated specific. Turnover of
in the study. nursing, educational
All RN(s) in the two support and patient
wards participated. acuity could have had
The exact number of an impact on the
RN(s) is not indicated. results.
Duration: Data were Recommendations:
collected in August Strategies should be
2005, October 2005, implemented to
November 2005 and develop the training
May 2006. skills and abilities of
RN(s). Structures and
processes should be
put into place so that
interventions can
lead to real changes
in practice.
6. Jokelainen, M., Aim: To describe the Data collection: Mentoring Findings: Two Critical evaluation

Turunen, H.,
Tossavainen, K.,

mentoring of nursing
students in clinical

1. Databases:

A clinical nurse
supervises, teaches

themes emerged
from the research:

instrument used:
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Jamookeeah, D. &
Coco, K. 2011. A
systematic review of
mentoring nursing
students in clinical
placements. Journal of
Clinical Nursing,
20:2854-2867. United
Kingdom, Australia,
Scotland, Hong Kong,
Finland, Ireland

placements by
reviewing prior
empirical research
articles published in
scientific journals
dealing with student
mentoring, and
investigate the topic
from the perspectives
of mentors, leaders,
students and
educators.

Design: Systematic
review

Setting: United
Kingdom, Australia,
Scotland, Hong Kong,
Finland, Ireland
Population: Data
were collected from
electronic data
sources published
between 1986 and
2006.

Sample: Twenty-three
articles were
analysed.

Seven databases were
chosen, namely
CINAHL, Medic,
PubMed (MEDLINE),
ERIC, EBSCOHost and
ISI Web of Science.
The Cochrane Library
was also searched.

2. Inclusion criteria
1) Literature from 1986
to 2006

2) Literature in all
languages

3) Term/concepts/
keywords: ‘mentoring’
(mentor*) OR
‘preceptoring’
(precept*) OR
‘supervision’ (supervis®)
AND ‘clinical’ (clinic*)
AND ‘practice’/training’
(pract*, train*) AND
‘student’ (stud®)

4) Undergraduate/pre-
registration student
mentoring in clinical
practice or training (in
placement), which is
included in their
professional education
(bachelor level)

5) Different fields of
science concerning the
human content: Health
sciences (Nursing
Science, Medical
Science, Pharmacy,
Nutrition, Physical
Education), Social
Sciences, Pedagogy,
Science of Economic
and Business and Law
3. Progression of the
systematic review

and assesses student
nurses in placements
during their clinical
practice period.

1. Facilitating
students’ learning
in clinical
placements
Students were
familiarised with the
placement as a
working environment.
Teamwork was
emphasised.
Mentoring ensured
the possibility for
nursing students to
study based on
personal learning
plans and to develop
by evaluating
learning. Mentoring
focused on
increasing students’
responsibility to work
independently and
helping them to grow
from observers to
independent workers.
Feedback was given
in real-time, regularly
and constructively.
2.Strengthening
students’
professionalism
Professional
attributes and identity
were developed by
the mentors working
with students in a
professional
relationship and by
implementing actions
that promoted growth
in the nursing
profession. Students
appreciated being
treated as nursing
colleagues. Other

CASP Checklist:
Systematic Review
The review addressed
a clearly focused
question. The authors
searched for a specific
type of papers. No
explanations were
given why other fields
besides Nursing were
excluded despite being
included in the initial
search. Despite
including supervision
and preceptor in the
search string, all
articles with these
synonyms were
excluded later on. The
review’s authors
ensured the quality of
the included studies.
The overall results of
the review were
discussed. The results
can be applied to the
local population. All the
outcomes were
considered. The
benefits were worth the
harms and costs.
Included: Valuable to
research

Level of evidence:
Good
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Each phase of the
process was performed
by two researchers.
First, a literature search
was conducted using
relevant scientific
databases. This search
was based on the
inclusion criteria.
Second, publications
were selected by title
according to the review
question. In the
following phase,
abstracts were studied
for inclusion. Hard
copies of research
articles were examined.
Articles that were not
available and duplicate
articles were omitted.
4. Data evaluation
The evaluation of the
selected research
articles was carried out
using a custom
designed evaluation
form. This form was
created and formulated
on the basis of the
assessment form
presented by Hawker,
Payne, Kerr, Hardey &
Powell (2002). The
evaluation form
included ten specific
evaluation sections.
Each research article
could have a maximum
of 30 marks and
minimum of zero
marks. Research
articles that
accumulated 15 - 30
marks were accepted

issues included
showing empathy
towards the students
during the clinical
practice period by
showing interest in,
caring for and
understanding
students and trusting
them. Students
participated in
different types of
nursing activities,
working alongside
mentors. Mentors
familiarised students
with nursing by acting
as role models,
showing different
aspects and functions
of the work of nurses.
Mentoring facilitated
students’ emotional
development by
assisting them to
understand their own
feelings and
emotions, as well as
those of the patients
in their care.
Mentoring assisted in
training the students
to improve their
practical clinical
nursing and
communication skills.
Students were
advised on how to
use different nursing
methods in real care
situations. Mentoring
was also described
as enabling the
improvement of
theoretical skills by
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for the next phase. Two
independent
researchers performed
the data evaluation by
evaluating the quality of
the selected research
articles. The evaluation
achieved inter-rater
agreement of 84%.

5. Final data

After data evaluation,
the number of research
articles was 57. Only
research articles in the
field of nursing science
were then selected. In
the next phase, only
articles with the term
“mentoring” was used.
Twenty three articles
were included in the
study.

Data analysis: The
data from the articles
were analysed using
inductive content
analysis. To start, the
researchers selected a
unit of analysis which
was a combination of
words or the meaning
of a sentence or
phrases. Similarities
and dissimilarities were
sought from the data.
Data with the same
meaning were gathered
together. After
undergoing
categorisation, classes
with similar content
were combined into
subcategories. Then,
subcategories with
similar content were

enhancing students’
understanding and
knowledge of
relevant care
processes, linking
theory into nursing
practice and
encouraging life-long
learning. It deepened
the development of
critical and reflective
thinking. Mentoring
also involved
encouraging students
to consciously reflect
on nursing
procedures and their
own learning.
Mentoring further
facilitated the
development of
problem-solving and
decision-making skills
by helping to clear up
difficult nursing
situations.

Negative findings:
Not reported
Limitations: Not
reported
Recommendations:
Not reported
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combined into upper

categories.
7. Newton, J.M., Cross, | Aim: To investigate Data collection: Clinical partnership | Findings: Three Critical evaluation
W.M., White, K., how the social Interviews placement model themes were instrument used:

Ockerby, C. & Billet, S.
2014. Outcomes of a
clinical partnership
model for undergraduate
nursing students.
Contemporary Nurse,
39(1):119-127.
Australia

practices of a clinical
partnership model
underpinned
workplace learning for
undergraduate
students as they
transitioned to become
graduate nurses.
Design: Longitudinal
design using a mixed-
methods approach.
Setting: Across a
healthcare
organisation in a
variety of clinical
settings in Australia,
where students are
assigned a preceptor
(RN) in each ward.
Population: Bachelor
of Nursing degree
students in the second
or third year of their
degree. They must
have participated in
the clinical training
model where they
should have
completed all their
placements scheduled
in the partner
healthcare
organisation.
Approximately 60
places are available to
second year students
in the clinical
partnership model per
year. Students self-
nominate to participate
in the clinical model

A series of five semi-
structured audio-taped
interviews were done
with the participants.
The first interview
focused on work
history, reasons for
studying nursing, and
the learning
approaches they used
at the university and on
clinical placement.
Subsequent interviews
were based on the data
analysis from the first
review. The fifth
interview occurred
while participants were
either on placement or
had recently completed
their graduate year.
This interview was the
focus of this paper.
This interview included
questions regarding the
contributions of clinical
placement experiences
and the support
provided by preceptors
to participants’
perceived work
readiness.

The fifth interview
included a quantitative
component comprised
of four key questions. It
measured the
effectiveness of the
preceptorship model,
the extent to which they
felt work ready at the

This model is
underpinned by
preceptorship. In this
partnership model it
is expected that the
preceptor will
supervise, support,
role model, identify
and meet individual
students’ learning
needs. Students are
expected to work the
same roster as their
preceptors, including
weekends.
Partnership is
supported by the
healthcare
organisation and the
university’s nursing
school through the
deployment of a
clinical nurse
educator who
facilitates the
relationship between
the student and the
preceptor. The ratio
is one (1) teacher to
eight (8) students.

identified in this
category.

1. Organisational
familiarity

The model provided
students with a
degree of familiarity
with the organisation.
This was an
important feature that
enabled them to be
prepared for work.
They had knowledge
of the policies and
procedures,
paperwork,
documentation and
the ward layout. This
led to a degree of
confidence and
created a sense of
continuity.

2. Continuity
Students returned to
the same healthcare
facility for multiple
placements. They
valued the ongoing
relationship they
developed with their
preceptors and other
staff working with
them in the
placements. This
appeared to make it
easier for the
students to engage in
their learning. It
provided a platform of
familiarity with the

Mixed Methods
Appraisal Tool (MMAT)
There was a clear
research question. The
collected data
addressed the research
question.

The qualitative
approach was
appropriate to answer
the research question.
Data saturation for the
qualitative data was not
mentioned. The
findings were
adequately derived
from the data. The
interpretation of results
was sufficiently verified.
There is consistency
between data sources,
collection, analysis and
interpretation.

A quantitative
descriptive study was
done. The sampling
strategy was relevant to
address the research
question. The sample
size was small and this
can have an influence
on transferability. The
measurements were
appropriate regarding
the outcome and
exposure. The risk of
nonresponsive bias
was not explained. The
statistical analysis was
appropriate to answer
the question.
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and this continues
through into the end of
their third year of
study.

Recruitment: All
students in the second
and third year of their
degree participating in
the clinical training
model were invited to
participate in the
research. The chief
investigator introduced
the project to students
during key lectures
and distributed
expression of interest
forms.

Sample: Thirty
students volunteered
to participate in the
project. Two students
withdrew after their
initial interviews. A
total of 23 students
remained engaged
through the life of the
project and each
completed five
interviews.

Duration: 2006 —
2009

end of the programme,
the extent to which their
clinical experiences
facilitated work
readiness, and the
effectiveness of
preceptorship for work
readiness.

The questionnaire
comprised of a five-
point Likert scale
ranging from “not at all”
to “extremely”. The
researchers did not
state which
questionnaire they
used. Clarification of
the participants’
responses to the key
questions was then
obtained through
further questioning.

All five interviews were
conducted by the chief
investigator.

Data analysis:
Analysis of interview
data was supported
through NVivo 8.

Four central concepts
were identified: 1)
Curriculum, 2)
Pedagogy-potentials, 3)
Personal
epistemologies and 4)
Impact of workplace
culture. These concepts
were used as a
platform for analysis.
Quantitative data
arising from the
students’ fifth interview
were analysed using
SPSS. It included
simple descriptive

setting that promoted
student readiness.

3. Social
participation

Social participation
contributed to the
students’ sense of
belongingness. They
experienced this
when they were
greeted by healthcare
workers with whom
they have worked
before.

Negative feedback:
Not reported
Limitations: Not
reported
Recommendations:
A system should be
put in place to
recognise RN(s) who
are preceptors. There
are no national
guidelines in
Australia to prepare
preceptors. Further
research is needed to
explore how
alternative
partnership models of
clinical learning can
prepare the students
for practice and how
healthcare
organisations can
foster a culture of
learning.

There was not an
adequate rationale why
a mixed-methods
research method was
used for the research.
The quantitative part of
the research was not
explained well. It is not
clear if the different
components of the
study effectively
answered the research
guestion. The outputs
of the integration of
qualitative and
quantitative
components were not
adequately interpreted.
The research method of
the quantitative
component did not
adhere to the quality
criteria of the method.
Included: Valuable to
research

Level of evidence:
Low

108




statistics of the
readiness ratings.

8. Roxburgh, M.,

Bradley, P. & Lauder, W.

2011. The development,
implementation and
evaluation of
demonstration projects
of new approaches to
providing practice
placements in the pre
registration nursing
programmes:
Contemporising practice
placements for
undergraduate student
nurses: Are ‘hub and
spoke’ models the
future? University of
Stirling, NHS Forth
Valley, NHS Highland,
NHS Western Isles.
Scotland: 1-110.
Scotland.

Aim: To develop,
implement and
evaluate the impact of
a hub and spoke
model of clinical
placement across
three geographically
diverse locations, with
a particular focus on
enhancing the first
year student
experience of
belongingness,
continuity, continuous
support and
contemporary and
future focused
practice.

Design: A mixed-
methods approach,
which is consistent
with longitudinal,
illuminative evaluation.
Setting: The
University of Stirling
over three campuses
and National Health
Services (NHS) acute
hospital facilities with
general practitioner
clinics and community
hospitals in community
health partnerships.
Population: Three
hundred and seventy-
six students registered
for the first year of
study in the Common
Foundation
programme over all
three campuses.

In the pre-intervention
period 29 mentors, 12

Data collection:

1. Reflective diary:
Students were asked to
complete a reflective
diary twice weekly. A
total of 87 diaries were
completed.

2. Questionnaire: A
clinical learning
environment inventory
(CLEI) questionnaire
was administered at the
end of semesters one,
two and three within
two weeks after the
students returned to
university. A member of
the research team
provided the
questionnaires to the
students. Non-pilot
students were also
asked to complete the
guestionnaire during
the same period.

At the end of semester
one, 29 hub and spoke
and 56 traditional
placement students
participated.

At the end of semester
two,

28 hub and spoke and
61 traditional placement
students participated.
At the end of semester
three, 12 hub and
spoke and 28 traditional
placement students
participated.

3. Short support
questionnaire: All
students who

Hub and spoke
models

A student is allocated
to a mentor (hub),
who allocates the
student to other
mentors (spoke). The
spoke mentors
provide feedback and
assessments to the
hub mentor.

Three broad types of
hub and spoke
models were
implemented, namely
1) the internal spoke
model, 2) the
facilitate spoke model
and 3) the fixed
spoke model.

1) Within the internal
spoke model it was
the mentor’s
responsibility to plan,
arrange and report on
student progress.
The student had input
into the planning and
had weekly contact
with the mentor.

2) In the facilitated
spoke model the
responsibility for
planning and
communication was
shared between the
Practice education
facilitators (PEF) for
the hub clinical area,
the hub and spoke
mentors, and the
student.

Findings:

1. Belongingness:
The majority of the
students reported
positive feelings of
belonging by feeling
part of the
interdisciplinary team.
Mentors were seen
as an important link.
2. Continuity:
Students felt
confident when
returning to a ward as
they experienced a
clearer integration of
theory and practice.
3. Continuous
support: Students
were supported by
clinical staff in the
wards. There was no
real difference
between the hub and
spoke placements
and the traditional
placement.

Negative findings:
1. Communication:
Communication
between the hub and
spoke was too little
and not structured.
2. Limited time:
Students felt that
their placement was
too short.
Limitations:

Firm conclusions are
problematic because
of the small sampling
size, lack of statistics

Critical evaluation
instrument used:
Mixed Methods
Appraisal Tool (MMAT)
There was a clear
research question. The
collected data
addressed the research
questions.

The qualitative
approach was
appropriate to answer
the research question.
The data collection
methods were
adequate to address
the research question.
The findings were
adequately derived
from the data. The
interpretation of results
was substantiated by
the data. There was
coherence between
qualitative data
sources, collection,
analysis and
interpretation.

A quantitative non-
randomised component
was used in this study.
The participants were
representative of the
target population. The
measurements were
appropriate with
regards to the outcome
and the intervention.
Confounders were not
discussed. The
intervention was
changed during its
course, but the reasons
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senior charge nurses
and 12 personal tutors
were involved.

During the post-
intervention period 38
mentors, 18 senior
charge nurses and 10
personal tutors were
involved.
Recruitment: Not
reported

Sample: Thirty-two
students participated
in the pilot study. The
rest of the students
(n=330) were non-pilot
participants and were
a convenience
sample.

In the pre-intervention
period 16 mentors,
three senior charge
sisters and seven
personal tutors
participated in the
research.

In the post-
intervention period 16
mentors, one senior
charge sister and five
personal tutors
participated in the
research.

Duration: 18 months

participated in the
study, as well as non-
pilot students,
completed a short
questionnaire on
support at the end of
the third semester.
Twenty-two hub and
spoke and 63 traditional
students completed the
questionnaire.

The four-item scale
questionnaire was
developed by Lauder et
al. (2008).

4. Open-ended survey
tool: An open-ended
survey tool was
developed, piloted and
refined by the
researchers. This was
given to the mentors,
the senior charge sister
and personal tutors in
the pre- and post-
intervention periods.

5. Focus groups:
Focus groups with
students, mentors,
personal tutors and the
senior charge sister
were conducted three
months into the
placement of the
students. The focus
groups were
homogenous and
conducted at the
placement areas.

Data analysis:

1. Reflective diary:
The diaries were
analysed using content
(qualitative) and
frequency analysis

3) In the fixed spoke
model the University
campus placement
coordinator (UCPC)
was responsible for
planning and
reporting student
progress. The
student had no input
in planning. Hub
mentor contact was
arranged on an
informal basis. The
spoke mentor
communicated mainly
by means of written
communication in the
spoke booklets.

In all models the
spoke mentors
communicated with
the hub mentors
through meetings,
telephone
conversations and
written
documentation.

and the nature of the
pilot study.

The diversity in social
and geographical
attributes could have
impacted on the
participants. The
team tried to limit the
effect by
concentrating on first
year students who
had not yet been
exposed to other
allocation systems.
This could not be
extended to the
mentors as they had
prior experience of
the traditional
allocation system.
There was a lack of
mentor involvement
from one geographic
area of the institution.

Recommendations:
1. Local: 1)
Additional mentor
preparation to
support the model
should be provided.
2) Spoke placements
should be a minimum
of four weeks.

2. National:

1) Realistic
timescales for
implementation must
be followed.

2) Placement areas
should not be
labeled, as the focus
should be on the
learning opportunities

were adequately
described.

Different methods of
data collection were
used in order to
triangulate and confirm
findings. The different
components of the
study integrated to
answer the research
guestion. The outputs
of the integration of
qualitative and
guantitative methods
were adequately
interpreted. The
researchers adhered to
the quality criteria of the
traditions of each of the
methods involved.
Included: Valuable to
research
Level of evidence:
Good
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(quantitative). The data
collected from the
diaries were used for
the development of the
future focus group
schedules.

2. Questionnaire: The
differences between
hub and spoke and the
comparison group were
determined using T-
tests.

3. Short support
questionnaire:
Support was analysed
as four variables (range
0-9) to reflect the
source of support. It
was also analysed as
an ‘all source support’
variable (range 0-36),
which was developed
by combining raw
scores form all four
individual sources of
support.

4. Open-ended survey
tool: Frequency and
content analysis were
conducted. This
enabled the
comparison between
issues of concern
identified before
introducing the hub and
spoke model and
experiences after its
implementation.

5. Focus groups: All
interviews were
recorded and
transcribed. Coding
categories were
continuously revised.
Patterning in the data

available in clinical
areas.

3) It should be
explored whether all
RN(s) should be
mentors.

4) The feasibilities of
PEF’s supporting the
model should be
examined, due to the
time involved and the
national descriptors
of the role.

5) Further study on
the hub and spoke
model should be
conducted to
understand its impact
on student learning.
A study to explore
whether increased
university input has a
substantial effect on
the new model is
suggested, as well as
a study to explore
whether all RN(s)
should act as
mentors.
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was systematically
identified and cross-
examined using the
constant comparative
method.

9. Williamson, G.R.,
Callaghan, L.,
Whittlesea, E., Mutton,
L. & Heath, V. 2011.
Longitudinal evaluation
of the impact of
placement development
teams on student
support in clinical
practice. The Open
Nursing Journal,
2011(5):14-23. United
Kingdom

Aim: To compare and
contrast data

from before Placement
development teams’
[PDT(s])
implementation with
that

gathered after their
first year of operation
in a longitudinal
gualitative evaluation.
Design: Longitudinal
gualitative evaluation
Setting: Sixteen
National health
services (NHS) Trusts
in the south west
peninsula of England
were included in the
study. The specific
placement areas were
not indicated.
Population: Third
year physiotherapy
students, adult nursing
students, podiatry
students, occupational
therapy students,
midwifery and dietetics
and first year
paramedics working
on 16 National Health
Services (NHS) Trusts
in the south west
peninsula of England
were included in the
study. The size of the
population was not
mentioned.

Data collection:
Telephonic interviews
and focus groups were
used to explore student
support from the clinical
staff and multi-
professional student
perspective.

Thirty physiotherapy
students, adult nursing
students, podiatry
students and
occupational therapy
students were part of
focus groups. There
was a focus group for
physiotherapy students,
a focus group for adult
nursing students and
another focus group for
the podiatry and
occupational therapy
students.

Eleven (11) students
participated in
telephonic interviews.
The interviews included
midwifery, dietetics and
paramedic students
who were off-site at the
time that focus groups
were held.

Telephonic interviews
were conducted with
the PDT staff after
signed consent was
obtained.

Interviews and focus
groups were digitally

Placement
Development Team
[PDT(s)]:

PDTs include
academic and clinical
staff working together
in all placement
areas. They aim to
deliver supportive
activities to students
and mentors in
clinical practice.
These activities
include mentor
preparation, visits to
placement areas in
order to support
mentors and
students, performing
quality assurance
audits, designing
action plans with
placement areas and
providing profession-
specific advice in the
multidisciplinary
settings.

PDT(s) involve
interdisciplinary
teams who support
all students in
practice. They
provide interpersonal
and structural
support. Mentors act
as teachers and
supervisors who
support, assess and
monitor performance.

Findings:
STUDENT
FEEDBACK

1. Communication:
Students generally
viewed
communication as
efficient and positive.
They valued the
provision of timely
information and
having a contact
person in the clinical
learning environment
who welcomed them.
Good communication
between the higher
education institute
(HEI) and the clinical
learning environment
was important to the
students. Students
felt that mentors were
well prepared through
university and PDT
courses.

There was good
quality, timely and
open communication
between all parties.
Staff supporting the
students increased
their confidence.

2. Supportive
behaviour of staff
Students believed
that they were well
supported by all staff.
They valued being
able to direct their

Critical evaluation
instrument used:
CASP (Qualitative
research) Checklist
There was a clear
statement of the aims
of the research. There
was no justification for
choosing the design.
Researchers did not
indicate if the sample
was representative.
There is no indication of
the population size.
There is no mention of
data saturation during
the interviews. The
questions in the pre-
and post-PDT(s) were
different, while the
same questions should
have been asked. Too
many questions were
used for the focus
group interviews. There
is not a good
comparison of data.
This study was not
longitudinal as
indicated, but the
umbrella research
might have been. Itis
not clear if the
relationship between
participants and the
researcher was
considered. The data
analysis was not
sufficiently rigorous.
There is no in-depth
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Recruitment:
Students were
recruited personally
during lectures or via
email using the HEI(s)
programme manager
distribution list.

PDT staff, who
participated in the
implementation, were
recruited via email.
Sample: Forty-one
students participated
in the research.
Thirteen staff
members across six
Acute Trust PDT(s)
participated in the
research. They
included six academic
leads, three practice
leads, three directors
of nursing and one
strategic health
authority (SHA)
manager.

Duration: Not
reported

recorded and
transcribed verbatim.
Data analysis:

Data were analysed
using “Thematic
Content Analysis”. The
qualitative approach to
interpretation was
required to address the
aim. Quantification was
not done. Codes in
transcripts were
identified in order to
discover key themes.
Two researchers coded
the data and compared
it.

own learning, while
still having access to
support as they
needed it. Autonomy
in learning and
assessment was very
important to the
paramedic students.
Students appreciated
the opportunity to
work on a
supernumerary basis.
3. The effect of
peers on the
placement
experience
Students verbalised
that they received
emotional support
from their peers by
discussing their
experiences. Support
from peers from other
professions
consolidated
learning.

FEEDBACK FROM
PDT STAFF

1. Central point of
contact

The PDT staff’s
physical presence
was key to the
communication
between mentors,
students, the Trust
and HIE.

The PDT(s)’ roles
and responsibilities
were communicated
clearly so that
individuals knew
where to go for
support. Mentors

description of the
analysis process. The
pre-PDT(s) were only
mentioned and not
described in detalil. The
post-PDT(s) were
described well. There is
no indication that the
researchers critically
examined their own
role, potential bias and
influence during the
analysis and selection
of data for presentation.
Included: Valuable to
research

Level of evidence:
Low
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reached out to the
PDTs for support.

2. Direct provision
of support

Mentors and staff
were prepared
through updates and
sessions.

Negative findings:
STUDENT
FEEDBACK

1. Communication
Some students did
not receive
placement
information
timeously. Students
verbalised that all
staff who had contact
with students during
placement should
receive the same
training as the
mentors. Students
sometimes felt that
the HIE did not
communicate the
student outcomes to
the clinical placement
areas. There was a
lack of
communication
between the HEI and
the mentors.

2. Unsupportive
behaviour of staff
Some students found
that clinical staff did
not apply the
supernumerary
principle when
workloads were high.
3. The effect of
peers on the
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placement
experience

Not all students
experienced peer
support as positive.
They felt that too
many students in
placement is
problematic as there
are not enough
patients for the
number of students. It
was difficult to reach
outcomes in
midwifery.

4. Knowledge and
implementation of
the work PDT(s)
Some students were
unsure about who
they should contact
for support. They
wanted information to
be delivered more
personally and not
via email or other
web-based methods.
FEEDBACK FROM
PDT STAFF

1. Direct provision
of support
Challenges that
needed to be
addressed were staff
release, clarity
regarding the
purpose of placement
learning, and
preparing staff.
Limitations:

The research was
done in one English
region. The pre-
PDT(s) were done
with students in adult
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nursing and the post-
PDT(s) were done
with students in adult
nursing and other
non-medical
healthcare
professions students.
The PDT(s) were
implemented as a
multi-professional
initiative impacting on
interprofessional
education.
Recommendations:
PDT clinical staff and
academic leads
should emphasise
that there is a shared
responsibility
between the HEI and
the placement
providers.
Communication
channels should be
more open. An on-
line placement
database should be
developed.

Further research is
needed on the views
of mentors, the
effectiveness of
preparation and
support and
challenges faced by
mentors.

10. Zentz, S.E., Kurtz,
C.P. & Alverson, E.M.
2014. Undergraduate
peer-assisted learning in
the clinical setting.
Journal of Nursing
Education, 53(3):S4-
S10.

Unites States

Aim: To evaluate the
effectiveness of Peer-
assisted learning in
the clinical setting and
to ascertain students’
perceptions of fulfilling
the role of professional
nurse.

Data collection:

1. Capstone Log:
Students were
instructed to reflect on
their Peer-assisted
learning experience in
the Capstone Log.

2. Survey:

Peer-assisted
learning

Senior students
assisted for one
session in the
simulation laboratory
and another session
in the clinical setting.
In the simulation

Findings:
OPEN-ENDED
RESPONSES

1. Second year
students: Four major
themes emerged
during the analysis of
the responses:

Critical evaluation
instrument used:
Mixed methods
appraisal tool (MMAT)
A clear research
question was set. The
collected data
addressed the research
question.
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Design: Descriptive
multi-method

Setting: The strategy
was implemented at a
nursing college within
a private university in
the Midwestern United
States. The specific
clinical area where
students were placed,
were not indicated.
Population: Second
year and senior
students involved in
the peer-assisted
strategy were asked to
participate in the
study.

The original number of
students approached
is not indicated.
Recruitment: The
classroom instructor
for the senior level
course introduced the
purpose of the
programme, the
logistics of scheduling
and the students’
general
responsibilities.
Sample: The survey
was completed by 342
Bachelor of Nursing
students who
participated in the
teaching strategy.
This included 206
second year and 136
senior students. There
was a response rate of
86.9% second year
students and 81.9%
senior students.

Students completed a
survey that included
items rated using a 5-
point Likert-type scale
and items requiring an
open-ended response.
The researchers
developed the survey.
Data analysis:
Quantitative data were
analysed using SPSS.
Qualitative data were
reviewed by experts in
the field of nursing
education. Common
themes emerged.

laboratory, two senior
students were
assigned to assist a
group of 25 second
year students. In the
clinical setting, one to
two peer teachers
were assigned to
eight to 10 second
year students.
Clinical instructors
provided senior
students with
direction regarding
how they could assist
the second years.
Senior students also
attended pre- and
post-conferences.

a) Sharing
knowledge and
skills: Second year
students appreciated
the opportunity to ask
senior students about
patient care.

b) Sharing personal
experiences: Senior
students shared their
personal experiences
about the nursing
course and how to be
successful.

c) Accessibility:
Students could ask
senior students for
assistance when
mentors and clinical
teachers were not
available.

d) Decreased
anxiety and
increased
confidence: Second
year students felt
more comfortable
and less intimidated
by the senior
students. The
interaction with senior
students built their
confidence. They
experienced an
increase in learning.
2. Senior students:
Three major themes
emerged:

a) Self-reflection:
They had an
increased awareness
of their own personal
and professional
development.

The quantitative
sampling strategy was
relevant in addressing
the research question.
The sample was
representative of the
target population. The
measurements were
appropriate. The
statistical analysis was
appropriate to answer
the research question.
The qualitative
approach was
appropriate to answer
the research question.
The data collection
methods were
adequate to address
the research question.
The findings were
adequately derived
from the data and were
interpreted in such a
way that it could be
substantiated by the
data. There is
coherence between
qualitative data
sources, collection,
analysis and
interpretation.

There was a rationale
for the use of mixed
methods, which
increased the rigour of
the study. The
gquantitative data
supported the
qualitative data that
was collected. The
qualitative and
quantitative data were
adequately and
thoroughly explained.
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Duration: Data were
collected during a 2-
year period.

b) Teaching: It
increased their
teaching abilities and
created an interest in
nursing education.
¢) Helping others:
They could motivate
and inspire other
students that
increased their
confidence in the
clinical learning
environment.
QUESTIONNAIRE:
1. Second year
students: They
agreed that working
with senior students
decreased their
anxiety, and
increased their
confidence and
learning.

2. Senior students:
They could effectively
demonstrate the
professional nursing
role of teacher,
lifelong learner,
caregiver, manager
and research
consumer.
Negative findings:
1. Second year
students: Some
second year students
indicated that peer
support was not
helpful when senior
students lacked
initiative or had a
poor attitude. They
also indicated that a
lack of time and
contact with senior

Included: Valuable to
research

Level of evidence:
High
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students can be
problematic.

2. Senior students:
Students said that
they felt insecure
regarding the
teaching role and
their knowledge
base. Some students
responded that it felt
as if the second year
students did not need
them.

Limitations: Not
reported
Recommendations:
1. Second year
students: Senior
students could be
assisted in their role
by empowering them.
2. Senior students:
Students indicated
that they needed
more preparation for
peer support.

3. Other: Written
hand-outs to the
orientation to the PAL
program should be
formulated. A
discussion with
senior students about
how to implement the
role of teacher will
improve preparing for
the experience.
Developing
evaluation skills of
students could be
explored.
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ADDENDUM C

MMAT version 2018
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What is the MRIAT?

The MMAT iz a crfical appraisal fool that 1= desizned for the appraisal stage of
systemaric mixed stadies reviews, ie. reviews that include qualifative, quantitative and
mixed methods srudies. It pernmits to appraise the methodological quality of fve
cateparies to shudies: qualifative research, mndomized controlled mals, non-randomized
studiss. quantimtive descriptive siadies, and mixed mathods shadies.

How was the MAAT developed?

The MMAT was developed in 2006 (Phuye et al, 200%) and was revised in 2011 (Pace
gt al., 2012). The present version 2018 was ﬂﬂi‘dﬂp&dmﬂ&b!ﬁm of findinzs from a
literature review of cmitical appraisal tools, interviews with MMAT wsers, and an e-
Delphi smdy with intermational experts (Hong, 2018). The MMAT developers are
:nnlinumlsl_v seeking for mprovement and testing of this tool Users™ faedback is always
appreciated

What the MAIAT can be nsed for?

The MMAT can be used to appraise the quality of empirical stodies, ie., primary
reszarch based on experiment, obssrvation or simulation (Abbotr, 1008, Porta et al,
2014). It cannet be used for non-empincal papers sach as review and thearetical papers.
Alzg, the MMAT allows the appraizal of most commen types of stady methodelogies
and desizn:. However, some specific desizms such as economic and diagnestic acomracy

siudies cannot be assessed with the MMAT. Other crifical appraizal tools might be
relevant for these designs.

What are the requirement:”

Because critical appraisal i about judgment making, it is advised to hawe at least o

nm.mm mdependently invelved in the appraizal process. Alse, using the MMAT
TRQUITes experience of tAnmg in these domain:. For mstance, MMAT users may be

helped by a collsague with specific expertize when needad.

For dissemimation, application, and feedhtrl'_ Flease contact ml::ad.m.e‘r.hn-ds aggmalhn]m email com

For more information:

How to mse the MAAT?
Thiz document comprises two parts: checklist (Part [} and explanation of the criteria
(Pant IT).

1. Pespond to the two screeming questens. Fespondms Wo' or "Can't tell’ to one ar

both questions might indicate that the paper is oot ap empinical stody, and thus

cammot be appraised using the MMAT. MMAT wsers muzht decide not to use these
guestions, especially if the sslection critena of their review are limited fo emparscal
shadies.

For each inchaded stody, choese the appropriaie af studies to appraise. Look

at the description of the metheds nzed i the inchuded stodies. If needad, use the

alzorithm at the end of this decument.

3. Fate the criteria of the chosen carepory. For example, if the paper is a qualitative
smdy, only rae the fve critera in the qualitative categary. The "Can't t2ll” response
categary means that the paper do not report approprate mformation to answer Y es’
or Mo, or that report unclear mformation related to the crterion. Ratmg "Can’t el
:oulileadmlmlfmcompanmpapﬂanrmnﬁ:tmﬂ:rmstnaskmﬂremfomaﬂm
or clanfication when needed. In Part IT of this document, indicators are added for
some criteria. The list is oot exhaustive and net all indicators are necessary. You
should agree among your team which opes are mmportant to consider for your fisld
and apply them uniformby acress all inchaded stodies from the same category.

=]

How to score?

It is discouragzed fo caloulate an everall score from the ratngs of each criterion. Instead,
It is advizad to provide a more demiled presentaden of the rtings of each criterion wo
hatter mform the quality of the mchaded shadies. This may lead to perform a sensitivity
amalysis (1.e., to consider the quality of smdies I:-'fcnnuasung their resalts). Excluding
studies with low methodological gquality is nmally discouraged

How to cite this docoment™

Hong QM. Pluve P, Fabregues 5. Bardett &, Boardman F, Cargo M. Dagenais P, Gagnon
M-P, Griffith: F, Micelan B, O'Cathain A, Rousseau M-C, Vedel I Mixad Methods
Appraizal Toal (MMAT), verzsion 2018, Fegstaton of Copyright (71148552), Canadian
Intellzchial Property Office, Industry Canada.
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Part I Mxed AMethods Appraizal Tool (MAAT), version 2018

1. Chualitatne

guL.L fve r'prmr_h appropriate fo answer the research question?

Catezory of stody . B, L Eesponses
Eﬁ: Methodalogical quality criteria Tes | Mo | Can'ttell | Comments
SCTesnInE quesions 5. Are thers clear research guestons”?
(for all types) 51 Do the collected dnl:a allow to address the research ql.l.e:n.m::
Further appraital may nat be fhasible or appropriaie when the anneer it 'No” or "‘Can't teil " to one or Both Tcreening question

. -’.J'e the qualttative data collection methods adequate fo address the research quesdon?

Are the findings adequatzly derived from the data”?

_Is the mterpretation of resalts sufficiently substantated by data”

. I there coberence betwesn gualitative data sources, collection, analysis and interpretation?

1. Cuantifadve
randomized conmoll=d
mials

. Is randemization appropriately performeed”

Are the sroups comparables at baseling?

Arg there complete ouicome daa?

. Are putcome assessors blindsd to the intervention provided?

5 Died the participants adhere to the assiened infervention”

3. Cuantitative non-
randomizad

Are the participants representative of the farget popolaten?

. Are measursmeants appropiabe regardins both the outcome and infervention (or exposure)?

Arg there complste ouicome da@a?

. Ars the confounders acoounted for io the desizn and analvsis?

4. Chuantifadve

_Drurine the study
.Is the sampling strategy relevant to address the research guestion?

ipd. is the intervention administered (or exposure ocoumed) as intendad?

PRI ESIRS R R (PR OO O E ) [ D U T B O Dol il B b

descriptive .Is the sample represenfative of the farest population?
. Are the meanmements appropriate’
.Is the rizk of nonresponse bias low?
_Is the stahistical analysis appropmate te answer the research question?
5. Mized methods [5 there an adequate milonale for nsing a mived methods desien to address the research question?

Are the different components of the stady effectively intzprated to answer the research guestion”?

. Are the putputs of the Integration of qunlnnme and quaniative -:-:-m;-:-nm:. adequately inferpreted”

ke e ] ] ]

. Ars divergences and inconsistencies betwesn

itative and iely addressad?

3. Do the different components of the smdv adhers to the quality critenia of sach madition of the methods imralved?

(=]
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Part IT: Explanations

1. Qualitative studies

acal quakify criteria

“remlitative ressarch is an approach for sxploring and nnderstanding the
muaning indhidwals or growps ascribe to 2 social or beman problam”™
{Creawall, 20130, p. 3).

Compon qualitative ressarch approaches nchude (dhis list if not
axhizative):

Eiknezraphy
Tha aim of the stady is to dewcaibe and inteapret the shared caltaral
bebaviour of a groep of individnals.

Phemomenalogy
Tha stady focuses on the sebjective experisnces and interpretations of a
phanoesson encountered by indhvidaals.

Narrative research
The stady analyzes bfe experiences of an mndividual or a groep.

CGromunded theory
Gemeration of theory from data in the process of comducting research (data
collection oocers first)

Case simdy

Iz-depth axploraticn andor explanation of isees intrinsic to a particular
case. A case cam be amything froms 2 decisicn-making process, to 2 person,
Az orgamiration, Or a COUNLTY.

Quablitadve dezcription

Thers 15 oo speciiic methodology, bt a qualitative data collection and

amalysis, &.8., in-depth inherviews or focws groups, and hybrid thematic
azabysis {Inductve and ded=ctve).

Eey efureaces: Creswnll (201 3a); Sandelowski (2000); Schwamdt (201 55

1.1. Is the qualitative approach appropoiabe o answer the msearch qoestion”

Explanxticns

The qualitative appreach used in a stady (iee noz-exbaustive list on the left side of this mbls) shomld be appropriate for the
research question and problem. For exampls, the uwe of 2 grounded theory approack shezld addmess the development of a
theory and ethnographny should stady buman culterss and societin.

This criterion was considersd icsportant to add in the MMAT since there is cnly cne category of criteria for qualitative studies
{compared to three for quantitative sudies).

12, Are the gualifative data collection methods adeguate to address the ressarch question?

Explanatioms

This criterion i melated to data collection mathed, inclading data sowcas (0.8, archives, documants), nsed to address tha
research question. Teo fudge this critesion, consider whether the methed of data collection (5.g., iz depth interviews andior
Eorap mterviews, and'or obssrmations) and the form of the data {s.5., tape recording, video material, diary, phote, azndfer Exld
ing the smdy.

motes) are ade Alig, clear justificatons are needed when data collecton methods are pvodified
1.3. Are the findings adeguately derived from the data?

Explanations

This criterion is related to the data anabysis nsed. Several data anabysis methods heve besn developed and their use depends on
tha ressarch question and qualitative approach. For example, open, axial and salective coding is often associated with grownded
theory, and within- and crous-tass analysis is often secn in case stady.

1 4. Is the inherpretation of reenlis sefficiently substamtiated by data?

Explanations
The interpretation of reanlts shonld be wupported by &e data collected. For exampla, the guotes provided to justify the thames
should be adegquats.

1.5, Is thers cobereacs betwesn qualitative data scerces, collecticn, azalysic and intarpretaticn’

Explanaticns
Therw skonld be clear bnks betwesan data soumces, collecton, analywis aznd interpretation.
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1 Cmantitative
randomized
controlled triaks

Methodological quality criteria

Fandomized controlled
climical trial: A chnical
stndy i which mdividual
participants ame allocated
o Inturvention or control
groups by randomiration
[Interventon assigned by
messarchems).

Eey refursaces: Higging
and Grean (2008):
Higgins et al. {2018);
Oxford Cemire for
Evidanco-bazed
Medicine {2016); Porta
st al. (2004)

| Vetetal, 1997 MacLebose ot al 20007, 20%

1.1. Iz randomization. appropriately parformed?

Explanations
In 2 randomizad controlled tmial, the allocation of a participant {or a data collection unit, @.g., a school) inte the intervention or comtrol growp i based solaly on chance.
Easearchars should describe bow the rasdomdration schednle was gansrated. A simple statepsent such a4 “we mndomly allocated” or *nsing a randomdzed design’ is mufSciant
to judge if mndeorization was appropmately parformed. Also, assdgnment that is predictable sach as nsing odd and svea record zumbers or dates is not appropriate. At minimwem,
2 sizple allocation (or uzrestricted allocation) sheuld b performed by followizg i]n'n-&mmm-ad.phnuqm It is usmally achiewed by refamring to a published 155t of mndom
mmsbers, or te a list of random assigements gunsmated by a compater. Also, restricted allocation can be performed snch as blocdked mndomiration (to sasure particular allocation
matios to the intenyention growps), statified madomiraticn (randomization parformed ssparately within strata), or minimizxtion (to make somall groups clossly similar with
respect to sevaral charactaristics). Ancther ievportant chamacteristic to judge if randomiration was appropriately parformed is allecation concealment that protects asiznmant
anum:am.hla]lq:-mhun. hsmhﬂr: and pasticipant :hen]ﬂ.biumm of the as:-ammnntnqum up o the point of allecation. Sevezal u'atnm cmh-a-u.n-dh:um
setal FO16).

1.2, Aro the gmoaps comparable at basaling?

Explanations

Basaline insbalancs betaresn groups suggests that there are problems with the mpdomization. Indicators from baseline imbalance inchade: “{1) eousmally large differences

betwesn inhersntion group sizes; () 2 substantial sxcess in statistically significant differsnces in baseline characteristics than would be sxpecied by chance alone; (3) imbalanca

in key progocatic Sactors (or baseline mewmres of cutcome warables) that are wmlikedy to be dne to chance; (4) excessive sipdlarity in baswling chamacteristics that is not
compatible with chancs (7] susprising abesacs of e or moze key charactaristics that weeld be expected to be reported ™ (Higgmms et al 2018 p. L0}

2.3, Aro theme complete outcome dataT

Explanations
Almost all the: participants comiributed to almest all measmres. There is no abselte and standard cut-0ff value for acceptabls complets ouicome data. A gres among your team
what is considered complets owtcoms data in your feld and apply this umiformly across all the incleded stediss. For instanca, in the literatere, accepiable complete data walee
ranged fom 80% (Thomas ot al., 2004; Zaza ot al, J0D0) to 85% (Higgins et al., 20016). Bimilarly, Sifferent acceptable withdrawal ‘dropouts rates bave bean snggested: 7% (de
fior 2 follow-up of muome than one

Sindhe etal., 1997; Van Tulder ot al 2003} and 30% ivwanathan and Backesan 20123}

2.4, Ar outcome assessors blinded to the inervention provided?

Explanations:
Crrtcooe 3 weasom should be unawars of who & receiving which mtscventioms. The asssssors caz be the participants if nsing participant reported cetooms (6.g., pain), the
interruntion provider (s.g., climical sxam), or other pemons mot vobved in the inferrention (Higgime ot al . 2016)

2.5 Ddd the participants adhers to the assigned intervention?

Explanations
To judge this criterion, consider the proportion of participants who continued with their assigned imtervention throughout follow-ep. “Lack of id]mmm:n inclades imperfoct

compliance, cessation of inkervention, crossovers to the comparater intervention and switches to another active intervention.” {Higgins ot al,, 20146, p. 25).
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3. Cuantitative non-randomired stodies Methodolozical guality criteria

Mon-randopsized smdies ane defined 2 any guantitatve 3.1. Am the participants mpmesaniative of the target populaticn™
siudies estimating the effec tivenass of an intermotion or

siwdying other expostres that do notnse randomiraticn to | Explanaticns

allocate noits to companizon groups (Fizging and Gresn,
2008).

Compuon designs inclnde (this Hst if not sabeastve):

Non-randomized contrelled crisls

The interrentica is assigned by ressarchers, but there is no
randomization, &5 & pisudo-randomization. A noz-
random method of allocation s not relizble in producing
alone similar gromps.

Cobert smdy

Sgbsats of 2 defined population are assessed a5 expossd,
not sxposed, or axpowed at difforeat degrees to factom of
interust. Participaxts ars followsd over ttme to determzing if
an oubcome oooems {prospective longitudinal).

Case-comirol study

Cases, a.g- patents, associated with 2 cerfain outcoms am
selocied, alengside a comesponding growp of controls.
Dtz is collected on whatheor cases and controls were
saposed to the factor under smdy (Tetrospective).

Cress-sectomal analytic study

At oze particalar ttme, the relatonship betarean boalth-
melated characieristics (ontconse) and othar factors
{interventon/sxposure) is examined. E g, the frequency of
outcomes is compared in different population smbgroeps
sccording to the precence’abuence (or level) of the
interuntioneXposiLTe.

Eay mfursnces for non-randomined studiss: Higgims and

Crean (2008); Porta st al. 2014); Steme ot al. (20046);
Walls st al. {2000)

Indicator: of epmesantativeness inchuds: clear descopticn of the target population and of the sample (Inchisico and exchision criteria), reasoms
wity cartaiz sligible indnviduals chose mot to participats, and amy atteczphs to achisws a sample of partcipants that regpresants the target

3.2 Are meaaurements appropriate regarding both the outcense and intervention {or sxposum)?

Explamations

Indicatem of appropriate measmmmsants mchnde: the varizbles are clsarly defined and accemately measured; the measuramants are jastifed and
appropriate for answaring the research qoestion; the meymremants refiact what they are supposed to measure; validated and mliability tested
maasumes of the inferrention sxposers and cutcoms of nbarest are nsed, or varable: are pveasured wing “gold standard”.

33 A theme complets cuicoms data?

Explanations

Almpst all the participants contibuted to aleost all measmres. Them i no abscolute and standard cut-off valze for acoeptable complets outcome
data. Agree among your team what iz considersd complats ootcome data In your Held (2nd based oz the targeted journal) and apply thds
uniformiy across all the inchided stadins. For example, in the literatum, acoeptable complets data vale raged Som £0% [Thomaas o al, 2004
Zaza gt al., 2000) to 95% [Higgins st al., 20018). Similarly, differsat acceptable witkdmwal'droposts mies bave bean suggested: 3% (de Vet et
al, 1997, MacLebosa ot al . 2000), 20% (Sindbn et al., 1597; Van Tulder ot al, 2003) and 3% for follow-up of more than oos vear
(Viswanathan and Beckman, 2017).

3.4 Am the confounders accounted for n the design and anabysis?

Explanations

Comfoundem are factor: that preddict both the ontcoms of mberest and the intsrvention received sxposure at bassline. They can distort the
iterpretation of fndings and me4d to be considered in the design and azalysis of a non-randeomized stady. Ccn.ﬁ:m.ﬂ.m;'bm:s Lo if them &
no conformding expected, or approprizte methods to confrel for confounders are wsed (such as simtification, regression, matching,
standardization, and inverss probability wn.lg_'lrhm;:l

3.5 During the stady peried, is the intereation administered (or expesurs oocurred) as intemded ™

Explanations

For intervention studiss, consider whether the participaats were treated in a way that & consivient with the plansed ntervention. Smce the
terveation is asadgned by revsarchers, consider whether thers was 2 precencs of contamization (8.5 the contrel group may be mdirecthy
axpossd to the intervention) or whether enplansed co-interventions were preveat in one group (Steme ot al | 2016)

For obsersational stmdies, comsider whether changses oocumred in the exposire status among the participants. If yes, check if these chamges are
Bkely to infleencs the outcoms of intarost, weme adj=ted for, or whether wnplanned co-expomres ware pressntin cne group (MMorgas et al.,
2017).
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4. Cuantitative descripimve sindies

Methodo qualify criteria

Cruamtitative descriptive smdies ar “concemed with and
deigmed cnby to dascribs the cxisting distribution of
vazizhles without mach regard to cansal relaticaships or
other bypotheses”™ (Porta ot al, 1014, p. 72). They are nsed
to monitoring the population, plazning, and geperating
bypothesis (Grimes and Schmlx, 2002}

Ceompzon designs includs the following single-groap
studies (this Hst if not sabeastve):

Intidezmce or prevalence vredy withont comparizen

Ereup

Iz defined populatica 2t oos particalar tmoe, what &
happening in a population, 8.z fequenciss of factors
(importancs of problems), is described {portrayed).

Survey

“Rassarch mathod by which information is gathemed by
asking people gaestions oo a specific fopic and the data
collaction procedurs is standardized and well defined.”™
(Bennett stal, 2011, p 3).

Case series
A collection of individnals with wipdlar charactarstics are
used to describe am owicoma.

Caze repart
An individnal or a growp with 2 mniqeenmnal cetcome i
described in detadl

Eey refurencaes: Critical Appraizal Ekills Programmg
(2017} Drangaliz ot al. {2008)

4.1. Iu the sappling smategy relovant to address the ruscarch guestion’

Explanations

Samopling stratesy refars to the way the sample was selected. Thare am twro main categories of samspling stategies: probability samspling
{invobre andoes selecticn) and nox-probability sampling. Depanding on the research gaection, probabkility sampling might be prefurable. Mon-
probakility sampling doss mot provide equal chanos of being selected To jadge thds crterion, consider whether the sowrce of sample s
relevamt to the target populaton: a clear jestification of the sample Fame used is provided; or the sapspling procedure is adegaate.

4.2 In the sample repreveatative of the targst populaton?

Explanations

Thare should be a match betwesa mq:lnu.d.-m‘r: and the target popalaton. Indicators of repressntativeness mchuds: clsar descroption of the target
p-ep'ulah.mmﬂ.ef'lh sampls (such a5 mapective sizes and mcl'usm and exchision cn.hnaJ rexs0ns why certain elizibls individuals chose not
and any 5 to0 achiove a sample of % that ulation.

4.3 _ Arg the measurements appropriabe?

Explanations

Indicators of appropriate measumements inchde: the varishles are clearty defined and acceranly moasured, the mexsnurements amw jostified and
appropaiate for answering the research question; the measurements reflect what they ars supposed to measurs; validated and reliability tested
masures of the outcoms of interust ame used, varishles are messnred nsing “gold standand’, or questicnmaires are pre-tested prior to data
collgction.

4.4. Is the rick of nozmespomse biz low?

Explanations

Monmespomse bias consists of “an ermor of nopobsarvation reflectizg an nnvencessfal attsmpt to obtain the desired infomematicn from an aligibls
unit.” (Federal Committes oo Stativtical Methedology, 2001, p. €. To judge thiz critkrion, comidar whather the respondants and noz-
respeodents are diffcront on the vasiable of interust. This inforeaticn might not always be reposted in a paper. Soms mdicaters of low
nozrasponse bias can be comsidered such as a low nozresponss rate, reasons for nommesponss (.., soncontact: vi. mfnsals), and statistcal
compemation for nooruspeass (.., imxputaticn).

The nomresponse bix is might not be perttmeat for cawe weries aad case report. This criterica cozld b adapted. For instance, complets data oo
tha cases ouight be mportant to cozsidar i these destens.

4.5. In the statistical analyds appropriate to answar the ressanch queston?

Explanations
Ths statistical analyses nsed should be clearly stated and mustified iz order to judge if they are appropoiate for the design and mesarch question
and if any problenys with data analysis limted the interpretation of the sulis
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5. Mized methods siudies

Methodological quality criferia

Mixed mathods (Mb]) ressarch Imrelves combining qualitative
(QUAL) and guamditative (AN mwthods. In this tool, toba
considered MM, studics have to mest the: following criteda (Cresarall
and Flane Clark, 2017): {a) at least one QUAL method and one QAN
esthod are combined; (b) sach method is wsed dgoronsly in accordance
to the generally accepted critria in the 2ma (or tredifion) of research
teoked: and (c) the combimation of the methods 15 carmied out at the
mininmm throngh 2 MM design (defined @ prioe, or amerging) and the
imtegration of the QAL and QUAMN phases, resalts, and data.

Common dasigns inchudes (this list if not exhamstive]):

Comvergent desigm

The QUAL and QUAN components are usually (but not necessarily)
concositant. The p is to sxaming the same phenomanca by
imterpreting QUAL and QAN rusults (bringing data amahysds together
at the Intarpretation stage), or by integratmg (UAL and QUAN
datasets (a.z, data on same cases), or by mansforming data (a2,
quantizaticn of qualitative data).

Sequential explamacory desipe

Raazlts of the phase | - QUAN corsponant inform the phase 2 - QUAL
comzponent. The purpess is to sxplain QUAN meazlts nsmg QUAL
findings. E.g., the QUAN results geide the selecton of UAL data
sources and dats colloction, and the GUAL findings comtribete to the

imteepretation of (AN mesults.

Sequential exploratory dezigs

Raszlts of the phase | - QUAL corponent inform the phase 2 - QUAN
comsponent. The purposs is to sxplom, dewelop and test an instrument
(or taxomomy), or a concepbaal famework (or theorotical modsel). Eg.,
the (UAL findings inform the QUAN dara collection, and the QUAN
rewnlts allow a satstcal geoemlization of the QUAL Sndings.

Euy refarences: Cresmrall et al. (2011); Creewsll and Plano Clazk,
(201 T); O Cathaim (2010)

5.1. In there an adequate mttcmale for nsizg 2 mized methods design to addmess the ressarch question?

Explanations

The reascas for condecting a exixed methods stady shonld be clearly saplained. Soveral reasoms can be invoked sechas to
ankance or baild upoo qualitative Sndings with quantitatve realts and vice wersa; to provide a comprebsasive and complets
m:l.ﬂ.m': ing of 3 phencmanca or to dav and test strumsents (Brvman, HHIE).

5.2, A the different componsnts of the smdy effectively integrated to answer the research question?

Explanations

Iztegration is 3 core compoasat of mixed metheds ressarch and is defined as the = it intarrelating of the geaxtitative and
qualitative comsponaent in a mixed methods stady™ (Plano Clazk and Trazkowa, 20135, p. #). Look for infommeaticn on how
qualitative and quantitative phases, results, and data wars integrated (Pluye ot 2l., 200E). For instance, howr data gatharsd by both
ressarch methods was brought together to form a complete picturs (g, joint displays) and when ixgration occemed (e.g.,
during the data collection-anabysis or'and during the interpmetation of qualitative and geantitative resmbts).

5.3, Aro the outputs of & integmation of gmlitative and quantitathve componeats adeqmtely teapreted?

[anations
%?i;- criterion is related to meta-infurence, which is defined 2 the cverall interpretations derived from integrating qualitative and
quamtitative findings (Teddlbie and Tashakkosi, 200%). Mota-inference occars during the interpretation of the findings from the
integration of the qualittive and guantitative comsponents, aad shows the added value of conducting a mixed matheds cmdy
rathar tham having pwo weparie smdias.

54 A divergences and inconsistencies betwesn quantitative and qualitative reenlts adequately addmessed?

Explanations

Whiex integrating the Sndings from the qualitative and quanStative compozents, dvergencss and incozuisteaciss (2o called
conflicts, contradictions, discordances, discrepancies, and dizsonances) can be formd. Tt is ot safficient to onby meport the
d.l.rnrnnrn-.. ey m-dtehiuphmnﬂ. Diffarsat stategies to address the diverpences bave been saggeited such as reconciliaticn,
ini: brack: and exchision et al  200%%h}. Bate this criterion Ve if theee is oo divergencs.

5.5. Do the difureat comspomants of the stdy adbers to the quality criteria of sach traditicn of the eethods invohred?

Explanations

Tha quality of the qualitative and quantitative componsnts should be individually appraissd fo ensers that no important threats to
trustwrorthizess are presant. To apprats 5.3, wse critena for the qualitative comspoment (1.1 to 1.5), and the appropriate criteda for
the quantitative component (2.1 0 2.5, or 3.1 90 3.5, or 4.1 to 4.5). The quality of both compomsats shonld be high for the mixed
mutheds stdy to be considared of good quality. The prapsise is that the overall gmality of a mixed mathods sndy cannot exceed
the quality of its weakest compozent. For exampls, if the quantitathve component i rvted high quality and the qualitative

compozeat b rated Jow quality, the cvemll mting for this critesion will be of low quality.
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Algorithm for selecting the study categories to rate in the AMAT*

Set of criteria in the MMAT
Qualitative studies Case eludy
bl Randomized controlled trials Ethnog
£] Non-randomized studies Grounded teory
Quantitative descriptive studies m m
LY Mixed methods studies Phenomenclogy

Qualitatve description

|  Exparimerntal sty

J-yee—

I

el Before-and-afer study __m_{ Moee than cne group ]

Times seres sludied?
yos
Non-randomized tral - "
Non-randomized cross- |—no—-|  Random atlocaton? |
crvne design ——T '
s

!

Randamzed controliad wial
|chuster or indwidual)
Rardomzed cross-over study

*Adagted from National Institate for Health Care Excellonce. (2012). Methods v the develoy

Grzdelings Netwerk. (2017). Algarichm v classifVing study design for guestions of effectivemess. Ratrioved Decamber 1, 2017, Srom hitp:/swww.sign ac:

Caorvergant design
Sequentisl explansiory design
Sequential explamatory design

[Qualitative SEEET TS 1Y Tesigns}—m

REZT VI Non-comparative stucy
Comparison of (0.9., CX30 s0ries, c896
g ualcnc' enl ‘m’ hm'"' H."‘ m report, descriptive cross-
P sectional study, survey,
exposIres? J ecological shudy)
yls
F R
Researchess assign
rnervantions/ m—{  Obssvatooal study |
eposures?
Moee than ona group “_ N0
mu;ﬁad? 4
yLs
" \nformation on the
intervantions!

oulcames detormined
al diflerant tima?

yos

Case-control siudy
Caohort study
Cther designs with concurment
Qroup COMPanson (&g, tims
senes with comparison group)

exposures snd F-no -

Eatora-and-alar shucy 3
Times saries
AnalyScal Cross- 3
sectional study

of mice pudlic health guidance. London: Nasonal Instinuts for Haalés and Care Excallence: and Scortish Inswrcollegiats

uk'assotn'study desl
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ADDENDUM D

Checklist for quasi-

experimental studies (non-

randomised experimental

studies)
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A

The loanna Briggs Institute
Intreduction

The Josnna Briges Institute {JBI) is an intermetionad, membership based research and dewslopment
organization within the Faoulty of Health Sciences at the University of Adelaide. The Instibute spedalizes
in promoting and supporting evidence-based hestthcare by providing access to resounces for
professionals in rUrsing. midwitery, medicine, and alied health. With ower 20 collaboreting cembres and

entities, servicng cwer S0 counbries, the Institute is @ recogrized globad leacer in evidenos-pased
healthcare.

JEI Systematic Reviews

The core of evidence synkhesis is the systematic review of Eerature of & partioslar intersention,
condition ar issue. The systematic review is essentially sn analysis of the awailable literature [that is,
evidence ] and a judgment of the effectiveness or otherwise of 8 practios, involving 8 senes of complex
steps. The JB takes & particular view on what counts a5 evidence and the methods utilized to synthesize
thoz= different types of evidence. In line with this broader view of evidence, the Instibute has deweloned
theories, methodologies and rigomous processes for the critical appraisal and synthesis of these
diverse forms of evidence in order to 2id in clinical decision-making in health care. There now sxsts
J8l |puidamce for conducting reviews of effectivemsss research, qualitative  resesnch,
orevelencefincidence, stiodogy/risk, sconomic evaluations, te=xtfopinion, diagmastic test socuracy,
mied-methods, umbrelia reviews and scoging reviews. Further informistion regarding 181 systematic
reviews oan e found in the 1B Reviewer's Manual on our website.

J8I Critical Appraisal Tools

&l systematic reviews inconporate & process of oritigue or appraisal of the ressarch evidence. The
ourpose of this sppmisl is to assess the methodologicsl quality of & study ard to determins the ectent
o which & study has sddressed the possibility of bias in s design, condwct and analyss. All papers
select=d for inchusion im the systemstic review [that is —those that mest the inclusion criteris described
im the protocol)] need to be subject=d to rigonous aporaisal by two critical appraisers. The results of this
appraisal can then Be ussd to inflorm synthesis and interpretation of the results of the study. 1B Critical
appraisal tools have o=n deseloped by the JE| and collaborators ard =pproved by the J8| Soentific
Commitbes folowing ertensive peer revies. Although designed for use in systematic reviews, 181 onitical
appraisal tools can also be wsed when creating Critically Appraised Topics (CAT], in journal cubs =nd as
an educational tool

& loanma Briggs Institute 2007 Criticsl Appraiss] Cheddist | 2
for Ouasi-Experimentsl Studies
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1Bl Critical Appraisal Checklist for Quasi-Experimental Studies
{non-randomized experimental studies)

b i dladd in the &by whal B the ‘teids’ and whal b the Mo’
[Le. thaie bs no confedben aloul which vailabhe come Rkt T

Winie The partcsants incuded v ehy oo paiisom sl

Weie the partcdeants incuded in any com parsom receising
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Explanation for the critical appraisal tool for Quasi-Experimental Studies

(experimental studies without random allocation)

How to citer Tufenaru C, Munn I, Aromateris E, Campoell ), Happ L Chapter 3: Systematic reviews of
affiectiveniess. Inc Aromakans E, Munn 2 [Edftors]. joonne Bnggs inshtule Aavewer's Monual The loanna
Brigss Institute, 2017. Avsilable from hitpe/reyieverom anus| joannabrigss ong!

Critical Appraisal Tool for Quasi-Experimental Studies

|experimental sudies without ndom allocation)

Answers: Tes, Mo, Unclear or Not Applicable

1. ksit clear in the study what is the ‘cause’ and whst is the ‘effedt” |iLe. thers is no confusion
about which wvanable comes first)?

Ambiguity with regards to the temporal relationship of wariables constitutes a threat to the
internal validity of 3 sudy exploring caussl relationships. The ‘cause” (the independent variable,
that is, the treatment or imtervention of interest) should ocour intime before the explored ‘effect’
[the dependent variable, which is the effect or outcome of interest). Check if it is dear which
varizble is manipulated a5 a potential cause. Cheds if it is dear which variable is measuned as the
effect of the potentizl use. Is it dear that the ‘muse” was manipulated before the ooosmenoe
of the ‘effect’?

2. Were the participants induded in sny comparisons simil=r?

The differences betwssen particdpants included in companed proups constitute 3 threat to the
internal walidity of 2 study exploring cawsal relationships. if there are differences betwesn
participants induded in compared groups there is @ risk of selection bias. f there are differences
betvwesn participants induded in the compared groups maybe the ‘effect” @nnot be attributed
to the potential ‘cuse’, as maybe it is plausible that the ‘effect” may be explained by the
differences between participants, that is, by sebection bias. Check the characteristics reported for
participarnts. fre the participants from the compared growps similar with regands to the
characteristics that may exaplain the effect even in the absence of the ‘cavse’, for example, ape,
severity of the disease, s=ge of the disease, co—esisting conditions and so on?® [NOTE: fn one
single group pre-test/post-test studies whane the patients are the same [the same one group) in
oAy pre-post compoTEons, the onsaer to thvs gueshion should be “yes]

3. Were the participants included in any comparisons receiving similar treatment/care, other
thian the exposure or intervention of imterest?
In order to Ftiribute the ‘effect’ to the ‘cause’ (the esposure or imtervention of intensst),

assuming that there is no selection bizs, there should be no other difference between the groups
in terms of treatments or care received, other than the manipulated ‘muse’ (the intervention of

& Joanma Briggs Institute 2047 Critical Appraizsl Cheddist § £
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interest]. If there are other saposures or treztments occurring in the same tire with the ‘cause’,
other than the intervention of interest, then potentizlly the ‘effect” cannot be attributed to the
intervention of interest, as it is plausible that the “effect” may be explained by other exposures
or frestments, other than the intervertion of interest, oocuming in the ssme time with the
intervertion of interest. Check the reported ewposures or interventions received by the
compared groups. Are there other exposures or treatments ocowmring in the sime time with the
intervention of intenest? |s it plausible that the “effect’ may be explained by other exposures or
trestments ocourming in the same time with the intensention of intenest?

4 Was there a contral group?

Controd groups offer the conditions to explone what would have happened with groups esposed
to other different trestments, other than to the potentizl ‘cawse” [the intervention of imberest).
The comparizon of the treated group (the group exposed to the examined ‘cause’, that is, the
group receiving the intervention of interest | with such other groups strengthens the examination
of the causal plausibility. The validity of causal inferences is strengthened in studies with 2t lesst
one independent control group compared to Sudies without an independent contrel group.
Cheeck i there are independent, separate groups, vsed as control groups inthe study. [Note: The
comtrof group should be an indapandant, seporate controd growg, not the pre-test group in o single
Groug pre-test post-test cesign.]

3. Were there multiple measurements of the outcome both pre amd post the
intervention, exposure?

In order to show that there is 2 dhange in the outcome ([the “effedt’) as a result of the
interventionftreatment [the ‘cause’] it is neossssry to compare the results of measurement
before ard after the imtervention freatment. Fthere is no messurement before the treatment
and only messurement after the treatrent is avsilable it s not nown if there is 2 change afer
the treatment compared to before the treatment. If multiple measurements are collected before
the intervention/trestment is implemented then it is possible to explore the plausbility of
alternative explanations other than the proposed “cause” (the intervention of interest] for the
chserved ‘effect’, such as the naturally cocoumring changes in the absence of the ‘Guse’, and
changes of high |or low) scores towards less extreme values even in the absence of the ‘cause’
[sometimes lled regression to the mean). f multiple mezsurements are collected after the
intenventiontreatment is implemented it is possible to explore the changes of the ‘effect’ intime
in each group and to compare these changes scross the groups. Cheds if measurements wens
oollected before the intervention of interest was implemented. Were there multiple pre-fest
measurements? Chedk i measurements were collected after the intervention of interest was
implemented. Were there multiple post-test measurements?

& Joanma Briggs Institute 2017 Critical Appraissl Cheddist | 5
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6. Was follow up complete and if mot, were differences betwesn groups in termes of their fiollow
up adequately described and analyzed?

If there are diferenoes with regards to the loss to follow up between the compared grouvps thess
differences represent o threat to the internal validity of a study exploring causzal effects 2 these
differences may provide a plausible alternative explanation for the observed ‘effect’ even in the
absence of the ‘Guse’ (the treatment or exposure of interest). Check if there were differences
with regards to the loss to follow up betwesn the compared groups. IF follow up was incomiplets
[that is, there is incomplete information on all partidparnts). examine the reported detzils about
the strategies used in order to address incomplete follow up, such 25 descriptions ofloss to follow
up |sbsolute numbers; proportions; reasons for loss to follow up: patterns of loss to follow wp)
and impact anzlyses (the anzlyses of the impact of loss to follow wp on results). '‘Was there 2
description of the incomplete follow up (number of participants and the specific reasons for loss
to follow up? i there zre differences between groups with regzinds to the boss to follow up, was
there an analysis of patterns of loss to follow wp? If there are differences betwesn the rowps
with regards to the loss to follow up, was there an analysis of the impact of the boss to follow up
on the resulks?

7. Were the outcomes of partidpants incduded in any comparisons measursd in the same way?
If the outcome [the ‘effect’) is not measured in the same way in the compared groups there is 3
thireat to the internzl validity of a study exploring a2 causal relationship 2= the differences in
outcome messurements may be oonfused with an effect of the treatment or intervention of
interest [the ‘muse’)l. Check if the outcomes were messured in the ssime way. Same instruoment

or scale used ¥ Same measurement timing? Same measurement procedures and instructions?
B. Were outcomes measurad in a reliable way?

Unreliability of outcome measurements is one threst that weakens the validity of inferences
about the statistical relationship between the ‘Guse’ and the ‘effect’ estimated in 3 study
exploring causal effects. Unrelizhility of outcome messurements is one of different plausible
explanations for emors of statistical inferenos with regands to the existence and the magnitude
of the effect determined by the treatment ['cause’). Chedk the details about the reliability of
mezsurement such as the number of raters, training of raters, the intra-rater refiability, and the
inter-raters reliability within the sudy [not to external sources]. This guestion is sbout the
refiability of the measurement performed in the study, it is not sbout the validity of the
measurement instrumentsscales used in the study. Wote: Twe offer important threots that
weaken the volidity of inferences about the statistica’ refetionship batween the ‘oouse” and the
‘affect” are low stotishion! power ond the vinlobion of the esswmptions of stotishvon tests. Thesa
other thragts are ot exmoned within Juestion 8, these are explored witfvn Question 9.]
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9. Was appropriate statistical analysis used?

Inappropriste setisticzl analysis may cause ermors of statistical inference with regards to the
existenoe and the magnitude of the effect determined by the treatment |"@use’|. Lovw statistical
posser and the violation of the sssumptions of statistical tests are two important threats that
weakens the validity of inferences about the statistical relationship betwesn the ‘cause” and the
‘effect’. Check the following aspects: if the assumptions of statistical tests were respected; if
appropriate SEtistics] power analysis was performed; i appropriate effect sizes were used; if
appropriate statistcl procedures or methods were used given the number and type of
dependent and independent warizbles, the number of study groups. the nature of the
relationship between the groups |independent or dependent growps), and the objectives of
statistical analbysis (assodiztion between variables; pradiction; survival analysis et
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ADDENDUM E

CASP checklist for qualitative

research
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ChSP e

Zkillz Brogramme E} Summertoam Favikom, kMiddke
Wiy Dafiord O LG

CASP Cheddist 10 guestions to help you make sense of & Cuslitefive res=arch

Hiray o uze this appraisal toal: Three broad Esues nead to be considered when sppraising =
gualitatiee stdy:

[ Are the results of the study valid? |Section A)
[ WWhat are the rasults? {Saction B)
[ Will the results help locsly?  [Section ©)

The= 10 questions on the following pages are designed to help you think about these iz
ystematimlly. The first taso questions are soeening guestions and can be arswered quididy.
i the snswer to both is “yes”, it is worth procesding with the remsining questions. Thers is
some degres of overlap betwesn the questons, you are asked to record 8 “yes”, “no™ or
“man’'t tell” to meask of the guestions. A number of ielicssd prompis are given sfter esch
guestion. These are designad to remind you why the question is important. Recoed your
reasons for your arswers in the spaces provided.

About: These cheddists were designed to be used as edumtional pedszogic tools, as part of &
worizhop s=tiing, therefore we do not sussest & sooring system. The oore CASP dheddsts
[randomizs=d controlled trsl & systematc revew) were besed on JAMA "Uses” puides to dwe
medical literaiune 1994 {adspted Srom Guyett GH, Ssckett DL, and Cook D), and piloted with
he=alth e practitioners.

For each new cheddist, a group of experts were sscembled to develop and pilot the: cheddist
and the workshop format with which it would be used. Jwver the years oeerall sdjustments
k= Besn made to the format, but s recent sureey of dheddist users reiterated that the basic
farmat continues to be useful and sppropreste.

Referendng we recommend wsing the Harvard style gistion, iLe.: Cntical Approisad Skiils
Progromme [2018] CASP [msert rame of checkiist .o, Quoitetive)] Chachis. fonline] Availabia
o UL Aceessed: Dote Accessed.

ECASP thas work is licersed wunder the Creative Commons Astribution — Non-Commeroal-

Share A ik, To view s copy of this osnse, visit httpo/foreativecommmaons. orelicenses be-ne-
=300 warey oz pruk et

Eritical Appraiasl Sidila Programme [CASH) pert of Oeford Centre for Triphs 'Velus Heslthors Lid wesrw coss-ulc nat
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ADDENDUM F

CASP checklist for systematic

review
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ChS -

Critical Apprais - a tummertown Pavikon, Middke

Owford OX2 LG
Skills Programime o

CASE Checklist: 10 guestions ko help you make sense of a Systematic Review

How to use this appraisal took Threse broad issues need to be considered when appraising a
systematic review study:

™ Are the results of the study valid? [Section A)
[* What are the results? [Section B]
[ Will the results helplocally? ~ {Section €]

Thee 10 questions an the following pages are designed to help you think abouwt these Exues
systematically. The first teeo questiors are soresning guestiors and can be answened quickhy.
if the answer to both is *yes”, it is worth proceeding with the remaining guestions. There is
somee degree of overlap betwesn the guestions, you are asked 1o record a “yes®, “no” or
“tan’t tel® to mast of the guestions. & number of italidsed prompts are given after each
guestion. These are designed to remind you why the question is important. Record your
reasars far your arswers in the spaoes providied.

About: These checilists were designed to be used as educational pedagogic tools, as part of a
workshop setting, therefore we do not suggest a scoring system. The core CASP checklists
[randomised contralled trial & systematic review] were based on JAMA 'Users” guides to the
medical literature 1994 (adapted from Guyatt GH, Sackett DL, and Cook DU}, and piloted with
health care practitioners.

For esch new checklist, a group of experts were asembled to develop and pllat the dhedidist
and the warkshop farmat with which it would be used. Creer the years owerall adjustments
hawe been made to the farmat, but a recent swurvey of checkist users refterated that the basic
farmat continues to be useful and appropriate.

Refemncing: we recommend using the Harvard style ditation, Le.: Critico! Approvsal Skills
Progromme [201E). CASE [insert nome of checkst e, Spstematic Bevew] Checkiist. [oniine)
Availoble at: URL Accessed: Dote Accessed.

EICALD this wark is licersed vnider the Creative Commons Attribution — Non-Commeercial-
Share & Bke. To view a copy of this license, visit hitpe/fcreativecommons. orgfcensesby-nic-
52 3.0V weara casp-ulnet

Critizal Appraizs| Skl Programss [CASF) part of Coclord Cartredor Trighs Yakos HaaEhoans LD weew.cans-ob.rat
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