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T   he nurse educator plays a vital role in shaping the 
quality of the nursing workforce. The system complex-
ities that exist in both health care and higher education 
increasingly require nurse educators to envision their 
role as one that bridges the education-practice envi-
ronments, preparing students to transition seamlessly 
from academia into complex, multifaceted practice 
settings. The nurse of the future must be able to access, 
evaluate, and synthesize vast amounts of information, 
use clinical decision support tools, communicate effec-
tively with patients as a member of an interdisciplinary 
health care team, and make clinical decisions for safe 
patient care.

In response to the need to prepare a nursing work-
force capable of practicing competently in a dynamic, 
transforming health care system, there have been na-
tional calls for an equally dynamic transformation of 
the educational systems in which we teach nursing. 
Students must be prepared to provide safe, evidence-
based, and patient-centered care in interprofessional 
and collaborative care environments, and nurse edu-
cators must be prepared to design educational pro-
grams that provide learning experiences that guide 
students to higher-order learning. To create relevant 
curricula and meaningful learning environments, 
it will be necessary for nurse educators to approach 
their responsibilities from a systems orientation, be 
more fully integrated into the practice environment, 
and be better skilled in forming collaborative partner-
ships that are interprofessional in nature. Achieving 
these competencies requires nurse educators to have a 
strong grounding in the foundations of the teaching-
learning process as applied to the teaching of nursing. 
It is our intent that this book provide readers with the 
resources they need to develop essential competencies 
for the nurse educator role.

The 6th edition of Teaching in Nursing: A Guide 
for Faculty continues to be a singular resource for 
nurses who are preparing to teach, for nurses who 
have recently become faculty members or processional  
development educators, for those who are searching for 
answers to the daily challenges presented in their role 
as educators, and for experienced faculty members who 
are transforming teaching practices for the future. This 
book is also written for nurses who are combining clin-
ical practice and teaching as preceptors or part-time 
or adjunct faculty and for graduate students or teach-
ing assistants who aspire to assume a full-time teach-
ing role. Additionally, this book is a useful resource for 
those nurse educators who are preparing to take the ex-
amination to become a certified nurse educator.

Readers will find, under one cover, how to design 
curricula; create active and engaging learning experi-
ences in classrooms and distance learning environments; 
facilitate interprofessional learning in clinical settings in 
acute, transitional, home, and telehealth clinical settings; 
assess and evaluate students and academic programs; use 
current and emerging learning technologies effectively; 
and serve in the role of faculty in an academic setting. 
This edition offers current evidence for best practices in 
nursing education along with examples of lesson plans, 
evaluation tools, and guides to assist the reader to inte-
grate strategies appropriate to the mission, values, and 
needs of the students in their own setting. An expanded 
chapter on interprofessional education guides faculty in 
designing learning activities to foster interprofessional 
collaborative practice regardless of the academic setting. 
A new chapter on global nursing education explains how 
to internationalize the curriculum and provide global 
learning experiences. Additional information has been 
included in the chapter on multicultural education in 
recognition of the increasing diversity of students and 
the need to prepare culturally competent nurses.

PREFACE
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We believe that this is a significant time in the his-
tory of nursing education—one that requires nurse 
educators to embrace change and seek opportunities 
to reenvision the learning environments they cocre-
ate with their students. Closing the education-practice 
gap, identifying educator competencies for clinical 
educators and faculty who serve in the full scope of 
the role, and translating the science of nursing educa-
tion into practice are just a few of the challenges that 
nurse educators face. It is a time to embrace the role 
of nurse educator with the challenges and rewards the 
role brings.

We suggest that readers use the book as a guide and 
resource but recognize that implementation must be 
adapted to the values and missions of the institutional 
settings and the personal style and philosophy of the 
faculty. We intend for this book to stimulate faculty 
to engage in the scholarship of teaching and learning 
by reflecting on their own teaching practices, imple-
menting and evaluating new approaches to creating 
an interactive and inclusive learning community, and 

conducting their own educational research in class-
room and clinical settings.

When we wrote the first edition of this book more 
than 20 years ago, we did so because we believed that the 
role of the nurse educator was an exciting and rewarding 
role, one that demanded to be treated as a specialty in 
nursing, requiring nurturing and development over time. 
It continues to be our goal to provide a comprehensive, 
evidence-based resource for faculty that will help guide 
them as they develop their practice as nurse educators. 
We still believe this is an exciting time to embrace a ca-
reer in nursing education and teach nursing—a time that 
is filled with many challenges, opportunities for innova-
tion and creativity, and rewards for all who step forward 
to accept the responsibility. It is our hope that this book 
will be a helpful resource, generating enthusiasm for the 
nurse educator role, stimulating innovation, and leading 
to greater fulfillment in the teaching role.

Diane M. Billings 
Judith A. Halstead

February 2019
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1 TEACHING IN NURSING⁎

The Faculty Role
MARY L. FISHER, PhD, RN

O  ver time, as nursing education has moved from 
the hospital schools of nursing to college and univer-
sity campuses, the role of nursing faculty has evolved, 
becoming increasingly complex. As higher education 
and the science of nursing have developed, the effect 
on nursing education has been tremendous.

Nursing education is enmeshed in sweeping changes.  
The forces driving these changes are numerous and 
difficult to isolate. They include a critical shortage of 
nursing faculty, the increasing polarity and multicul-
turalism of society, the decreasing financial resources 
in higher education and health care, the changes in 
the delivery of health care through health care reform, 
the integration of interprofessional collaboration and 
evidence-based practice and the need for more nurses 
with higher degrees, expanding technology and the 
accompanying knowledge explosion, the need for 
lifelong learning, a shifting emphasis to student learn-
ing outcomes instead of teaching, and the increas-
ing public demand for accountability of educational 
outcomes.

In an effort to hold colleges and universities ac-
countable for the learning experiences they provide, 
there has been a call by the federal government and 
others to build more points of student assessment into 
postsecondary education to provide evidence that out-
comes are being met. These are just a few of the issues 
that nurse educators must consider as they fulfill the 
responsibilities of their role.

The need to maintain strong clinical skills and cer-
tification qualifications in their specialties has created 
an additional challenge for nurse educators and con-
tributed to their work strain. In addition to clinical 
certifications, nurse educators now have the option 
of seeking credentialing as a certified nurse educa-
tor (CNE) through the National League for Nursing’s 
(NLN) Academic Nurse Educator Certification 
Program (NLN, 2017). This additional affirmation of 
teaching expertise helps close the widening practice–
education gap. As of 2016, more than 5000 nurse edu-
cators had achieved CNE certification in the United 
States, with the certification expanding internationally 
in 2016 (NLN, 2016a).

To meet projected demands for registered nurses, 
nursing programs must increase their graduation rates, 
especially for nurses with higher degrees. According 
to the NLN (2016c), 33% of qualified applicants were 
turned away from baccalaureate, 21% from master’s, and 
18% from doctorate nursing programs because of lack of 
available faculty and clinical resources. At the same time, 
the Tri-Council for Nursing (2017)—made up of the 
American Association of Colleges of Nursing (AACN), 
the American Nurses Association (ANA), the American 
Organization of Nurse Executives (AONE), and the 
NLN—reports a scarcity of prepared nursing faculty. 
Only 33% of full-time nursing faculty (at all ranks) were 
doctorally prepared in 2015, and only 9% of those at 
the instructor rank (who tend to teach in undergradu-
ate programs) held a doctorate (NLN, 2015). In a vision 
statement for the doctoral preparation for nurse educa-
tors, NLN (2013) cited the need to double the number of 
nursing faculty with doctoral degrees by 2020.

*The author acknowledges the work of Linda M Finke, PhD, RN, in 
the previous editions of the chapter.



2	 UNIT I  FACULTY AND STUDENTS

The demand for more nurses in service settings 
with advanced degrees and a scarcity of prepared 
nursing faculty have placed a tremendous burden 
on nursing education and the faculty trying to meet 
the growing needs. Nursing education is in a crisis, 
overloaded by the demand to teach more students 
with fewer faculty members and a limited succession 
pipeline of prepared nurse educators. The diversity 
of nursing faculty is also an issue. Faculty diversity 
helps provide perspectives that add understanding 
of underserved populations and assist institutions to 
better support and recruit a diverse student popula-
tion. The latest data from NLN (2016b) indicated that 
10.8% of faculty were listed as Black/Non-Hispanic, 
8.1% as Hispanic, 5.5% as Asian/Pacific Islander, and 
0.7% as American Indian. Johnson & Johnson and the 
AACN Minority Nurse Faculty Scholars program are 
addressing this issue by providing financial support 
to graduate nursing students from minority back-
grounds if they agree to teach nursing after gradua-
tion (AACN, 2017a).

The faculty shortage is being exacerbated by the 
projection that nearly one-third of all nursing faculty 
will retire in the next 10 years (Fang & Kesten, 2017). 
According to the AACN (2017b),

The average ages of doctorally prepared nurse faculty 
holding the ranks of professor, associate professor, and 
assistant professor were 62.2, 57.6, and 51.1 years, 
respectively. For master’s degree–prepared nurse faculty, 
the average ages for professors, associate professors, and 
assistant professors were 57.8, 56.6, and 50.9 years, 
respectively.

Fang and Kesten’s further analysis of their 2015 
data set (2017) revealed that full-time faculty age 60 
or older represented 30.6% of all faculty with a doc-
torate; with 44.3% of all faculty holding a research 
doctorate versus only 21.2% of all faculty holding a 
doctor of nursing practice (DNP) degree. Likewise, 
they represented 69.2% of all full professors. These 
data infer the huge impact in research, mentoring, 
and academic leadership that the impending retire-
ment of aging nursing faculty will have on the nursing 
professoriate.

The AACN found that, on average, nearly two full-
time positions go unfilled in nursing schools annually.

In addition to the loss of nursing faculty to retire-
ments, faculty leave academia at an alarming rate for 
other reasons. Factors identified that influence faculty 
turnover include workload, the demands of a tenure-
track position, perceived lack of collegiality, and non-
competitive salaries. Areas of satisfaction that enhance 
faculty retention include faculty identity (autonomy 
and role), research satisfaction, and sense of belonging 
to an academic community (Tracy & Fang, 2011).

As faculty in higher education face these challenges, 
they need to find new ways to teach and implement 
their role. Benner, Sutphen, Leonard, and Day (2010) 
call for a radical change in how nursing students are 
educated. As a result of their study of selected nursing 
programs, they concluded that nursing programs have 
many deficits, including weak classroom pedagogy, 
failure to integrate classroom and clinical content and 
experiences, and poor development of students’ clini-
cal reasoning and inquiry skills. They made 26 recom-
mendations to transform nursing education, calling for 
a major paradigm shift in nursing education. Nursing 
faculty of the future will need to embrace innovation 
and be advocates for change and forward movement if 
these goals are to be met.

This chapter provides a brief historical perspective 
of the faculty role; outlines future trends; identifies 
faculty rights and responsibilities; and describes the 
process of faculty appointment, promotion, and tenure 
(APT) within the current context. In addition, faculty 
development of competencies related to teaching as a 
scholarly endeavor is discussed, and implications for 
change in the faculty role needed to meet current and 
future expectations and demands are addressed.

HISTORICAL PERSPECTIVE OF 
THE FACULTY ROLE IN HIGHER 
EDUCATION

The role of the faculty member in academia has devel-
oped through time as the role of higher education in 
America has evolved. Three phases of overlapping de-
velopment can be identified in the history of American 
higher education (Boyer, 1990).

The first phase of development occurred during 
colonial times. Heavily influenced by British tradi-
tion, the role of faculty in the colonial college was a 
singular one: that of teaching. The educational system  
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“was expected to educate and morally uplift the com-
ing generation” (Boyer, 1990, p. 4). Teaching was 
considered an honored vocation with the intended 
purpose of developing student character and prepar-
ing students for leadership in civic and religious roles. 
This focus on teaching as the central mission of the 
university continued well into the 19th century.

Gradually, the focus of education began to shift 
from development of the individual to development of 
a nation, signaling the beginning of the second phase 
of development within higher education. Legislation 
such as the Morrill Act of 1862 and the Hatch Act of 
1887 helped create public expectations that added the 
responsibility of service to the traditional faculty role 
of teaching. This legislation provided each state with 
land and funding to support the education of leaders 
for agriculture and industry. Universities and colleges 
accepted the mission to educate for the common good 
(Boyer, 1990) and were expected to provide service to 
the states, businesses, and industries.

The first formal schools of nursing began to appear 
in the United States in the 1870s. Diploma nursing 
programs were established in hospitals to help meet 
the service needs of the hospitals. Nursing faculty were 
expected to provide service to the institution and to 
teach new nurses along the way. Nursing students were 
expected to learn while they helped staff the hospitals.

In the mid-19th century, a commitment to the devel-
opment of science began in many universities on the East 
Coast (Boyer, 1990), thus beginning the third phase of 
development in higher education. Scholarship through 
research was added as an expectation to the role of fac-
ulty. This emphasis on research was greatly enhanced in 
later years by federal support for academic research that 
began during World War II and continued after the war.

Gradually, as expectations for faculty to seek funding 
for and to conduct research spread throughout institu-
tions across the nation, teaching and service began to 
be viewed with less importance as a measurement tool 
for academic prestige and productivity within institu-
tions. Faculty found it increasingly difficult to achieve 
tenure without a record of funded research and publica-
tion, despite accomplishments in teaching and service. 
As nursing education entered the university setting, 
nursing faculty began to be held to the same standards 
of research productivity as faculty in other more tradi-
tionally academia-based disciplines. It is important to 

understand that, while the emphasis on research contin-
ues, institutions vary greatly in this regard based on their 
missions and strategic plans. Potential faculty should 
seek opportunities in nursing education in institutions 
whose missions fit their interests and credentials.

FUTURE OF THE FACULTY ROLE IN 
HIGHER EDUCATION

A rapidly changing political environment and health 
care reform are now having a dramatic effect on the 
role of nursing faculty. Diminishing resources, increas-
ing public scrutiny, and heightened expectations place 
a heavy burden on faculty in higher education. Changes 
in health care brought on by the Patient Protection and 
Affordable Care Act (2010) and subsequent ongoing 
political changes to how health care is organized and 
financed require that nursing curricula be updated to 
ensure that nursing graduates achieve competencies 
needed for the future. There is increasing emphasis on 
the teaching role of faculty without a concomitant re-
duction in scholarly requirements. Nursing faculty also 
are responsible for assessing the outcomes of the educa-
tional process. The balance among teaching, research, 
and service is being reexamined in many institutions 
for its congruence with the institution’s mission.

A revolution in teaching strategies is also happen-
ing as universities and colleges change the focus from 
teaching to learning. Sole reliance on the use of lecture 
is no longer an accepted teaching method. Faculty now 
must integrate the use of technology into their teaching 
and promote the active involvement of students in the 
learning process. Computer-mediated courses and the 
use of simulation technology are the future of higher 
education, as movement is made away from the struc-
tured classroom to the much larger learning environ-
ments of the home, community, and clinical setting. 
Because today’s students, with their complex lives, de-
mand convenience and flexibility in their educational 
endeavors, distance education strategies play an in-
creasingly important role in the education of learners.

Furthermore, the future of nursing care delivery 
will be changing to a community-based, consumer-
driven system. The shift in emphasis from acute care to 
an enhanced role for primary care must have an effect 
on the undergraduate and graduate nursing curricula, 
and faculty must prepare for this role transition as well.
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There also is a continuing gap in the representa-
tion of minorities in nursing education programs, 
with the percentage holding at 10% for decades. There 
is a need to expand the number of nursing graduates 
from underrepresented populations. Even with this 
emphasis on minority nurse recruitment, all nurses 
must increase their cultural competence skills to meet 
the needs of growing underserved populations as the 
United States minority population continues to grow.

The NLN (2013) reports that there is a growing 
need for increased numbers of nurses prepared at the 
doctoral level, not only to teach but also to collect and 
analyze data necessary to evaluate the effectiveness 
of health care and to identify trends of future devel-
opment. The clinical movement toward advanced 
practice nurses holding a DNP degree creates an over-
whelming need for nurses prepared with a doctorate. 
The majority of nursing programs (61.4%) reported 
not being able to accept more students because of the 
need for qualified faculty, with the programs predict-
ing a growing need. All of these issues place nursing 
faculty at the heart of the nursing shortage.

FACULTY RIGHTS AND 
RESPONSIBILITIES IN ACADEMIA

The professoriate in the United States has traditionally 
enjoyed a number of rights, including the right to self-
governance within the university setting. Governance 
includes participation on department and university 
committees focusing on academic and workplace is-
sues of concern to faculty, such as faculty affairs, stu-
dent affairs, curriculum and program evaluation, and 
providing consultation to administrators. Faculty and 
administrators share the responsibility for addressing 
issues that face the university and the community it 
serves. Faculty are evaluated as “university citizens” in 
part on their service on committees or task forces at 
the department, school, or university level. Leadership 
in national nursing organizations is also a component 
of the service expectation.

The core responsibility of faculty is the teaching and 
learning that takes place in the institution. Boards and 
administrators delegate decisions about most aspects of 
the teaching–learning process to faculty. For example, 
this responsibility includes not only the delivery of con-
tent but also curriculum development and evaluation, 

development of student evaluation methods, and gradu-
ation requirements (Trower & Gitenstein, 2013).

Intellectual property, copyright, and fair-use laws 
govern faculty and student use of works developed by 
faculty, students, and others. The easy online access of 
course content has added to this complicated issue by 
making plagiarism more common and easily revealed 
with the use of software. Most academic settings have 
policies that guide the development of “works for hire,” 
which may include course content, written works, and 
products. Many universities now enter into ownership 
agreements, with some financial split of any profits 
related to works developed by faculty. A wise faculty 
member is well informed about these institutional pol-
icies so that there is no misunderstanding about own-
ership of course materials and other works developed 
by the faculty member.

Evaluation is a major responsibility of faculty. 
Faculty engage in the evaluation of students and of 
colleagues. Peer evaluation is a vital aspect of faculty 
development and is part of the documentation data 
considered in the decision-making process for promo-
tion and tenure. Tenured faculty are involved in the 
development of fair and equitable evaluation criteria 
on which to base these judgments.

Another responsibility of faculty is mentoring. 
Nursing faculty mentor not only nursing students 
but also other faculty members in their development 
as teachers and scholars. The mentoring of students 
includes formal academic advisement and coaching, 
supporting, and guiding protégés through the aca-
demic system and into their professional careers. The 
mentoring of faculty members also involves coaching, 
supporting, and guiding them as they develop in their 
role as faculty. When starting at a new institution, even 
an experienced faculty member requires mentoring 
relative to specific institutional norms and processes.

Providing mentoring to new faculty members is an 
especially important responsibility of senior faculty, 
because nurses are not usually prepared in graduate 
nursing programs for a role in academia. Faculty are 
dropped into an environment with unspoken rules and 
expectations that can be markedly different from those 
of their previous practice environment. Mentoring is 
needed to assist new faculty members as they learn to 
balance all aspects of their complex role. In a recent 
systematic review, Cullen, Shieh, McLennon, Pike, 
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Hartman, and Shah (2017) found that there was little 
research centering on the mentoring of nontenure–
track faculty. Clinical–track faculty are an example 
of nontenure–track appointments and are critical to 
nursing education because their numbers have been 
increasing as tenured faculty retire and the number of 
nursing faculty with clinical doctorates increases.

The responsibilities of nursing faculty include 
teaching and scholarship and service to the school, 
university, community, and the profession of nursing. 
Nursing faculty have the responsibility to expand their 
service beyond the university and local community to 
include active leadership in professional nursing orga-
nizations at local, regional, and national levels, where 
they often influence national public policy agendas. 
As a faculty member climbs the promotion and tenure 
ladder, service responsibilities increase and leadership 
at the national and international levels is required.

True success as a faculty member is measured by the 
person’s ability to juggle all aspects of the faculty role—
teaching, research, and service—and maintain practice 
competencies. Most institutions require a tenure can-
didate to declare one area of excellence on which their 
tenure will focus. It is important that faculty choose 
this area carefully and early in their tenure track. With 
careful planning and selection of activities, nursing fac-
ulty can integrate their clinical interests into teaching, 
scholarship, and service, thus meeting the expectations 
of the role in the most efficient manner. On initial ap-
pointment to a faculty position, the faculty member 
will be well served by the development of a 5- to 6-year 
career plan designed to ensure that the candidate will 
meet the criteria for all aspects of the role.

Some faculty work in an environment where they 
are represented by a union. The American Association 
of University Professors (AAUP) is probably the best-
known faculty union. Faculty can also be members of 
AAUP as a professional organization without belonging 
to a union. In a setting that has a union, faculty rights and 
responsibilities are affected by the negotiated contract.

FACULTY APPOINTMENT, 
PROMOTION, AND TENURE

Faculty are appointed by the governing body of the col-
lege or university and are responsible, in cooperation 
with the administration of the institution, for teaching, 

scholarship, and service. Faculty are appointed to fulfill 
various responsibilities to meet the mission and goals 
of the college or university and the school of nursing 
and are promoted and tenured or reappointed on the 
basis of achievement of specified criteria and accord-
ing to their degrees and experience. Criteria for pro-
motion and tenure are based on the institution’s overall 
mission and thus vary among institutions. In addi-
tion to considering teaching, scholarship, and service 
achievements for promotion and/or tenure, collegiality 
or civility in the workplace is considered in a growing 
number of institutions. This trend is in line with the 
Tri-Council for Nursing’s proclamation outlining the 
critical need for civility in the workplace as essential 
to quality and safety (Tri-Council for Nursing, 2017).

Tenure is being reconsidered in some institutions 
and is absent in many public universities, community 
colleges, and for-profit universities. Faculty who value 
tenure need to seek employment in institutions com-
mitted to tenure as an ideal of academic freedom.

Appointment Tracks
Faculty may be appointed to a variety of full-time or 
part-time positions within tracks. The tracks reflect 
the mission of the institution and may include ten-
ure, clinical, research scientist, or lecturer/instructor. 
Within each track, faculty may have the possibility for 
promotion through the academic ranks of assistant 
professor, associate professor, and professor. Each rank 
has its own criteria for teaching, scholarship, and ser-
vice and for promotion within the ranks.

Appointment to the tenure track may lead to tenure 
after a successful probationary period. The awarding 
of tenure results in a permanent position at the school 
of nursing. Reappointment and review of continued 
service in tenured positions are based on the evalua-
tion of the teaching, research, and service components 
of the faculty role; this is termed posttenure review. 
Nontenure–track positions require reappointment at 
specific intervals (e.g., yearly or every 3 to 5 years).

The tenure track is established for faculty whose 
primary responsibilities are teaching and research. A 
doctoral degree or near completion of the degree is 
required for appointment to the tenure track at most 
schools of nursing. A promise of excellence and the 
ability to be promoted to senior ranks is required for a 
tenure-track appointment. Faculty appointment to this 
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track is considered tenure probationary until tenure is 
obtained after an extensive review process, generally 
concluding in the seventh year of appointment.

The clinical track, which does not have the protection 
of tenure, has been developed at many institutions as 
an educator track, clinical educator track, or educator–
practitioner track, depending on the primary focus of 
assigned responsibilities. Appointment to this track is 
based on teaching and service through clinical practice 
or clinical joint appointments. Because this track allows 
for possible promotion through the ranks of clinical as-
sistant, clinical associate, and clinical full professor, a 
doctoral degree often is required for appointment to a 
clinical track. Although research is not the focus of the 
clinical track, scholarly dissemination of clinical or edu-
cational contributions or outcomes is required for pro-
motions within this track. The increased use of clinical 
track faculty is a growing trend as universities and col-
leges reduce their reliance on tenure.

The research scientist track is for faculty whose pri-
mary responsibility is funded research and research 
dissemination through publications and presentations. 
Although research scientists may have responsibili-
ties for working with students, serving on dissertation 
committees, teaching in the area of their expertise, or 
providing service to the school, campus, or profes-
sion, their time is protected for research through their 
securing of research grants from external agencies. 
Appointment is based on evidence of or promise of a 
funded program of research. A doctoral degree and at 
least beginning research experience are prerequisites 
for appointment to this track. Many Tier 1 schools in 
research-intensive universities hire only people with 
postdoctoral preparation in research into these ranks.

Each school of nursing defines the criteria for ap-
pointment and promotion to ranks (assistant, asso-
ciate, and full professor). These criteria specify the 
responsibilities associated with teaching, scholarship, 
and service. Schools of nursing also develop tempo-
rary positions to which faculty can be appointed.

Visiting positions may be appointed at any rank and 
designate someone who has a limited appointment (1 
or 2 years), who is on leave from another institution, 
who is employed on a temporary basis, who is return-
ing temporarily from retirement, or who may be un-
der consideration for a permanent position within the 
school.

The lecturer (sometimes called instructor) position 
is considered to be a prerank position. It is used for 
faculty who lack the necessary credentials (usually a 
terminal degree) for appointment to a ranked position. 
Some institutions have an additional level within this 
track (senior lecturer), allowing for at least a small av-
enue for advancement in this track.

The term adjunct faculty can have two meanings: 
In some institutions they are courtesy appointments 
for individuals whose primary employment is outside 
the school of nursing but who have responsibility as 
clinical preceptors or working with students on re-
search projects. In other institutions part-time faculty 
are called adjunct faculty. Adjunct faculty may be ap-
pointed at any appropriate rank.

Emeritus is an honorific title that may be conferred 
on faculty who are retired after significant service to an 
institution. Faculty with emeritus status may be granted 
specific privileges, such as use of the library, comput-
ing services, or an office and secretarial support.

Graduate students may be employed in limited 
teaching positions. These appointments, such as teach-
ing assistant and associate instructor, are temporary 
and usually part time. Student employees are responsi-
ble only for teaching or assisting faculty with teaching. 
They do not have the same level of responsibility as 
full- or part-time faculty. Teaching assistants must be 
assigned to work with a faculty member who assumes 
responsibility for the quality of their work. Student 
employees with teaching responsibilities often receive 
a level of tuition waiver as part of their compensation.

The Appointment Process
The appointment process in universities and colleges is 
somewhat different from positions in nursing service, 
and nurses who are applying for teaching positions 
in schools of nursing should understand the differ-
ences. A search and screen committee, appointed by 
the dean or another university administrator, manages 
the interview process. Interested applicants submit an 
application and curriculum vitae that are screened by 
this committee. Potential candidates are invited for an 
interview with the search committee, faculty and ad-
ministrators at the school of nursing, and others at the 
college or university as appropriate. Depending on the 
requirements of the position for which they are apply-
ing, applicants may be asked to make a presentation of 
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their research or to demonstrate their teaching skills. 
At the time of appointment, the applicant’s records are 
reviewed by the appointment, promotion, and tenure 
(APT) committee (or other appropriately named com-
mittee) that recommends a hiring rank to the dean.

Tenure and Promotion
Tenure

Tenure to the university is a reciprocal responsibility 
on the part of both the university and the faculty. The 
faculty member is expected to remain competent and 
productive, maintaining high standards of teaching, re-
search, service, and professional conduct. Tenure also 
assumes that the faculty member is promotable at the 
time of tenure, and typically promotion to the next level 
and tenure occur at the same time. Tenure, then, pro-
vides the faculty member the protection of academic 
freedom. Academic freedom has been affirmed since 
1940 by more than 200 institutions of higher educa-
tion. It guarantees protection against efforts by govern-
ment, university administration, students, and even 
public opinion to restrain faculties’ free expression in 
teaching or the free exercise of their research interests 
(American Association of University Professors, 2018).

On the other hand, academic freedom does not give 
faculty unbounded rights. For example, an individual 
faculty member does not have the right to alter the cur-
riculum, the sequence of courses, or the content of estab-
lished courses or to subject students to discussions that 
are irrelevant to the course. Tenure can be withdrawn 
for reasons of financial exigency on the part of the uni-
versity and for unprofessional faculty behavior. Finally, 
tenure does not relieve faculty from participating in 
performance review. Many institutions have instituted 
a posttenure review process. Posttenure review policies 
vary greatly across institutions, so faculty should become 
familiar with such policies in their own institution.

Tenure is granted after an extensive review, using 
published criteria, of the evidence submitted by the fac-
ulty member (a curriculum vitae and dossier). Most in-
stitutions affirm excellence through the use of additional 
reviewers from external peer institutions. The tenure or 
promotion review is typically held in the faculty mem-
ber’s sixth year, with tenure granted in the seventh year 
for successful candidates. Unsuccessful candidates are 
usually given a 1-year notice of nonreappointment (of-
ten referred to as “up or out”). At appointment, faculty  

with a record of significant achievement may be granted 
a specific number of years toward tenure, thus short-
ening the time for tenure review. Faculty who have 
achieved tenure at a comparably ranked institution may 
be hired with tenure already conferred.

The tenure process is specific to each school of 
nursing and institution, and faculty who are appointed 
to a tenure track position should familiarize them-
selves with the criteria and process before appoint-
ment. Although the tenure and promotion process 
may seem mysterious, there are clear and specified 
criteria. The current attitude is to employ faculty who 
show high promise for attaining tenure and being pro-
moted and to provide support and mentoring that will 
facilitate their developing into successful and fully ca-
pable members of the academic community. Although 
at one time tenure was an unquestioned right of fac-
ulty, critics are now questioning its true benefit, and 
some institutions of higher education have abandoned 
the notion altogether.

Promotion

Promotion refers to advancement in rank. As with the 
tenure review process, faculty must submit evidence 
of excellence in teaching, scholarship, and/or service, 
as well as other criteria established by the school, and 
be judged by a committee of peers, external review-
ers, school and university administrators, and govern-
ing bodies. Criteria and processes for promotion, like 
those for tenure, are established by faculty committees 
and are made public.

Faculty should familiarize themselves with promo-
tion criteria and processes at the time of appointment 
and establish a relationship with the primary APT 
committee and the department chair, whose role it is 
to inform faculty about APT policies and procedures. 
As noted earlier, an expectation of senior faculty is to 
guide and mentor junior faculty through the tenure 
and promotion process. Some schools of nursing as-
sign mentors at the time of appointment. If a mentor 
is not assigned, the newly appointed faculty member 
should seek one.

Mentoring for Faculty
The faculty role is a multifaceted one, with multiple 
demands. Faculty, especially those new to the role, 
find that having a mentor or mentors is beneficial to 
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establishing and succeeding in an academic career. 
Mentors are helpful for the career development of both 
senior and novice faculty (Halstead and Frank, 2018). 
Singh, Pilkington, and Patrick (2014) studied the 
orientation and mentoring needs of nursing faculty. 
Mentoring related to 

establishing a program of research included how to plan 
a program of research, creating partnerships, developing 
an awareness of funding mechanisms, hiring research 
and graduate assistants, grant writing, publishing, and 
time management to balance demands of teaching, 
research, service, and a personal life. (p. 7)

As can be seen from this brief description related 
to developing a research program, many aspects of the 
process could benefit from the input of a more experi-
enced faculty and researcher. Faculty should carefully 
reflect on their career development needs and seek out 
mentors who can help them achieve their career goals.

TEACHING AS A SCHOLARLY 
ENDEAVOR

Boyer (1990) first proposed a new paradigm for scholar-
ship that encompassed all aspects of the faculty role but 
placed a renewed emphasis on teaching as a scholarly 
endeavor. In Scholarship, Reconsidered: Priorities of the 
Professorate, Boyer called for the development of a bal-
ance between research and teaching when measuring 
the faculty member’s success in academia. He described 
four types of scholarship in which faculty engage: the 
scholarship of discovery, the scholarship of integra-
tion, the scholarship of application, and the scholar-
ship of teaching. In these four types of scholarship, the 
previously narrow view of scholarly productivity that 
rested only on the careful discovery of new knowledge 
through research has been greatly expanded. Boyer’s 
model supports the practice model of nursing, which 
calls for more than the discovery of knowledge; it also 
calls for the application and integration of knowledge 
into professional practice. As Boyer stated:

We believe the time has come to move beyond the 
tired old ‘teaching versus research’ debate and give the 
familiar and honorable term ‘scholarship’ a broader, 
more capacious meaning, one that brings legitimacy 

to the full scope of academic work. Surely, scholarship 
means engaging in original research. But the work 
of the scholar also means stepping back from one’s 
investigation, looking for connections, building bridges 
between theory and practice, and communicating 
one’s knowledge effectively to students. Specifically, we 
conclude that the work of the professorate might be 
thought of as having four separate, yet overlapping, 
functions. These are: the scholarship of discovery; 
the scholarship of integration; the scholarship of 
application; and the scholarship of teaching. (p. 16)

The Scholarship of Discovery
The scholarship of discovery is the traditional defini-
tion of original research or discovery of new knowl-
edge (Boyer, 1990). The scholarship of discovery may 
be considered the foundation of the other three aspects 
of scholarship because new knowledge is generated for 
application and integration into the discipline, as well 
as for teaching.

It is through the scholarship of discovery that scien-
tific methods are used to develop a strong knowledge 
base for the discipline. Evidence-based practice in nurs-
ing builds on the knowledge generated by the scholar-
ship of discovery. Most federal funding traditionally has 
been appropriated for the scholarship of discovery, and 
until recently tenure decisions in many universities have 
been based primarily on the faculty member’s engage-
ment in the generation of new knowledge. The schol-
arship of discovery remains an important aspect of the 
role of many faculties, including nursing faculties. At the 
federal level, research efforts in nursing are supported by 
the National Institute of Nursing Research and content- 
specific institutes, such as the National Institutes of 
Health and the National Institute of Mental Health, and 
by private philanthropic foundations.

The Scholarship of Integration
The scholarship of integration involves the interpreta-
tion and synthesis of knowledge within and across dis-
cipline boundaries in a manner that provides a larger 
context for knowledge and the development of new 
insights (Boyer, 1990). The scholarship of integration 
requires communication among colleagues from vari-
ous disciplines who work together to develop a more 
holistic view of a common concern. The combined 
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expertise of all who are involved leads to a more com-
prehensive understanding of the issue and results in 
more thorough recommendations for solutions to the 
phenomena of concern.

Nursing faculty have long integrated knowledge 
from various disciplines into their practice and have 
many competencies that enable them to be productive 
members of interdisciplinary teams that study a vari-
ety of health problems and issues. With the emphasis 
in today’s world on the development of collaborative, 
team-building, and knowledge-sharing efforts across 
disciplines, the scholarship of integration assumes an 
ever-increasing importance for faculty who must re-
main at the forefront of the information age. Nursing 
content often builds on the knowledge students have 
learned from other disciplines, such as the biological 
and social sciences. The scholarship of integration in-
volves designing learning models that guide students to 
apply their previously learned knowledge to clinical sit-
uations, such as with the use of high-amplitude patient 
simulation. Much scholarship of integration is being 
published in the area of patient simulation at this time.

The Scholarship of Application
The scholarship of application, which connects theory 
and practice, is an area of scholarship in which nurs-
ing faculty should also excel. In the scholarship of 
application, faculty must ask themselves, “How can 
knowledge be responsibly applied to consequential 
problems?” (Boyer, 1990, p. 21). Service activities that 
are directly connected to a faculty member’s areas of 
expertise warrant consideration as application scholar-
ship. It is in the performance of service activities that 
practice and theory interact, thus leading to the poten-
tial development of new knowledge.

For example, in nursing, clinical practice and exper-
tise that result in the development of innovative nursing 
interventions and positive patient care outcomes meet 
the definition of scholarship of application. Activities 
that encourage students to use critical decision making, 
self-reflection, and self-evaluation are examples of the 
scholarship of application in teaching. Faculty practice in 
nursing centers is another example. Faculty should dis-
seminate the knowledge gathered through practice and 
service activities by publishing in professional journals.

The scholarship of application, which includes ser-
vice to the profession of nursing at the local, regional, 

national, and international levels, also involves devel-
oping policies and practices for nursing and health 
care. Nursing faculty often provide leadership in pro-
fessional organizations and on community or national 
panels and boards.

The Scholarship of Teaching
The heart of the faculty role can be found in the scholar-
ship of teaching. An important attribute of any scholar is 
having the ability to effectively communicate the knowl-
edge he or she possesses to students. Boyer’s (1990) defi-
nition of scholarship provides a model through which 
the special competencies and skills that are an integral 
part of the scholarly endeavor of teaching are acknowl-
edged. Developing innovative curricula, using a variety 
of teaching methods that actively involve students in the 
learning process, collaborating with students on learn-
ing projects, and exploring the most effective means of 
meeting the learning needs of diverse populations of 
students are all examples of the scholarship of teaching.

The scholarship of teaching requires evidence of ef-
fective teaching and dissemination of the knowledge that 
is acquired as a result of teaching. Faculty should share 
their teaching expertise with their colleagues through 
publication and presentation of their innovative teaching 
methods and the outcomes of their work with students.

The scholarship of teaching brings many exciting 
opportunities for nursing faculty in classroom and 
clinical settings. It is also based on the scholarship of 
discovery, integration, and practice. At a time when 
health care practice arenas are rapidly changing, cur-
riculum models are being designed to meet the needs 
of a global society. The use of technology in education 
is increasing, and perspectives on teaching and learn-
ing are changing. The scholarship of teaching provides 
nursing faculty with the opportunity to demonstrate 
their innovation and creativity. It also provides a means 
for recognizing the effort spent preparing students to 
be competent health care providers for the future.

Summary
Although the role of the faculty member remains com-
plex, Boyer’s (1990) broad description of scholarship 
continues to provide the model that legitimizes all as-
pects of the faculty role. Boyer has given credibility to 
aspects of the faculty role that extend beyond the cre-
ation of new knowledge through research to include 
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teaching and service to the university, community, and 
profession. As a scholarly endeavor, teaching is the 
synthesis of all types of scholarship described by Boyer. 
Faculty can combine the role of researcher with the 
integration, application, and dissemination of knowl-
edge. Boyer has provided a model for nursing faculty 
to use to develop their expertise in teaching as a schol-
arly endeavor. Nursing education has moved from the 
notion that there is only one way to do something to a 
broader perspective that recognizes the creativity and 
uniqueness of each student. The teacher is no longer 
the only expert but instead is someone who joins with 
the student in the learning process and evaluates the 
results of the teaching–learning process in a scholarly 
manner.

NATIONAL LEAGUE FOR NURSING 
COMPETENCIES FOR NURSE 
EDUCATORS

Teaching in nursing is a complex activity that integrates 
the art and science of nursing and clinical practice into 
the teaching–learning process. Specifically, teaching 
involves a set of skills or competencies that are essen-
tial to facilitating student learning outcomes. In 2005 
the NLN published eight core competencies of nurse 
educators; these competencies were reviewed and re-
validated in 2012 (NLN, 2005; 2012a). See Box  1.1 
for a listing of the Competencies for Nurse Educators 
with accompanying task statements. These compe-
tencies encompass the entirety of the nurse faculty  

B O X   1 .1
NATIONAL LEAGUE FOR NURSING CORE COMPETENCIES OF NURSE EDUCATORS

COMPETENCY 1: FACILITATE LEARNING
To facilitate learning effectively, the nurse educator:

■	 Implements a variety of teaching strategies appropri-
ate to learner needs, desired learner outcomes, con-
tent, and context

■	 Grounds teaching strategies in educational theory 
and evidence-based teaching practices

■	 Recognizes multicultural, gender, and experiential in-
fluences on teaching and learning

■	 Engages in self-reflection and continued learning to 
improve teaching practices that facilitate learning

■	 Uses information technologies skillfully to support 
the teaching–learning process

■	 Practices skilled oral, written, and electronic commu-
nication that reflects an awareness of self and others, 
along with an ability to convey ideas in a variety of con-
texts

■	 Models critical and reflective thinking
■	 Creates opportunities for learners to develop their 

critical thinking and critical reasoning skills
■	 Shows enthusiasm for teaching, learning, and nursing 

that inspires and motivates students
■	 Demonstrates interest in and respect for learners
■	 Uses personal attributes (e.g., caring, confidence,  

patience, integrity, and flexibility) that facilitate 
learning

■	 Develops collegial working relationships with stu-
dents, faculty colleagues, and clinical agency person-
nel to promote positive learning environments

■	 Maintains the professional practice knowledge base 
needed to help prepare learners for contemporary 
nursing practice

■	 Serves as a role model of professional nursing

COMPETENCY 2: FACILITATE LEARNER 
DEVELOPMENT AND SOCIALIZATION
To facilitate learner development and socialization effec-
tively, the nurse educator:

■	 Identifies individual learning styles and unique learning 
needs of international, adult, multicultural, education-
ally disadvantaged, physically challenged, at-risk, and 
second-degree learners

■	 Provides resources to diverse learners that help meet 
their individual learning needs

■	 Engages in effective advisement and counseling strat-
egies that help learners meet their professional goals

■	 Creates learning environments that are focused on 
socialization to the role of the nurse and facilitate 
learners’ self-reflection and personal goal setting

■	 Fosters the cognitive, psychomotor, and affective de-
velopment of learners

■	 Recognizes the influence of teaching styles and inter-
personal interactions on learner outcomes

■	 Assists learners to develop the ability to engage in 
thoughtful and constructive self and peer evaluation

■	 Models professional behaviors for learners, including, 
but not limited to, involvement in professional orga-
nizations, engagement in lifelong learning activities, 
dissemination of information through publications 
and presentations, and advocacy

COMPETENCY 3: USE ASSESSMENT AND 
EVALUATION STRATEGIES
To use assessment and evaluation strategies effectively, the 
nurse educator:

■	 Uses extant literature to develop evidence-based as-
sessment and evaluation practices

Continued on following page
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■	 Uses a variety of strategies to assess and evaluate learn-
ing in the cognitive, psychomotor, and affective domains

■	 Implements evidence-based assessment and evalua-
tion strategies that are appropriate to the learner and 
to learning goals

■	 Uses assessment and evaluation data to enhance the 
teaching–learning process

■	 Provides timely, constructive, and thoughtful feed-
back to learners

■	 Demonstrates skill in the design and use of tools for 
assessing clinical practice

COMPETENCY 4: PARTICIPATE IN CURRICULUM 
DESIGN AND EVALUATION OF PROGRAM 
OUTCOMES
To participate effectively in curriculum design and evalua-
tion of program outcomes, the nurse educator:

■	 Ensures the curriculum reflects the institutional phi-
losophy and mission, current nursing and health care 
trends, and community and societal needs, so as to 
prepare graduates for practice in a complex, dynamic, 
multicultural health care environment

■	 Demonstrates knowledge of curriculum development, 
including identifying program outcomes, developing 
competency statements, writing learning objectives, 
and selecting appropriate learning activities and eval-
uation strategies

■	 Bases curriculum design and implementation decisions 
on sound educational principles, theory, and research

■	 Revises the curriculum based on assessment of pro-
gram outcomes, learner needs, and societal and 
health care trends

■	 Implements curricular revisions using appropriate 
change theories and strategies

■	 Creates and maintains community and clinical part-
nerships that support educational goals

■	 Collaborates with external constituencies throughout 
the process of curriculum revision

■	 Designs and implements program assessment models 
that promote continuous quality improvement of all 
aspects of the program

COMPETENCY 5: FUNCTION AS A CHANGE AGENT 
AND LEADER
To function effectively as a change agent and leader, the 
nurse educator:

■	 Models cultural sensitivity when advocating for change
■	 Integrates a long-term, innovative, and creative per-

spective into the nurse educator role
■	 Participates in interdisciplinary efforts to address 

health care and educational needs regionally, nation-
ally, or internationally

■	 Evaluates organizational effectiveness in nursing 
education

■	 Implements strategies for organizational change
■	 Provides leadership in the parent institution and in 

the nursing program to enhance the visibility of nurs-
ing and its contributions to the academic community

■	 Promotes innovative practices in educational environ-
ments

■	 Develops leadership skills to shape and implement 
change

COMPETENCY 6: PURSUE CONTINUOUS QUALITY 
IMPROVEMENT IN THE NURSE EDUCATOR ROLE
To develop the educator role effectively, the nurse 
educator:

■	 Demonstrates commitment to lifelong learning
■	 Recognizes that career enhancement needs and activi-

ties change as experience is gained in the role
■	 Participates in professional development opportu-

nities that increase one’s effectiveness in the role
■	 Balances the teaching, scholarship, and service de-

mands inherent in the role of educator and member 
of an academic institution

■	 Uses feedback gained from self, peer, student, and ad-
ministrative evaluation to improve role effectiveness

■	 Engages in activities that promote one’s socialization 
to the role

■	 Uses knowledge of the legal and ethical issues relevant 
to higher education and nursing education as a basis 
for influencing, designing, and implementing policies 
and procedures related to students, faculty, and the 
educational environment

■	 Mentors and supports faculty colleagues

COMPETENCY 7: ENGAGE IN SCHOLARSHIP
To engage effectively in scholarship, the nurse educator:

■	 Draws on extant literature to design evidence-based 
teaching and evaluation practices

■	 Exhibits a spirit of inquiry about teaching and learn-
ing, student development, evaluation methods, and 
other aspects of the role

■	 Designs and implements scholarly activities in an es-
tablished area of expertise

■	 Disseminates nursing and teaching knowledge to a 
variety of audiences through various means

■	 Demonstrates skill in proposal writing for initiatives 
that include, but are not limited to, research, re-
source acquisition, program development, and policy 
development

■	 Demonstrates the qualities of a scholar: integrity, 
courage, perseverance, vitality, and creativity

B O X   1 .1
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role (teaching, research, and service) that can be de-
veloped through educational preparation, faculty 
orientation programs, and faculty development oppor-
tunities. Most graduate programs in nursing, unless 
they specifically provide preparation for the educator 
role, do not prepare the graduate to teach. Therefore 
mentoring of new faculty and strong professional de-
velopment programs are essential for the preparation 
of successful nursing faculty.

ORIENTATION PROGRAMS, 
FACULTY DEVELOPMENT, AND 
SABBATICALS

Orientation to the teaching role for newly appointed 
faculty, as well as ongoing development for all faculty, 
is assuming renewed importance as rapid changes in 
higher education and health care and the use of infor-
mation technologies are creating new environments 
for teaching and changes in the faculty role. Most 
schools of nursing have established orientation pro-
grams and instituted mechanisms for ongoing faculty 
development and renewal.

Orientation Programs
Comprehensive orientation programs are necessary to 
assist new faculty to acquire teaching competencies, 

facilitate socialization to the teaching role, and sup-
port faculty members as they develop as fully partici-
pating members of the faculty. Orientation programs 
should include information about the rights and re-
sponsibilities of the faculty and institution, informa-
tion about school- and department-specific policies 
and procedures, an overview of the curriculum with 
an orientation to the instructional technologies and  
computer-mediated instruction used at the school, and 
orientation to teaching assignments and clinical fa-
cilities. Orientation is particularly important for part-
time faculty members, who have fewer opportunities 
for contact with the school and faculty colleagues.

Orientation programs are most effective when they 
occur over time and provide for ongoing support. 
Some schools of nursing have school-, department-, or 
course-developed programs. Orientation to the teach-
ing aspect of the faculty role also can be facilitated 
through a mentor relationship. Many schools of nurs-
ing have formal mentor programs in which each new 
faculty member is assigned to a senior faculty member 
who guides the new faculty member. Other mentor-
ing relationships can occur on an informal basis, such 
as those that can be established through interactions 
with peers, course leaders, department chairs, and fac-
ulty who have specific expertise in areas that would be 
helpful to share with new faculty.

COMPETENCY 8: FUNCTION WITHIN THE EDUCATIONAL ENVIRONMENT
To function as a good “citizen of the academy,” the nurse educator:

■	 Uses knowledge of history and current trends and issues in higher education as a basis for making recommendations 
and decisions on educational issues

■	 Identifies how social, economic, political, and institutional forces influence higher education in general and nursing 
education in particular

■	 Develops networks, collaborations, and partnerships to enhance nursing’s influence within the academic community
■	 Determines one’s own professional goals within the context of academic nursing and the mission of the parent institu-

tion and nursing program
■	 Integrates the values of respect, collegiality, professionalism, and caring to build an organizational climate that fosters 

the development of students and teachers
■	 Incorporates the goals of the nursing program and the mission of the parent institution when proposing a change or 

managing issues
■	 Assumes a leadership role in various levels of institutional governance
■	 Advocates for nursing and nursing education in the political arena

From National League for Nursing. (2012). The scope of practice for academic nurse educators, 2012 revision. New York, NY: National League for 
Nursing. Included with the permission of the National League for Nursing, Washington, DC.
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Faculty Development
Faculty development refers to a planned course of 
action to develop all faculty members—not only 
those newly appointed—for current and future 
teaching positions. Faculty development is assum-
ing new importance as faculty prepare for teaching 
in new and reformed health care environments and 
community-based settings, delivering instruction 
in new ways, and using new teaching and learning 
technologies.

Faculty development is a shared responsibility of 
individual faculty members, the department chair and 
other academic officers, and the school or university. It 
may include the school providing formal and informal 
workshops and sessions, credit courses, and informal 
“brown bag lunches.” Encouraging faculty to attend 
local and national conferences related to teaching and 
providing the financial support to do so are also im-
portant development opportunities. Because effective 
teaching also requires clinical competence, faculty 
are encouraged to maintain clinical expertise through 
faculty practice, by keeping abreast of changes in the 
field through literature review and by attending profes-
sional meetings related to the practice area.

Sabbaticals

Sabbatical leaves provide another opportunity for 
faculty renewal for tenured faculty and are approved 
based on submission of an acceptable project plan for 
research or publication during the sabbatical leave. 
The university supports sabbatical leaves when the 
proposed project meets both individual and institu-
tion goals. Specific outcome deliverables are required 
for sabbaticals.

Evaluation of Teaching Performance
To ensure competent teaching, the faculty members 
themselves, along with administrators, peers, col-
leagues, and students, regularly review their teach-
ing performance. Evaluation of teaching is a critical 
component of tenure review and reappointment for 
nontenure–track faculty. Results of this evaluation 
may also be used in making decisions about reap-
pointment, merit raises, and awards that recognize and 
honor excellence in teaching.

Evidence for review of teaching effectiveness can 
be provided by a number of sources, including student 

evaluations of teaching, peer and colleague observa-
tions of teaching and teaching products (e.g., syllabi, 
case studies, publications, videotapes, computer-
mediated lessons, Internet-based courses, study 
guides), letters from former students, success of grad-
uates in employment, publications of students, teach-
ing awards, administrative review, and self-evaluation. 
Methods for gathering data for evaluation include pro-
motion and tenure review, peer and colleague review, 
posttenure review, and the use of a teaching portfolio 
or dossier (Halstead & Frank, 2018).

SUMMARY

Because of the multiple aspects of the faculty role, 
the demands of a career in academia can be chal-
lenging and require the ability to develop and 
change with the needs of the learner. To be suc-
cessful, individuals aspiring to the role of a faculty 
member must be clear about the expectations of the 
role. This chapter described the various competen-
cies expected of faculty members along with their 
rights and responsibilities.

Many nursing faculty have found that the re-
wards of the role greatly outweigh the demands 
and expectations. The challenges of the role pro-
vide many creative and innovative opportunities for 
faculty, leading to a career filled with diversity and 
productivity. Whether it be through teaching a new 
generation of nurses the art and science of nursing; 
providing service and consultation to constituents 
within a local, regional, national, or even interna-
tional community; or generating new knowledge 
that influences the delivery of quality patient care 
through evidence-based nursing, being a member of 
the academic community provides faculty with stim-
ulation and the opportunity to debate and collabo-
rate with colleagues from their own discipline and 
others. Faculty are given a “laboratory” to explore 
new technology and solutions to the problems found 
in society and health care while meeting an impor-
tant societal need. In what other role could a nurse 
touch the lives of patients and future generations of 
nurses while developing a knowledge base that will 
assist in the further evolution of nursing and health 
care? The career of a faculty member is indeed a re-
warding one.
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Reflecting on the Evidence

1.	 Describe the challenges that nursing faculty 
face in implementing their role and strategies 
you can use to prepare yourself to successfully 
navigate those challenges.

2.	 Use the NLN Core Competencies of Nurse 
Educators to create a personalized faculty de-
velopment plan for yourself.

3.	 Compare the faculty role expectations for ten-
ure in a college or university that has a mission 
with a primary focus on research to one that 
has a primary focus on teaching; consider the 
institutional mission that provides the best fit 
for your faculty career.

4.	 Describe a scholarly project that would fit into 
the Boyer model as an example of the scholar-
ship of teaching.

5.	 Reflect on your faculty development needs and 
the type of mentor(s) you may need to support 
your growth as an academic.
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STRATEGIES TO SUPPORT DIVERSE 
LEARNING NEEDS OF STUDENTS⁎

JOAN L. FREY, EdD, RN, ANEF   
ANN M. POPKESS, PhD, RN, CNE

S    tudents in today’s college classrooms represent 
a wide array of diversity in learning needs and ex-
pectations. Nursing faculty are not only faced with 
the challenges of teaching students of varied ages 
and backgrounds and with an array of life experi-
ences, but they also are faced with the challenges 
of teaching students with differing levels of tech-
nological aptitude and multiple demands on their 
time. Hence, faculty are encouraged to develop a 
keen and abiding interest in integrating a variety of 
teaching–learning strategies to engage the diverse 
learners they will find in their classrooms. Faculty 
must continually think creatively as they develop 
interactive learning environments designed to facili-
tate the students’ successful integration into practice 
in an ever-changing and increasingly diverse health 
care system. This chapter presents a brief profile of 
today’s nursing students and describes the unique 
demographic characteristics of students, along with 
strategies to improve success in nursing programs 
(see Chapter 17 for an in-depth discussion of mul-
ticultural education in nursing). Also, this chapter 
provides information about students’ learning styles, 
thinking skills, and cognitive development abilities. 
Specific teaching and learning strategies related to 
students’ diverse needs are presented to enable fac-
ulty to plan for effective and successful learning ex-
periences for all students and to help prepare them 
for transition into practice.

NATIONAL HEALTH CARE NEEDS AND  
POPULATION PROJECTIONS

The rapid growth of older populations, combined 
with a significant and evolving increase in ethnic 
and racial diversity, will be realized in the United 
States from now to 2060 (U.S. Census Bureau, 2014). 
Although the actual rate of growth can only be predi-
cated on an estimate of net international migration, 
census trends depict growing diversity in the compo-
sition of our many communities. With increasing data 
collection regarding the nation’s diverse populations, 
there has been special and necessary interest paid to 
meeting the diverse health care needs of its citizens, 
not the least of which is the shortage of diversity in 
the health care workforce (American Association 
of Colleges of Nursing [AACN], 2016). Overall, the 
definitive Institute of Medicine’s (IOM) extensive 
report, In the Nation’s Compelling Interest: Ensuring 
Diversity in the Health Care Workforce (2004) and 
the IOM’s report, The Future of Nursing: Leading 
Change, Advancing Health (2011), presented a broad 
and compelling depiction of the benefits of greater 
diversity among health professionals and the need for 
strategies to increase diversity in all the health pro-
fessions. Additionally, these seminal reports called 
for promotion of both the quality and quantity of in-
teractions across diverse groups, the development of 
an educational culture that promotes the exchange of 
diverse ideas, the challenge to reframe our thinking 
about unbalanced education representations, the re-
duction of financial barriers for minority health care 
education, and the comprehensive support of diversi-
fication strategies from all stakeholders.

*The author acknowledges the work of Nancy Burruss, PhD, RN, 
CNE, in the previous editions of the chapter.
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Major nursing education organizations have simi-
larly adopted and published mission, vision, and/or 
position statements committed to diversity as an 
organizational and member-supported value and, 
specifically, promoting diversity in nursing educa-
tion (National League for Nursing [NLN], 2016a; 
AACN, 2017). Therein, the integrated values of 
quality health care and diversity are deemed to be in-
separable entities that are needed to eliminate health 
disparities and expand access to culturally compe-
tent health services across the nation (NLN, 2016a; 
AACN, 2017).

ETHNIC AND GENDER DIVERSITY IN 
THE NURSING WORKFORCE

In order for nurse educators to apply teaching strate-
gies to meet the diverse learning needs of students, it 
is important to understand and acknowledge the im-
plications of our growing national diversity. The range 
of issues implicit in the discussion of diversity must be 
further informed with alignment to ethnicity, gender, 
the nursing profession as a whole, and, implicitly, nurs-
ing education.

The number of registered nurses from formerly 
underrepresented ethnic and gender backgrounds has 
been increasing despite prior slow growth in these ar-
eas. The National Sample Survey of Registered Nurses 
conducted jointly every 4  years with the National 
Council of State Boards of Nursing (NCSBN) reported 
an increased number of registered nurses from racially/
ethnically diverse backgrounds from 10.7% in 2004 
to 16.8% in 2008 and, most recently (2013), the per-
centage rose to 19.5%. Traditionally, diversity among 
racial/ethnic backgrounds for licensed practical/voca-
tional nurses has been more evenly distributed (HRSA, 
2013). The 2015 National Nursing Workforce Survey 
conducted by the NCSBN found the percentage of 
registered nurses from racially/ethnically diverse back-
grounds continued to be reported as 19.5%, whereas 
32% of those licensed practical/vocational nurses 
responding to the survey identified as being racially/
ethnically diverse (NCSBN, 2016a).

A comparison of the registered nurse population 
versus general population diversity provides a snap-
shot of differences between the groups, especially re-
garding the underrepresentation of African American 

and Hispanic ethnic groups in nursing and the dispro-
portionate difference of men in nursing compared with 
the general population (Budden, Zhong, Moulton, & 
Cimiotti, 2013; NCSBN, 2013). See Table 2.1 for a com-
parison of professional nursing diversity in contrast to 
the diversity that exists within the general population. 
As depicted, the rate of change for increased diversity 
in professional nursing has been slow. For example, as 
mentioned by Mott and Lee 2018, “Over the last de-
cade, the number of men in nursing has grown by ap-
proximately 2%. At this rate, it will be approximately 
400 years before men equal 50% of the nursing work-
force” (p. 42), which is the percentage of males in the 
general population data, according to NCSBN (2013). 
The importance of achieving diversity in health care 
and the health care professions (IOM, 2011) coupled 
with stark data depicting the unambiguous disparity 
in the nursing profession (NCSBN, 2013) should give 
nursing education administrators and faculty leaders a 
clear focus to achieve improved diversity and inclusion 
in nursing education and the profession.

PROFILE OF CONTEMPORARY 
NURSING STUDENTS

The profile of today’s nursing students is markedly dif-
ferent from previous generations of students. There 
are disparities in secondary education preparation 

TA B L E   2 .1
Comparison of Nursing Diversity to 

General Population

Ethnic or Gender 
Group

Registered Nurse 
Population

General 
Population

African American 6% 13.2%

American Indian/
Alaskan Native

1% 1.2%

Asian 6% 5.3%

Caucasian 83% 77.7%

Hispanic 3% 17.1%

Native Hawaiian/
Pacific Islander

1% 0.2%

Female 93% 51%

Male 7% 49%

National Council State Boards of Nursing. (2013). Retrieved from 
https://www.ncsbn.org/workforce.htm
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for higher order learning, student demographic dif-
ferences, gender shifts, generational differences, and 
increasing racial and ethnic diversity. Meanwhile, 
student and faculty age differentials are widening, 
and faculty composition is less representative of the 
wider population demographic. The characteristics of 
full-time nurse educators by race and ethnicity show 
that a wide gap exists among ethnicity of faculty, the 
registered nurse (RN) workforce, and general popula-
tion, where only 13.1% of full-time nursing education 
faculty originate from minority backgrounds (AACN, 
2014a; NLN, 2016a). The disposition of nurse educa-
tor races and ethnicities is depicted in Fig. 2.1, where 
the backgrounds of nurse educators are pictured ac-
cording to data collected by the National League for 
Nursing (NLN, 2016b). Planning effective learning 
experiences to meet the diverse learning needs of stu-
dents has implications for nursing programs that are 
challenged by an aging and homogenous faculty work-
force as curricula is developed and learning resources 
are determined to support the academic performance 
of increasingly diverse student bodies.

Enrollment Demographics
The Bureau of Labor Statistics (2016) reports that 
RN employment opportunities are expected to grow 

more than the average for all occupations at a rate of 
22% from 2016 to 2026. Therefore there can be little 
doubt that nursing is a sought-after career, even as a 
second or late career choice. In parallel with the ap-
peal of nursing as a career choice, the college student 
population is also becoming more representative of the 
increasing cultural diversity that exists in American 
society. Consequently, it is important to note that 
nursing programs provide the pipeline to increased 
diversity in the profession through nursing program 
enrollments (NLN, 2014). While more racially/ethnic 
diverse candidates are preparing to join the RN work-
force, the collective percentage of minorities enrolled 
in nursing programs totals 35% of all enrollees, and al-
though these figures represent an increase from 17.6% 
as reported in 1995 (NLN, 2014), the data depict con-
tinuing racial/ethnic disparities. Once students are 
enrolled, nurse educators are accountable by virtue of 
an ethical code of conduct (ANA, 2015) to respect the 
inherent dignity of every person and to understand 
and actively engage in essential educator competencies 
(NLN, 2012) to promote the recruitment, retention, 
completion, and transition to practice of all students 
(Brooks Carthon, Nguyen, Chittams, & Guevara, 
2014). As endorsed in the American Association of 
Colleges of Nursing’s (AACN, 2017) position paper 
Diversity, Inclusion, and Equity in Academic Nursing, 
“academic leadership and faculty should examine any 
unconscious and conscious biases that may undermine 
efforts to enhance diversity, inclusion, and equity, in-
cluding the use of everyday verbal, nonverbal, inten-
tional, or non-intentional messages which devalue the 
perspectives, experiences, and/or feelings of individu-
als or group. These biases may restrict academic nurs-
ing’s ability to attract and retain a more diverse student 
body and to recruit and promote diverse leaders, fac-
ulty, and academic support staff ” (p. 2).

Competition for admission into baccalaureate, as-
sociate, and master’s degree nursing schools remains 
significant, which also shifts the demographic profile 
of the student nurse. More than 51% of all types of 
nursing programs turned away qualified applicants; 
prelicensure programs reportedly turned away an av-
erage of 61% of qualified applicants (NLN, 2016a). The 
percentage of minority students enrolled in basic RN 
programs averaged 26.5% in 2009 and rose slightly to a 
reported 35.2% in 2014, but the percentage of minority 

Other/unknown
2.3%

Multiracial
0.6%

Asian
2.7%

American Indian
0.4%

African American
8.4%

Hispanic
3.7%

n = 13,095

White non-Hispanic
81.9%

Fig.  2.1  ■  Disposition of full-time nurse educators by 
race and ethnicity (NLN 2015–2016). (From National League 
for Nursing. [2018]. Disposition of full-time nurse educators by race 
and ethnicity, 2015. NLN DataView™. Retrieved from http://
www.nln.org/docs/default-source/newsroom/nursing-edu-
cation-statistics/disposition-of-full-time-nurse-educators-by-
race-ethnicity-2015.pdf?sfvrsn = 4)
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student enrollment has since decreased to 29.6% in 
2016 (NLN, 2016b). As reported by nursing schools, 
the major reasons for turning away qualified appli-
cants include a shortage of qualified faculty, insuffi-
cient clinical teaching sites, limited classroom space, 
lack of preceptors, limited program funding, and gen-
eral budget cuts (NLN, 2017). Prelicensure programs 
cited lack of suitable clinical learning sites 43% of the 
time, making it the most common deterrent to the 
admission of qualified applicants (NLN, 2017). Many 
nursing programs attempt to mitigate the clinical set-
ting restrictions to accommodate a larger student 
body by substituting simulated learning experiences 
as a viable learning-practice alternative (Hayden, 
Smiley, Alexander, Kardong-Edgren, & Jeffries, 2014). 
However, the lack of qualified faculty, which ranks as 
the second most significant deterrent to the admission 
of qualified applicants (NLN, 2017), remains a stum-
bling block to program growth. Meanwhile, faculty 
and administrators are challenged to continue to re-
cruit qualified, diverse student bodies and to maintain 
high academic standards and outcomes despite a criti-
cal shortage of resources.

Generational Differences Among Students
Age and generation cohort differences can create both 
implicit and explicit disconnects between students and 
faculty. With information extrapolated from enroll-
ment in all types of nursing programs (NLN, 2016b), 
it is noted that the percentage of students over 31 years 
of age are 34% in practical/vocational nursing, 21.4% 
in diploma, 38% in associate degree in nursing, 4% in 
bachelor of science in nursing (BSN), 64% in registered 
nursing (RN) to BSN, 45% in master of science in nurs-
ing, and 82% in doctoral programs. Except for the RN 
to BSN enrollees, the percentage of students older than 
31 years of age has decreased, signifying more students 
in younger generation cohorts. Additionally, the (NLN 
2016b) Biennial Survey of Schools of Nursing findings 
indicate that prior data that reflected late entry into 
doctoral programs in nursing is trending to include 
younger age groups. This wide age diversity among 
nursing students offers unique challenges to nurse edu-
cators when these students are mixed in classrooms.

Students in education environments where gener-
ational diversity is accepted and supported will find 

themselves prepared to create better health care work 
environments. These workplaces will benefit from 
the graduates’ comprehensive exposure to multiple 
generations and diverse backgrounds as they work 
with peers, health care team members, and patients 
(NLN, 2016a). The following sections briefly sum-
marize the generational characteristics of learners 
in today’s classrooms and include implications for 
educators.

Students in nursing classrooms represent a vari-
ety of generations, each with unique perspectives and 
learning needs. A commitment by faculty to create 
positive and collaborative educational cultures that 
value inclusivity and diversity will facilitate the cre-
ation of a learning environment to support the aca-
demic success for all students (NLN, 2016a).

Generation X

Generation X represents a cohort of 50 million people 
born between 1965 and 1979 (U.S. Census Bureau, 
2015). Generation Xers are more diverse in race and 
ethnicity than previous generations, but not as di-
verse as the generation that immediately follows them, 
Millennials. Although Generation Xers are children of 
Baby Boomers (born 1945 to 1964), their work ethic 
and loyalties differ from those of their parents. Their 
characteristics can best be defined by the historical, 
political, and social influences of the era. As a result, 
they were often children of divorced parents or work-
ing parents and were commonly referred to as latch-
key kids. Generation Xers learned how to manage time 
commitments; to be self-directed, flexible, technologi-
cally adept, and individualistic; and to value a work/
life balance (The Balance, 2017; Bell, 2013).

To better meet the learning challenges of a diverse 
student body that includes varying ethnicities and gen-
erational differences, nurse educators are required to 
reinforce their knowledge of learning style preferences 
and to engage in a variety of teaching methodolo-
gies and strategies to enhance student success (Hart, 
2017). Common solutions to bridge generational dif-
ferences, including those of Generation Xers, were 
developed through a comprehensive literature review 
by Hart (2017), who explored learner and educator 
characteristics to describe a learning/teaching strat-
egy, which is focused on assessing and appreciating 
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learner characteristics, committing to relationships 
and collaboration, and teaching with interactive strat-
egies. Assessment of Generation Xers brings to light 
the groups’ tendencies to be independent and self-
sufficient, and recognizes their preference for read-
ing of assignments and guided lectures with limited 
use of technology to broaden knowledge acquisition. 
The C for Generation Xers connotes student/faculty 
relationships where rules are important, and the T or 
interactive teaching techniques are limited to the stu-
dent’s expectation of academic success because of in-
dividualized efforts in studies and testing, supported 
by the long-held teaching practices of Baby Boomer–
aged faculty (Hart, 2017).

Millennials or Generation Y

Millennials, or Generation Y, number 83 million and 
were born between the years of 1980 and 1995 (U.S. 
Census Bureau, 2015). Millennials are generally de-
scribed as optimistic, team-oriented, high-achieving 
rule followers. They are the first-generation cohort 
that seized on Facebook as a form of social media, 
and their first technological gadget was the iPod 
(Williams, 2015). Millennials characteristically have 
good relationships with their parents and families 
and share their interests in music and travel. Parents 
of Millennials involved their children in academic and 
sports activities at a young age to prepare them for suc-
cess. Millennials are accustomed to living highly struc-
tured lives, as planned by their parents, with very little 
free time as children. Because of these experiences, 
they are collaborative in nature and have learned how 
to work with others and to be a member of a team 
(Auerbach, Buerhaus, & Staiger, 2017). It is important 
to note that today, Millennials make up the largest liv-
ing population in the United States (Fry, 2016).

Implications for nurse educators in teaching this 
generation include providing immediate feedback and 
structure in the classroom, and providing opportuni-
ties for service and giving back to their communities. 
Millennial learners are technologically savvy and com-
fortable with multitasking, and they value doing rather 
than knowing (Urick, 2017). Toothaker and Taliaferro 
(2017) noted that the learning needs of Millennials can 
be best met by nurse educators who develop teaching 
strategies that students find engaging and meaningful 

enough to sustain their participation and engagement 
in the learning process. They recommended that fac-
ulty use teaching–learning strategies that allow for ac-
tive and varied learning activities.

Generation Z

The cohort of individuals born after the Millennial gen-
eration is Generation Z, or Net/Internet Generation, 
(iGeneration) which represents those born from the 
middle to late 1990s to the present day. Most nota-
bly, while Generation Y (Millennials) grew up during 
times of relative peace in the 1990s, Generation Z ex-
perienced firsthand the September 11, 2001, attacks 
on America, and the two downward economic events 
of 2000 and 2008 (Williams, 2015). Due to its sheer 
size of approximately 60 million persons (U.S. Census 
Bureau, 2014), the Generation Z cohort is considered 
to be a marketing target, albeit a difficult one because 
of fast-changing foci in economic, international, and 
social network arenas (Williams, 2015). These individ-
uals are reported to absorb information almost instan-
taneously and lose interest just as quickly. Social media 
preferences for interaction using handheld cellular 
devices/phones (i.e., Facebook, Instagram, Tumblr, 
Twitter, YouTube, Snapchat, etc.) continue to evolve 
(Williams, 2015).

The Generation Z cohort represents yet another 
group of distinctly technologically focused students 
with contexts for learning differently from how their 
educators were taught (McCrindle & Wolfinger, 
2014; Raphelson, 2014). Forward-thinking nurse ed-
ucators are actively developing active teaching strate-
gies that nursing students, regardless of generational 
identification, find engaging and meaningful (Shatto 
& Erwin, 2016; Shatto, 2017). The PowerPoint pre-
sentations and lectures that sufficed to replace 
worksheets and overhead presentations are now con-
sidered archaic. The ability to find commonalities 
among the generational groups can provide stimulat-
ing and exciting opportunities for faculty to enhance 
classroom and online learning solutions through the 
use and application of technology. Today’s students 
are avid technology users, and modern and emerg-
ing technological educational tools can be leveraged 
to promote learning and bridge generational differ-
ences (Shatto, 2017).
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Implications of Generational Demographics for 
Nurse Educators

The implications of learners’ generational demograph-
ics for educators and the teaching–learning process are 
significant. In addition to the assessment of student 
characteristics and their collaborative abilities, teach-
ing strategies that successfully engage Generation X, 
(iGeneration) Y (Millennial), and Generation Z (iGen-
eration) learners need to be interactive, group focused, 
experiential, and fair and objective (Shatto & Erwin, 
2016; Shatto, 2017).

Faculty can benefit from the diverse generations of 
students in their classes and draw on the diverse per-
spectives represented among learners to foster engage-
ment in the learning process. Faculty must be attuned 
to the increasingly diverse student body and aware of 
the changing student demographics in their programs, 
the adequacy of student support services for these 
learners, and the flexibility of their curricula to sup-
port achievement of student learning outcomes (Hart, 
2017; Shatto & Erwin 2016; Shatto, 2017; Toothaker 
& Taliaferro, 2017). Students with multiple role re-
sponsibilities may require support resources such as 
tutoring, remediation, day care, and the opportunity 
for part-time study, including resources for entirely 
different learning strategies. Incorporating a variety 
of teaching–learning strategies, including interactive 
and web-based media, will appeal to multigenerational 
students who are mobile tech-savvy and self-directed 
learners (Shatto & Erwin, 2016). No matter their gen-
eration, fundamentally students learn best when the 
classroom environment is friendly, where everyone is 
treated equally and fairly, and the faculty member is 
sincerely concerned for each student’s success (Myers 
et al., 2016).

Racial and Ethnic Diversity
There continues to be a lack of ethnic and racial di-
versity in the nursing profession as reported by the 
National Council State Boards of Nursing. Even with 
concerted efforts to increase the diversity of the US 
nursing workforce, it still remains predominately 
White/Caucasian in composition at 80.5%, represent-
ing a slight decrease from 83% in 2013 (NCSBN, 2013, 
2016). Interestingly, only 5.5% of the nursing work-
force reported themselves as African American; 3.6%, 
Hispanic/Latino; and 6.6%, Asian, whereas the re-

ported percentages in 2013 were 9.9%, 4.8%, and 8.2%, 
respectively. A 2.1% “mixed” ethnic identifier was 
added to the NCSBN 2015 survey, reported in 2016, 
which had not been a line item in previous survey data. 
The NCSBN survey report (2016) does not account for 
the reported lower percentages in ethnic minorities 
compared with the 2013 survey data respondents.

Enrollment data show that despite an emphasis 
on recruitment of ethnically diverse students, minor-
ity students enrolled in schools of nursing continue 
to be underrepresented. The NLN (2016b) reported 
that of all nursing students enrolled in prelicensure 
nursing programs, 10.9% identified themselves as 
African American; 8.1% identified as Hispanic; 6.8% 
identified as Asian; and 0.7% identified as American 
Indian, meaning that approximately 27% of the stu-
dents in prelicensure programs represented racial 
and ethnic diversity. The nursing profession is chal-
lenged to recruit and retain students representing 
racial and ethnic diversity. Chapter  17 provides an 
in-depth discussion on creating an inclusive learning 
environment and supporting the learning needs of 
diverse students.

Men in Nursing
According to the Biennial Survey of Schools (NLN, 
2016b), men compose 29% of students in BSN or RN 
to BSN programs (15% in BSN and 14% in RN to BSN 
respectively), 13% of master’s students, and 13% of 
students in doctoral programs. Although the profes-
sion promotes nursing as a career choice for men, the 
average percentage of men enrolled across all types of 
nursing programs did not vary from 2014 to 2016, re-
maining at 13% (NLN, 2014, 2016b).

There remains an imbalance in gender enrollment 
in nursing programs and evidence of male students 
not completing their respective educational programs. 
Various studies indicate that barriers exist in nurs-
ing programs that lead male students to feel margin-
alized and, in some cases, to abandon their career 
choice before graduation (Banister, Bowen-Brady, & 
Winfrey, 2014; Budden et al., 2013; Hodges et al., 2017; 
MacWilliams, Schmidt, & Bleich, 2013; Nichols, 2013).

It is important to note that there are no gender 
differences regarding a nurse’s choice to dedicate 
their career to the “essence of caring” (Juliff, Russell, 
& Bulsara, 2017). However, male nursing students 



	 2    STRATEGIES TO SUPPORT DIVERSE LEARNING NEEDS OF STUDENTS	 21

report their own perceptions regarding experiences in 
nursing programs. Some of these perceptions indicate 
that the use of sexist language in the classroom and 
textbooks creates a less inviting classroom for male 
students, including the determination that curricula 
in nursing programs are designed for female learn-
ers (Hodges et  al., 2017; MacWilliams et  al., 2013; 
Rajacich et al., 2013), especially in relation to testing, 
classroom lecture and discussion, and course struc-
ture. A lack of male role models can create self-doubt 
and social isolation in male students, potentially con-
tributing to increased dropout rates. Common mis-
conceptions of men who choose to enroll in and plan 
for a career in nursing include inaccurate portray-
als of gay lifestyles, gender unsuitability for nursing 
practice and general patient care, improper labeling 
of men as less compassionate or caring, and other 
untrue opinions (Stanley et al., 2016). Raising aware-
ness and the development of deliberate strategies for 
inclusive environments provides the opportunity to 
create positive and supportive dynamics for all stu-
dents in professional nursing programs (Brody et al., 
2017).

The use of sexist language, lack of role models, and 
biased curricula present barriers to the successful re-
cruitment and retention of male students in schools of 
nursing and, consequently, the profession. Challenges 
to public perceptions regarding men in nursing, dedi-
cated initiatives to increase the number of men in all 
levels of nursing academia, promotion of scholarly 
articles on gender diversity enrichment in nursing, 
and mentorship promotion in schools of nursing and 
workplaces are but a few of the efforts recommended 
to dispel barriers—perceived or real—to men entering 
the nursing profession. A gender-neutral approach 
to the image of the nurse both within and outside 
the professional environment is encouraged (Juliff, 
Russell, & Bulsara, 2016). Avoiding sexist language 
in textbooks, tests, and lectures is essential. Male stu-
dents can benefit from peer support groups and ex-
posure to male nurse role models. Given the paucity 
of current references, newer research in the study of 
men in nursing is needed to highlight the issues and 
continued struggles of male nursing students. Nursing 
faculty should be compelled to recognize barriers per-
ceived by men in schools of nursing and seek to rectify 
them (Stanley et al., 2016).

Nursing Students Identifying as Lesbian, 
Gay, Bisexual, and Transgender
It is important for the nursing profession to recog-
nize and address the diverse backgrounds of all nurs-
ing students, including individuals who are part of 
the lesbian, gay, bisexual, and transgender (LGBT) 
communities. The provision and application of ho-
listic nursing education lends itself to the integration 
of teaching–learning principles regarding the social, 
psychological, physical, and spiritual needs of all indi-
viduals. It is inherent for faculty, nursing leaders, and 
professional nurses to discourage the discrimination of 
those of sexually diverse orientations. Modifying the 
behaviors and attitudes of educators based on accurate 
and relevant information regarding the needs of LGBT 
students can serve to role model equality in health care 
education and services. Nursing curricula can be re-
vised to include content about diverse sexual orienta-
tions to increase awareness among nursing students 
and support acceptance among student peer groups 
and equality care for patients (Unlu, Beduk, & Duyan, 
2016).

Veterans Entering Nursing
Veterans and the schools that enroll them are faced 
with potential issues that confront men and women 
who have served in the military. Veterans who want 
to apply their military occupational specialty, known 
as an MOS, after completing their military service, 
have faced difficulties in transferring prior knowledge 
and skills to a professional nursing career. In recent 
years, the federal government initiated efforts through 
the joined forces of the Veterans Administration, 
the Health Resources and Services Administration 
(HRSA), and schools of nursing to help make the 
transition from military service to nursing a smooth 
and rewarding process. The Helping Veterans Become 
Nurses Initiative was begun as the result of a part-
nership between HRSA and several branches of the 
military (Army, Navy, Air Force) to align curriculum 
requirements in nursing programs with corpsmen and 
medics’ enlisted medical training to receive academic 
credit for military service in health care–related fields 
(AACN, 2014b).

More recently, with increased numbers of Iraq and 
Afghanistan war veterans being admitted into higher 
education institutions and programs, a focus on and 
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awareness of the special needs and services for student 
veterans are being identified (D’Aoust, Rossiter, Itle, & 
Clochesy, 2016). With improved benefits to the GI Bill, 
more than 2 million service members and their families 
are eligible for benefits under the Post-9/11 Veterans 
Educational Assistance Act of 2008 (U.S. Veterans 
Administration, 2017). Regardless of improved benefits 
and programs focused to ease transitions, many veter-
ans face difficult service-to-civilian life situations that 
range from mental and physical injuries to family and 
community readjustment issues (D’Aoust et  al, 2016; 
Dyar, 2016). Prior traumatic mental and physical experi-
ences require veterans to recreate themselves in a civil-
ian world that has little insight into the challenges they 
may face entering college, making personal connections 
to academic rigor and study requirements, or accessing 
resources to assist the former veterans to successfully 
complete their nursing program and transition into a 
professional career.

Faculty can best help veteran-students through 
availability and mentorship, willingness to listen, help-
fulness in navigating an unfamiliar academic system, 
and guiding them to assistive liaisons and others po-
sitioned to provide the additional assistance to success 
(Bowman, 2014; HRSA, 2013b). Examples exist that 
portray collaborations between colleges of nursing and 
their faculty with clinical agencies that have created 
transitional pathways to nursing education for former 
corpsmen and military medics’ medical occupation 
specialties (D’Aoust et al., 2016).

First Generation College Students
Many students experience the stressors of being a col-
lege freshman during their first year in postsecondary 
academic studies. Traditional students who enter col-
lege directly from high school discover an environ-
ment vastly different from the one they experienced 
over the preceding 4  years. In college, they need to 
create their own futures through self-directed aca-
demic activities amid a new social milieu. Some are 
easily overwhelmed by the campus size, the difficulty 
in reading class schedules and locating classes, pur-
chasing books, arranging financial aid, understanding 
complex syllabi, balancing assignment calendars, and 
locating campus resources (NCES, 2017).

During their first year in college, students need to 
fine-tune study habits, develop time-management and 

test-taking skills, and generally adjust to the workload 
of college studies. All these challenges and more make 
the attainment of higher education outcomes difficult 
for young adults but are especially so for students who 
are the first in their family to seek a college degree 
(NCES, 2017). However, the most significant transfor-
mation for students is their change in learning, moving 
from dualism where students merely absorb informa-
tion from faculty to relativism where thinking needs 
to be transformed by evidence and reasoning (see 
Chapter 14 for a discussion of learning theories).

Imagine the same challenges as experienced by stu-
dents who are the first in their family to attend college, 
may be older than the majority of fellow classmates, 
face financial challenges, work part-time or full-time, 
or perceive social class differences while attending a 
postsecondary institution (Bui & Rush, 2016; NCES, 
2017; Rubin & Wright, 2015; Yee, 2016). They may 
have no family member or role model to mentor or 
counsel them through these different and difficult 
scenarios, as they do not have family members who 
developed the self-confidence to navigate the college 
experience to relay that same confidence to them. 
Postsecondary nursing programs and faculty can best 
assist first-generation and other at-risk students by de-
veloping student-centered environments that not only 
identify these students but dedicate resources and per-
sonnel to assist them to successful program comple-
tion (Bui & Rush, 2016; NCES, 2017; Rubin & Wright, 
2015; Yee, 2016).

BARRIERS THAT AFFECT  
THE SUCCESS OF DIVERSE STUDENTS

Students with diverse backgrounds can face a num-
ber of barriers that hamper their ability to succeed 
in college. Cultural differences between and within 
student and faculty groups, the previously discussed 
gender and generational differences, and inexperience 
with a rigorous academic environment are thought to 
contribute to the difficulties experienced by a diverse 
student body (Bui & Rush, 2016; Petty, 2014; Rubin & 
Wright, 2015; Yee, 2016). The most common barriers 
to student success are the lack of financial resources, 
academic preparedness, social class differences, lan-
guage skills, and lack of role models among ethnically 
diverse faculty.
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Lack of Financial Resources
Financial problems are a major stressor for students. 
Rising tuition costs and other fees, coupled with a re-
duction in government support for higher education, 
affect all students. Financial concerns may be particu-
larly difficult for minority students who are sometimes 
the first in their family to seek higher education. They 
often come from low-income households, and there-
fore their families may lack the necessary financial 
resources to support their education. Financial aid in 
the form of loans or scholarships is becoming more 
competitive, and less money is available (NCES, 2017). 
Therefore it is all the more important for nurse edu-
cation programs to provide the infrastructure in the 
form of caring and responsive financial aid advisors 
who are knowledgeable about eligibility criteria and 
can assist students to navigate the often daunting and 
complicated financial aid processes (NCES, 2017).

Lack of Rigorous Academic Preparation
Insufficient academic preparation and lack of support 
can also prevent students from completing their pro-
gram of study. Parental involvement and preparation 
of students before their college years has been deter-
mined by longitudinal studies to be statistically signifi-
cant in the prediction of success for first-generation 
students, especially where the parents’ constant and 
stable resource of encouragement in the home envi-
ronment provided the impetus for future success (Bui 
& Rush, 2016). Many Latino youth attend elementary 
and secondary schools with few academic and physical 
resources and are thus not prepared for the academic 
challenges of a nursing program (Donnell, 2015; 
Torregosa, Ynalvez, Schiffman, & Morin, 2015). Many 
colleges offer special enrichment programs to help 
students achieve basic academic skills and adjust to 
the college learning environment. Through academic 
advisement, skills assessment, and assistance with 
developing study skills, instructors can help students 
achieve a better academic record.

Social Class Differences and Academic 
Success
For many students, social integration precedes aca-
demic success through the information and emotional 
support that is derived through friendships with class-
mates. The presence of social networks can facilitate 

student transition into college life and promote per-
sistence in scholastic studies (Rubin & Wright, 2015; 
Yee, 2016). The study of social class differences in col-
lege friendships has been considered to be important 
because it can help explain differences in academic 
experiences and related program success. A sense of 
belonging for students can facilitate their adjustment 
to the academic environment and lead to overall per-
formance success (Rubin & Wright, 2015).

Further indications of social class disparities af-
fecting the achievement of learning outcomes were 
described by Yee (2016) whereby the independent 
strategies employed by first-generation students were 
less successful than the broader interactive range of 
strategies used by middle-class students. Yee’s study 
(2016) theorized that culture in the form of social class 
shapes the academic struggles of undergraduate stu-
dents to achieve success and, by consequence, leads to 
unequal outcomes. Yee (2016) wrote that middle-class 
students differentiate themselves through the use of 
a broader repertoire of academic engagement strate-
gies that are evident to postsecondary faculty, which 
makes first-generation students less advantaged in the 
context of a college environment. Therefore it is not 
sufficient to assume that all students understand the 
importance of reaching out to faculty and the pro-
cesses to use to increase understanding of course ma-
terials and assignments. It is suggested that faculty and 
academic support staff “recognize engaged students as 
not only students who seek out help, but also students 
who work on their own to succeed. They must affirm 
the value of independence and equip students with 
knowledge and skills for learning how to learn” (Yee, 
2016, p. 854).

Lack of Language Skills
For many students, English is an additional language 
(EAL), and they may speak one language at home and 
English at school. Most studies of EAL have examined 
Hispanic, Asian, and American Indian students but ig-
nored other significant immigrant populations. Several 
studies have found that EAL students experience sev-
eral barriers, such as lack of self-confidence, reading/
writing and learning difficulties, isolation, prejudice, 
perceived inferiority, and stereotyping (Starkey, 2015). 
Lack of English language skills is often considered to 
be the primary determinant in the success of ethnically 
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diverse students who succumb to learning challenges 
during nursing program studies (Mikkonen, Elo, 
Kuivila, Tuomikoski, & Kaariainen, 2016; Mooring, 
2016; Zheng, Everett, Glew, & Salamonson, 2014). 
However, compassionate understanding and affirma-
tive support from faculty can be keys to building the 
self-confidence and academic performance of ethni-
cally diverse students who speak English as an addi-
tional language. (Sedgwick, Oosterbroek, & Ponomar, 
2014; Torregosa, Ynalvez, & Morin, 2016).

Lack of Faculty Diversity
There is a need to recruit more faculty from diverse ra-
cial, ethnic, and gender minorities. According to data 
from (AACN 2014b) member schools, only 12.3% of 
full-time nursing faculty members come from minor-
ity backgrounds. A lack of racial, ethnic, and gender 
diversity among faculty represented in nursing is a 
reflection of the failure to recruit and retain the same 
diversity in the undergraduate and graduate student 
population. Furthermore, the lack of ethnically diverse 
faculty can perpetuate a culture of insensitivity to the 
needs of those ethnically diverse students. Faculty 
need to embrace the cultural differences of their stu-
dents and use available resources to foster a successful 
learning environment. Collaboration with ethnic stu-
dent associations on campus can assist faculty to pro-
mote learning among their culturally diverse student 
population. Furthermore, faculty can work to promote 
student success by offering access to role models, peer 
support and encouragement, tutoring opportunities, 
and communication strategies (Condon et  al., 2013; 
Donnell, 2015; Torregosa et al., 2015).

STRATEGIES TO INCREASE THE 
SUCCESS OF DIVERSE STUDENTS

Many nursing programs have created academic suc-
cess initiatives that include strategies specific to course 
learning and learner motivation, coupled with reten-
tion and progression strategies. Although recent re-
ports (AACN, 2017; IOM, 2011; NLN 2016a) cite the 
need for increasing diversity in the nursing workforce, 
nursing leaders and nurse educators need to continue 
to enhance programs and strategies that promote 
the success of diverse students. For example, under-
represented students from diverse backgrounds and 

varying levels of secondary school preparation gen-
erally experience continuing disadvantages in post-
secondary nursing education environments (Ferrell 
& DeCrane, 2016; Ferrell, DeCrane, Edwards, Foli, & 
Tennant, 2016). Students with diverse learning needs 
have identified specific barriers encountered during 
nursing education experiences. These barriers include 
discrimination from faculty, peers, nursing staff, and 
patients; isolationism; and bias in faculty grading 
practices (Graham, Phillips, Newman, & Atz, 2016). 
Efforts to encourage and increase diversity in student 
nursing program enrollment cannot meet expected 
levels of achievement for retention and comple-
tion goals unless academic leaders and faculty work 
to create policies, environments, and practices that 
support equal opportunities for all students. Quality 
programs should consider and understand how di-
verse students experience nursing education so that 
these programs can identify strategies to overcome 
discriminatory practices and assessment inequalities 
(Graham et al., 2016; Smith, 2014).

Many nursing programs actively recruit a diverse, 
cross-cultural representation of students to provide 
opportunities for those called to nursing. In so do-
ing, the programs also provide services, such as tutor-
ing, mentoring, and campus life programs, including 
mixed group organizations that combine generations 
and/or ethnic clusters, to assist enrolled students 
through academic coursework and challenging cam-
pus environments. Good intentions, however, may 
not be effective when these services are not accessed 
by the students for which the assistance is intended. 
Multiple demands on the students’ time because of 
work schedules and family responsibilities create pri-
oritization issues for many minority students (Ferrell 
et  al., 2016). Regardless, the three primary support 
areas that are most needed to enhance students’ suc-
cess are aligned with academic, social, and financial 
interventions. Clear communication of expectations, 
timely feedback, tutoring, planned and regular review 
sessions, more time for assignments, medical termi-
nology and English preparatory courses, networking 
opportunities, academic advising, technical support, 
and financial aid information and budgeting sessions 
all fall under the umbrella of institutional commitment 
to the individual student (Bond, Cason, & Baxley, 
2015; Ferrell & DeCrane, 2016).
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In addition to the important institutional commit-
ment to supporting diverse and high-risk students, it 
is equally significant for nursing faculty to acknowl-
edge students’ perceptions of the need for emotional 
and moral support. Faculty perception of students’ 
needs, can be markedly different from how students 
perceive their needs. (Bond et al., 2015; Talley, Talley, 
& Collins-McNeil, 2016). For example, if faculty per-
ceive that welcoming environments are provided and 
open-door practices are offered but the services are 
not viewed as positively by students, an incongruity of 
perceptions exist (Bond et  al., 2015). Clearly, faculty 
support and the strategies created to support student 
learning are key to the retention and success of stu-
dents. Efforts to enroll diverse, at-risk students must 
be actively supported with comprehensive educational 
practices along with sincere efforts to establish and 
promote meaningful and ongoing teaching–learning 
relationships that enhance outcomes.

Admission Processes
Although the recruitment and retention of a diverse 
student population in the nursing profession is an 
important issue, and many nursing programs direct 
considerable efforts and resources to recruit and ad-
mit diverse student bodies, equal, if not increased 
efforts must be dedicated to assist these students to 
achieve academic success (Coddington  & Karsten, 
2014; Metcalfe & Neubrander, 2016). It is important 
to acknowledge that many nursing programs rely on 
standardized tests and grade point averages (GPAs) 
as criteria for admission. These types of recruitment 
strategies do not take into account the educational 
experience of many minority students and constitute 
incomplete efforts to strategize for success for diverse 
students. It is painfully obvious to potential applicants 
who are socially or economically disadvantaged—par-
ticularly when a limited number of admission slots are 
available—that they may be excluded when admis-
sions are determined by GPA alone. Such selection 
processes can lead to admission outcomes where only 
a few of diversity students are admitted, and many of 
those tend to be identified as “high-risk” (Coddington 
& Karsten, 2014).

The AACN (2017) stated that the traditional pool 
of nursing student applicants must be expanded to 
improve the quality of education, address persistent 

health care inequities, and enhance the potential for 
nursing students to become future leaders. It is rec-
ommended that nursing programs reduce their sole 
reliance on quantitative data for determining student 
admissions. Other prospective qualitative criteria to 
consider include leadership skills, the ability to over-
come difficulties, life experiences, and how an ap-
plicant can add intrinsic value within the receiving 
institution (AACN, 2017). The support of holistic ad-
mission reviews for applicants is gaining support by 
both mainstream academic organizations and smaller 
colleges. For example, the American Association of 
Medical Colleges (AAMC, 2018) employs an inte-
grated holistic admission process incorporating a bal-
ance of experiences, attributes, and academic metrics 
(EAM) in the selection process of candidates.

The adoption of holistic review processes by higher 
education institutions has led to positive outcomes re-
lated to increased diverse enrollments and improved 
graduation rates. For example, Miami University 
(Oxford, Ohio) has evidence that applications from 
students of color increased 116% between 2009 and 
2016, with a 95% overall growth in minority enroll-
ment since the inclusion of a holistic review process 
in admissions (Jackson, 2016). Similarly, before im-
plementation of holistic admission reviews in 2005, 
Georgia Tech’s 6-year graduation rate for Hispanic stu-
dents was 79.1% but increased to more than 85% with 
students admitted in 2009 based on holistic review 
(Jackson, 2016). Holistic reviews are tools to consider 
as first steps to add to other success initiatives, such as 
first-year experience programs, academic early warn-
ing interventions, and an array of other comprehensive 
academic success enterprises.

Role Models and Mentors
One means by which to support diverse students and 
increase retention is to identify role models and men-
tors who can help students be academically successful 
and envision a professional nursing career for them-
selves. Practicing minority nurses can be encouraged 
to function as role models and mentors. Many nursing 
students plan to practice in a hospital or community 
setting after graduation, and matching them with a 
practicing nurse is a way to instill confidence in them 
that they can be successful. Nursing school faculty can 
work with their school’s alumni association and with 



26	 UNIT I  FACULTY AND STUDENTS

diverse nursing groups to provide role models for 
students.

In addition to practice role models, faculty commit-
ment is crucial to the success of all students, and those 
students who must also overcome barriers can benefit 
from positive student–faculty relationships with faculty 
who are not responsible for assigning a grade to them. 
As mentioned by students, mentoring by faculty is the 
single most important strategy that successfully aids in 
retention (Lin, Chew, Toh, & Krishna, 2018; Moked & 
Drach-Zahavy, 2016). Other highly effective student–
faculty centered strategies include faculty availability, 
faculty tutoring, and timely feedback on clinical per-
formance and test performance (Lin et al., 2018).

Faculty can also assist in the recruitment and reten-
tion of minority students by modeling a commitment 
to developing cultural competence among the faculty 
(Lin et al., 2018). Assessment of faculty cultural com-
petence is an important step in gaining commitment 
and support of the value of working with racially and 
ethnically diverse students and colleagues. Cultural 
competence is an important concept to consider in 
role modeling and mentoring.

Faculty can also advocate for policies and proce-
dures and support services that assist students and 
support an institutional faculty “mix” that is diverse. 
Faculty members need to remember that many stu-
dents feel isolated in their educational experience, 
and therefore faculty may need to be more assertive 
in establishing and maintaining open lines of commu-
nication with minority students. Assisting students in 
accessing campus support services will help students 
feel more connected to the institution.

Academic Support Programs
Commitment to developing special support programs 
and encouraging active participation can increase the 
likelihood of academic success for diverse learners. 
The more faculty collaborate and share best practices 
and lessons learned about teaching and learning with 
diverse student populations, the more likely faculty 
can focus on the retention and graduation of students 
who will successfully transition to active nursing 
practice (Freeman & All, 2017; Gubrud, Spencer, & 
Wagner, 2017; Levey, 2016).

The implications for the development of success 
strategies and programs are implicit in the obligation 

nursing programs have for supporting the success of 
their enrolled students. In fact, it has been suggested 
that nursing programs should be required to per-
form and report on self-reflective processes related 
to diversity initiatives as may be required in nursing 
accreditation standards (Relf, 2016). Even with fierce 
competition for limited classroom and clinical space 
and limitations imposed by the lack of faculty, aca-
demic support programs are inherently required to en-
sure the success of all students.

Freeman and All (2017) provide a comprehensive 
review of research focused on support programs for 
at-risk students. Their review of literature provides a 
wealth of information on the formatting and efficien-
cies of various academic support programs. The exam-
ples are rich with materials for replication on academic 
coaching, one-on-one and group tutoring, mentoring 
and role modeling, review sessions by content experts, 
study skills, test-taking strategies, time management, 
psychosocial support, remediation interventions at 
key curriculum milestones, mandatory attendance 
policies, and structured learning assistance activities 
(Freeman & All, 2017).

Additional support strategies for faculty to consider 
are offere by Freeman & All (2017) and Custer(2016). 
These include early curriculum development of criti-
cal thinking skills, inclusion of an academic support 
bridge course between lower and upper division 
coursework, development of nondiscriminatory poli-
cies for the identification and coaching of at-risk stu-
dents, inclusion of academic success components in 
every course, review and adoption of supplemental 
materials such as tutorials and review modules, gar-
nering student input through evaluations and direct 
conversations, and mandatory participation require-
ments with the hypothesis that because students do 
not always make the best choices, educators are bet-
ter suited to identify and direct remediation assistance 
(Custer, 2016; Freeman & All, 2017).

Nursing Language Comprehension Studies
Support for improved English language proficiency can 
be provided in the form of language evaluation, academic 
networking, faculty interventions, and social activities to 
enhance students’ success in nursing school (Donnell, 
2015; Torregosa et  al., 2015). Perceptions regarding 
the link between reading comprehension and nursing 
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student success are gaining greater scrutiny and foot-
hold in the evaluation of the specialized language used in 
nursing textbooks and applied in clinical practice.

Disciplinary literacy (DL) is the term that describes 
and recognizes the specialized language of nursing 
coursework, where early interventions are being em-
ployed to develop faculty understanding of disciplinary 
literacy principles. Such principles include developing 
teaching-learning adaptations to improve student lan-
guage comprehension, employing co-teaching models 
for nursing and science faculty to integrate disciplin-
ary literacy principles in their course reading assign-
ments, and using academic coaches to support student 
comprehension of reading materials and test-taking 
skills. (Elleman & Compton, 2017; Price & Fulmer, 
2017). Improvement of language skills for nursing 
students needs to venture beyond the traditional and 
fundamental applications of reading comprehension 
to the evaluation of general education research, such 
as disciplinary literacy, which has more specific appli-
cations to the science of nursing education (Elleman & 
Compton, 2017; Price & Fulmer, 2017).

Meeting the Challenge of Inclusivity in 
Nursing Education
Although faculty may believe that their classrooms 
embrace cultural and societal neutrality, given all the 
discussion and research devoted to the needs of diverse 
learners, nurse educators need to embark on an honest 
assessment of institutional support for inclusive teach-
ing and individual classroom strategies that engage in 
inclusive teaching, including a personal assessment of 
their cultural competencies (Gibbs & Culleiton, 2016). 
It is one thing to give lip service to an understanding 
of students’ social identities and to acknowledge the 
important role that nursing programs and faculty have 
in the recruitment, retention, and success of diverse 
and at-risk students. It is quite another to be proac-
tive and incorporate diversity into classrooms and cur-
ricula along with sincere and personal interactions of 
encouragement (Haqq-Stevens et al., 2017). Inclusive 
classrooms are ones in which students and educators 
work together to create and sustain an environment 
where students feel safe to express views, course con-
tent can be viewed from multiple perspectives, opin-
ions can be expressed to the greater understanding of 
all concerned, and all lived experiences (student and 

faculty) can be shared and valued with equanimity 
(Gibbs & Culleiton, 2016).

First and foremost, nursing educators need to recog-
nize their own tendencies to stereotype students or to 
hold biases. This step is of primary importance to cre-
ate an inclusive environment for student and faculty 
interactions. Only after this initial self-examination can 
faculty (and institutions) proceed to consider multiple 
other factors for the establishment of inclusive classroom 
strategies, including an understanding as to what degree 
class interactions are affected by course content; prior 
assumptions and awareness of potential cultural issues 
in classroom settings; plans for class sessions, including 
student learning groups; knowledge of diverse student 
backgrounds; and evolving issues, comments, and inter-
actions during class processes (Gibbs & Culleiton, 2016; 
Saunders). Chapter  17 provides further discussion on 
multicultural education and inclusivity in the classroom.

INFLUENCE OF STUDENTS’ 
INDIVIDUAL CHARACTERISTICS ON 
ACADEMIC SUCCESS

An important question to be answered is what indi-
vidual student characteristics are most likely to have 
an impact on student progress toward achieving aca-
demic goals. College success is important to students 
because it demonstrates that they are achieving their 
long-term personal and career goals. A number of out-
comes are associated with measuring academic suc-
cess, including GPA, retention and degree completion, 
employment in fields associated with degree prepara-
tion, and attainment of life skills.

In the literature, the categories of academic achieve-
ment and circumstance variables have typically been 
identified as being related to student academic suc-
cess in college. The academic achievement variables 
include such data as high school GPA and scores 
from generalized aptitude tests like ACT and SAT. 
Circumstance variables include socioeconomic status, 
geographical location, ethnicity, and situational factors 
such as being a first-generation college student. The 
extent to which a student is engaged with or perceived 
to have a good fit with the institutional environment is 
considered a circumstantial variable. It is important to 
note that little can be done by the student to influence 
circumstantial variables.
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Personal variables have also been researched and 
found to be significantly linked to student outcomes. 
Personal variables influencing student success include 
motivation, self-confidence and self-efficacy, study 
habits, and problem solving (critical thinking and 
decision making). More recently the concepts of grit 
and self-regulated learning and the relationship with 
academic achievement have been studied with varying 
results (Wolters & Hussain, 2015).

Grit is defined as the tenacious pursuit of a domi-
nant superordinate goal in the face of setbacks over time 
and includes aspects of perseverance and consistency 
of interest (Credé, Tynan, & Harms, 2017; Duckworth 
& Gross, 2014). A study in urban high school students 
demonstrated that students who demonstrate more 
grit are more likely to graduate on time than those 
students who demonstrate less grit (Eskreis-Winkler, 
Duckworth, Shulman, & Beale, 2014). Grit appears 
to represent a personal characteristic that may be as-
sociated with a student’s tendency to be successful in 
certain academic contexts. Grit entails pursuing higher 
level goals over long stretches of time in the face of ad-
versity or setbacks. An eight-item questionnaire has 
been developed to measure grit (Akos & Kretchmar, 
2017).

Self-regulated learning is another related process 
through which students may take an active role in 
managing their motivation, engagement, and use of 
different cognitive learning strategies. Self-control is 
the capacity to regulate attention, emotion, and be-
havior in the presence of temptation. In contrast to 
grit, self-control is the resolution of conflict between 
two impulses to act; one corresponding to a goal that 
is of more immediate value and the other to a goal 
of more enduring value (Duckworth & Gross, 2014). 
Prospective longitudinal studies have indicated that 
higher levels of self-control earlier in life predict later 
academic achievement and attainment (Duckworth & 
Carlson, 2013; Mischel, 2014).

Positive psychology is an evidence-based approach 
that seeks to understand and develop human char-
acter strengths that allow people to cope better with 
adversity and in turn to flourish. Positive education is 
simply the application of positive psychology to all lev-
els of education and can be used to refocus universities 
on their traditional mission of character building and 
intellectual development (Duckworth & Gross, 2014).

Research in the past decade on self-control, grit, 
and other noncognitive attributes of success dem-
onstrates that these attributes outperform talent and 
opportunity—though inconsistently—across age and 
types of achievement. It is important to recognize that 
self-control, grit, and self- regulation strategies can be 
taught (goal setting, planning) and situational strate-
gies can make temptations less obvious, and over time 
these strategies can become habits (Duckworth & 
Seligman, 2017). These habits can then contribute to 
student engagement and success as learners.

UNDERSTANDING STUDENT 
LEARNING STYLE PREFERENCES

Learning styles have a variety of nomenclature in the 
literature. Terms such as “learning patterns,” “learning 
strategies,” and “learning dimensions” are used to label 
the modalities or differential preferences for process-
ing certain types of information and for processing 
information in particular ways (Willingham, Hughes, 
& Dobolyi, 2015). Although many educators hold a 
widespread belief that learning styles exist and that in-
dividuals learn better when they receive information 
tailored to their preferred learning style, little evidence 
supports this belief (Willingham et al., 2015). There is 
more agreement and support in the literature for a be-
lief that nursing students have varying interests, back-
grounds, and abilities, and that educators best serve 
learners by presenting information in the most appro-
priate manner to appeal to the interests, background, 
and abilities of nursing students (Aina-Popoola & 
Hendricks, 2014; Andreou, Papastavrou, & Merkouris, 
2013; Brannan, White, & Long, 2016; Shinnick & Woo, 
2014). Promotion of learning through the use of cogni-
tive development, experiential learning, and other ac-
tive teaching strategies is the primary responsibility of 
nurse educators. Further explanation of other learning 
theories can be found in Chapter 14 and are not de-
tailed here. The following paragraphs describe a selec-
tion of learning style models and their corresponding 
assessment instruments.

Assessment of Diverse Learning Style 
Preferences
Competency 2, Facilitate Learner Development and 
Socialization, of the (NLN’s 2012) Core Competencies 
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for Nurse Educators With Task Statements in the Scope 
of Practice for Nurse Educators states that educators 
must facilitate current student development and so-
cialization by identifying individual learning style 
preferences and the unique learning needs of students. 
Learning style preference is the characteristic method 
of processing certain types of information in certain 
ways (Willingham et al., 2015).

There is a suggested relationship between learn-
ing styles and critical thinking in certain settings and 
nursing populations (Andreou et al., 2013). However, 
because of a lack of evidence connecting outcomes 
to learning preferences, some researchers assert that 
there is no strong evidence that a teacher should tailor 
instruction to a particular learning style (Willingham 
et al., 2015). Instead, these researchers argue that fac-
ulty should put effort into matching instruction to the 
content they are teaching and the expected learning 
outcomes. Nurse educators are challenged to develop 
appropriate learning experiences to match content 
that will meet the complex needs of the current nurs-
ing student (Hallin, 2014; Shinnick & Woo, 2015). 
Learning strategies should be identified early in the 
undergraduate nursing curriculum with the intent to 
empower individual students to use their knowledge, 
experience, and abilities to achieve positive learning 
outcomes and achieve success on the licensure ex-
amination (Brannan et al., 2016; Lockie, Van Lanen, & 
McGannon, 2013; Lown & Hawkins, 2017).

Advocates of learning style models posit that stu-
dents learn in different ways, but there is a lack of evi-
dence to support the notion that students only learn in 
those preferred ways or that learning styles differ based 
on gender or ethnicity (Lockie et al., 2013; Willingham 
et al., 2015). Therefore the use of learning style inven-
tories should be tempered and regarded as one guide 
to better understand students’ learning needs.

In one study, researchers used the Kolb Learning Style 
Inventory to compare learning style differences in nurs-
ing students engaged in a virtual learning experience. In 
this sample, student learning was found to be influenced 
more by time spent on task than by learning style prefer-
ences (Fogg, Carlson-Sabelli, Carlson, & Giddens, 2013). 
Studies have supported that use of multimodal meth-
ods of learning may help students regardless of learning 
style (Brannan et al., 2016; Lockie et al., 2013; Oldland, 
Currey, Considine, & Allen, 2017).

Learning styles are influenced by factors such as 
culture, environment, age, and experience. They can 
change over time and vary according to the nature 
of learning taking place. An effective teacher will 
assist students to identify their learning style pref-
erences and then will design learning experiences 
that engage students appeal to various learning 
preferences.

Learning Style Frameworks and Models
There are more than 70 theoretical frameworks, tax-
onomies, and instruments to indicate learning styles 
in the literature (Boström & Hallin, 2013). Various 
models are categorized according to senses/acquiring 
information, such as Visual, Auditory, Read/write or 
Kinesthetic (VARK; Fleming & Baume, 2006); per-
sonality, such as Myers-Briggs Type Indicator (MBTI, 
2018); information processing and experience, such 
as Kolb’s Learning Style Inventory version 4.0 (LSI; 
Kolb & Kolb, 2013); or environmental characteristics, 
such as Productivity Environmental Preference Survey 
(PEPS; Dunn, Dunn, & Price, 2000). Some of the most 
commonly used assessments of learning style prefer-
ences in nursing literature are discussed further in the 
following paragraphs.

VARK

VARK is an acronym for visual, aural, read/write, and 
kinesthetic and was developed by Neil Fleming after 
observing more than 9000 classes in the New Zealand 
education system in the 1980s. The instrument is de-
signed to assess various ways that an individual pre-
fers to give and receive information while learning. 
Those with a strong Visual preference make best use 
of information in graphs, diagrams, charts and maps. 
Those with a strong Aural preference use listening and 
speaking strategies. Those with a strong preference for 
Reading/Writing value handouts and notes, and those 
with a strong Kinesthetic preference make best use of 
experience and practice. (Fleming, 2017). The 16-item 
instrument is available free online and takes minutes 
to complete (http://vark-learn.com/). Feedback on the 
student’s preferred styles of communication is provided 
along with strategies derived from the student’s pref-
erences (Fleming, 2017). Box  2.1 describes learning 
strategies that best correspond to the VARK learning 
preferences.
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Myers-Briggs Type Indicator

The Myers-Briggs Type Indicator (MBTI), in use since 
1962, is based on the theory of psychological types 
defined by C.J. Jung and defines 16 personality types 
via the use of four factors. The factors used by this 
model are extroversion (focus on people)–introversion 
(ideas); sensing (detail oriented)–intuition (imagina-
tion oriented); thinking (focus on logic)–feeling (base 
decisions on emotions/people); and judging (decision 
makers)–perceiving (keep options open) (http://www.
myersbriggs.org/my-mbti-personality-type/mbti-
basics; Anderson, 2016). The factors described by the 
MBTI indicate preferences for the ways individuals 
take in or perceive and interpret information. McPeek 
et al. (2013) purport that when a teacher has an un-
derstanding of personality type and the differences of 
their teaching styles and student learning-preference 
styles, communication and thereby learning through 
a variety of activities are improved. The 93-item in-
strument is available online for a fee, and results are 
provided directly to the individual (https://www.
myersbriggs.org/).

Kolb Model of Experiential Learning

The Kolb Model of Experiential Learning (Kolb, 1984) 
is an information-processing model that classifies stu-
dents in one of four learning style preferences based on 
how they perceive information and learn information. 
Kolb’s Learning Style Inventory version 4.0 (LSI) was 
revised in 2011 from four learning style types to nine 
style typologies that better define the unique patterns 
of individual learning styles and reduces confusion 
for those who are “borderline” types (Kolb & Kolb, 
2013). The nine new styles are initiating, experiencing, 

imagining, reflecting, analyzing, thinking, deciding, 
acting, and balancing. These styles are described as 
dynamic states that can flex to meet the demands of 
different learning situations. This version of the LSI 
includes a personal assessment of the degree to which 
a person changes their style in different learning con-
texts (Kolb & Kolb, 2013). The Kolb LSI 4.0 is one of 
the most commonly used LSIs in nursing education 
and in other disciplines; it is available in paper and 
online formats (https://store.kornferry.com/store/
lominger/home). Fig. 2.2 describes learning activities 
corresponding to various types of learning styles ac-
cording to Kolb’s LSI.

Dunn, Dunn, and Price Productivity Environmental 
Preference Survey

The Dunn, Dunn, and Price (1984, 1991, 2000) 
Productivity Environmental Preference Survey 
(PEPS) provides information about patterns through 

B O X   2 .1
LEARNING STRATEGIES CORRESPONDING WITH VARK

Visual Aural Read/Write Kinesthetic

Diagrams and graphs
Designs
Maps and Charts

Debates
Discussions
Stories
Guest speakers
Chats

Books and texts
Reading
Note taking
All formats (online or print)

Cases
Trial and error
Experiential exercises
Examples

Retrieved and adapted from http://vark-learn.com
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Fig. 2.2  ■  The Nine Learning Styles in the KLSI 4.0 and 4 
dialectic tensions. (Adapted from Kolb, A. & Kolb, D. [2013]. 
The Kolb learning style inventory, version 4.0: A comprehensive guide to 
the theory, psychometrics research on validity and educational applica-
tions. Experienced Based Learning Systems.)
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which learning occurs. The theory underpinning 
development of the PEPS is that students possess 
biologically based physical and environmental learn-
ing preferences that, along with well-established traits 
like emotional and sociological preferences, combine 
to form an individual learning style profile.

The PEPS was revised in 2000 to include 16 as-
sessment factors divided into four areas: immediate 
environment, emotionality, sociological needs, and 
physical needs (Torres, 2017). See Box 2.2 for a com-
plete list of the preferences assessed in the PEPS.

Implications of Learning Style Preferences
Currently, obtaining knowledge of the learner and his 
or her learning style preferences is a vastly underused 
but complex approach to improving teaching and 
learning strategies. To address this concern, faculty 
should be encouraged to assess student learning style 
preferences using one of the many instruments avail-
able to help graduate and undergraduate nursing stu-
dents develop an awareness of their preferred learning 
styles (Aina-Popoola & Hendrick, 2014; Brannan, 
White, & Long, 2016; Gonzales et al., 2016: Hampton, 
Pearce, & Moser, 2017). Using the results would also 
enhance the faculty’s ability to select and design learn-
ing activities that appeal to a broad range of student 
learner preferences.

Of further concern are issues in achieving aca-
demic success that continue to persist for diverse stu-
dents. For example, in programs with high numbers 
of adult students, there may be a larger number of 
students who leave the program because of family 

problems or job-related issues. There are lower grad-
uation rates among institutions serving high propor-
tions of minority, low-income, and first-generation 
college students. Current students are striving to 
reduce achievement gaps, and it is important that 
educators augment their efforts. Students are diverse 
in their experiences, cultural backgrounds, and tra-
ditional versus nontraditional and at-risk status. A 
one-size-fits-all educational accommodation is likely 
to cause stress and discomfort for many students 
who might otherwise perform well if their individual 
uniqueness were recognized and responded to in-
structionally (Li, Yu, Liu, Shieh, & Yang, 2014).

As a result of this diversity, it is unlikely that any 
single teaching style would be effective for all or most 
students in a class. Students may experience a dif-
ficult transition caused by the loss of individuality in 
large classes in which personal recognition is absent. 
Faculty must employ a variety of creative teaching ap-
proaches to engage the diversity of learners in larger 
classes, such as personal response systems (“clickers”) 
(Toothaker, 2018) and interactive assignments.

Faculty should assist individual students to identify 
their learning style preferences, help them improve 
study habits, and aid them in the selection of courses 
or work environments that are compatible with their 
learning styles (Hallin, 2014; Hampton et  al., 2017). 
In class, simulation and clinical settings, faculty can 
use learning style preferences to create a learning 
environment where different types of learner prefer-
ences are valued and accommodated (Brannan et al., 
2016).

B O X   2 . 2
PRODUCTIVITY AND ENVIRONMENTAL PREFERENCES SURVEY PREFERENCES

Immediate Environment Emotionality Sociological Needs Physical Needs

Likes quiet vs. likes sound
Dim vs. bright light
Cool vs. warm environment
Informal vs. formal design

Low vs. high motivation
Low vs. high persistence
Less vs. more structure

Learning alone vs. 
learning with peers

Low vs. high authority 
motivation

Low vs. high auditory
Low vs. high visual
Low vs. high tactile
Low vs. high kinesthetic
No intake vs. likes intake (food)
Late vs. early in day
No mobility vs. likes mobility

Retrieved and adapted from https://www.humanesources.com/research/peps-areas
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ASSESSING THE LEARNING 
OUTCOMES OF DIVERSE STUDENTS

Nurse educators have a responsibility to prepare un-
dergraduate students to successfully meet expected 
student learning outcomes and achieve licensure. 
Faculty use a variety of methods to assess learning 
outcomes, such as mind maps, simulation events and 
demonstration, essays and reflective writing, and pre-
sentations. By far the most used assessment technique 
in undergraduate nursing programs is objective and 
standardized testing. In some instances, entire course 
grades, progression, and graduation are based solely 
on results of objective or standardized examinations. 
These high stakes tests are defined by the American 
Education Research Association (2014) as tests that 
have significant consequences for the test takers, cur-
ricula, or institution; they are discussed further in 
Chapter 25. Strategies for assessing learning outcomes 
are presented in Chapter 24.

Additional types of assessments of learning out-
comes include the use of high-impact educational 
practices as defined by the Association of American 
Colleges & Universities (AAC&U, 2015). These 10 
learning practices in higher education have been 
demonstrated to have positive benefits to students of 
all types of learning preferences: first year seminars; 
common intellectual experiences; learning commu-
nities; writing intensive courses; collaborative assign-
ments and projects; undergraduate research; diversity/
global learning; service learning/community-based 
learning; internships; and capstone courses and proj-
ects (Kilgo, Sheets, & Pascarella, 2015). Each of these 
practices provides students with opportunities to en-
gage with faculty and peers and immerse in cultural 
and experiential learning activities. In their report on 
the outcomes of underserved students’ engagement 
in high-impact practices, Finley and McNair (2013) 
note that students who participated in even one high-
impact practice reported significant increases in deep 
learning.

Information from the Liberal Education and 
America’s Promise (LEAP) strategic planning ini-
tiative of the AAC&U (https://www.aacu.org/leap) 
should serve to challenge nurse educators to involve 
students in high-impact practices in the discipline. 
Development of learning communities for health 

professions students, collaborative or team assign-
ments, courses that explore cultural experiences or 
study/service abroad, co- or intracurricular service 
learning, and capstone projects to integrate and apply 
knowledge learned are needed to provide opportuni-
ties for students to succeed academically.

PREPARING DIVERSE LEARNERS FOR 
TRANSITION TO PRACTICE

The transition from education to practice is fraught 
with challenges for the new graduate. New graduates 
are faced with integrating their perceived expectations 
of their new role with the reality of being socialized 
into practice and unfamiliar organizational cultures in 
the practice setting. New graduates report heightened 
work stress caused by feelings of inability to prioritize, 
delegate, and manage care of a group of patients; in-
adequate staffing; and a lack of communication and 
collaboration skills with physicians (Lin, Viscardi, & 
McHugh, 2014). Additionally, new graduates’ inabil-
ity to manage their workload and family obligations 
(Knowlton, 2017), a lack of socialization to the role, 
and lateral violence experienced in the workplace 
(Leong & Crossman, 2016) contribute to a stressful 
work environment. Surprisingly little literature exists 
about the transition-to-practice experience of new 
graduates with racial/ethnically diverse backgrounds. 
The efforts of the AACN, the Robert Wood Johnson 
Foundation, and other private funding sources are vi-
tal to the continued support of diverse student recruit-
ment, retention, and transition to practice.

The IOM (2011) recommended that health care 
agencies support the transition to practice of new 
graduate nurses through the use of nurse residency 
programs (NRPs). These programs, often 12  months 
in duration, focus on the learning needs of the nurse 
graduate to include initiating decisions, reporting 
critical patient data, communicating effectively with 
health care providers, and prioritizing patient care 
(Letourneau & Fater, 2015). NRPs have demonstrated 
improvements in retention (Rosenfeld, Glassman, 
& Capobianco, 2015), clinical decision making, and 
job satisfaction among nurses in health care agencies 
(Letourneau & Fater, 2015). Further recommendations 
to specifically address issues affecting new minority 
graduates include the partnership with a career 
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nurse mentor to facilitate the transition into practice 
(Banister et al., 2014).

SUMMARY

This chapter describes the demographic characteris-
tics of the current population of nursing students and 
the unique needs of students from varied generations, 
men in nursing, veterans, individuals who identify as 
LGBT and students who are not in the racial or eth-
nic majority in their classrooms. The chapter also pro-
vides information related to understanding learning 
styles and the cognitive abilities of students. Faculty 
are responsible for creating an environment that is 
conducive to learning. Likewise, students are respon-
sible for identifying environments that will best help 
them learn. Understanding students’ diverse learning 
needs will help faculty and students develop collabora-
tive partnerships that will foster the acquisition of the 
attitudes, knowledge, and skills necessary to become 
a nurse.

REFERENCES
Aina-Popoola, S., & Hendricks, C. S. (2014). Learning styles of 

first-semester baccalaureate nursing students: A literature review. 
Institute for Learning Styles Journal, 1, 1–10.

Akos, P., & Kretchmar, J. (2017). Investigating grit as a non-cognitive 
predictor of college success. The Review of Higher Education, 
40(2), 163–186.

American Association of Colleges of Nursing. (AACN). (2014a). 
Building a framework for the future. Page 4. Retrieved from, 
https://www.aacnnursing.org/Portals/42/Publications/Annual-
Reports/AnnualReport14.pdf.

American Association of Colleges of Nursing. (AACN). (2014b). 
Joining forces: Enhancing veterans’ care toolkit: Resources for Veteran/
active military nursing students. Retrieved from, https://www.
aacnnursing.org/Teaching-Resources/Tool-Kits/Veterans-Care/.

American Association of Colleges of Nursing. (2016). Annual survey 
report of schools. Retrieved from https://www.aacnnursing.org/
Portals/42/Publications/Annual-Reports/AnnualReport17.pdf.

American Association of Colleges of Nursing. (2017). Diversity, 
inclusion, & equity in academic nursing. Retrieved from http://
www.aacnnursing.org/News-Information/Position-Statements- 
White-Papers/Diversity.

American Association of Medical Colleges. (2018). Holistic admissions. 
Retrieved from http://www.aamc.org/initiatives/holisticreview/about.

American Education Research Association. (2014). Standards for 
educational and psychological testing. Washington, DC: American 
Education Research Association.

American Nurses Association. (2015). Code of ethics with interpreta-
tive statements. ANA: Silver Spring, MD.

Anderson, I. (2016). Identifying different learning styles to enhance 
the learning experience. Nursing Standard, 31(7), 53–63.

Andreou, C., Papastavrou, E., & Merkouris, A. (2013). Learning styles 
and critical thinking relationship in baccalaureate nursing educa-
tion: A systematic review. Nurse Education Today, 34, 362–371.

Association of American Colleges & Universities. (2015). The 
LEAP challenge: Education for a world of unscripted problems. 
Washington, DC: Association of American College. https://aacu.
org/sites/default/files/files/LEAP/LEAPChallengeBrochure.pdf.

Auerbach, D., Buerhaus, P., & Staiger, D. (2017). Millennial almost 
twice as likely to be registered nurses as baby boomers were. 
Health Affairs, 36(10), 1804–1807.

The Balance. (2017). The common characteristics of generation 
X professionals. Retrieved from https://www.thebalance.com/
common-characteristics-of-generation-x-professionals-2164682.

Banister, G., Bowen-Brady, H., & Winfrey, M. E. (2014). Using career 
nurse mentors to support minority nursing students and facilitate 
their transition to practice. Journal of Professional Nursing, 30(4), 
317–335.

Bell, J. A. (2013). Five generations in the nursing workforce: 
Implications for nursing professional development. Journal for 
Nurses in Professional Development, 29(4), 205–210. http://dx.doi.
org.10.1097/NND.ObO13e31829aedd4.

Bond, M. L., Cason, C., & Baxley, S. (2015). Institutional support 
and diverse populations: Perceptions of Hispanic and African 
American students and program faculty. Nurse Educator, 40(3), 
143–138. https://doi.org/10.1097/NNE.0000000000000126.

Reflecting on the Evidence

1.	 Engage your colleagues and institutional lead-
ers in a discussion regarding the subject of en-
rollment diversity, implications of inclusivity 
for the nursing profession, and the necessary 
resources related to student assessment and 
success.

2.	 Assess learning style preferences with instru-
ments that fit the needs of your students. How 
would you share the results of the learning style 
preference assessment with the students? How 
would you assist the students to use their learn-
ing style preference information and counsel 
them on learning strategies that will help them 
be successful in their studies?

3.	 Nursing schools have been slow to adopt ho-
listic admission processes, in contrast to their 
peer professional schools. Research indicates 
positive gains in diversity of student body, 
learning environments, and student engage-
ment with holistic admission processes. What 
are possible barriers to use of holistic nursing 
processes in schools of nursing?
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THE ACADEMIC PERFORMANCE OF 
STUDENTS⁎

Legal and Ethical Issues
LINDA S. CHRISTENSEN, EdD, JD, RN

N ursing faculty have many considerations in 
performing their roles as academic nurse educators. 
Developing curriculum content, choosing teaching 
strategies, developing student evaluation plans, and 
dealing with current academic issues can be major 
areas of focus. However, in carrying out these func-
tions, faculty must also consider the legal and ethi-
cal concepts that influence the process and product of 
nursing education.

Just as nurses in practice have legal and ethical 
guidelines, nurse educators also have legal and ethical 
guidelines. Nursing faculty are responsible for under-
standing the broad legal and ethical principles that ap-
ply in all circumstances and those that are specific to 
their own academic educator practice. Major problems 
can occur if faculty lack an understanding of these 
principles and are unable to apply them appropriately.

Many potential problems can be avoided if fac-
ulty take a proactive approach to anticipate student 
concerns. Faculty members who treat students with 
respect, provide honest and frequent communication 
about progress toward course goals and objectives, and 
are fair and considerate in evaluating performance are 
less likely to encounter student challenges. A learn-
ing environment that supports student growth and 
questioning is likely to reduce the incidence of prob-
lems, especially litigation. Nurse educators must have 
an awareness of the legal issues and regulations for 
their practice, and they must implement this knowl-

edge within their role as an academic nurse educator. 
Suggestions for avoiding such problems are discussed 
later in this chapter.

The goal of the educational experience remains that 
students develop knowledge, skills, and values that 
will enable them to provide safe, effective nursing care. 
Nursing faculty who are able to apply general legal and 
ethical principles are much more likely to play their 
part in effectively meeting that goal.

This chapter provides an overview of the most 
common legal and ethical issues related to student 
academic performance that nurse educators face in the 
classroom and clinical setting. The chapter includes 
a discussion of the importance of student–faculty in-
teractions and the legal and ethical issues related to 
academic performance, including the provision of due 
process, the student appeal process, assisting the fail-
ing student, academic dishonesty, and special issues 
affecting practice as an academic nurse educator.

STUDENT–FACULTY INTERACTIONS

The student–faculty relationship that is developed dur-
ing the teaching and learning process is a very impor-
tant one. Students have often identified student–faculty 
relationships as the relationships that most often affect 
learning. There is little doubt that a positive interaction 
between faculty and students is likely not only to de-
crease legal issues, but also to promote student success.

The significance of this relationship has been well 
noted over many years. Mutual trust and respect have 
been identified as the basis for an effective relation-
ship between the instructor and the student (Gaberson, 

*The author acknowledges the work of Elizabeth G. Johnson, DSN, 
RN, and Judith A. Halstead, PhD, RN, ANEF, FAAN, in the previ-
ous editions of the chapter.
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Oremann, & Shellenbarger, 2015). Bastable (2014) 
noted that multiple relationship systems influence the 
students’ motivation, and the teacher–learner interac-
tion is one of the significant relationships that can in-
fluence learning either positively or negatively. The 
National League for Nursing (NLN) has identified the 
importance of establishing a positive relationship mul-
tiple times over the past several years. The NLN asserted 
in 2005 that the focus of the faculty should be on es-
tablishing a learning environment that is “characterized 
by collaboration, understanding, mutual trust, respect, 
equality, and acceptance of differences” (NLN, 2005, 
p. 4). Such a learning environment fosters professional 
growth and development on the part of the nurse.

The NLN clearly identified the importance of 
the student–faculty relationship within the Core 
Competencies of Nurse Educators (NLN, 2012a). The 
importance of interpersonal interactions on learner 
outcomes is noted (Caputi, 2015) specifically in NLN 
Competency II, which is focused on facilitating learn-
ing development and socialization.

Faculty in the classroom and in clinical settings 
encounter students whose backgrounds and learning 
needs are extremely diverse. Faculty who are able to 
address the needs of students from an educational per-
spective and establish positive interpersonal relation-
ships with students of varied backgrounds will make 
positive contributions in assisting students to meet the 
desired outcomes. The challenge for faculty in assist-
ing students is to identify ways to address these varied 
needs. To successfully assist students, faculty must un-
derstand and appreciate cultural diversity and be able 
to use multiple learning strategies to assist students 
with varying learning styles and needs. The student 
role in the educational process has changed and must 
be one of active involvement. When faculty view stu-
dents as partners or colleagues in an educational expe-
rience, they promote the development of a relationship 
that supports student growth and development and the 
attainment of educational goals and objectives.

The first step in the process of developing a learning 
environment that encourages collaborative and posi-
tive student–faculty interactions requires faculty to 
carefully examine and develop an awareness of their 
own beliefs and values about the teaching–learning 
process. Working collaboratively with students will re-
quire faculty to adopt strategies that involve active stu-

dent participation and do not place faculty in the role 
of having sole responsibility for determining learning 
experiences. Activities such as cooperative group work, 
debate and discussion, role playing, and problem-
solving exercises are examples of interactive teaching 
strategies that shift the focus from the faculty to the 
student. Such a pedagogical shift in teaching may also 
require faculty to leave behind the “safety” and con-
trol of the classroom lecture and develop more fully 
the skills necessary to successfully incorporate inter-
active teaching strategies in the classroom. Chapter 16 
provides further discussion of teaching strategies that 
promote active learning.

Another important step in the process of develop-
ing a positive learning environment is examining at-
titudes and beliefs that students bring to the learning 
environment. Students may lack confidence in their 
abilities in the academic environment, especially those 
who are first-generation college students without role 
models who have been successful in pursuing higher 
education. Empowerment of students can occur when 
faculty demonstrate a sense of caring and commitment 
to students and use courtesy and respect in interac-
tions. Having a role in developing their own learning 
experiences can also prove to be an empowering expe-
rience for students.

How can nursing faculty successfully incorporate 
this concept of empowerment and equity into student–
faculty relationships? Educators can provide a variety 
of motivational factors that will support students in 
meeting their specific learning needs (Bastable, 2014). 
Learning activities can be designed to promote positive 
faculty–student interactions. For example, the use of 
computer-mediated communication, such as email and 
online discussion forums, tends to remove the elements 
of status and power from communication, thus allow-
ing a freer exchange of information. The use of learning 
laboratories introduces realism into student learning to 
promote preparation for actual patient care experiences 
(Oermann, 2015). Integrating content and discussion 
about empowerment, collaboration, collegiality, and 
teamwork throughout the curriculum can also help 
nurture positive student–faculty interactions. Ongoing, 
open dialogue with students that results in clear commu-
nication of mutual expectations and responsibilities is an 
essential component of all successful student–faculty in-
teractions, as is illustrated in the rest of this chapter.
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LEGAL CONSIDERATIONS OF 
STUDENT PERFORMANCE

An established responsibility of faculty in nursing 
education programs is the evaluation of student per-
formance in the classroom (didactic) and clinical set-
ting. This responsibility carries with it accountability 
because the outcomes of such evaluation have a major 
effect on the student’s progress in the course and even 
status in the program. In addition, faculty serve as the 
safeguard for society at large from practitioners who 
have not demonstrated the ability to practice safely. In 
a precedent-setting case, the court clearly set the stan-
dard that it will not interfere with academic decision 
making regarding student progress and content (Board 
of Curators of the University of Missouri v. Horowitz, 
1978). Other courts continue to follow the Horowitz 
court by repeatedly affirming faculty members’ re-
sponsibility for evaluation as long as due process has 
been provided and there is no finding of arbitrary or 
capricious facts. However, to ensure due process and 
avoid being viewed as arbitrary or capricious, the eval-
uation process must be based on principles that ensure 
students’ rights are not violated.

Student Rights
Faculty must be aware that students enter the edu-
cational experience with rights, just as faculty have 
rights. A few decades ago it would have been rare to 
find litigation involving a nursing student and the 
nursing program, but litigation involving nursing pro-
grams has dramatically increased. Many cases involv-
ing student litigation within nursing programs have 
their legal basis in the concepts of due process, fair 
treatment, and confidentiality and privacy.

Due Process

Due process is a term that is frequently used in edu-
cation and may be misunderstood. The general con-
cept of due process is based in fairness and is intended 
to ensure that certain rights are respected within the 
particular situation. There are two types of due pro-
cess. Substantive due process refers to the fairness of 
the “outcome” in relation to the “infraction.” In other 
words, does the punishment fit the crime? It would 
most likely be a breach of substantive due process 
to dismiss a student from a course because he or she 

arrived a few minutes late to class. The second type of 
due process is procedural due process. Procedural due 
process ensures that the accused will receive notice 
and an opportunity to be heard. Providing the student 
with a clear notice of the potential issue and providing 
the student the opportunity to present his or her side 
of the situation is essential to meet the procedural due 
process requirements.

Student rights in the broadest sense are protected 
by the Fifth and Fourteenth Amendments of the US 
Constitution, which limit the restrictions that can be 
imposed on an individual. These amendments state 
that no citizen may be deprived of life, liberty, or prop-
erty without due process of law and require that the 
federal government provide due process for all citizens 
(U.S. Const. amend. V & XIV).

Although the Fourteenth Amendment includes lan-
guage referring to state or government actions (which 
includes public institutions), the principles of due pro-
cess are applied by the courts to all educational settings. 
Within the educational setting, a 1961 case applied the 
principles of due process to a situation in which stu-
dents were dismissed without notice and without a 
hearing (Dixon v. Alabama State Board of Education, 
1961). In Dixon, Alabama State College, which was 
a segregated black college, expelled six students for 
unspecified reasons without a hearing, although the 
presumptive cause was that they participated in civil 
rights demonstrations. The appeals court ruled that a 
public college could not expel them without a public 
hearing. The judicial system expanded the holding of 
the Dixon case with Goss v. Lopez (1975), when the 
court clearly noted that the due process protections of 
Dixon applied to all students facing expulsion from a 
public institution, regardless of whether the institution 
is a grade school, high school, or college or university. 
The legal principle of due process has been extended to 
cases involving private college and university settings, 
upholding the student’s due process rights regardless 
of attendance at a public or private institution (Kaplin 
& Lee, 2014).

Student due process rights have their foundation in 
two types of due process: procedural due process and 
substantive due process. Procedural due process refers 
to a step-by-step process that includes both notice and 
an opportunity for the student to be heard at vari-
ous levels and appeal options. Procedural due process 
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affords the student an opportunity to be heard or to 
present the case to parties involved in the decision-
making process. Table  3.1 summarizes the key ele-
ments of procedural due process.

Substantive due process involves the basis for the 
decision itself (or the substance of the decision) and 
is based on the principle that a decision should be fair, 
objective, and nondiscriminatory. Students who might 
challenge this principle would seek to prove that a fac-
ulty decision was arbitrary or capricious. Substantive 
due process has often been summarized as asking, “Did 
the punishment fit the crime?”

Other legal concepts that influence student rights 
come from principles of contract law. Students may 
also use these concepts in seeking action against an in-
stitution. Contract law is applied in this circumstance 
with the understanding that when students enter a 
university or college, they actually enter into a contract 
with the school. If students complete the degree re-
quirements and follow the required procedures, then a 
degree will be awarded. The implied contract between 
the student and the school forms the basis for much 
student rights–oriented precedent law. Courts may 
view institutional documents as contracts, regardless 
of whether there may be a written disclaimer on the 
particular document that the institution does not in-
tend the document to be a contract between the insti-
tution and the student.

A common example of a document that is often im-
plied to be a contract is a course syllabus. The course 
syllabus may contain a statement that it is not intended 
to be a contract between the institution and the stu-
dent but is often viewed by the court as being an im-
plied contract. Even in a situation in which students 
agree to a proposed change in the syllabus, the original 
syllabus terms may govern in a dispute because the 
students who are voicing agreement may be viewed as 
unable to object without teacher reprimand or harass-
ment from other students. Additionally, students have 
successfully won cases against educational institu-
tions based on contract theory when the educational 
institution was determined to be in breach of implied 
contract because they did not follow its own policies 
and procedures (Boehm v. U. of PA. School of Vet. Med, 
1990; Schaer v. Brandeis University, 2000).

There is a difference between student concerns or 
grievances based on academic performance and those 
based on disciplinary circumstances. Academic con-
cerns are based solely on grades or clinical performance, 
whereas disciplinary misconduct is based on violation 
of rules or policies within the school or department. 
Academic due process includes the requirement that 
the student be informed of the academic issue, the 
requirements necessary to meet academic standards, 
a time frame for meeting the academic requirements, 
and notice of the consequences if the academic stan-
dards are not met. When disciplinary action is consid-
ered, the concept of due process is applied with a higher 
degree of scrutiny. In this circumstance, the individual 

TA B L E   3 .1
Sample Student “Due Process Procedure”a

Element Comment

Notice of the charges 
against the student

Students must be given clear and 
complete notice of all charges 
against them.

Discovery rights and 
opportunity to 
present a defense

The time between receiving notice 
of the charges and the time of 
any hearing must be sufficient 
to provide the student an 
opportunity to investigate 
the matter, obtain counsel if 
desired, and present a defense.

Hearing and 
confrontation rights 
(right to cross-
examine witnesses, 
right to counsel)

The student has the right to 
be represented by counsel, 
bring their own evidence 
and witnesses, have the 
opportunity to examine any 
evidence brought forth by the 
school, and cross-examine 
any witnesses brought by the 
school.

Impartial tribunal Throughout the process, all 
steps by the program must 
be fair and impartial. The 
tribunal must be made up 
of impartial individuals who 
are knowledgeable of any 
significant rules, procedures, 
and guidelines of such 
procedures.

Right to appeal; right 
to obtain a record of 
the hearing

The student has the right to 
obtain a record of the hearing 
and appeal the hearing with 
a second impartial decision 
maker.

aBased on procedural due process guidelines
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must receive notice of the specific charge that is being 
made and the policy and code that has been violated. 
The student must have an opportunity to present a de-
fense against the charges, usually at a formal hearing, 
but at least in writing. Because disciplinary dismissals 
may have more long-lasting effects on the individual, 
more complicated due process rules apply.

Consider the due process rights of the student illus-
trated in the following scenario. Jane Short is a soph-
omore nursing student who has completed the first 
nursing course with a barely passing grade. She had dif-
ficulty performing the basic nursing skills, stating that 
having someone watch her made her nervous. She did 
not come to college with a strong academic background 
and has struggled in making the adjustment to the re-
quired higher-level thinking and need for decision 
making. However, she was able to complete the course 
requirements in the basic nursing course, although at a 
minimal level. As she progresses to the next course, she 
is having more difficulty. Her study skills need devel-
opment, and she has missed several classes. She is not 
doing well on tests and has been late for clinical on two 
occasions in the first 3 weeks of class. Her instructor 
has asked to meet with her to discuss these concerns. 
She informs Jane of the issues of concern and relates 
what needs to be done to address these concerns. She 
suggests some new study strategies and asks that Jane 
practice in the laboratory to become more comfort-
able with the procedures and skills. She also relates 
that continued absences and tardiness will negatively 
affect Jane’s classroom performance and her clinical 
evaluation. She reminds Jane of the School of Nursing 
Policy that states that students who miss one-third of 
the clinical experiences will be automatically dismissed 
from the program. The faculty member tells Jane that 
she needs to demonstrate improvement in these areas 
within the next 3 weeks. The faculty member asks Jane 
to add her comments to the documents containing all 
this information and gives Jane a copy of the document 
explaining the concerns and including the suggestions 
for improvement and the consequences if no change 
occurs. The faculty member schedules times to provide 
regular feedback to Jane about her progress.

What has the faculty done to uphold Jane’s due pro-
cess rights in this circumstance? The faculty member 
has made Jane aware of the situation and what needs 
to be done to improve it. She has made suggestions for 

improvement and provided Jane with a written copy of 
those suggestions and the consequences if no change 
occurs. Jane has been informed and duly notified, and 
her due process rights have been addressed within the 
student–instructor interactions.

Fair Treatment

Students have the right to expect that they will be 
treated fairly, consistently, and objectively. Standards of 
expectations for the course provide the objective guide 
for evaluation and must be communicated to students 
early and often. Course requirements should be con-
sistent for all students, including classroom and clini-
cal assignments. Students should receive equivalent 
assignments, even if they are not identical, that allow 
them to demonstrate progress toward meeting course 
objectives. In addition, students must be provided with 
opportunity and an appropriate time to demonstrate 
the outcomes required in the course. Students cannot 
be held accountable for end-of-course outcomes on 
the first day of class, and the same principle applies 
in the clinical setting. Students must be provided with 
time to learn before evaluation can take place; students 
must clearly understand the difference in the learning 
and the evaluation portion of the clinical experience.

An example of violating the principle of fair treat-
ment might occur when a faculty member allows one 
student extra credit in a course but does not afford 
the same opportunity to all students to increase their 
grade. Clinically, holding students to different stan-
dards of evaluation will be considered a violation of 
the principle of fair treatment. If the instructor consis-
tently gives a student less challenging assignments and 
then evaluates the student as not providing a complex 
case, the issue of fairness is again relevant.

Confidentiality and Privacy

Legislation that has been passed to protect health in-
formation and the privacy of patients should remind 
faculty of their obligation to protect information from 
and about students. The need for confidentiality in the 
faculty role is based in the same code of ethics and 
common law regarding privacy that guides all nurses. 
Students have a right to expect that information about 
their progress in the program, their academic and 
clinical performance, and their personal concerns will 
be kept confidential.
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In the course of the teaching role, faculty are often 
privy to information about students that is of a personal 
and private nature. Students often confide in faculty 
about events that may influence their performance in the 
classroom or may simply seek advice from persons they 
feel they can trust. This can lead to a conflict for the in-
structor, because as nurses, the instructors might have a 
tendency to respond in a therapeutic manner (Gaberson 
et al., 2015). It is important for the instructor to remem-
ber that their primary role is that of faculty, not health 
care provider. There must be a compelling purpose, such 
as the safety of the student or following institutional 
policy, for the instructor to disclose personal student 
information. Unless there is a need for disclosure of in-
formation to protect the student, faculty should respect 
the student’s privacy. This guideline is consistent with the 
legal precedent set in Tarasoff v. Regents of the University 
of California (1976). In Tarasoff, the court held that the 
patient–provider confidentiality rule did not apply when 
there was a reasonable belief of impending harm to an-
other individual caused by a patient disclosure.

It is easy for caring faculty to disclose private stu-
dent information based on the belief that it is in the 
student’s best interests. But without the student’s con-
sent or the faculty’s reasonable belief that harm may 
come from nondisclosure, the faculty would be violat-
ing the student’s right to privacy to share confidential 
information without student consent. Faculty are of-
ten eager to share a student’s strengths and weaknesses 
with other faculty members who will have the student 
in subsequent semesters. Faculty must seriously con-
sider the implications of such a practice as a standard 
approach. A student’s performance or challenges in 
one class will not necessarily follow him or her to the 
next class. Informing other faculty members about an 
individual student’s strengths or weaknesses may pro-
vide prejudicial information and could be interpreted 
as unjust and violate the student’s right to privacy. 
However, alerting faculty to information that may af-
fect patient or student safety may warrant discussion. 
This is a difficult concept for nurse educators and 
most often more information is shared than would be 
considered necessary, at the expense of creating bias 
against the student.

In addition to confidentiality, privacy—especially of 
student records—is essential. The Federal Educational 
Rights and Privacy Act of 1974 (FERPA), often referred 

to as the Buckley Amendment, provides the basis for 
protection of student records. This law was enacted to 
ensure that students older than age 18 have access to 
their educational records and to ensure that they have 
some input about who can receive the information in 
that record without their consent. The amendment 
also mandates that a procedure be in place that allows 
students to contest information in the record that is in-
accurate or that they do not agree with. In actual prac-
tice, one of the most frequent applications of this law 
occurs when parents seek information about student 
progress or grades without student permission. Parents 
are often dismayed to find that they have no right to 
information about student progress unless the student 
provides permission. It is imperative that faculty un-
derstand the components of this legislation and follow 
it implicitly. For example, faculty cannot post grades in 
any form in public, leave graded materials for students 
to retrieve in a public place, or circulate a printed class 
list with student IDs or social security information as 
an attendance list. All of these constitute violations of 
FERPA and make faculty and their institutions subject 
to prosecution. An excellent reference of the require-
ments of FERPA can be obtained online through the 
US Department of Education website (http://www2.
ed.gov/policy/gen/guid/fpco/ferpa/index.html).

Schools of nursing must follow the guidelines of the 
institution regarding FERPA, but they must also give 
particular attention to guarding student health records. 
These health records are usually kept in a separate file 
and should follow the Health Insurance Portability and 
Accountability Act (HIPAA , 1996) guidelines. Student 
records and evaluation notes maintained by faculty 
during the process of course evaluation must also be 
guarded to protect privacy.

Student privacy must be strictly guarded. Whether 
based in common law privacy standards, FERPA, or 
HIPAA, students have a legal right to have their infor-
mation protected within the educational system.

Guidelines for Providing Due Process to 
Students
Due Process for Academic Issues

The potential for litigation always exists, even in the 
best of circumstances; therefore it is prudent to take 
actions and establish policies that decrease the likeli-
hood that litigation will occur as a result of academic 
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failure or dismissal. The following practices help 
keep students informed of faculty expectations and 
their progress in coursework and provide the basis 
for ensuring that students receive the information 
they need.

1.	 Provide a copy of student and faculty rights and 
responsibilities in formal documents. On admis-
sion to the program, students should be given 
a copy of rights, responsibilities, policies, and 
procedures that apply to students and faculty. 
Although institutions have the right to estab-
lish policies, they also have the responsibility 
to communicate those policies and guidelines 
to students and faculty. Policies and procedures 
that are in effect for all students in the institution 
and those that are specific to a program should 
be available and must be congruent. Policies 
should address progression, retention, gradua-
tion, dismissal, grading, and conduct. Students 
should also be informed of circumstances that 
will interfere with progression and those that 
would result in termination from the program. 
They should learn the process to follow in fil-
ing a grievance. These policies should be readily 
available and are usually published in faculty and 
student handbooks. Strategies that ensure that 
students have read and understand the informa-
tion contained in these documents should be a 
part of the orientation process. In every course, 
faculty should plan to reinforce this informa-
tion, including providing specific expectations 
for the course. Written specifics of requirements 
should be contained in the course syllabus and 
discussed with students on the first day of class.

2.	 Review and update policies in the handbook and 
catalog periodically. Published materials given 
to students and faculty should contain current 
information about academic policies and proce-
dures. This serves to keep students and faculty 
informed about the policies and procedures they 
are subject to, and it is a requirement of insti-
tutional and program accreditation agencies. 
Regular review of policies and procedures en-
sures that faculty are aware of current policies 
and increases the likelihood that they will be 
consistent in following them.

3.	 Course requirements and expectations should be 
clearly established and communicated at the be-
ginning of the course. The course syllabus should 
explain course requirements, critical learning 
experiences, and faculty expectations of stu-
dent performance to satisfactorily complete the 
course. Schools commonly establish guidelines 
for information to be included in all syllabi de-
veloped for nursing courses, and faculty should 
follow these criteria. A course syllabus should in-
clude the following information, at a minimum: 
description of the course, course objectives, 
course credit hours, faculty responsible for the 
course, class schedule, attendance policies, teach-
ing strategies used in the course, topical outlines, 
evaluation tools and methods, due dates for as-
signments, late work policy, and standards that 
must be met for students to pass the course. 
Many institutions also require that course syllabi 
include a statement about the need for students 
to notify faculty about desired accommodations 
for a disability. The syllabus for a course should 
be distributed on the first day of class to provide 
students the opportunity to understand and 
clarify course requirements.

4.	 Retain all tests and written work in a file until 
the student has successfully completed at least the 
course requirements, and in some cases the pro-
gram requirements. Student assignments, tests, 
and evaluations are invaluable, especially in cases 
of academic deficiency that may result in a stu-
dent challenge. All evidence of a student’s per-
formance in a class should be kept at least until 
that course is completed. Faculty must be aware 
of institutional policy or standards that govern 
maintenance of records and should follow those. 
There are no universal rules for how long stu-
dent files should be maintained, and the policy 
may vary from institution to institution. Student 
clinical evaluations often become a part of the 
student’s permanent file, although in some pro-
grams, these are only retained until the student 
completes the program. The maintenance of files 
of student work and tests may also serve to de-
crease the likelihood of plagiarism of other stu-
dents’ work, because knowing that faculty keep a 
copy of assignments and tests may make students 
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less likely to attempt to claim other students’ 
work as their own. Files of student work may 
also serve as examples of assignments to share 
with evaluators during accreditation visits or to 
assist in outcome assessment efforts. Samples of 
student work may also be used to provide posi-
tive examples to other students. Faculty must 
obtain a student’s permission to share his or her 
work with others. Some schools choose to have 
students sign a standard form granting such per-
mission and to keep this on permanent file.

5.	 Students should have the opportunity to view all 
evaluation data that are placed in the student file. 
Students have the right to see all documenta-
tion that has been used to determine an evalu-
ation of their performance. Students also have 
the right to disagree with the appraisal of their 
performance and should be provided with an 
opportunity to respond to the comments of the 
evaluation with comments of their own. Faculty 
should ask students to sign and date the evalu-
ation form to indicate that the evaluation has 
been discussed with them, while providing an 
opportunity for them to register their own com-
ments on the form.

6.	 When students are not making satisfactory prog-
ress toward course objectives and the potential for 
course failure or dismissal exists, students must 
receive notification of and information about 
their academic deficiencies. Students should re-
ceive regular feedback about the progress they 
have made toward meeting class and clinical 
objectives throughout the course. If deficiencies 
occur, students must receive details of what be-
havior is unsatisfactory, what needs to be done 
to improve the behavior, and the consequences 
if improvement does not occur. Faculty should 
hold formal conferences with students who are 
in academic jeopardy, identify the deficiencies 
in writing, and work with the student to deter-
mine a plan to address the deficiencies. Both the 
faculty member and the student should sign the 
document to indicate mutual involvement in 
and agreement to the plan. Subsequent follow-
up conferences should be held to note progress 
or lack of progress made toward achieving the 
agreed-on goals and note revisions or additional 

strategies employed. All conferences should be 
documented in writing, and both parties should 
receive a copy of the documentation. An exam-
ple of how this might occur was presented in the 
earlier example relating to Jane Short.

Faculty who fail to evaluate a student’s unsatisfac-
tory performance accurately, through either a reluc-
tance to expose the student to the experience of failure 
or a fear of potential litigation, are guilty of misleading 
the student, possibly jeopardizing patient care, placing 
faculty peers in a difficult situation, and potentially 
being subject to a claim of educational malpractice. 
Nursing faculty and even the university are responsible 
for preparing safe and competent practitioners. When 
the faculty does not fulfill their responsibilities, they 
can be held liable for educational malpractice, because 
they are breaching their duty as an educator. Student 
deficiencies may eventually be identified and dealt with 
by subsequent faculty. Students might legitimately ask 
why they were not notified earlier in the educational 
experience of these deficiencies and accuse the “fail-
ing” faculty of prejudicial behavior. It is much fairer to 
inform students of their unsatisfactory behaviors when 
such behaviors are first identified. Informing students 
of deficiencies in a caring, constructive manner allows 
them the opportunity to improve performance; to not 
inform them denies them this opportunity and right.

These procedures help ensure that students receive 
the due process related to academic failure that is their 
right by law. Maintaining open lines of communica-
tion with a student who is not progressing is a key 
component in resolving such situations satisfactorily 
and decreasing faculty liability. Students are much less 
likely to sue if they perceive that they have been treated 
in a fair and impartial manner and have been given 
information throughout the process.

Due Process for Disciplinary Issues

Students who are dismissed because of misconduct or 
for disciplinary reasons should receive additional assur-
ances that due process has been followed. A disciplin-
ary action occurs when a student violates a regulation 
or law or has engaged in activity that is not allowed. 
Disciplinary actions brought against the student need 
to include providing the student with a written copy of 
the accused violation. The information should include 
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details about what policy or rule was violated, and 
enough information must be provided to ensure that 
the student can develop a defense against the charges. 
Procedural due process should include an impartial 
decision maker, notice of the charges and evidence 
against the student, an opportunity to appear before the 
decision maker, an opportunity to suggest witnesses, 
protection of the imposition of sanctions against the 
witnesses, and permitting the student to voluntarily ac-
cept discipline or the ruling of the decision maker (A 
v. C. College, 1994). If the student desires, legal coun-
sel can be present to provide the student with advice 
but not to question or interview other participants in 
the proceedings. Legal counsel for the institution is 
usually available as well. No action should be taken 
by the faculty or university until a formal hearing has 
occurred. Depending on the institution, a committee 
usually decides the outcome of the charges. Courts may 
be more likely to become involved in disciplinary ac-
tions because they involve less professional judgment 
and evaluation.

In the example presented earlier, if Jane Short’s ab-
sences continue in clinical and she misses enough clin-
ical days that she is dismissed from the program, then 
the provision for due process as a disciplinary event 
must include more faculty action. The faculty mem-
ber must provide written information about the school 
policy that has been violated (although one hopes she 
has done that at the earlier conference) and provide 
an opportunity for Jane to respond to the accusations. 
The process must provide an opportunity for Jane to 
present a defense for her actions or an opportunity to 
explain her actions to those persons who will make the 
final decision about the outcome of her situation. In 
this circumstance, because the issue is a disciplinary 
one, faculty must take additional steps to ensure that 
due process rights are protected.

Grievances and the Student Appeal Process
Even when a student has been treated in accordance 
with due process with a clear communication of poli-
cies and expected academic standards, it is possible that 
the student may wish to seek legal recourse in the face 
of an academic failure or dismissal. In such cases, the 
student may appeal to the court on the basis that faculty 
has acted in a capricious or arbitrary manner. Courts 
traditionally have not overturned academic decisions 

unless the student can prove that faculty did not fol-
low “accepted academic norms so as to demonstrate the 
person or committee responsible did not actually ex-
ercise professional judgment” (Regents of University of 
Michigan v. Ewing, 1985). In this case, a student who was 
dismissed from medical school brought suit against the 
university, citing that university faculty moved to dis-
miss him based on circumstances that were not rational 
and were capricious. The court ruled that the university 
faculty did have cause to dismiss the student and thus a 
“substantive due process claim” had not occurred.

There are other reasons that students may choose 
to bring suit against an institution. Breach of contract, 
described earlier, may be charged by students who may 
not be provided with due process protections, particu-
larly in private institutions. The court has generally 
followed the “well-steeled rule that relations between 
a student and a private university are a matter of con-
tract” (Dixon v. Alabama State Board of Education, 
1961). However, there is inconsistency in court cases 
that address grievances of contract issues depending 
on the substance of the case. Students may also make 
charges of defamation or violation of civil rights, in-
cluding discrimination. Courts generally have not hes-
itated to analyze cases in which discrimination based 
on any parameter (e.g., race, gender, age, or disability) 
has been charged. The best way to avoid such litiga-
tion is to maintain policies that clearly demonstrate 
adherence to the institution’s and program’s guidelines, 
which must be in compliance with all federal and state 
laws regulating civil rights.

The Student Appeal Process

Before seeking the assistance of the court system, stu-
dents must first use all available recourse within the 
institution. A well-established principle of educational 
law is that the courts have generally relied on academic 
institutions to deal with grade disputes and have in-
tervened only when there is evidence of the violation 
of student rights. Institutions of higher learning have 
established policies for hearing student grievances 
and appeals. The purpose of these guidelines is to es-
tablish common procedures to ensure that students 
are provided due process and that faculty rights are 
supported. A sample appeal process that illustrates 
the typical steps students should initiate before filing 
a formal appeal is included as Table 3.2. Faculty and 



	 3    THE ACADEMIC PERFORMANCE OF STUDENTS	 47

nursing program administrators should familiarize 
themselves with this “chain of command” to ensure 
that students are afforded due process while faculty 
rights are also respected.

Institutional and program policies related to stu-
dent appeals and grievance procedures should be made 
available in writing to students and faculty. Faculty are 
usually given this information in the faculty handbook 
on orientation to the institution and should refer to 
them periodically as changes are made.

Likewise, students should be informed that a for-
mal grievance process policy exists and that it is their 

responsibility to initiate the procedure. It is recom-
mended that programs distribute this information to 
students when they are first admitted to the institu-
tion and document that students have received such 
notification. Students may choose not to initiate the 
grievance procedure that is their right, but they should 
always be aware of the option of doing so. Information 
about the appeal process should be reviewed with an 
individual student if the situation warrants.

When a grievance occurs and the appeal process is 
implemented, there are two possible outcomes. The 
appeals board may review the information provided 

TA B L E   3 . 2
Appeal Process Sample

Steps in the Appeal Process Commentsa

Step 1: Instructor Conference Many issues can be resolved informally between the instructor and the student, 
and this should be the level at which discussions are initiated. The student 
should make an appointment to meet with the instructor to discuss the issue 
and present objective evidence supportive of the student’s position. The 
instructor is responsible for summarizing the outcomes of the meeting, providing 
the student with a copy of the summary, and placing a copy of the summary in 
the student’s file.

Step 2: Academic Advisor Conference Some nursing programs use academic advisors as part of the appeals process; 
other nursing programs do not. The academic advisor can serve as an impartial 
third party to listen to the grievance and as facilitator to resolve the matter. 
A written summary of the conference should be created, a copy given to the 
student, and a copy placed in the student’s file.

Step 3: Program Director Conference The next level is often the program director but may be a different position 
dependent on how the nursing program is structured. The director can view the 
issue from a broad perspective. The student again has the opportunity to discuss 
the matter and bring supporting evidence. A written summary should be created, 
a copy given to the student, and a copy placed in the student’s file.

Step 4: Dean of Nursing Conference Some nursing programs may only have a program director, in which case the next 
step may be the formal filing of a grievance and meeting with the grievance 
committee. If a dean of nursing is present, this individual serves as another party 
to facilitate resolution of the issue. A written summary should be created, a copy 
given to the student, and a copy placed in the student’s file. The dean of nursing 
would follow up with the faculty involved to the extent appropriate.

Step 5: Appeal Committee An appeal committee may review the matter based solely on written materials 
presented or after a hearing in which the student presents the issue. The student 
should always have the opportunity to prepare for the appeal committee 
and present evidence for their position. The written outcome of the appeal 
committee will be given to the student and placed in the student’s file.

Step 5: Chief Academic Officer Conference 
(Academic Vice President or Provost)

The institution’s chief academic officer is typically the final step in the grievance 
process. The chief academic officer reviews all of the materials and makes a final 
determination of the matter.

aNote: Each step of the appeals process should provide sufficient time for the student to prepare adequately for the next level of appeal, yet 
assure that the matter is dealt with in a time-effective manner. As educational institutions vary in organizational structure, so will the actual 
steps. For example, not all nursing programs have a dean of nursing.
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and find that there are insufficient grounds for the 
student’s charge and that the assigned grade or faculty 
action should stand. The other option is that a recom-
mendation for corrective action may be made based 
on a review of evidence that indicates that the student’s 
charges have merit. This may mean a change of grade or 
an opportunity for further evaluation. Implementation 
of the recommendations may vary depending on the 
specific charges and circumstances. If, at the conclu-
sion of the institutional appeal process, the student 
is not satisfied with the outcome, the student has the 
right to pursue further recourse in the court system.

Faculty Role in the Appeal Process

Being involved in the appeal process can be a stress-
ful experience for both the faculty member and the 
student. When a student indicates dissatisfaction with 
an assigned grade or evaluation and is considering an 
appeal, the faculty member should give consideration 
to reevaluation. If the faculty member finds that the 
student’s evidence is legitimate and that the student 
truly deserves a higher grade, then the grade should be 
changed. If the faculty member believes no changes are 
justified after reviewing the situation and finding that 
all procedures and standards have been applied con-
sistently and justly, then the faculty member should 
maintain the assigned grade. However, a faculty mem-
ber should not act in haste or out of fear in reaction to 
the threat of a grievance procedure. Changing a grade 
without justification sets a dangerous precedent and 
should be avoided. Clear, consistent use of standards 
for grading that are made known to students will help 
effectively support grades that are assigned. Planning 
before the implementation of a course assignment or 
activity and providing clearly established grading cri-
teria may help decrease student misunderstanding.

ACADEMIC PERFORMANCE IN 
THE CLINICAL AND CLASSROOM 
SETTINGS

One major responsibility of nursing faculty is the evalua-
tion of student academic performance. In many circum-
stances faculty are charged with evaluating students in 
both classroom (didactic) and clinical settings. Student 
evaluation is an expectation of faculty at all levels and 
requires careful consideration for many reasons.

The outcome of evaluation has a major effect on 
students, and faculty must always be aware of this. 
Student assessment is critical to evaluating student 
learning and determining competence to practice 
(Oermann & Gaberson, 2017). Faculty may have lim-
ited preparation in how to evaluate students within the 
classroom or the clinical setting. The outcome of an 
evaluation usually means that students progress in the 
program, but an unsatisfactory evaluation means that 
students may face having to repeat a course, a delay in 
their education, or removal from the program. These 
outcomes have financial, emotional, and other costs 
for students. In addition, faculty may also experience 
negative consequences, such as emotional distress, 
pressure from administration to maintain numbers, 
and a sense of personal failure when it is necessary to 
assign a failing grade. In the context of this stressful 
situation for all involved, faculty must be aware of the 
legal concepts important to the evaluation process.

Academic Failure in the Clinical Setting
Faculty who teach clinical nursing courses are respon-
sible for guiding students in the development of pro-
fessional nursing judgments, skills, and values. Faculty 
must ensure that the learning experiences chosen 
provide the student with the opportunity to develop 
those skills to ensure that they will become safe, com-
petent practitioners. Applying a theoretical knowledge 
base, developing psychomotor skills, using appropri-
ate communication techniques with patients and staff, 
exhibiting decision-making and organizational skills, 
and behaving in a professional manner are examples 
of the types of competencies that nursing students are 
expected to achieve through their clinical experiences. 
Faculty are also expected to make judgments and deci-
sions about the ability of students to satisfactorily meet 
the objectives of the clinical experience. When stu-
dents are unable to satisfactorily meet the objectives of 
the clinical experience, faculty have the legal and ethi-
cal responsibility to deny academic progression.

Legal and ethical grounds exist for dismissal of a 
student who is clinically deficient. Nurse practice acts 
exist in all states to regulate nursing practice and nurs-
ing education within a given state. Successful gradua-
tion from a nursing program should indicate that the 
student has achieved the minimum competencies re-
quired for safe practice.
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When providing clinical care, nursing students 
will be held accountable for professionally negligent 
actions and are required to come prepared to clinical 
learning situations and to ask for help when needed. 
Although nursing practice is regulated by state law, 
which results in variations in practice standards be-
tween states, the prevailing view is that students are 
practicing on their own “fictitious license” and not the 
license of their instructor. As a result, students will be 
held to the same standards of practice as a reasonable, 
prudent nurse with the same education and experi-
ence. Patients should expect that the care provided 
will be safe, quality care at the level that is needed. In 
addition, students and faculty are expected to follow 
professional standards of practice and codes of ethics 
that have been developed to guide the profession, even 
though the students’ educational experiences are not 
completed.

When engaged in clinical learning experiences, the 
nursing student is under the supervision of the clini-
cal faculty with input from agency staff. The nursing 
staff in the facility have ultimate control over patient 
care that is delivered, so there must be constant and 
appropriate communication between staff, faculty, 
and students. The clinical agency contract that allows 
the school to use the facility for learning experiences 
may also contain a clause stipulating that the school of 
nursing will provide supervision of students. It is also 
common for the agency to retain the right to request 
removal of students and faculty if the level of perfor-
mance does not meet the standard of care acceptable to 
the institution and could result in the loss of the clinical 
agency as a site for future clinical experiences. Faculty 
must accept responsibility for ensuring that students 
practice with an acceptable level of competence. Each 
member of the health care team is liable for his or her 
own potential negligence related to patient care. If the 
student does not provide care according to applicable 
standards, the student is liable for any resulting dam-
age. If the nursing faculty does not adequately assign, 
monitor, and supervise the student, the nursing faculty 
is liable for resulting damage. And if the clinical staff, 
who retain ultimate responsibility for the patient’s care, 
neglect their duties in overseeing the care, they are li-
able for resulting damage.

Clinical faculty have several responsibilities related 
to the instruction of students. First, clinical faculty 

must set clear expectations for student performance 
and communicate these expectations to students be-
fore the onset of any learning experience. These expec-
tations must be reasonable for students to meet and 
must be consistently and equitably applied to all of the 
faculty member’s assigned students. Second, faculty 
must determine the amount of supervision to provide 
to students. When determining the appropriate level of 
supervision, faculty should consider the severity and 
stability of the assigned patient’s condition, the types 
of treatments required by the patient, and the student’s 
competency and ability to adapt to changing situations 
in the clinical setting. Another responsibility of clinical 
faculty is to judge the ability of the student to transfer 
classroom knowledge to the clinical setting.

Application of theory to nursing care is an impor-
tant component of safe nursing practice, and faculty 
must engage in data collection to determine the level 
of student performance in this area. Faculty may col-
lect data in multiple ways. For example, before pro-
viding care, students may be asked to develop written 
care plans and provide the rationale for their proposed 
nursing interventions. Faculty may also verbally ask 
students to explain the significance of patient assess-
ment data they have gathered, or students may be 
asked to keep a weekly journal that provides insight 
into their clinical decision making. Chapters  18 and 
26 provide further discussion of clinical teaching and 
evaluation. Whatever data collection methods are used 
by faculty to assess student performance must be con-
sistently applied to all students. Because faculty retain 
the legal liability for appropriate student assignments 
and student monitoring to assure applicable standards 
of care are being followed, the faculty has the responsi-
bility to remove students from providing clinical nurs-
ing care when the student is unsafe.

Fearing legal action, faculty may hesitate to fail a 
student who performs poorly in the clinical setting. 
However, federal and state courts have frequently up-
held the responsibility and right of faculty to evaluate 
students’ clinical performance and dismiss students 
who have failed to meet the criteria for a satisfactory 
performance. The courts have long indicated that fac-
ulty, as experts in their profession, are best qualified 
to make decisions about the academic performance of 
students (Christensen, 2014). When teaching a clinical 
course, faculty must clearly establish and communicate 
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the course and clinical objectives; they must document 
student performance and effectively communicate 
with students on an ongoing basis about their progress 
in the clinical area. These measures are discussed in 
greater depth in Chapter 18. Key to the success of any 
of these measures is that there has been clear commu-
nication of expectations to students.

As part of this communication, faculty should 
clearly identify at the beginning of the course, along 
with the clinical objectives, the level of clinical compe-
tence that students will be expected to achieve. These 
requirements should be stated in the course syllabus 
along with information about how the clinical grade 
will be determined for the course. The clinical syllabus 
should clearly identify all of the evaluation measures 
that will be used in determining the clinical grade. 
Chapter 26 provides more information about the pro-
cess of clinical evaluation. Students must be informed 
about how data will be obtained and whether the 
clinical evaluation will be formative, summative, or a 
combination. Students must receive continuing input 
through a formative evaluation process, periodically 
receiving information about progress and suggestions 
for improvement. Students must have time to demon-
strate the course competency requirements during the 
clinical experiences and cannot be required to master 
those competencies until the end of the course. The 
consequences of not meeting objectives should also be 
clearly communicated to students.

Written records of all clinical experiences and 
student–faculty conferences should be kept for each 
student during the course. Recording student observa-
tions during clinical learning experiences is very effec-
tive in assisting the faculty to recall specific objective 
observations (Gaberson et al., 2015).

Written records of a student’s learning experiences 
document that the student has been provided with ad-
equate opportunity to meet the clinical objectives. If 
opportunities to meet clinical objectives have not been 
provided, students cannot be evaluated or failed on 
unmet objectives.

Anecdotal records should be objectively writ-
ten, describe both positive and negative aspects of a 
student’s performance, and address the objectives of 
the course. Faculty should avoid commenting on the 
personality of the student but instead should reflect 
on what the student has or has not accomplished in 

relation to the course objectives. Notes of the student’s 
daily and weekly assignments should be based on fact 
and should be nonjudgmental. Documenting both as-
pects of performance indicates that the student’s total 
performance was taken into account when the final 
clinical grade was assigned.

Throughout the clinical experience, faculty should 
provide consistent, constructive feedback to students. 
Identifying positive aspects of a student’s clinical per-
formance and areas needing improvement will help 
that student develop self-esteem and confidence as 
a practitioner. Feedback is best conveyed in privacy, 
away from peers, staff, and patients, thus maintaining 
student confidentiality. Persistent clinical deficiencies 
should be addressed in conferences with the student, 
ideally away from the clinical setting. Written records 
of student–faculty conferences are used to document 
areas of faculty or student concern that have been dis-
cussed, along with the measures that are being taken to 
correct these deficiencies. Information about the prog-
ress the student makes toward correcting clinical de-
ficiencies and any lack of progress should be included 
in follow-up notes. Both the faculty member and the 
student should sign these written records.

Communicating effectively with a student who is 
not performing satisfactorily can be difficult. When 
feedback is given to a student about deficiencies in 
performance, it is essential for the faculty member to 
convey to the student a sense of genuine concern about 
helping the student improve his or her performance 
and to convey the faculty member’s responsibility for 
ensuring patient safety in the clinical setting. Providing 
feedback during clinical learning experiences should 
be continuous and include suggestions for students to 
improve their performance (Oermann & Gaberson, 
2017). Students should be allowed the opportunity to 
clarify and respond to the feedback given by the faculty 
member. Sometimes an objective third party, such as 
a department chairperson or course coordinator, can 
assist by providing an objective perspective of the cir-
cumstances and serving as an impartial witness to what 
was said by both the faculty member and the student.

When notifying a student that course require-
ments are not being met and failure of the course 
may result, the faculty member must follow the in-
stitutional guidelines that have been established for 
such situations. Informing a student of unsatisfactory 
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clinical performance can produce a stressful situation 
for the student, but it also provides the due process 
that is the student’s right in cases of academic defi-
ciency. It enables the student to understand that his 
or her performance is unsatisfactory and provides 
the student with the opportunity to correct deficien-
cies. It is equally important that the faculty member 
communicate information about the student’s perfor-
mance to other faculty who are administratively re-
sponsible for the course.

Assisting the Failing Student in the Clinical 
Setting
How do clinical faculty determine when a student’s 
clinical performance is unsatisfactory and warrants 
failure of the course? How many opportunities should 
the student be given to learn before being evaluated? 
These are questions that have been debated in nursing 
education for decades without resolution. Faculty are 
responsible for evaluating the cognitive, psychomo-
tor, and affective behaviors of students during clini-
cal learning experiences. Even with reliable and valid 
evaluation tools, it can be difficult to objectively evalu-
ate the behavior of students, especially in the affective 
domain.

Clinical evaluation has many inherent challenges 
for the nurse educator. Clinical evaluation may be sub-
jective, evaluation criteria may be misinterpreted by 
faculty or students, and clinical nursing practice is very 
complex (Krautscheid, Moceri, Stragnell, Manthey, & 
Neal, 2014).

Faculty in the clinical setting need to implement 
clear clinical evaluation measures and provide the 
student with frequent feedback as to their progress in 
meeting the clinical expectations. However, once hav-
ing determined that a student’s performance is unsatis-
factory and that failure of the course is likely to occur, 
faculty must implement actions to protect the student’s 
right to due process and assist the student through 
what will undoubtedly be a stressful experience.

Faculty may use several guidelines when work-
ing with students whose clinical performance is un-
satisfactory. For example, as previously mentioned, 
unsatisfactory clinical behaviors should be identified 
and discussed with the student as early as possible. 
Documentation should be maintained of the student’s 
performance and all conferences with the student.

Working in collaboration with the student, faculty 
should develop a plan or “learning contract” in which 
the needed areas of improvement are identified along 
with appropriate measures to ensure the improvement 
of performance. The student should be made aware that 
isolated instances of good or inadequate performance 
will not lead to a passing or failing grade. Instead, it is 
essential that the student strive to develop a consistency 
of behavior that portrays continuing improvement in 
performance and the delivery of safe patient care. The 
student should also understand that successful comple-
tion of any remedial work identified in the plan may not 
be sufficient to ensure a passing grade for the course; 
satisfactory completion of the course objectives will be 
required. After the plan has been detailed in a docu-
ment, both the student and faculty should sign and date 
it. The student should be given a copy of the plan for his 
or her own records and reference.

Frequent feedback sessions are essential during this 
time, as the student attempts to make an improvement 
in performance. The number of sessions depends on 
the situation, but it is often helpful to agree to meet on 
a regular basis, for example, weekly. The faculty mem-
ber should maintain objective and factual records of 
all sessions held with the student, including a descrip-
tion of strategies for intervention that were developed. 
Student self-appraisal should be a part of the process.

The student should also understand that during this 
period of evaluation, increased supervision and obser-
vation by faculty may be necessary to continue to en-
sure that patient safety is maintained. The student may 
report feeling he or she has been treated unfairly or 
harassed and indicate that the increased faculty super-
vision is creating a stressful situation. It may be helpful 
at this time to refer the student to a counselor or other 
qualified individual for assistance with stress manage-
ment. Role confusion can occur when the faculty acts 
in the capacity of caregiver or counselor to the student 
rather than maintaining the educator role. It is impera-
tive that the nurse educator only act within the bound-
aries of his or her position and role. This also extends 
to situations when the faculty tries to assume the role 
of health care provider to the student, when there is 
no legitimate nurse–patient relationship between the 
faculty and the student.

At times, a clinical instructor may experience a 
sense of concern about a student’s performance but 
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have difficulty clearly identifying the unsatisfactory 
behaviors. The instructor may wish to seek input 
from another faculty member about the student’s per-
formance. Faculty have the right, but no legal respon-
sibility, to obtain an objective evaluation by another 
faculty member. If this is done, the faculty member 
must make the student aware of the purpose of this 
observation and that the results of the objective evalu-
ation may affect the grade awarded.

If the student continues to provide unsafe patient 
care despite the interventions to improve performance, 
faculty can withdraw the student from the course be-
fore the end of the semester. Students who might 
qualify for removal from the clinical setting are those 
who demonstrate a consistent lack of understanding 
of their limitations, those who clearly and repeatedly 
cannot anticipate the consequences of their actions or 
lack of action, and those who consistently fail to main-
tain appropriate communication with faculty and staff 
about patient care. If a student is dishonest with faculty 
and staff about the care provided to a patient, serious 
legal and ethical implications occur.

In all of these cases, patient care may be jeopar-
dized and unsafe situations may be created for pa-
tients. Clinical faculty can refuse to allow a student to 
continue to provide care in the clinical setting, but if 
the student’s performance is safe, the student must be 
allowed to complete the clinical requirements of the 
course, even if the student is not meeting course ob-
jectives. Students are not required to achieve course 
objectives until the end of the course.

Following the mentioned procedures helps ensure 
that a student’s right to due process has been upheld. 
Maintaining effective communication with the stu-
dent throughout the experience may be difficult but 
is essential to achieving a satisfactory resolution to the 
situation for both faculty and student. When students 
perceive that they have been treated fairly and objec-
tively, most will accept that they were unable to sat-
isfactorily meet the objectives required of the course. 
Faculty should avoid excessive self-blame for the clini-
cal failure of a student.

Academic Failure in the Classroom Setting
Nursing program curricula are by necessity academi-
cally rigorous. Academic classroom failure, with a 
subsequent attrition from the nursing program, is not 

uncommon, and retention of nursing students is a fa-
miliar concern of nurse educators. However, faculty 
have a responsibility to uphold academic standards 
and must at times assign a failing grade in a course.

The reasons for academic failure in the classroom 
are numerous. First, students may initially underes-
timate the amount of time that they will need to de-
vote to course study to be successful in the pursuit of a 
nursing degree. Students may be unprepared and lack 
the study- and time-management skills necessary to 
organize their schedules and study time appropriately. 
Students can quickly become overwhelmed with the 
academic demand of a nursing program, and the re-
sulting stress serves to further increase anxiety and the 
inability to deal with course requirements.

Second, many of today’s nursing students are at-
tempting to fulfill numerous roles, simultaneously jug-
gling the responsibilities and demands of work, family, 
and school. Role overload becomes excessive, and the 
students’ grades are adversely affected. Students are of-
ten forced to make difficult decisions and may be ill 
equipped to identify appropriate priorities when ad-
dressing these issues.

Third, some students have difficulty with the 
level of cognitive ability required in nursing courses. 
Although adept at memorizing facts and information, 
they are not able to apply the concepts and develop the 
appropriate decision-making abilities. This is usually 
demonstrated by their inability to perform well on tests 
that demand application, analysis, and synthesis levels 
of cognition. Students who have never before been re-
quired to think on these levels may become frustrated 
when they spend much time memorizing information 
but still do not perform well on tests.

Some students may have learning disabilities that 
affect their ability to read with comprehension, suc-
cessfully take tests, memorize information, or main-
tain concentration. Some students have satisfactory 
clinical performance but are unable to perform well in 
the classroom setting. See Chapter 4 for further discus-
sion of students with learning disabilities. Students for 
whom English is a second language may also experi-
ence these difficulties.

Faculty have an ethical responsibility to identify 
students who are considered to be at high risk for aca-
demic failure in the classroom. The same examples of 
high-risk characteristics Donovan identified in 1989 
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are still pertinent today and include low grade point 
average, low standardized test scores, decreased criti-
cal thinking skills, and attendance at several universi-
ties without attaining a degree. Additional factors that 
can cause students to be at a higher risk for academic 
failure include having poorer reading and comprehen-
sion skills, having English as an additional language, 
being economically disadvantaged, and being an older 
student (Bastable, 2014). When students who have 
these characteristics are accepted into a nursing pro-
gram, academic support services must be provided to 
increase their chances of success.

Faculty also have the responsibility for develop-
ing and providing academic support services that in-
crease students’ chances for success and thus increase 
student retention in the nursing program. There are 
many services that may be available to assist students 
academically, such as tutoring programs, individual 
course study sessions, study skills workshops, faculty–
student mentoring programs, test-taking support, 
peer study sessions, and time and stress management 
training. Faculty should be aware of resources within 
other departments in the institution that can offer 
valuable assistance to students in need. They should 
also encourage activities that provide a support sys-
tem for students, such as participation in student 
clubs and organizations. Peer mentoring can also be 
an effective educational strategy that benefits both the 
student serving as the mentor and the student being 
mentored (Brody et al., 2016; Walker & Verklan, 2016). 
The use of peer mentoring must include clearly estab-
lished guidelines and mentor expectations (Oermann, 
2015). Developing and providing support services for 
students with academic difficulties helps ensure that 
students receive the assistance they need at the earliest 
possible intervention point.

Assisting the Failing Student in 
the Classroom Setting
When designing intervention programs that will as-
sist students to be academically successful in a nursing 
program, faculty must consider the academic experi-
ence from the perspective of the student, because this 
may have major implications for student retention and 
success. Faculty should obtain feedback from students 
in the program about their areas of concern, both aca-
demic and nonacademic. For example, if students be-

lieve that large class size is interfering with their ability 
to learn, strategies that provide students with access to 
faculty in small groups could be implemented. Student 
focus groups can provide much feedback, and faculty 
can use this information to develop interventions.

Faculty also need input about what programs or in-
terventions are working (e.g., tutoring services, orien-
tation programs, peer-to-peer study assistance groups) 
so that these can be continued or eliminated according 
to their success. Faculty need to know what concerns 
students have that can be addressed with appropriate 
resources. Using this information, faculty would be 
able to develop a retention-intervention program de-
signed to maximize students’ positive experiences and 
enhance academic success.

More specifically, faculty can implement several 
proactive strategies that support students’ academic 
efforts in the classroom. First, faculty should remain 
aware of the changing student population and stu-
dents’ different learning styles. Nurse educators need 
to develop innovative, flexible programs designed to 
support the academic needs of the increasing numbers 
of nontraditional adult learners, graduate students, 
and culturally diverse students.

Flexible class scheduling, the use of technology 
to provide learning at convenient times for students, 
campus child care, recognition of students’ life expe-
riences, and support for students with English as a 
second language can all help students achieve their 
educational goals. The learning expectations and strat-
egies of today’s college students are likely to be differ-
ent from those of students of the past. Much literature 
has been published that addresses the varying learn-
ing styles of the current generation, and information 
gained from those studies should be used to provide 
meaningful learning experiences for students.

Students who are successfully integrated academi-
cally and socially into the learning environment will 
more likely be retained in the system. Institutions 
must realize that students bring diverse needs to the 
educational process. The faculty adviser has key role in 
helping students successfully adjust to their academic 
responsibilities. Faculty need to be informed about ac-
ademic policies that affect student advisement so that 
they are able to provide accurate, timely information.

A typical role of the academic nurse educator of-
ten involves serving as an academic advisor for the  
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nursing students. Faculty who understand the particu-
lar challenges of their students and the particular de-
mands of their nursing program can promote student 
retention and educational success. The NLN (2016)  
identifies the importance of creating academic en-
vironments where diversity can flourish. Nursing 
associations or organizations can be a source of en-
couragement for students and can serve as a vehicle 
for socializing students into the nursing profession.

Individually, faculty members can take several steps 
to assist students who are doing poorly in the class-
room. When a student demonstrates evidence of a lack 
of understanding of content of the course, such as fail-
ing a test or not completing an assignment properly, the 
faculty member should meet with the student to iden-
tify the student’s perception of the problem. Students 
are often able to recognize the problem themselves, 
such as not enough time spent in preparation, lack of 
understanding of the material, or personal problems. 
Each of these reasons for poor performance requires 
the use of different intervention strategies, and the stu-
dent should be involved in determining what actions 
are to be taken. Tests should be reviewed to assess 
the areas of difficulty and to determine whether the 
problem is potentially related to, for example, lack of 
knowledge about content, reading difficulties, anxiety 
associated with test taking, poor study skills, or per-
sonal difficulties. Once the potential causes have been 
identified, intervention strategies can be designed and 
implemented to help correct the situation.

Faculty must realize that it is the student’s respon-
sibility to learn and to use the resources available to 
improve academic performance. Students must take 
responsibility for carrying out the plan of action devel-
oped in conjunction with the faculty member. Faculty 
cannot assume responsibility for ensuring that all stu-
dents are successful in the course, but they must make 
certain that students are active participants in identify-
ing concerns, developing strategies to address deficien-
cies, and improving performance. Faculty should always 
be willing to listen to student concerns and make refer-
rals to available program resources when appropriate.

If, despite various efforts, a student cannot satisfac-
torily meet the course requirements, faculty have no 
alternative but to assign a failing grade. At this point, 
the student will require guidance and support as the 
available options are reviewed. If this is the first nursing 

course that the student has failed, it is commonly pro-
gram policy to allow one retake of the course. If this is 
the second nursing course failure for the student, the 
student may be dismissed from the program. The stu-
dent should receive appropriate academic advice as he 
or she plans future educational goals.

ETHICAL ISSUES RELATED TO 
ACADEMIC PERFORMANCE

Many ethical principles that influence student–faculty 
relationships and interactions are the same ones that 
guide interactions between nurses and patients. The 
relationship should be characterized by mutual respect 
and open communication. Faculty have a responsibility 
to conduct themselves in a manner that is exemplary, 
fair, nonjudgmental, and just and should serve as role 
models for students in demonstrating honest academic 
conduct. It is apparent, though, that there is the potential 
for student–faculty conflict to develop in these interac-
tions. Faculty should consider the ethical implications 
that exist in relationships developed with students. 
This section addresses ethical issues that can develop 
in student–faculty relationships, including academic 
dishonesty and the nature of interactions occurring be-
tween students and faculty. Suggestions are provided for 
avoiding the development of unethical situations.

Academic Dishonesty
A student copies from another student during a test 
or uses “crib” notes; another student agrees to help an 
academically weaker student by providing answers 
to a test. Lacking the time it takes to write a term 
paper, a student turns in a paper written by another 
student, and yet another student plagiarizes portions 
of a term paper, taking the chance that the professor 
will not detect the omission of appropriate reference 
citations. During a clinical experience, a student for-
gets to administer a medication on time. Fearing the 
consequences of admitting the error, the student in-
stead documents it as given. These are all examples of 
academic dishonesty or cheating, representing one of 
the most difficult situations faculty have to deal with 
in their interactions with students.

Unfortunately, such incidents are not uncommon, 
and as technology has developed and students have 
become more proficient, the methods of cheating 
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have become more sophisticated, complicated, and 
complex (Oermann & Gaberson, 2017). As computer 
technology has become commonplace, students have 
used more sophisticated high-tech methods of cheat-
ing, such as the use of smart phones, cameras, text 
messages, and inappropriate computer use. Additional 
cheating methods may include use of tattoos, labels 
on drinking containers, and papers purchased on-
line. Numerous reports detail alarming statistics that 
demonstrate an increasing occurrence and acceptance 
of cheating in schools at every level. Krueger (2014) 
completed a study of nursing students’ engagement 
in academic dishonesty and identified that more than 
half of the study participants reported cheating in the 
classroom and clinical setting. Nursing faculty may 
be particularly concerned about academic dishonesty 
because a link between unethical classroom behavior 
and unethical clinical behavior exists.

Oermann and Gaberson (2017) noted that both 
low-technology cheating and more sophisticated 
use of technology in cheating are widely believed to 
be common on US college campuses. Nursing fac-
ulty often are hesitant to deal with student cheating 
because of fear of consequences to themselves. After 
confronting students regarding cheating, faculty may 
encounter altered relationships with students. Faculty 
may also fear for their own safety from students who 
become confrontational and make threats. In spite of 
such deterrents to confronting cheating, most faculty 
are committed to maintaining integrity within nurs-
ing education, although they do not always have the 
knowledge of practices that can assist in deterring 
cheating (Stonecypher & Willson, 2014).

Many factors may influence a student’s decision 
to cheat. Several authorities note that an alarming 
number of students do not consider their behavior to 
be unethical or cheating but see it as acceptable and 
common. Literature has addressed the concept of aca-
demic entitlement, whereby the student feels entitled 
to the degree because they have paid their tuition, 
rather than feeling entitled to the opportunity to learn 
(Karpen, 2014). Dishonesty in the classroom setting is 
a concern for nursing faculty because of the potential 
for the student to also demonstrate dishonest behavior 
within the clinical setting.

Numerous strategies and practices have been 
identified to deter cheating in nursing education 

(Stonecypher & Willson, 2014). An initial strategy to 
address academic honesty should be a careful review 
of the faculty’s own behaviors. For example, do faculty 
cite sources on materials presented to students in class? 
Are student contributions to research and publications 
appropriately acknowledged? Are faculty expectations 
realistic in terms of time requirements for students? Is 
there discussion about the importance of values and 
values development in students, or do these discussions 
occur only when a crisis situation has occurred? These 
authors point to the importance of a learning environ-
ment that integrates ethics into the entire curriculum 
and the use of learning strategies that work to develop 
values and behaviors in students that have lasting con-
sequences. Nursing faculty must role model a high level 
of integrity and create high-integrity classrooms to pro-
mote ethical practices in students (Eby et al., 2013).

The Tri-Council for Nursing recently issued a proc-
lamation focused on nursing civility that identified the 
need to promote health and civil work environments 
(2017). Civility toward others must extend into the ac-
ademic nurse educator role. According to Dr. Cynthia 
Clark, maintaining civility in student–faculty interac-
tions is another important action that faculty can take 
to serve as positive role models and promote effective 
leadership behaviors for students (Nickitas, 2014). 
Bullying occurs at all levels of nursing, including 
nursing education and nursing practice (Matt, 2012). 
Faculty are in the power position with respect to the 
student because faculty hold the power over a student’s 
grade and program progression. Faculty may not think 
that their actions would be considered bullying, but 
when the imbalance of power in the teacher–student 
relationship is considered, actions the faculty perceive 
as innocent or even helpful may in fact fit the defini-
tion of student bullying. It is imperative that faculty 
not allow an environment of incivility or bullying to 
occur within the nursing program.

Faculty can take a number of actions to deter cheat-
ing in their courses. One of the most common forms 
of academic dishonesty is cheating on classroom tests. 
This may be done by copying from another student’s 
test, with or without the cooperation of the other 
student, concealing and bringing potential answers 
to the test into the classroom, or obtaining test ques-
tions from students who were previously enrolled in 
the course. Developing alternate test forms that can 
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be used in subsequent semesters can help decrease the 
likelihood of questions being shared between classes 
of students. Alternative test forms can also be used 
among students in the same class, thus decreasing the 
chance that students can cheat by looking at the test 
of the student sitting next to them. Requiring students 
to leave books and other personal items at the front 
of the classroom or under their desks and rearranging 
the seating can also make it more difficult for students 
to cheat. Directing students to look only at their own 
tests can serve to remind students that their behavior 
is being observed and that they are responsible for not 
conveying the appearance of cheating.

Another common method of cheating is plagiarism 
of written work, through either the use of papers writ-
ten by other students or the inappropriate citation of 
references. Students may be unclear about what con-
stitutes plagiarism; therefore faculty should consider 
clarifying this at the beginning of the course, including 
how and when citing is to be done and what conse-
quences will take place if plagiarism occurs. The pro-
active approach has been shown to be more successful, 
especially when tied to the development of an environ-
ment of academic honesty, often linked to an honor 
code or honor system. This may reduce the number 
of “I did not know that was wrong” excuses from stu-
dents. Requesting that copies of the references cited in 
written work be turned in with the assignment can fa-
cilitate faculty review of the materials and reduce the 
likelihood that students will deliberately plagiarize. 
Keeping on file copies of past student papers can also 
decrease the likelihood that students will be able to 
represent a previous student’s work as their own.

Sometimes students are pressured into helping an-
other student cheat on coursework, either through a 
misguided sense of feeling sorry for and wanting to 
“help” the student or sometimes through fear. It can 
be helpful to periodically review the institution’s policy 
on academic dishonesty with students in the class, es-
pecially if the faculty member suspects there may be a 
problem. Many students do not realize that institutional 
policies commonly state explicitly that a student partic-
ipating in and enabling another student to cheat is also 
guilty of academic dishonesty and may be disciplined 
as well. In addition, most institutions have policies that 
provide guidance for students who feel that they are be-
ing verbally and otherwise harassed by another student.

A wide variety of practices are described in the 
literature to deter cheating (Oermann & Gaberson, 
2017; Stonecypher & Willson, 2014). Morgan and Hart 
(2013) conducted a quasi-experimental study to inves-
tigate the effectiveness of an academic integrity inter-
vention in an online RN to BSN program. They found 
that the interventions of faculty-initiated discussions 
on academic integrity combined with assignments 
focused on policies, honor codes, and so on fostered 
a culture of increased academic integrity (Morgan & 
Hart, 2013). Academic honor codes can be used as a 
proactive stance to discourage dishonesty and to foster 
the development of a professional value system within 
an institution. An academic honor code should define 
what activities constitute academic misconduct, what 
disciplinary action could result if the student engages 
in such activity, and the student grievance and appeal 
procedure. Colleges with honor codes have been re-
ported to have fewer incidences of academic dishon-
esty (Krueger, 2014).

It is also helpful if written statements on course syllabi 
are used to remind students of the institution’s policy on 
academic dishonesty and the academic code of honor, 
if one exists. The consequences of cheating and violat-
ing the honor code should also be clearly delineated in 
course syllabi. If cheating has occurred, does the student 
get an F for the assignment or an F for the course? Or 
are other options a possibility? This information can be 
included in the evaluation section of the syllabus and 
lets students know that any incidents of cheating will be 
taken seriously by the faculty member. It is important 
that these outcomes be guided by school policy and pro-
cedure; all course policies must be congruent with those 
of the broader school guidelines.

If a faculty member has evidence that a student has 
engaged in some form of academic dishonesty, it be-
comes necessary for him or her to confront the student 
about the incident.

Multiple steps should be taken by the faculty when 
dealing with instances of cheating. The faculty should 
ensure privacy with the student when initiating a dis-
cussion about the suspected cheating. This discussion 
often includes a third person, such as another faculty 
member or the department chairperson. The faculty 
should clearly and objectively state the observed behav-
ior and reference it to the expected behavior. Potential 
consequences for the student’s actions should be  
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reviewed. The student should be informed of institu-
tional policies and the importance of adhering to pro-
fessional standards of conduct. The conference should 
be documented by the faculty member and the student 
should receive a copy of the documentation. As men-
tioned previously in the section regarding disciplinary 
action and due process, the student’s right to due pro-
cess should be ensured before any action is taken.

Student–Faculty Relationships
As discussed earlier in this chapter, the nature of the 
relationships that students develop with faculty in the 
classroom and clinical setting can have a profound 
influence on the quality of the students’ education ex-
periences. The relationship of the student to faculty in 
nursing may be closer than in other disciplines because 
of the increased amount of individual contact that oc-
curs between students and faculty. Novice faculty often 
are uncertain about how to appropriately develop rela-
tionships with students. This can have a major effect on 
the success of faculty in the classroom and their personal 
satisfaction with their role as an educator. Faculty may 
indeed be very knowledgeable about the content they 
teach, but if they cannot relate in a positive manner to 
students, the students may not listen to the substance of 
the information being conveyed. Novice faculty should 
be encouraged to seek guidance on how to develop an 
effective interpersonal style with students.

Behaviors that help develop effective relation-
ships with students are those that have been described 
throughout this chapter. Open, ongoing dialogue with 
students throughout the educational process is essential. 
Students have the right to expect respect from faculty 
for their ideas and opinions (although not necessarily 
agreement); constructive, helpful feedback on their aca-
demic performance; a willingness to answer questions 
and address concerns the student may have; and a re-
spect for student confidentiality. Displaying an appro-
priate sense of humor and warmth with students is also 
important and allows students to see the human side of 
faculty.

Behaviors that are inappropriate and unethical 
in the teaching situation include using sarcasm or 
belittling the student, threatening the student with 
failure, criticizing the student in front of others, act-
ing superior, discussing confidential student issues 
with other faculty, and displaying inappropriate sexual 

behavior. Standards and guidelines addressing sexual 
harassment are part of each institution’s policies and 
procedures. Nursing faculty must be informed about 
such policies and must follow them explicitly. Faculty 
may also serve to assist students to access appropriate 
resources should students have issues with sexual ha-
rassment by other members of the university commu-
nity and need such assistance.

Showing favoritism in the treatment or grading 
of students, refusing to answer students’ questions, 
behaving rudely, and being authoritarian are other 
examples of unethical teaching behaviors. Student–
faculty interactions that are based on the inappropri-
ate use of power and control cannot result in caring, 
collegial relationships. In some institutions, policies 
govern the contact that is appropriate between stu-
dents and faculty. Those policies must always guide 
decisions about appropriate student contact and 
interaction.

Faculty can foster the development of positive 
student–faculty relationships through the design of 
learning experiences that promote collaborative, col-
legial learning exchanges between faculty and students. 
Faculty need to examine their beliefs about the teaching–
learning process and student–faculty relationships to 
gain an understanding of their own attitudes. The first 
step in the process of fostering a learning environment 
that is empowering for both faculty and students is con-
ceptualizing the student–faculty relationship as a collab-
orative partnership instead of an authoritarian one.

EMERGING LEGAL ISSUES

Today’s nurse educator is confronted with a variety of 
emerging legal issues that were not present a few years 
ago. Some of the most significant emerging issues deal 
with social media, high stakes testing, use of crimi-
nal background checks and drug testing, and current 
trends in litigation with nursing programs.

Social Media Use and Misuse
Social media has emerged within nursing education 
because of the potential for teaching innovations 
(Peck, 2014). Although social media is openly used in 
one’s personal life, use of social media within educa-
tion or health care brings special legal concerns associ-
ated with confidentiality and privacy.
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The National Council of State Boards of Nursing 
(NCSBN, 2011) prepared a white paper on the appro-
priate use of social media by the nurse (2018). They 
caution that nurses who breach confidentiality and pri-
vacy can be held liable not only for civil and criminal 
privacy violations but for a variety of consequences that 
can lead to disciplinary actions for the licensed nurse 
and continued employment. For students, such privacy 
violations can result in dismissal from school in addi-
tion to the civil and criminal sanctions.

Students and faculty must be aware of the issues 
with the use of social media. For example, information 
posted to social media cannot be regarded as private 
even though the individual may have set access restric-
tions to the information. It is also important to realize 
that even if posted information is later deleted, it may 
still be able to be retrieved.

Nurses and students must not use social media to 
post private patient information on any social media 
site. This includes the posting of written words and 
images. Postings that do not include the names of pa-
tients may still be considered violations of patient pri-
vacy when the postings can lead to the identification of 
the patient. Postings should never include disparaging 
or harassing remarks about others. These principles 
not only apply to posting patient information but also 
serve as guidelines for student postings about instruc-
tors or other students, as well as instructor postings 
about students and other students. Professional guide-
lines apply to postings on social media, and the poster 
will be held liable.

Many faculty are unaware of how social media operates 
and thus are not able to provide guidelines to students as 
to the appropriate use of social media as a nursing profes-
sional. Students may have established practices of openly 
communicating on social media without any consider-
ation of professional standards related to social media. 
Without appropriate guidance from faculty, students may 
be unaware of the significant legal and ethical concerns 
related to the use of social media.

Violations of social media by nursing students 
are making their way to the courtroom. In Byrnes v. 
Johnson County Community College, et al. (2011), three 
nursing students posted a picture of a placenta on so-
cial media. The clinical instructor had given permis-
sion for the picture to be taken on the condition that 
there were no identifying marks present in the picture. 

The clinical instructor was told that the students in-
volved intended to post the picture to Facebook. The 
college dismissed the students. Byrnes filed suit and 
prevailed on the basis that she was not afforded ap-
propriate due process before being dismissed for an 
“academic” matter. The court characterized this as a 
disciplinary matter and noted that no patient privacy 
rights were violated in the photograph. Byrnes was 
reinstated as a student and allowed to continue her 
education. It is worth noting that the court stated there 
were no restrictions on this type of behavior or use of 
social media within the student handbook and the stu-
dents had no way to know that posting the photograph 
would be an issue.

Another case involving a nursing student held in fa-
vor of a nursing program that dismissed the student for 
blogging about a patient who was giving birth (Yoder v. 
Univ. of Louisville, 2013). The court viewed the matter 
as “academic” (as the program argued) and not “dis-
ciplinary” (as the student argued). The distinction is 
significant, as disciplinary matters are held to consid-
erably more due process safeguards. The court noted 
that the student’s first amendment right was waived by 
the student by her signing various agreements with the 
nursing program related to maintaining professional 
confidentiality. Case law reflects the importance of 
clearly identifying the required standard of conduct 
regarding the maintenance of professional confidenti-
ality with social media.

High Stakes Testing
High stakes testing refers to any test that has significant 
consequences for the tester. In nursing, high stakes test-
ing typically refers to nationally standardized examina-
tions that are used to determine a student’s progress in 
nursing, such as when they are used as a requirement to 
pass a course or graduate. The use of high stakes test-
ing has been debated in nursing education for several 
years. Court cases have held both in support of and 
against the use of high stakes testing. State boards of 
nursing have also weighed in on the appropriateness of 
using high stakes testing in nursing. Some state board 
of nursing have provided limits as to how high stakes 
testing can be used in nursing programs.

The NLN (2012b) developed the document Fair 
Testing Guidelines for Nursing Education, which sup-
ports appropriate testing and evaluation measurements 
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that provide feedback on student learning and curricu-
lum effectiveness but advises that more than one mode 
of learning assessment should be used to make high 
stakes decisions.

Litigation continues related to the use of high stakes 
testing in nursing education. The typical case involves 
a nursing program requiring students to take and 
achieve a set score on a high-stakes test to qualify for 
graduation regardless of previous academic perfor-
mance in the program. Steps that nursing programs 
can implement to support the use of standardized 
testing would be to clearly provide adequate notice 
of the requirement, to support students who may not 
achieve the desired results from testing before facing 
disturbing consequences, and the use of multiple as-
sessment methods for determining outcomes, such as 
graduation requirements. The nursing program must 
also consult with their state regulatory board for any 
specific state requirements regarding the use of stan-
dardized testing.

Use of Criminal Background Checks and 
Drug Testing
Many nursing programs require students to undergo 
criminal background checks and drug testing. This 
type of requirement has become quite common and is 
often required by the clinical agencies where students 
will be obtaining learning experiences. In determining 
program requirements, nursing faculty should consult 
with their state regulatory boards as to specific guide-
lines regarding the use of criminal background checks 
and drug testing and the educational institutional poli-
cies and the requirements of the clinical agencies used 
for student learning experiences.

CURRENT TRENDS IN LITIGATION 
WITHIN NURSING EDUCATION

Over the past few years, there has been a significant 
increase in the number of legal cases filed within nurs-
ing education with multiple causes of action. Some of 
these cases have been filed by attorneys and others have 
been filed by the students themselves acting in a “pro 
se” capacity (meaning they will represent themselves 
rather than retain an attorney for representation). For 
example, a CRNA student who was dismissed for clini-
cal performance issues filed a suit with the following 

multiple causes of action: disability discrimination, 
defamation, intentional infliction of emotional dis-
tress, negligent infliction of emotional distress, and 
breach of contract (Walsh v. U. of Pittsburgh, 2015).

A review of case law also identifies cases by nurs-
ing programs against their state board of nursing (ATS 
Institute of Technology, Associate of Applied Science 
in Nursing Program, v. Ohio Board of Nursing, 2012; 
Camtech School of Nursing and Technological Sciences 
v. Delaware Board of Nursing, 2014; Ohio American 
Health Care, Inc. Practical Nursing Program, v. Ohio 
Board of Nursing, 2014). Health care programs have 
also sued accrediting agencies for “unjust” loss of ac-
creditation (Professional Massage Training Center, Inc. 
v. Accreditation Alliance of Career Schools and Colleges, 
2014). Students are also filing suit against their nursing 
programs when they have lost professional accredita-
tion (McCabe v. Marywood University, 2017). Overall 
the litigation within the nursing education arena is 
becoming more diverse and creative. As a result, the 
nurse educator must be vigilant to practice as a nurse 
educator according to legal principles and overall best 
practices.

SUMMARY

This chapter provides an overview of the legal and 
ethical issues that are related to nursing education. The 
development of positive student–faculty interactions 
and the faculty role in evaluation of student perfor-
mance is discussed. The legal and ethical concepts that 
guide student and faculty interactions and relation-
ships are explained. Academic failure in the classroom 
and clinical setting is discussed, as are methods of as-
sisting students through this difficult experience while 
ensuring their rights to due process. The importance of 
clear, mutual communication of expectations between 
students and faculty is emphasized. Current legal and 
ethical issues related to social media, high stakes test-
ing, criminal background checks, drug testing and 
current litigation trends in nursing education are also 
presented.

Nursing students in today’s classroom exhibit dif-
ferent characteristics from those of faculty when they 
were nursing students. Today’s diverse students bring a 
richness of life experiences to the learning experience. 
Each student is an individual possessing a variety of 
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knowledge, skills, values, beliefs, and needs that will 
help form the nursing professional that the nursing 
student wishes to become. It is important for nurse 
educators to meet the needs of these students by estab-
lishing professional relationships that are positive and 
empowering in nature, ultimately providing students 
with a learning environment that supports their per-
sonal and professional goals.
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44 TEACHING STUDENTS WITH 
DISABILITIES
BETSY FRANK, PhD, RN, ANEF

C  ongress passed the Rehabilitation Act in 1973. 
This act states that any program or activity that re-
ceives federal funding cannot deny access or participa-
tion to individuals with disabilities. Section 504 of this 
act specifically addresses higher education and pro-
hibits public postsecondary institutions that receive 
federal funds from discriminating against individu-
als with disabilities. Furthermore, almost 30 years ago 
Congress enacted the Americans with Disabilities Act 
(ADA, 1990). This act was further updated in 2008 and 
is now sometimes referred to as the Americans with 
Disabilities Act Amendments Act of 2008 (ADAAA). 
A summary of key provisions has been published to fa-
cilitate use of the act’s provisions (Equal Employment 
Opportunity Commission [EEOC], 2009). Because 
of these two laws, colleges and universities have ex-
perienced an increased number of students with dis-
abilities admitted to their programs, including nursing 
programs

Nursing students with special needs present a chal-
lenge to nursing faculty in both the classroom and 
clinical settings. Students who have special needs in-
clude those who have a physical disability, such as a 
visual, hearing, or mobility impairment; a chronic 
illness; a learning disability; mental health issues; or 
a chemical dependency problem. Many nursing pro-
grams have had experience in meeting the needs of 
these students, and learning disabilities are among the 
most common type of disability reported. The major-
ity of students do not disclose their disability before 
admission. Neal-Boylan and Miller (2017) found that 
some students with disabilities had to apply to multiple 
schools before being accepted.

This chapter addresses the issues related to the edu-
cation of students with disabilities. It specifically focuses 
on common problems experienced by college students 
and nursing students: learning disabilities, physical dis-
abilities, mental health problems, and chemical impair-
ment issues. The Rehabilitation Act of 1973, the ADA 
as amended in 2008 (EEOC, 2009), and the significance 
of these acts to nursing education are also addressed.

LEGAL ISSUES RELATED TO 
STUDENTS WITH DISABILITIES

Faculty should be aware of the legal issues associated 
with teaching students with disabilities. The ADA pro-
tects the rights of individuals with disabilities in the 
arenas of education, employment, and environmen-
tal accessibility. Higher education institutions must 
guarantee individuals with disabilities equal access 
to educational opportunities. Discrimination against 
individuals with physical and mental disabilities is 
prohibited by the ADA. However, the ADA does not 
guarantee that an admitted student will achieve aca-
demic success—only that the student has the oppor-
tunity to achieve academic success. A university or 
college has the obligation to maintain academic and 
behavioral standards for all students, disabled or not 
(Meloy & Gambescia, 2014).

The full effect of the ADA on professional educa-
tion continues to be determined as more potential stu-
dents with disabilities seek admission to nursing and 
other health professions programs. Focusing on stated 
program outcomes rather than on specific skills puts 
faculty in a better position to make decisions about 
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what are reasonable accommodations for students 
who are disabled or have other special needs. The in-
stitution and faculty may be sued for failing to make 
reasonable accommodations. For example, a Missouri 
Appeals Court ruled that a nursing program had 
erred in dismissing a deaf nursing student because she 
needed accommodations in clinical practice (Wells v. 
Lester E. Cox Medical Centers, 2012). However, if the 
student does not request accommodation, the uni-
versity is not required to provide such (Buescher et al.  
v. Baldwin Wallace University, 2015).

Implications for Nursing Education
Although many students with disabilities are enrolled 
in nursing programs, faculty often have reservations 
about their ability to deliver safe patient care. However, 
several authors have pointed out that no evidence ex-
ists that nurses with disabilities delivered unsafe care 
(Matt, Fleming, & Maheady, 2015; Neal-Boylan & 
Smith, 2016). Furthermore, all nursing students pre-
sumably are supervised by faculty or preceptors. 
Therefore their practice is continually monitored for 
safety issues. Matt et al. (2015) have stated that as the 
nursing workforce ages, many changes in the work en-
vironment can be made to make the environment ac-
cessible to practitioners and students alike.

Admitting nursing and other health professions 
students with disabilities to educational programs 
promotes cultural diversity (Shpigelman, Zlotnick, & 
Brand, 2016; Zazove et al., 2016). In 2016 the National 
League for Nursing emphasized this point in its vi-
sion statement Achieving Diversity and Meaningful 
Inclusion in Nursing Education. Admitting students 
that represent various groups within the population 
promotes a workforce that better reflects the popula-
tion as a whole.

As more students with disabilities seek admission to 
nursing programs, and as those within the profession 
age, retaining nurses with disabilities in the workforce 
will be essential. If faculty and students don’t have an 
open attitude (Shpigelman et  al., 2016) toward stu-
dents with disabilities, much potential nursing talent 
may be lost when such students aren’t admitted into 
nursing programs.

By law, students have the responsibility to notify 
the institution regarding a disability and the need for 
accommodation (Walker, 2017). Although disclosure 

of disabilities is voluntary and not legally required, 
students who have a disability and require accommo-
dation are encouraged to share this information with 
the institution’s office for students with disabilities. 
However, many students will not share information re-
garding their disabilities for fear of rejection.

Barriers to student success may be related more 
to faculty, fellow students, and practice partners’ at-
titudes than to student ability (Neal-Boylan & Smith, 
2016; Shpigelman et  al., 2016). Based upon faculty 
interviews, Ashcroft and Lutfiyya (2013) developed 
a grounded theory about nurse educators’ percep-
tions of working with students with disabilities. Their 
theory was named “producing competent graduates” 
(p. 1317). Subthemes within the theory included “let’s 
work with it” (the disability); “it becomes very difficult” 
(to accommodate); “what would happen if someone 
died?” (because of unsafe practice); a wary challenge; 
educator attributes, which included past experience in 
working with students with disabilities; and perceived 
student attributes or kind of disability.

Faculty negative attitudes can change. A study by 
Tee and Cowen (2012) demonstrated that a variety 
of strategies can enhance the ability of practice part-
ners to work with students who have disabilities. Such 
strategies included having students tell their stories 
and developing a series of DVDs and interactive slide 
shows that practice partners, called mentors, could use 
to understand the issues faced by students with dis-
abilities and how to appropriately accommodate those 
students. Education for faculty related to providing ac-
commodations and understanding the possibilities for 
achievement among students with disabilities is key 
for students’ academic success.

When a student makes known the presence of a 
disability and gives permission to share this informa-
tion with faculty, course faculty are notified about the 
disability that requires accommodation. Course fac-
ulty must keep this information confidential and are 
not to share this information with other faculty, as it is 
the student’s responsibility to decide when and where 
to disclose the presence of a disability. Students may 
choose not to disclose a disability in some courses. 
Even when student consent is given to share informa-
tion with faculty, the nature of the disability is not dis-
closed to faculty unless the student decides to disclose 
it (Meloy & Gambescia, 2014). Box 4.1 is an example 
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of a statement of services provided for students with 
disabilities. To receive accommodation, the student 
must disclose the presence of a disability before en-
gaging in the learning experience; it is not possible to 
retroactively claim the need for accommodations after 
the student has already unsuccessfully engaged in the 
experience.

Faculty are not allowed to inquire about the nature 
of the disability. In fact, decisions regarding whether 
accommodation is possible must be made after the 
student has been admitted, unless essential abilities are 
published and all students are asked before admission 
whether they possess the abilities needed for academic 
success (Aaberg, 2012). However, most lists of essen-
tial abilities focus, in part, on physical abilities such 
as lifting. Recent initiatives call into question such 
requirements (American Nurses Association, 2013). 
Although some schools publish essential abilities that 
students must achieve, faculty need to consider if they 
are truly essential to nursing practice. Levey (2014) 
conducted an integrative literature review on faculty 
attitudes regarding various aspects of working with 
nursing students who have disabilities and concluded 
that disclosure of disability status before admission can 
be a barrier for students, especially if essential abilities 
are published. Furthermore, Levey stated that essential 

functions are more related to employment, not student 
status. Neal-Boylan and Smith (2016) reaffirmed this 
position and also reinforced that published essential 
functions were barriers for students who wish to apply 
to nursing programs, even though they may otherwise 
be qualified.

When considering the standards that students must 
meet, Marks and Ailey (n.d.) and McKee et al. (2016) 
advocate for separating functional and technical stan-
dards. Functional standards for nursing include ac-
quiring knowledge, developing communication skills, 
interpreting data, making clinical judgments, and us-
ing appropriate professional behaviors and attitudes 
(Marks & Ailey, n.d.). Technical standards such as 
being able to stand for long periods and working 12-
hour shifts are standards that are meant to be used in 
the employment setting, not the educational setting 
(Davidson et al., 2016; Marks & Ailey, n.d.). Such tech-
nical standards as being able to hear can be met with 
assistive devices (Argenyi, 2016). Furthermore, just as 
physicians will not practice across all specialty clini-
cal areas (Bagenstos, 2016), not all nurses practice in 
all health care settings (Neal-Boylan & Miller, 2017). 
Faculty have the ability to accommodate students 
when meeting program outcomes in a variety of ways 
and settings appropriate to meeting those outcomes, 
including simulation. Although not all those with dis-
abilities can successfully complete a nursing program, 
technological advances open the door to wider op-
portunities for students and practicing nurses. Faculty 
must remember, however, that students are not re-
quired to disclose disabilities before admission. When 
considering the admission of a student who has a dis-
ability, admission committees in schools of nursing 
must consider the following questions:

■	 Disregarding the disability, is the individual oth-
erwise qualified to be admitted to the program?

■	 What reasonable accommodations can the school 
make to enable the student to be successful in the 
pursuit of becoming a nurse who can deliver safe 
patient care?

Although institutions are not expected to lower or 
alter academic or technical standards to accommo-
date a student with a disability (Meloy & Gambescia, 
2014), they are expected to determine what accom-
modations would be reasonable for a student who is 

B O X   4 .1
SERVICES FOR PERSONS WITH 

DISABILITIES

Disability Support Services provides reasonable, ap-
propriate, and effective academic accommodations to 
students with known disabilities. This may include aca-
demic adjustments and services such as special testing 
arrangements. Note-taker services are available to quali-
fied individuals. Services for persons with disabilities are 
based on individual needs and the university’s intent to 
offer appropriate accommodations according to the stu-
dent’s documentation of need for same. These services 
are coordinated by the Student Support Services Grant 
Program. It is recommended that persons with disabili-
ties visit Indiana State University before making a deci-
sion to enroll.

Courtesy Indiana State University Undergraduate Catalog, 
2017–2018. Retrieved from https://catalog.indstate.edu/
content.php?catoid=32&navoid=860&hl=success&returnto
=search#Center_for_Student_Success
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disabled. According to Neal-Boylan and Miller (2017) 
most accommodations are determined by the campus 
offices that deal with students with disabilities and the 
nursing programs themselves.

Examples of reasonable accommodations include 
altering the length of test-taking times or methods, pro-
viding proctors to read tests or write test answers, allow-
ing additional time to complete the program of study, 
providing supplemental study aids such as audiotapes of 
texts, providing note takers, or altering the method of 
course delivery, such as the use of simulation for some 
clinical practice (Azzopardi et al., 2014). Other accom-
modations include closed captioning (Neal-Boylan & 
Miller, 2017). The same considerations must be given to 
students who become disabled during their enrollment 
in a nursing program. Questions to be asked include:

■	 Disregarding the disability, is the student other
wise qualified to continue in the nursing 
program?

■	 What reasonable accommodations can be made 
to allow the student to continue?

Using concepts of universal design accommodates 
a variety of learning styles for all students, not just stu-
dents with disabilities (Meloy & Gambescia, 2014). Dell, 
Dell, and Blackwell (2015) have stated that universal 
design in online courses, in particular, allows students 
with disabilities to have access without accommodation 
and students without disabilities can also gain access to 
course materials in a variety of ways. Universal design 
promotes course design that uses multiple ways to pres-
ent course materials and multiple ways for students to 
demonstrate knowledge acquisition. Most learning-
management systems allow faculty to use universal de-
sign in presenting their course materials. Technological 
advances such as lecture capture are easily incorporated 
into learning management systems (Watt et al., 2014).

In addition, the willingness to be flexible in teaching 
formats, having a tolerance for mistakes, and promoting 
a climate of acceptance of those with disabilities through 
such strategies as placing an accommodation statement 
in the syllabus is important for teaching online and in 
face-to-face classes (Levey, 2016). Whether one teaches 
online or in face-to-face environments, instructional 
design specialists should be part of the team that designs 
accessible distance courses and on-campus classes. See 
Box 4.2 for suggested universal design strategies.

Universal design is not just applicable to the class-
room setting; it can also be applied in the clinical set-
ting. Heelan, Halligan, and Quirke (2015) presented 
several case studies of universal design applied in 
clinical placements. For example, a nursing student 
with dyslexia used a Livescribe pen to take notes that 
were intelligible. General design principles included 
prioritizing learning outcomes into essential and op-
tional, adjusting shift work to account for a student 
with fatigue caused by a chronic illness, and provid-
ing expected tasks to all students ahead of the clinical 
placement to allow students to practice ahead of time.

Even though many different teaching and learn-
ing strategies are a part of universal design (some-
times called inclusive teaching strategies), faculty and 
student attitudes toward the strategies can foster or 
hamper their use. Dallas, Sprong, and Upton (2014) 
studied faculty attitudes toward universal design; 381 
faculty across a variety of disciplines including arts 
and sciences, education and human services, law, and 
medicine responded to a cross-sectional survey, the 
Inclusive Teaching Strategies Inventory (ITSI). This 
inventory measured attitudes toward instructional ac-
commodations. Of note, was the fact that faculty in 
the colleges of education and human services, applied 
arts and sciences, and mass communication and media 
arts were more accepting of making accommodations 
using universal design strategies than were faculty in 
other colleges. Years of teaching and training were re-
lated to a more positive attitude toward using universal 
design principles.

Levey (2016) investigated a nationwide sample 
of nurse educators’ attitudes toward adopting inclu-
sive teaching strategies using the Inclusive Teaching 
Strategies in Nursing Education (ITS-NE). This in-
strument was a modification of the ITSI used by 
Dallas et al. (2014). In contrast to Dallas et al., Levey’s 

B O X   4 . 2
UNIVERSAL DESIGN STRATEGIES

1.	 Have course materials available in audio and video 
format.

2.	 Design uncluttered webpages that don’t rely on color 
alone.

3.	 Provide accessible javascript.
4.	 Provide access to webpages that convert text to audio 

and audio to text.
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results showed that more years of teaching experience 
negatively correlated with willingness to use inclusive 
teaching strategies. Social support was a positive indi-
cator of willingness to use universal design principles 
in nursing courses.

Students also have a variety of attitudes about uni-
versal design principles. Black, Weinberg, and Brodwin 
(2015) conducted interviews with 15 students, 12 with 
disabilities and three without. All students desired suc-
cess, wanted to communicate well with professors, and 
have ready access to course materials. Students valued 
the universal design principles such as providing slides 
before class, and a visually impaired student benefitted 
from the use of a screen reader. Providing a fully acces-
sible classroom was another universal design principle 
valued by those with physical disabilities.

Gawronski, Kuk, and Lombardi (2016) compared 
179 community college faculty and 449 students’ 
perceptions of universal design strategies using the 
ITSI and the Inclusive Teaching Strategies-Student 
(ITSI-S). Faculty and students alike perceived that ac-
commodations, accessible course materials, multiple 
means of presentation, and inclusive lecture strategies 
were important. Students thought that course modifi-
cations such as allowing those with disabilities extra 
credit and inclusive assessments, such as having alter-
native assessments to demonstrate knowledge, were 
important—but faculty did not. One should note that 
13% of student respondents identified as disabled, but 
disability status was not identified for faculty.

Faculty should consider that just because a student 
has a disability, he or she is not necessarily ill, and the 
type of support needed is not the type needed to cure an 
illness but to promote positive attitudes toward and the 
potential for growth of students with disabilities (Neal-
Boylan & Smith, 2016). Whether a person’s limitations 
are viewed as a disability is defined by society rather 
than by the actual abilities of the person involved. Thus 
making the decision regarding what is a reasonable ac-
commodation for a person with a disability is a com-
plex process influenced as much by faculty and practice 
partner attitudes as by actual student abilities.

As the effect of the ADA—and now ADAAA—on 
nursing education continues to unfold in the courts 
and in the workplace, nurse educators must keep cur-
rent with legal developments that relate to the educa-
tion of individuals with disabilities who are pursuing 

degrees in the health professions. Some suggestions for 
increasing faculty awareness of the needs of students 
with disabilities include periodic continuing educa-
tion sessions related to the legal implications of edu-
cating such students and the use of consultants who 
are experts in working with students with disabilities. 
Most institutions of higher education have an office 
dedicated to assisting and supporting students with 
disabilities who are enrolled on campus. This office 
can provide resources and expert advice to faculty and 
students. Another source of information may be indi-
viduals with disabilities who have successfully devel-
oped a career in nursing. These successful nurses can 
help nursing faculty understand the issues involved in 
educating students with disabilities, and they can serve 
as mentors to students with disabilities who are pur-
suing a nursing education. Practicing nurses with dis-
abilities can serve as advocates for students and help 
nursing programs advocate for students who graduate 
and then seek employment.

Nursing faculty should begin to separate the truly 
essential components of nursing education from what 
has traditionally been included in nursing curricula. 
Nursing faculty should also use a variety of teaching 
strategies (Marks & Ailey, n.d.). In addition, nursing 
faculty need to consider such philosophical issues 
as whether nursing education might be extended to 
those individuals who will never practice bedside 
nursing in an acute care setting. Such nursing jobs 
might include staff development, infection control, 
case management, or a variety of jobs in the commu-
nity settings where nursing care is delivered. A study 
of admission and retention practices of California 
nursing schools (Betz et al., 2012) showed that nurs-
ing faculty vary in approaches to dealing with disabil-
ities. In making admission and progression decisions 
for all students, faculty need to balance student rights, 
safety, and abilities with issues of patient safety and 
university responsibility for providing appropriate 
accommodations according to the ADA. Faculty can 
use a variety of clinical settings to achieve the pre-
scribed learning outcomes. Working with preceptors 
with disabilities in practice not only assists students 
in their educational process (Tee & Cowen, 2012) but 
could also demonstrate that disabled students can be 
successful as graduates by providing evidence of safe 
practice given by the students.
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THE NURSING STUDENT WITH  
A LEARNING DISABILITY

Learning disabilities are the most common type of stu-
dent disability found on college campuses (National 
Center for Education Statistics [NCES], 2011). Despite 
a growing number of college students with learning 
disabilities, only about 17% seek help to be successful 
in their educational endeavors (Krupnick, 2014). The 
traditional definition of a learning disability is an in-
curable neurological disorder interfering with learning 
in a variety of ways. Approximately 15% of those in the 
United States have some form of learning disabilities. 
However, Tamboer, Vorst, and Oort (2016) studied 446 
college students, including 63 with diagnosed dyslexia, 
and came to the conclusion that dyslexia may just be 
an alternative way of thinking that has evolved over 
time, because those without dyslexia often have similar 
learning characteristics to those without. Furthermore, 
Tamboer et al. (2016) stated that dyslexia may involve 
multiple cognitive difficulties. Clearly much more re-
search is needed to understand the nature of dyslexia.

Students frequently begin college with learning dis-
abilities undetected. In nursing education, learning 
disabilities are commonly uncovered when faculty no-
tice striking differences between a student’s classroom 
performance and clinical performance. The student 
may display an adequate knowledge base and com-
petent skills during clinical experiences but be unable 
to demonstrate the same degree of knowledge when 
taking tests in the classroom. Such disparities in per-
formance can lead to much frustration and stress for 
the student even though their reading difficulties in 
many instances may not hamper their ability to com-
plete their program of study (Olofsson, Taub, & Ahl, 
2015). Because some students may need some assis-
tance to complete their education, faculty should have 
an understanding of the characteristics of learning 
disabilities so they can refer students to the university 
or college office that works with students with various 
disabilities.

Characteristics of Learning Disabilities
Learning disabilities may manifest as a number of 
characteristics, each necessitating a different treatment 
and accommodation. Learning disabilities, including 
dyslexia, may involve reading and spelling difficulties; 

problems with mathematical abilities; difficulty with 
writing, auditory, and visual processing; and nonver-
bal processing such as intuition and holistic process-
ing (LD Basics, 2018). Among those with diagnosed 
learning disabilities, 80% have trouble with basic read-
ing skills (What is a learning disability, 2018). Students 
with learning disabilities may have difficulty following 
verbal instructions and difficulty organizing ideas in 
writing or may be unable to articulate ideas orally but 
able to articulate them in writing. Students may also 
have auditory processing deficits that may have an ef-
fect on their ability to recite from memory, although 
the diagnosis of auditory processing is not clear cut 
(de Wit et al., 2016). Prioritization is often a problem 
for those with learning disabilities (Locke, Scallan, 
Mann, & Alexander, 2015). In turn, time management 
may become problematic for the student.

Learning disabilities are highly individualized, and 
each student manifests a different grouping of charac-
teristics. Some students without learning disabilities 
may experience the same difficulties as those with learn-
ing disabilities. In one study, Wray, Aspland, Taghzouit, 
Pace, and Harrison (2012) screened 242 British prereg-
istration students using the Adult Dyslexia Checklist. 
Results showed that 28.5% of the sample achieved a 
score possibly indicative of a learning disability. For 
those students undergoing further evaluation, six stu-
dents were shown not to have a learning disability. 
Tamboer et al.’s (2016) study confirms that those with-
out dyslexia may also have some of the characteristics 
as those with dyslexia. Thus strategies to help students 
with learning disabilities may also help those without 
disabilities.

Being accurately diagnosed with a learning dis-
ability means students can make adjustments in their 
study habits and receive support. Support, which is 
sometimes difficult to get, is critical to their success-
fully meeting the academic standards.

Sanderson-Mann, Wharrad, and McCandless 
(2012) compared the clinical experiences of students 
with dyslexia to those without. Students with dyslexia 
rated reading and writing on patients’ charts, using 
care plans, and following a set of instructions more 
difficult than those without dyslexia. However, such 
tasks as change-of-shift reports, drug calculations, 
and time management were difficult for all students 
(Sanderson-Mann et al., 2012).
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Evans (2014a) investigated how nursing students 
with dyslexia construct their identities. Twelve stu-
dents enrolled in Irish nursing programs were inter-
viewed. Students reported varying feelings regarding 
their dyslexia, including embracing their identity or 
having conflicting feelings. Some stated they had ex-
perienced being considered stupid by others. Students 
didn’t want their dyslexia to be used as an excuse for 
poor performance and recognized the need to uphold 
standards. In fact, many students don’t want to dis-
close their learning disability for fear of stigma (Evans, 
2015; Nolan, Gleeson, Treanor, & Madigan, 2015). In 
another study, Evans (2014b) interviewed 19 nurse 
educators (lecturers) from two schools in Ireland us-
ing vignettes depicting students with various learning 
disabilities. Themes emerged related to faculty percep-
tions of students with learning disabilities. Lecturers 
stated that if students needed support in getting the 
work done, the students might be viewed as less ca-
pable. One lecturer acknowledged that “babysitting” 
students was problematic and some appeared reluctant 
to provide accommodations. Evans interpreted these 
and other similar quotes as indicative of the need for 
faculty development to help them understand the need 
and legal obligation to support students.

Accommodating Learning Disabilities
When faculty believe that a student may have a previ-
ously undiagnosed learning disability, the initial ac-
tion is to refer the student to the campus office that 
assists students with special needs. After the diagnosis 
has been made, a plan for accommodation of the dis-
ability can be developed. Counseling may also help a 
student with learning disabilities gain self-confidence 
in the learning environment. As stated earlier, if the 
student chooses, the faculty can be made aware of the 
disability and what accommodations are required. 
Faculty members who are made aware of a student’s 
disability are not allowed to discuss that information 
with other faculty members unless the student gives 
permission.

Depending on the type of learning disability, a vari-
ety of accommodations may be appropriate for the stu-
dent. Once diagnosed, some students may need some 
accommodation, such as permission to take tests in 
an alternate setting or more time to complete assign-
ments. The use of color overlays to read text, voice-

activated software, spellcheckers, completing work 
without distraction, and written contracts for complet-
ing assignments may also be appropriate accommoda-
tions (Locke et  al., 2015). McPheat (2014) outlined 
other strategies that could be useful in both the clinical 
and classroom settings. For example, printing paper-
work on colored paper and using 12- to 14-point Arial 
font can make text easier to read. Audio recordings of 
lectures also facilitate understanding of complex mate-
rials, which can be done easily with lecture-capturing 
software integrated into learning management systems 
(Watt et al., 2014).

Helping students understand their own learning 
styles helps them discover strategies that promote suc-
cess. Box 4.2 lists universal design strategies that can 
guide faculty when teaching students with learning 
disabilities. The use of simulation is another strategy 
that can help students build self-confidence in their 
ability to develop clinical competence (Azzopardi 
et al., 2014).

Students may also benefit from the assistance of an 
in-class note taker, which is a generally accepted ac-
commodation according to ADA. This allows students 
to concentrate on classroom discussion without the 
distraction of trying to take notes. Some students have 
difficulty processing multiple stimuli at once. Students 
who have difficulty reading, and as a result read slowly, 
often find this disability to be the greatest barrier to 
their academic success. Faculty can help students over-
come this difficulty by providing an audio recording of 
textbooks and other readings and providing them with 
the required reading assignments early in the semester, 
or helping them identify the key sections of reading 
assignments.

Students with learning disabilities may also need 
accommodations for testing, because slow reading 
skills can affect the student’s ability to complete a test 
within the time allowed. Questions that are grammati-
cally complex or contain double negatives, although 
difficult for all students, can be particularly challeng-
ing for students with learning disabilities and should 
be avoided. Providing the student with an extended 
testing time and a quiet room free of distractions may 
also be necessary accommodations. A test proctor who 
either reads the test to the student or writes and re-
cords the student’s dictated answers to the test ques-
tions may also be helpful.
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An additional strategy that faculty can use to assist 
students with learning disabilities is to incorporate a mul-
timedia approach, such as computer-assisted instruction. 
Again, use of universal design principles can help stu-
dents with learning disabilities and the student body 
at large. These include providing copies of ancillary 
learning materials before class and placing visual cues 
within class notes. The use of smart phones with ap-
propriate applications may also be helpful for all stu-
dents but particularly those with learning disabilities. 
Another strategy that benefits all students, including 
those with learning disabilities, is to meet with students 
on a regular basis to ensure that learning goals are be-
ing set appropriately and are then being achieved.

Accommodation does not mean that academic stan-
dards are lowered but that multiple ways to achieve those 
standards are provided for all students, including those 
with learning disabilities. All classrooms contain stu-
dents with multiple learning styles. By structuring classes 
to account for different learning styles and providing a 
variety of learning aids, nurse educators also help ac-
commodate those with diagnosed learning disabilities 
(Tobin, 2013). When faculty consider that students have 
different ways of learning, they will design learning expe-
riences that accommodate these diverse learning needs.

Salkeld (2016) developed the OPEL model with 
four components that can be used to work with stu-
dents who have learning disabilities. These compo-
nents are openness and transparency, planning and 
organization, evaluation and reflection, and learning 
and feedforward (p. 49). Students are encouraged to 
share concerns with clinical faculty and staff; students 
should regularly take time to discuss with clinical 
teachers and staff how to plan for successful achieve-
ment of clinical learning goals. Both students and 
clinical faculty and staff should reflect on how clini-
cal learning was achieved, and at the end of the course, 
both students and faculty should reflect on what could 
be done in future clinical courses to promote success-
ful learning. Specific learning strategies are helpful, but 
the model places them within a larger context of pro-
moting success not only for those with learning dis-
abilities but for all students. In fact, Hill and Roger’s 
(2016) study, which compared 353 medical, dental, 
nursing, and midwifery students who had nonspeci-
fied disabilities and those who didn’t, reinforced the 
need for such a model.

Campus Support Services
As previously mentioned, most institutions of higher 
education have established an office responsible for 
providing support services to students who identify 
themselves as learning disabled. Use of these services 
is voluntary, and they are usually available at little or 
no cost to the student. Services vary among institu-
tions but typically include assessment and diagnosis 
of learning disabilities, identification of appropriate 
accommodations for the student, guidance counsel-
ing, and development of study and test-taking skills. 
Faculty education about students with learning dis-
abilities is another service commonly provided by 
these offices. Campus teaching and learning centers 
can assist faculty with how to design courses in line 
with universal design principles.

Accommodations for the National Council 
Licensure Examination
Nurse educators need to be familiar with the accom-
modations provided students with disabilities in their 
states when taking the National Council Licensure 
Examination (NCLEX). Accommodations are offered 
to individuals with learning and other disabilities in 
accordance with the ADA. Each state determines the 
degree of accommodation offered to students on a 
case-by-case basis. Educators should investigate and 
verify the accommodations offered to students in 
their respective state and encourage students with dis-
abilities to seek appropriate accommodations. One of 
the most common accommodations has to do with 
time allotted for the examination. Regulations do 
change, and the student and faculty are encouraged 
to check with the National Council of State Boards of 
Nursing (NCSBN) website (https://www.ncsbn.org) 
or the individual state board of nursing for further in-
formation. The student must provide documentation 
as to what accommodations have been made during 
his or her course of study before arriving at the testing 
center.

THE STUDENT WITH PHYSICAL 
DISABILITIES

Thinking of physical disabilities as hindrances and 
environments that favor those without disabilities 
may limit opportunities for students and nurses with 
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disabilities (Hargreaves & Walker, 2014). Required 
abilities that schools use to exclude students may in-
clude hearing, seeing, and lifting. Essential compe-
tencies for basic nursing programs may be different 
from those required in specialty graduate programs. 
For example, Helms and Thompson (2005) sug-
gested that nurse anesthetists and nurse anesthe-
tist students must be able to work in a fast-paced 
environment using complex information that is 
translated into immediate action. Nurse anesthetists 
must also be able to work closely with team mem-
bers, so those who have any impairments that affect 
their ability to work in groups might not be suited 
for nurse anesthetist roles.

The US Supreme Court ruled more than 35 years 
ago that a prospective nursing student with a hear-
ing impairment could be denied admission because 
of the potential for lowering educational standards 
(Southeastern Community College v. Davis, 442 U.S. 
397, 1979). However, the ADA and ADAAA have 
clarified that such a student has the potential to suc-
ceed with reasonable accommodations. Published re-
ports of students with hearing impairments who have 
achieved success in nursing programs and in subse-
quent employment do exist (Manning, 2013; Sharples, 
2013). Many aids, such as sophisticated amplified 
stethoscopes, are now available, and an interpreter 
could be used for auscultation (Association of Medical 
Professionals with Hearing Losses, n.d.). Through the 
use of note takers and audio recorders, many students 
with hearing impairments have little difficulty partici-
pating in the classroom. Pagers and cell phones that 
vibrate may help students keep in contact with others 
in the clinical setting.

Much of the evidence regarding physical disabili-
ties is case study evidence. Because nurses with visual 
impairments are active in the workforce faculty can as-
sume that some students with impaired vision may be 
accommodated. Providing alternative learning envi-
ronments and enabling students to work with precep-
tors may be accommodations that can reasonably be 
made. For example, a student with a visual impairment 
might need a magnifier to help with reading printed 
matter, larger font sizes on a computer, or a text-to-
voice apparatus.

Students in wheelchairs may also be accommo-
dated and go on to have a successful nursing career 

(Neal-Boylan & Smith, 2016). Such students might 
need to lower a bed or overbed table to deliver care. 
Practicing in the learning laboratory will help the stu-
dent get accustomed to the accommodation before 
learning in the clinical arena (Neal-Boylan & Smith, 
2016). Nurses with missing limbs have also functioned 
as staff nurses, including starting intravenous infu-
sions (Maheady & Fleming, 2014).

Lifting restrictions should not be a barrier, because 
many hospitals and nursing homes are striving for an 
environment that minimizes lifting. However, one bar-
rier to promoting safe handling of patients could be 
what students observe in their clinical placements. Lee 
and Lee (2017) conducted a cross-sectional survey of 
221 California staff nurses. Their results showed that 
a culture of safety in organizations included lift avail-
ability and nurses reported fewer musculoskeletal in-
juries when safe handling practices were promoted. If 
students are in clinical placements in an organization 
that doesn’t have a strong safety culture, they may en-
gage in unsafe handling practices.

Students may become disabled during their time 
in school, and thus reasonable accommodations for 
students with physical disabilities may include time 
extensions for assignments and the assignment of an 
“incomplete” grade for courses that have not been 
completed on time. Smith-Stoner, Halquist, and 
Glaeser (2011) presented a case study of a baccalaure-
ate nursing student who developed cancer. She contin-
ued in her classes but had to delay clinical experiences 
because of chemotherapy. The student also received 
extensions on assignment due dates to accommodate 
treatment. The student did graduate, albeit later than 
planned. Faculty need to be careful not to assume what 
a student is able to do when facing a physical limitation 
or illness and should consider ways to provide reason-
able accommodations.

Students may have disabilities that are less read-
ily apparent. Luckowski (2016) conduced a qualita-
tive study of nursing students with disabilities in their 
clinical placements. Students with physical disabilities 
such as eczema and breast cancer persevered and were 
successful, although they often missed out on some 
experiences. For example, a student named Amanda 
was undergoing chemotherapy and couldn’t go into 
a setting where children might have respiratory syn-
cytial virus (RSV). Leila, who had colitis, had to take 
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frequent bathroom breaks when she had flare-ups. 
Others had to assist her with her care on those days 
(p. 257). Faculty can help students work in groups so 
those who need it can get a rest period. Furthermore, 
in some instances, providing alternative clinical expe-
riences might allow a student to achieve the clinical 
objectives—just in a different setting.

Disabled military veterans are a special population 
that may require assistance from the veteran support 
office or the office that handles all students with dis-
abilities. Five percent of veterans on campuses have dis-
abilities, in contrast to 3% of all undergraduates (NCES, 
2015). However, Aikins, Golub, and Bennett (2015) 
found that veterans with disabilities were more likely to 
attend college than veterans without disabilities.

Veterans enrolled in universities and colleges, in-
cluding those in nursing programs, face challenges 
in the college environment but at the same time have 
strengths that are an asset to those enrolled in nursing 
programs (Dyar, 2016). Some of the barriers that veter-
ans face are related to long and frequent deployments. 
They may have financial issues and family problems 
related to their deployments. Working with peers who 
are not as focused as they are may also be an issue, as 
are negative attitudes toward the military that some 
teachers and students may hold (Dyar, 2016). In addi-
tion, veterans are, for the most part, used to working in 
hierarchal structures, and learning independently may 
be difficult.

Veterans have many strengths, however, that 
promote success in a nursing program. If they have 
been medics, their skills can transfer into the clini-
cal arena, despite their possible frustration with hav-
ing to be closely supervised as a student. Working in 
teams and the ability to focus on the task at hand are 
strengths.

Returning to civilian life can a difficult transition for 
veterans. Therefore, having a veterans office on cam-
pus may ease the transition to college life for veterans, 
not just those with posttraumatic stress syndrome and 
physical disabilities.

When students with physical disabilities graduate, 
their successful employment may depend on nurse 
managers’ experience in working with nurses who are 
disabled. Matt et al. (2015) have stated that the work 
environment should be inclusive for all, not just those 
who identify as disabled.

THE NURSING STUDENT WITH 
SUBSTANCE ABUSE

Determining the number of nursing students who 
may be impaired by drug or alcohol use is difficult. 
However, the results of the 2016 National Survey on 
Drug Use and Health showed that 24% of full-time col-
lege students aged 18 to 22 had used illicit drugs in 
the past month (Substance Abuse and Mental Health 
Services Administration, 2017). This same survey 
showed that among persons aged 18 to 22, 38% re-
ported binge drinking at least once in the past month. 
Binge drinking was defined as five or more drinks for 
males and four or more drinks for females at one time.

Other studies have confirmed the extent of sub-
stance abuse among college students. The college en-
vironment does provide students with easy access to 
alcohol and drugs, including prescription stimulants, 
such as Ritalin, and can expose students to situations 
in which alcohol and drug use is considered an ac-
ceptable activity. Bennett and Holloway (2017) per-
formed a systematic review and metaanalysis on illicit 
prescription drug use in university students. Their re-
sults showed that students viewed their use of drugs 
as a means for self-improvement in academics, ath-
letic performance, and physical and mental health. 
Contrary to popular belief, less than 50% used illicit 
drugs for pleasure such as getting high. Their review 
didn’t include use of alcohol, a legal substance.

Bennett and Holloway’s (2017) findings were con-
firmed by Arria et al. (2018). They conducted a nation-
wide study of 6962 full-time undergraduate students 
who didn’t have attention deficit hyperactivity disorder 
(ADHD). They found that 11.2% had used nonprescrip-
tion stimulants in the past 6  months. Approximately 
65% of this group believed the stimulants provided 
academic benefit. Even 63.7% of those who didn’t use 
the stimulants either strongly agreed, agreed, or were 
unsure about the academic benefit of nonprescription 
use of stimulants. Alcohol and marijuana use were cor-
related with the stimulant use.

Serowoky and Kwasky (2017) explored substance use 
and abuse among undergraduates at a small Catholic 
university. They used the CORE Institute survey from 
Southern Illinois University. Fourteen percent of 2175 
undergraduates responded to the survey, which the 
authors stated was a typical response rate for surveys 
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which use the CORE Institute survey. Of note, 46% 
of the survey responses came from nursing students. 
Mean alcohol use was 2.5 drinks per week, less than the 
national average of 4.4 drinks per week. Students also 
reported using nonprescription drugs for nonmedical 
reasons, including stimulants (4.2% using at least six 
times within the past year) and pain medications (2.8% 
in the past year). Alcohol and substance abuse was re-
lated to a number of negative consequences, including 
sexual assault, physical violence, and ethnic and racial 
harassment. Grades were negatively affected for 20% of 
those who abuse drugs and alcohol.

Another consequence of illicit drug use, particularly 
prescription stimulants, is academic dishonesty. Galluci, 
Martin, Hackman, and Hutcheson (2017) found in a 
study of 974 undergraduates that use of prescription 
stimulants for nonmedical purposes was associated with 
academic dishonesty, including copying homework and 
letting others copy off their homework and plagiarizing 
content from the internet.

All undergraduate college students experience aca-
demic pressures that may lead to substance abuse, but 
nursing students have additional stressors. Often nurs-
ing programs have retention and dismissal policies 
that put pressure on students to do well in their stud-
ies. Dealing with patients with a variety of complex 
health problems adds additional stress.

Boulton and O’Connell (2017) conducted a nation-
wide study of student nurses’ substance misuse. Their 
survey was conducted over the internet using the mem-
bership of the National Student Nurses’ Association. A 
five-question survey was used that was modified from 
the National Institute on Drug Abuse annual survey. 
Also used were the Student Nurse Stress Index (SNSI) 
(Jones & Johnston, 1999) and the Perceived Faculty 
Support Scale (PFSS) by Shelton (2003). Both instru-
ments appear in numerous studies concerned with 
stress in nursing students. More than 4000 students 
nationwide answered the survey; 5% used illicit drugs 
and 61% used alcohol one to 40 times in the past year. 
Drugs included nonprescription stimulants, pain pills, 
and tranquilizers. As found by Arria et al. (2018), use 
of stimulants was primarily to enhance academic per-
formance. Students who reported more stress expe-
rienced more substance abuse. High levels of faculty 
support did not ameliorate the correlation between 
stress and substance abuse.

Graduate students also have substance abuse prob-
lems. For example, Bozimowski, Groh, Roouen, and 
Dosch (2014) examined the prevalence of substance 
abuse in nurse anesthesia students over a 5-year pe-
riod, and 23 out of 111 programs responded to a sur-
vey. Of the data reported on 2439 students, 16 students 
were identified as having a substance abuse problem, 
and opioids were the most commonly abused sub-
stance. Of note was the fact that 23 programs had drug 
testing for cause and seven conducted random drug 
screening throughout the program.

Characteristics of Students With Chemical 
and Alcohol Impairments
The potential for substance abuse obviously exists 
among nursing students. Common signs of substance 
abuse include slurred speech, smell of alcohol, con-
stricted pupils, sleeping during class, and frequent ab-
sences or tardiness. Other signs could include change 
in dress and convoluted excuses for behavior (Cotter & 
Glasgow, 2012; NCSBN, 2011). If not dealt with, sub-
stance abuse can affect a student’s professional practice 
upon graduation.

Cares, Pace, Denious, and Crane (2015) surveyed 
441 past and present members of a peer assistance 
program to determine drug- and alcohol-related be-
haviors in the workplace and cues that would have 
facilitated identification of problems earlier, such as 
mental illness, feeling isolated (NCSBN, 2011), and 
barriers to seeking treatment. Sixty-nine percent re-
sponded to the survey. Respondents thought cues to 
drug use could have been identified earlier. Barriers 
to seeking help included fear and shame. By lowering 
barriers to treatment and recognizing cues to drug and 
alcohol abuse, nurses can get the help they need.

To help students deal with potential substance 
abuse problems that could persist after graduation, 
faculty need to have an understanding of this issue 
so they can assist students in receiving the appropri-
ate professional support. Hensel, Middleton, and Engs 
(2014) investigated the relationship between profes-
sional identity—defined as self-concept—and drink-
ing patterns in undergraduate nursing students. Three 
hundred thirty-three students across all 4  years of a 
baccalaureate nursing program were surveyed; 33% of 
the students were classified as heavy drinkers, or more 
than seven drinks per week for females and 14 drinks 
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per week for males. Lower grades caused by drinking 
occurred in 5.1% of the sample.

Faculty also have a responsibility to ensure that 
students deliver safe patient care, which includes pro-
tecting clients from the actions of a potentially unsafe 
student whose clinical performance has been compro-
mised. Faculty should be aware of the characteristics 
of students who may be chemically dependent, knowl-
edgeable about the policies and procedures within 
their institution that relate to students who are chemi-
cally dependent, and familiar with the support services 
that are available to students who have a chemical de-
pendency problem.

Faculty Responsibilities Related to 
Students With Impairments
What are the responsibilities of faculty if they suspect 
that a student is displaying characteristics that are in-
dicative of chemical dependency? Faculty have ethical 
responsibilities toward the student and the student’s 
patients and therefore should not ignore or make ex-
cuses for such behavior. Although the ADA considers 
substance abuse a disability, unsafe clinical practice is 
not protected under the law (Menendez, 2010).

Mandatory drug testing of nursing students has be-
come more widespread, probably in response to clini-
cal agency requirements. Cotter and Glasgow (2012) 
discussed the legal and ethical implications of man-
datory drug testing. They noted that faculty have the 
responsibility for seeing that students give safe care. 
Therefore monitoring for signs of substance abuse is 
a must. What is not clear is who has the right to know 
whether a student has tested positive for substance 
abuse. According to Cotter and Glasgow (2012), poli-
cies should be established that protect the rights of all 
involved, including students, faculty, administrators, 
and patients. For example, policies need to address 
whether students can be dismissed from the nursing 
program for substance abuse.

Before taking any measures, faculty need to under-
stand clearly the policies and procedures that are in 
place within their institution for assisting chemically 
dependent students. Behavior must be documented 
and written policies followed (Cotter & Glasgow, 
2012). A faculty member might have to take immedi-
ate action if, for example, a student appears impaired 
in the clinical area and remove the student from the 

clinical setting. In cases in which the student does not 
pose an immediate danger to clients but is suspected of 
substance abuse, an appointment might be made with 
the student for the purpose of taking appropriate ac-
tion. In addition to the faculty, a second person, such 
as an administrator, should be present to ensure that 
the student is dealt with according to policy and that 
due process is not denied.

Written policies about chemical impairment that 
include the institution’s definition of chemical depen-
dency, the nursing faculty’s philosophy on chemical 
dependency, and student and faculty responsibilities 
related to suspected chemical dependency should be 
clearly stated in the student handbook. Furthermore, 
adhering to the institution’s established policies helps 
ensure that the student’s right to due process is not 
denied and protects faculty from possible legal ac-
tion by the student. The National Student Nurses’ 
Association (2017) supports policies that promote 
treatment and rehabilitation for students with sub-
stance abuse problems. In addition, the NCSBN’s 
(2011) “alternative to discipline policy” model in-
cludes student nurses. The Emergency Nurses 
Association and the International Nurses Society on 
Addictions also advocate for this approach (Strobbe 
& Crowley, 2017). Such a model includes attend-
ing Alcoholic and Narcotics Anonymous meetings, 
random drug screens, and treatment (Strobbe & 
Crowley, 2017). However, not all states include stu-
dents in their programs for helping nurses with sub-
stance abuse. In fact, Nair, Nemeth, Sommers, and 
Newman’s (2015) scoping review found inconsistency 
in policies regarding students and practitioners with 
substance abuse problems. Whatever a school’s pol-
icy is, confidentiality in dealing with the student and 
promoting wellness are key.

Whether a school should institute a policy for ran-
dom drug testing is controversial. Some even think 
that recognizing early symptoms of abuse is more ef-
fective than drug testing used to detect illicit drug use 
(Cotter & Glasgow, 2012). Although athletes are sub-
ject to random testing and most agencies have preem-
ployment drug screening, the extent to which nursing 
students are required to undergo random screening is 
unknown. Although schools may not have policies re-
quiring drug testing, students should be made aware 
that clinical agency policies may require blood or 
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urine testing of individuals, including students, sus-
pected of chemical dependency or as a requirement 
for engaging in clinical experiences within the agency. 
Nevertheless, some schools are instituting policies for 
drug screening before admission because of clinical 
agency requirements, and schools will require a drug 
screen if chemical impairment is suspected. Much 
more research is needed to determine the extent 
and nature of drug screening policies within nursing 
programs.

Many colleges and universities are attempting to 
deal with this problem by increasing student aware-
ness of the effects of substance abuse through campus 
educational programming (Dittman, 2015). Strobbe 
and Crowley (2017) advocate for education for stu-
dents and faculty on drug and alcohol abuse as a strat-
egy to prevent abuse and to detect it earlier once abuse 
occurs so that treatment can begin.

Finally, faculty need to make sure that students ap-
plying for licensure disclose any substance use that 
resulted in criminal action, such as driving while in-
toxicated (DWI). Not disclosing such events can cause 
an application for licensure to be denied.

NURSING STUDENTS WITH MENTAL 
HEALTH PROBLEMS

Mental health issues include anxiety, depression, eating 
disorders, obsessive compulsive behavior, and suicidal 
ideation. Some nursing students may have mental health 
problems before enrolling in nursing school, which may 
have led them to be attracted to a helping profession. 
Students who experience mental health problems may 
need assistance in identifying and addressing these 
problems. Undergraduate and graduate nursing stu-
dents may have many fears and worries about their abil-
ity to succeed in their program of studies. Test anxiety is 
a special form of anxiety often experienced by nursing 
students. With the advent of high stakes testing, faculty 
should be on the alert to signs of extreme test anxiety 
(Røykenes, Smith, & Larsen, 2014).

Faculty who have close relationships with students 
may be the first to notice signs of stress and other men-
tal health issues (Chernomas & Shapiro, 2013). Some 
indicators, either in the classroom or clinical setting 
are changes in behavior, eating disorders, sleep issues, 
back pain, and headache (Chipas et al., 2012).

Bartlett, Taylor, and Nelson (2016) compared stress 
in nursing students with the general student popula-
tion. A total of 156 undergraduate nursing students 
and 76 other students answered the National College 
Student Health Assessment II (American College Health 
Association, 2011). Results showed that nursing stu-
dents had more stress and stress-related symptoms 
such as sleep disturbances.

Not only do students experience stress in the class-
room, but clinical practice presents an added stressor. 
Cowen, Hubbard, and Hancock (2016) examined stress 
in students at the beginning and end of their first 
nursing course in an upper division baccalaureate 
program. Seventy-two students completed author-
designed questionnaires at both the beginning and the 
end of the semester. Confidence in physical assessment 
skills did improve over the semester, but fear of mak-
ing mistakes in patient care was a primary concern. 
Not knowing what to do was another concern, as was 
fear of lack of course success. Cowen et al. (2016) rec-
ommended learning activities such as simulation to 
help alleviate fears and build skill levels before patient 
care. However, Cantrell, Meyer, and Mosack’s (2017) 
integrative review on the effects of simulation on 
stress revealed that simulation can cause a great deal 
of stress—in some cases even more than actual clini-
cal practice. Even so, students valued the high-fidelity 
simulation experiences.

Suen, Lim, Wang, and Kowitlawakul (2016) explored 
stress in 285 students from Singapore. With regard to 
the clinical environment, students preferred clinical 
learning that was individualized for their needs. One 
interesting finding was that students’ stress increased 
as they progressed during the program. Students had 
higher expectations for clinical placements, and if re-
ality didn’t match the expectations, students had more 
stress. Financial problems also increased the stress lev-
els for students.

Graham, Lindo, Bryan, and Weaver (2016) found 
that 106 second-year Jamaican nursing students from 
two schools had stress associated with clinical place-
ment, fear of harming the patient, interactions with staff, 
and financial difficulties. Alsaqri (2017) studied stress 
levels in Saudi nursing students and also investigated 
their coping methods. The Perceived Stress Scale 
(Sheu, Lin, & Hwang, 1997) and the Coping Behavior 
Inventory (Sheu, Lin, & Hwang, 2002) were used to 
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measure stress and coping. Major stressors, similar to 
other studies, were related to assignments, knowledge 
and skills, taking care of patients, and working with 
staff, on top of daily stressors in their life. Furthermore, 
problem solving was the primary coping strategy.

Students in specialty areas encounter some unique 
stressors, but stressors encountered are comparable 
to what other studies have shown. Galvin, Suominen, 
Morgan, O’Connell, and Smith (2015) interviewed 
12 students in mental health nursing. One important 
finding was that academic work on top of clinical 
placements was overwhelming to them. Galvin et  al. 
(2015) made a strong case for reducing the academic 
workload during clinical placements. They also rec-
ommended that health support services be available to 
students outside of the usual work day.

Most studies of mental health issues have been de-
scriptive, using a variety of instruments to collect data. 
Despite multiple data-gathering methods, the results 
have been consistent—nursing students universally ex-
perience stress. Description is not enough. Interventions 
to ameliorate stress and anxiety are important if nursing 
students are to be successful in their programs of study.

Two systematic reviews outlined several interven-
tions to deal with test anxiety. Shapiro (2014) con-
ducted a systematic review on test anxiety. She found 
that such interventions as aromatherapy and hypno-
therapy have the potential to decrease test anxiety. 
Because the sample sizes were generally small, no de-
finitive conclusions could be made regarding interven-
tions to decrease test anxiety. Quinn and Peter’s (2017) 
systematic review confirmed that some interventions 
may help decrease test anxiety. Their review validated 
that such interventions as music, biofeedback, animal 
therapy, music, essential oils, guided reflections, and 
progressive muscle feedback might contribute to de-
creased test anxiety. However, sample sizes were small. 
To promote student success, faculty have a key role in 
helping students deal with test anxiety. Using some of 
the interventions mentioned in the two systematic re-
views might help students.

Mindfulness and meditation have promising pos-
sibilities for helping students handle stress. van der 
Riet, Rossiter, Kirby, Dluzewska, and Harmon (2015) 
conducted a descriptive, qualitative pilot study with 14 
first-year undergraduate and midwifery students de-
signed to evaluate the effects of a 7-week stress man-

agement and mindfulness program. From the themes 
identified, van der Riet et al. determined that the pro-
gram helped students sleep better, have fewer negative 
thoughts, and promoted better patterns of concentra-
tion. However, challenges were encountered during 
the program, primarily students’ inability to attend all 
sessions because of class commitments.

Alsaraireh and Aloush (2017) randomly divided 
181 students nearing graduation into two groups, 
with 91 in the exercise group and 90 in the mind-
fulness meditation group. Results indicated that de-
pression decreased in both groups, but more so in 
the mindfulness meditation group. The authors sug-
gested that their study be repeated by using this same 
design but collecting data over time as opposed to 
just one point.

Burger and Lockhart (2017) also conducted a ran-
domized control trial with 52 undergraduate students. 
Students who meditated had a moderately stronger 
ability in executive function and had reduced stress 
and increased mindfulness. Although reducing stress 
may improve clinical performance, having better exec-
utive function promotes better critical decision mak-
ing, and mindfulness may allow students to be more 
aware of actions to promote safe patient care (Burger 
& Lockhart, 2017).

Incorporating mindfulness training into nursing 
education may be a worthy endeavor, but doing so re-
quires a time commitment on the part of faculty and 
students. Hutchison, Cunningham, and Millar (2016) 
conducted a 9-hour mindfulness training workshop 
for students. Students gave very positive feedback, but 
no long-term feedback was reported.

Mindfulness training can also be conducted asyn-
chronously online. The ability to deliver training on-
line is important because many undergraduate and 
graduate nursing programs are online. Spadaro and 
Hunker (2016) provided an 8-week mindfulness pro-
gram to all undergraduate and graduate nursing stu-
dents at one university, and 26 students participated. 
As a result of their participation, stress was reduced, 
anxiety decreased, and cognition or the ability to con-
centrate and shift attention improved.

In addition to mindfulness, two other strategies 
may help students reduce stress and anxiety. Chueh, 
Chang, and Yeh investigated the use of auricular acu-
pressure delivered for 4 weeks via magnetic pellet to 
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36 RN-BSN students in northern Taiwan. This quasi-
experimental, pre and postdesign, study showed that 
this intervention has the ability to improve sleep qual-
ity and decrease anxiety and depression. Limitations 
were the small sample size, and lack of generalization 
of findings to students in Western countries who may 
not find this type of intervention useful.

Mental rehearsal is another strategy that may hold 
promise in its ability to help students deal with stress 
(Ignacio et al., 2016). Eighteen third-year Singaporean 
nursing students used mental rehearsal before a simu-
lation using a standardized patient who was rapidly 
declining. The mental rehearsal involved classroom 
presentations on the technique itself, a video on han-
dling a patient who is declining, and relaxation tech-
niques. Then students practiced mental rehearsal on 
their own. Eighteen out of 103 senior students par-
ticipated in this quasi-experimental study. Before and 
after the mental rehearsal, students were exposed to a 
deteriorating standardized patient. Stress did not ap-
pear to decrease post-intervention as indicated by vital 
signs and anxiety levels as measured by the State Trait 
Anxiety Inventory. However, performance during the 
simulation did improve. A five-person focus group 
was conducted 5 months after graduation to assess the 
effect of the mental rehearsal. The graduates acknowl-
edged that the mental rehearsal and using standardized 
patients allowed them to have realistic expectations of 
clinical practice.

Although some interventions have shown promise 
in helping students deal with stress and anxiety, stu-
dents’ willingness to participate in interventions may 
be influenced by their attitudes toward prevalence of 
stress in themselves and others and their willing to 
seek help. Galbraith, Brown, and Clifton (2014) gath-
ered data from 219 British nursing students regarding 
willingness to seek help for stress-related conditions. 
Descriptive analysis of the data demonstrated that 
74.9% of the students had experienced stress. Most stu-
dents (87.2%) would disclose their stress to family and 
friends. Few would disclose to colleagues or profes-
sional institutions because they believed families could 
best offer advice. Only 11.4% would seek professional 
help. Students revealed that they would not lose confi-
dence in colleagues who had stress.

Volunteer sample sizes in the previously discussed 
studies may give credence to the fact that students are 

reluctant to explore new ways to deal with stress. If 
research-based interventions were offered on a regular 
basis to nursing students, would students be willing to 
avail themselves of the opportunity to engage in stress- 
and anxiety-reduction programs?

Faculty Responsibilities Related to 
Students With Mental Health Problems
All faculty have the obligation to provide an educa-
tional climate that promotes strategies to mitigate 
stress and promote student success (Alsaqri, 2017). 
Instituting interventions early on can help ameliorate 
stress and anxiety experienced by nursing students. 
However, when students’ performance is adversely 
affected by stress, anxiety, or other mental issues, the 
process used to assist students with suspected mental 
health problems is similar to the approach used with 
any student whose academic progress is jeopardized by 
unsatisfactory performance. First, the ADA/ADAAA 
prohibits discrimination against individuals who are 
mentally impaired. Second, all actions taken by faculty 
must be congruent with existing institutional policies 
and afford students the due process that is their right.

When mental health issues interfere with student 
behavior, faculty must deal with this behavior in a 
manner that is consistent with institutional policy. 
According to Cleary, Horsfall, Baines, and Happell 
(2012), policies must include confronting the student 
with evidence of problematic behavior, and the faculty 
member needs to facilitate reduction of the problem-
atic behavior before action is taken. Students should be 
made clearly aware of the behavior adversely affecting 
their academic performance and what they need to do 
to correct this behavior. A learning contract may be 
used in this instance to indicate what the student needs 
to do to improve the behavior and the time frame in 
which this must be accomplished. Many campuses 
have student codes of conduct to guide policy devel-
opment. According to Cleary et  al. (2012), policies 
should delineate procedures for assessing, document-
ing, reporting, intervening, and referring students for 
treatment. Many university campuses offer counseling 
to students free or for a reduced fee.

If despite these interventions the behavior does not 
improve and the student is unable to perform effectively 
or patient safety is compromised, administrative with-
drawal or dismissal from the program may be necessary. 
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As always, the student who is administratively with-
drawn or dismissed has the right to pursue the griev-
ance and appeal process in place within the institution.

CRIMINAL BACKGROUND CHECKS

In addition to mental health issues, which can com-
promise patient safety, the student who has a record of 
criminal activity can also compromise patient safety. 
Patient safety is a major concern for state boards of 
nursing and health care accreditation agencies. The 
Joint Commission (2017) states, “Staff, students and 
volunteers who work in the same capacity as staff 
who provide care, treatment, and services, would be 
expected to have criminal background checks verified 
when required by law and regulation and organization 
policy” (para 1). Therefore nursing programs often 
require criminal background checks. Furthermore, 
most states require criminal background checks for li-
censure, only six states did not require a formal crimi-
nal background check for licenses: Colorado, Hawaii, 
Maine, New York, Vermont, and Wisconsin. A search 
of individual state boards of nursing websites will pro-
vide students with information regarding background 
checks before licensure.

The number of nursing programs requiring back-
ground checks has increased, although recent data 
on the number of programs is not readily available. 
Regardless of whether a school requires a criminal 
background check before admission, faculty have a 
duty to warn students that although they may have 
successfully completed the nursing program, licen-
sure could be denied if a student has a criminal back-
ground. Additionally, as noted earlier, clinical agencies 
may have requirements for background checks and 
may refuse clinical placements based on the results 
of the criminal background check. An example of a 
criminal background check policy is found in Box 4.3.

Denying admission based on the results of a crimi-
nal background check requires careful consideration. 
Decisions need to be made in line with state law and 
clinical agency policy. Guidelines for making decisions 
need to be readily available to all faculty and students. 
When admission decisions are made, faculty need to 
consider the nature of the criminal conviction and 
how long ago the offense occurred and afford due pro-
cess for those denied admission. Philipsen, Murray, 

Belgrave, Bell-Hawkins, Robinson, and Watties-
Daniels (2012) have questioned the value of criminal 
background checks for students, as students are under 
close supervision of faculty. Nevertheless, they ac-
knowledge that faculty must follow the policy in place 
for the clinical agency. They also note that the results 
of the criminal background checks must be evaluated 
on a case-by-case basis.

Evidence does support that criminal background 
checks before admission may help identify students 
who may commit crimes while enrolled as a student 
(Smith, Corvers, Wilson, Douglas, & Bienemy, 2013). 
Of the more than 3000 applicants  RN licensure, in 
one year's time, in the state of Louisiana, 14.7% had 
a criminal history (Smith, et. al., 2013). One should 
note that the Louisiana Board also required a crimi-
nal background check before enrollment in clinical 
courses. Because of a large difference in sample size, 
a matched-pair cohort was constructed for analytic 
purposes. Among the findings was the fact that 10% 
of those who had a criminal record before enrollment 
had subsequent criminal activity, whereas only 2.3% of 
those without a prior criminal record did.

Requiring criminal background checks of interna-
tional students before admission necessitates special 
consideration (Genovese, Schmidt, & Brown, 2015). If 
a student is coming directly from a country outside the 
United States, the visa application process should have 
included a criminal background check. For students who 
have resided in the United States for some time before 

B O X   4 . 3
EXAMPLE OF CRIMINAL HISTORY CHECK 

POLICY

At the time of your application, you were required to submit 
a current national level criminal background check, which 
was part of the criteria used to determine your eligibility.

Criminal background information will be maintained 
in your student nursing file, is considered confidential, 
and no results will be released. The student is responsi-
ble for notifying the Department Chairperson of any new 
charges or additions to one’s criminal history promptly. 
Failure to report new charges may result in dismissal 
from the program.

Used with permission from Indiana State University Nursing 
Program Department of Baccalaureate Nursing. Retrieved 
from https://www.indstate.edu/health/bn-student-handbook
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admission, a criminal background check should be con-
ducted if required of all students (Genovese et al., 2015).

The areas of criminal background checks and drug 
testing continue to evolve, and nursing faculty will 
need to keep apprised of changes in health care agency 
policies and state laws. The NCSBN has published a 
position paper and a resource packet, including model 
statutory language for state boards of nursing to use 
in crafting laws regarding criminal background checks 
(NCSBN, 2015).

SUMMARY

This chapter has provided information about the legal 
and educational issues related to educating students 
with disabilities and other special needs. The needs of 
students with learning disabilities, chemical depen-
dency, and mental health problems are presented along 
with faculty responsibilities associated with teaching 
these students. Interventions are identified for assisting 
students to cope with a disability or impairment that can 
be used for all students to promote academic success.

Nursing faculty are responsible for creating a 
learning environment that supports the teaching–
learning process for all students. Working with stu-
dents who have disabilities or impairments brings 
special challenges to the student–faculty relation-
ship. No specific rules say what level of disability or 
impairment prevents admission to a nursing pro-
gram. However, faculty will find themselves capable 
of meeting these challenges in a caring, facilitative 
manner when they are knowledgeable about the le-
gal issues related to students with disabilities or im-
pairments, their institution’s and school’s policies 
and procedures related to students with these special 
needs, and the interventions designed to help stu-
dents maintain their self-esteem and be successful. 

Viewing disabilities not as hindrances but as differ-
ences may help faculty better make appropriate ac-
commodations for students while still maintaining 
academic standards.

Furthermore, if faculty are open to working with 
students who have disabilities, students might be more 
inclined to disclose, without fear of adverse conse-
quences, that they have a need for accommodations. 
Developing strong partnerships with clinical agencies 
may also be a key to successfully integrating students 
with disabilities into the nursing program.

Thinking broadly about how to achieve program 
objectives and the use of technology and universal de-
sign will promote a more inclusive learning environ-
ment for all students, not just those with disabilities. 
Conducting large-scale studies of nursing students and 
staff with disabilities and will provide more evidence 
regarding what accommodations support safe and ef-
fective nursing care.

Those with disabilities will continue to seek enroll-
ment in nursing programs. Faculty may need to consult 
resources that give guidance on how to accommodate 
those with disabilities. In addition to the resources 
available on individual campuses, the following web-
sites contain much information regarding how to ac-
commodate students with disabilities:

The American Associate of Colleges of Nursing 
(n.d.). Accommodating students with disabilities.

Retrieved from http://www.aacnnursing.org/
Education-Resources/Tool-Kits/Accommodating- 
Students-with-Disabilities

American Medical Professionals with Hearing Loss, 
https://www.amphl.org/about-us

Job Accommodation Network, https://askjan.org/
National Organization of Nurses With Disabilities, 

http://nond.org/
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Case Studies For Future Discussion

CASE STUDY 1
Donna is a senior nursing student in the university 
honors program. She has a 3.5 GPA on a 4.0 scale. 
Donna is bubbly and chatty as she shares her story. 
She struggled in her sophomore year with reading 
comprehension. She recognized that she needed a 
quiet environment to study, but she was also aware 
that her ability to learn was very different from her 
peers. She went to counseling and was diagnosed 
with ADHD. She wanted to learn how to cope with-
out medication, but she had a bout with meningitis 
and began having panic attacks. A faculty member 
accompanied her to the doctor, and Xanax was pre-
scribed. Over Donna’s time in the nursing program, 
she has developed strategies to help herself be suc-
cessful. When working as a nursing tech she learned to 
write everything down to help herself stay organized. 
When she takes notes, she doesn’t use a computer, 
because writing the note by hand helps her remem-
ber the content better. Unlike many of her peers, she 
starts studying for tests a week in advance by printing 
out PowerPoints and identifying key terms. She has 
to study by herself before studying in a group. She is 
proud of the fact she has never failed a class. When 
she graduates, she knows that to stay focused she will 
need to work in an environment that is slower paced 
than an intensive care unit or emergency room.

(“Donna,” personal communication, October 
15, 2017).

What would you do if you suspected a student 
was having learning difficulties?

How would you respond to a clinical agency that 
seems unwilling to accept a student with learn-
ing disabilities?

CASE STUDY 2
Ann is a nursing faculty member who developed a 
hearing loss, possibly as a result of an autoimmune 
disease, while she was in her prelicensure program. 
About a year after graduation, while working with 
a child who had asthma, one of her colleagues told 
her, “You have a hearing loss just like my mother. You 
need to get your hearing tested.” Ann acknowledged 

that she had ringing in her ears for a while, and it had 
gotten progressively worse. As she continued in her 
career and after the birth of her first child, she real-
ized the ringing became louder and the sound she 
heard was different, but she adapted.

Finally, after the birth of her second child, Ann’s 
hearing loss became profound to the point that it in-
terfered with her life. A friend connected her with a so-
cial worker who worked with individuals with a hearing 
loss. Through the social worker, Ann got connected to 
the department of vocational rehabilitation. Ann was 
fitted with appropriate hearing aids, received an ampli-
fied stethoscope, and eventually was given a service dog 
through a philanthropic organization. Throughout her 
career she has worked in pediatrics, community health, 
ambulatory care, long-term care and even intensive 
care. When in intensive care she has made sure the 
monitors face her so she doesn’t have to rely on alarms 
to notify her of a potential patient problem.

Ann went back to school to get her master’s 
and doctoral degrees. As a faculty member she has 
taught both in the classroom and clinical. When she 
had students in community health and long-term, 
care her service dog has accompanied her. The de-
partment of vocational rehabilitation has installed a 
surround-sound system in a large classroom for her. 
She places students in a circle and moves about so 
she can lip read and hear what students are saying. 
Ann stated that she views environments as disabled, 
not people. The service dog accompanies her in the 
classroom as well. Ann’s story can serve as an exam-
ple for faculty and students who may question how 
a person with a disability can function as a nurse in 
practice and as a member of a nursing faculty.

(“Ann,” personal communication, September 
22, 2014).

A master’s student who has worked in a commu-
nity health clinic presents documentation of a 
hearing disability. How would you assist this 
student?

The office of student support says this student 
needs an interpreter in the clinical arena. How 
would you accommodate this student?
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CURRICULUM DEVELOPMENT⁎

LINDA M. VELTRI, PhD, RN

N urse leaders and faculty must possess an 
understanding of the forces and issues influenc-
ing the direction of professional nursing education. 
Curriculum change is not a choice but a requirement, 
given the magnitude, pace, and intensity of change 
within the health care arena. Science and technology 
advancements, national and international events, in-
creasing diversity of the US population, the advent 
of e-learning, professional priorities, the school’s 
mission, and faculty values require nurse educators 
to continually develop and implement relevant cur-
ricula. Doing so ensures that nurses entering the 
workforce are equipped with current knowledge and 
competencies needed to provide culturally relevant 
and patient-centered care; advocate for delivery of 
safe, quality health care, and assume leadership roles 
at the bedside and in the boardroom.

The ability to deliver a contemporary and mean-
ingful curricula within a dynamic and changing 
health care environment requires understanding of 
internal and external forces directing change. This 
chapter describes the current social context of cur-
riculum development, including issues and forces in 
the environment external to the nursing profession, 
the higher education environment, and the profes-
sion’s internal environment. Several strategies are 
presented to help nurse educators identify forces 
and issues that influence the nursing profession and 
curriculum.

THE SOCIAL CONTEXT OF 
CURRICULUM DEVELOPMENT

To develop relevant curricula, faculty must have an 
understanding of the social context within which 
nurses practice and how that social context creates is-
sues external to nursing yet critically relevant to the 
profession. Being knowledgeable about the social con-
text and accompanying issues is an essential compe-
tency for faculty to build the foundation necessary to 
develop a contemporary and meaningful curriculum. 
External issues like health care reform, global disasters 
and globalization, violence, politics, changing demo-
graphics, technology, and the environment provide 
the context for the world in which nurses learn and 
practice. Collectively, these and other issues encom-
pass risk factors for health and disease, contribute to 
the complex web of causation, and describe the current 
states of humanity and health.

Health issues are increasingly related to the socio-
political and economic characteristics of the com-
munities where people live, work, and play. The 
curriculum must acknowledge the broad social de-
terminants of health to prepare nurses to effectively 
intervene in complex problems such as bioterrorism 
and other mass disasters, climate change, global and 
domestic violence, economic recession, homelessness, 
teen pregnancy, emerging infectious diseases, and in-
creasing drug-resistant organisms.

The following six dominant trends, which capture 
significant developments and concerns for society, 
represent the broad sociopolitical and economic con-
text of nursing education and practice. These trends 
include health care reform, global violence and natural 

*The author acknowledges the contributions of Halina Barber, PhD, 
MS, RN in previous editions of this chapter.
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disasters, changing population demographics, the con-
tinuing growth of technology, globalization and global 
health, and environmental challenges.

Reforming Health Care
Health care reform efforts in the United States such as 
primary care medical homes and pay-for-performance 
initiatives—along with implementation of the fed-
eral 2010 Patient Protection and Affordable Care Act 
(PPACA)—have changed US health care systems. 
Under the PPACA, for the first time in America’s his-
tory all citizens have access to affordable health care 
insurance. As a result, in 2016 the number of unin-
sured Americans reached a historic low (American 
Hospital Association, 2017). The goal of the PPACA 
and other health reform strategies is achievement of 
the “Triple Aim,” which is a national strategy directed 
at improving quality of and access to health care while 
controlling costs (Katon & Unutzer, 2013).

Nursing practice and education greatly benefited 
from the passage of the PPACA through amendments 
to Nursing Workforce Development programs, more 
familiarly known as Title VIII of the Public Health 
Service Act [42 U.S.C. 296 et seq.]. Federal funding of 
Title VIII programs that are aimed at developing the 
nursing workforce through nursing education, prac-
tice, recruitment, and retention, must be appropriated 
by the US Congress annually. Annual reauthorization 
of Title VIII funding is vital to institutions focused on 
educating nurses for practice in rural and medically 
underserved areas, enhancing workforce diversity, and 
providing ongoing support of nursing education at ev-
ery level (American Organization of Nurse Executives, 
2017; Association of American Medical Colleges, 2017; 
Nursing Community, 2014).

Title VIII programs fund projects that are aimed 
at strengthening nursing education and practice pro-
grams such as Nurse Managed Health Centers, which 
provide clinical training sites for nursing students and 
expand access to care in underserved areas; increasing 
educational opportunities for educational or economi-
cally disadvantaged students and individuals from 
underrepresented ethnic and racial minorities; and 
supporting students pursuing advanced degrees who 
have a desire to teach (Nursing Community, 2014). It 
is important for nurse educators to monitor the fed-
eral funding of Title VIII programs and advocate for 

adequate funding to sustain such programs, because 
they have a direct effect on the preparation of a skilled 
nursing workforce that is prepared to meet the health 
care needs of patients.

In recent years, there have been strong political 
forces at work in Congress to repeal the PPACA, which 
would have the potential to affect access to health care 
and increase health care costs. In response to attempts 
to repeal the PPACA, the American Nurses Association 
(ANA, 2017a) outlined four principles for health system 
transformation. Two of these principles reiterated the 
need to ensure universal access to essential health care 
services for all citizens and residents and “a sufficient 
supply of a skilled workforce dedicated to providing 
high quality health care services” (ANA, 2017a, para 7).  
As the future of the PPACA continues to be debated 
and other health care proposals emerge at the federal 
and state levels of government, it is imperative for nurse 
educators to consider the curricular implications for 
preparing nurses who are knowledgeable about the po-
litical process and able to advocate effectively for safe, 
quality patient care and a qualified nursing workforce.

In response to a reformed and at times uncertain 
health care arena, nurse educators must ensure that 
prelicensure and graduate program nursing curri-
cula prepare nurses to care for patients in ambulatory 
or community settings, possess skills to coordinate 
patient care, provide quality and value-based care, 
develop leadership skills, engage in patient care advo-
cacy, and work as members of interprofessional teams 
particularly within emerging care models. Nursing 
program curricula should increasingly focus on well-
ness, prevention, and palliative care versus manage-
ment of acute patients in acute care settings (Institute 
of Medicine [IOM], 2011; National Academies of 
Sciences, Engineering, and Medicine, 2015).

The movement of care to the community and 
emerging emphasis on population health has cre-
ated demand for accessible, coordinated, and cultur-
ally congruent patient centered care (Tri-Council for 
Nursing, 2017). Therefore it is imperative that edu-
cators prepare nurses for their essential role in com-
munity team-based care involving a spectrum of team 
members including patients, families, health care 
and allied health professionals, public health provid-
ers, and other volunteers. Nursing curricula should 
also seek to provide students with the opportunity to 
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envision, create, or actively lead and participate in the 
redesign of new or revolutionary models of health care 
delivery systems (Table 5.1) and to advocate for policy 
change (National Academies of Sciences, Engineering, 
and Medicine, 2015).

Increasing Global Violence, Threat of 
Violence, and Natural Disasters
It has been more than 15 years since hijacked airplanes 
hit the World Trade Center towers in New York and 
the Pentagon near Washington, DC, with a fourth 
plane crashing in rural Pennsylvania. The rising threat 
of global terrorism along with the emergence of new 
infectious diseases like Ebola (2014) and the after-
math of natural disasters such as Hurricanes Harvey 
and Irma (2017) and Katrina (2005), the Oklahoma 
tornado (2013), the tsunami that struck Japan (2011), 
and the earthquake in Haiti (2010) have changed our 

nation and the world. In response to these and other 
events, the nation, health care systems, and universi-
ties have focused on developing and implementing 
disaster-preparedness strategies, education, and drills 
to prepare for unpredictable and diverse catastrophic 
events (Springer, 2018).

The biggest proportion of the health workforce 
is composed of nurses who are ideally positioned to 
respond to and serve as essential caregivers during a 
disaster (Nash, 2015). Nurses, regardless of their work-
place setting “should play a part in disaster prepared-
ness activities in their organization and know their role 
in response” (Springer, 2018, p. 236). Historically, little 
time has been devoted to teaching disaster content at 
every level of nursing education, faculty have lacked 
preparation to teach disaster preparedness content, 
and practicing nurses face similar learning deficits 
despite the daily occurrence of disasters throughout 

TA B L E   5 .1
New Models of Patient Care Delivery

Accountable Care 
Organizations

■	 A group of health care providers (physicians, hospitals; may include specialists, advanced practice 
registered nurses, and other nurses) providing coordinated care and chronic disease management at a 
fixed rate of reimbursement

■	 Goal is to improve quality of patient care and increase care coordination while containing growth
■	 Achievement of health care quality goals and outcomes resulting in cost savings are tied to the 

organization’s payment

Patient-Centered 
Medical Homes

■	 A team-based primary care practice that includes several different health care professionals, social 
workers, community health workers, nutritionists, and educators who coordinate and provide 
comprehensive care

■	 Coordinates additional care patients need (specialists; hospital-, home-, and community-based care)
■	 Partners with patients and families, engages in shared decision making, and guides self-care 

management

Nurse Managed 
Health Centers

■	 Nurse-run centers often associated with nursing schools or community-based nonprofit organizations
■	 Provides comprehensive primary care and other services often serving the medical underinsured
■	 Many registered nurses provide majority of care
■	 May employ physicians and other health care workers

Car Coordination-
Centric Models

■	 RN coordinates care across the continuum of health care services: acute/postacute care, in/out patients, 
specialty care, diagnostic services, pharmacy, community and social services

■	 Generalist and advanced practice nurses lead care teams focused on goal setting, problem solving, and 
behavioral changes

■	 May be included as part of a patient care medical home

Data from American Nurses Association. (2012, June 29). The Supreme Court decision matters for registered nurses, their families and patients. Retrieved 
from http://www.emergingrnleader.com/wp-content/uploads/2012/07/SupremeCourtDecision-Analysis.pdf; Institute of Medicine. (2011). 
The future of nursing: Leading change, advancing health. Washington, DC: National Academies Press; Sherman, R. (2012). 5 ways the Affordable Care Act 
could change nursing. Retrieved from http://www.emergingrnleader.com/5-ways-the-affortable-care-act-could-change-nursing/; and Tri Council for 
Nursing. (2017). The essential role of the registered nurse and integration of community health workers into community team-based care. Retrieved from http://
tricouncilfornursing.org/documents/2017-TriCouncil-Community-Based-Statement.pdf



	 5    FORCES AND ISSUES INFLUENCING CURRICULUM DEVELOPMENT	 87

the world that pose severe threats to the health of in-
dividuals and the public (World Health Organization 
and International Council of Nurses, 2009). Therefore 
it is imperative for nurse educators to ensure curri-
cula is updated to reflect disaster nursing knowledge, 
skill, and judgment so that nurse graduates are pre-
pared with leadership skills and the ability to respond 
to disasters, work interprofessionally, and function as 
a member of the disaster relief team. Educators must 
also prepare graduates who can fully participate in the 
creation of emergency response systems, work within 
the public health infrastructures characterized by 
communitywide collaboration and communication, 
and take their rightful place at the public policy table. 
Nurses must also possess clinical knowledge related 
to biological agents and skills to manage and support 
surviving individuals, families, and communities ex-
periencing the psychosocial effects in the aftermath 
of disaster events (Norman & Weiner, 2011; Warsini, 
West, Mills, & Usher, 2014).

In 2009 the International Council of Nurses’ 
Framework for Disaster Nursing Competencies pro-
posed educational competencies aimed at preparing 
the generalist nurse for all aspects of disaster nursing. 
These competencies are organized under the four areas 
of mitigation/prevention, preparedness, response, and 
recovery and rehabilitation. In addition, 10 domains, in-
cluding risk reduction, policy development, communi-
cation, and ethical practice, were identified within these 
four areas. The ANA’s (2017b) issue brief Who Will Be 
There? Ethics, the Law, and a Nurse’s Duty to Respond in 
a Disaster also identified need for nursing curricula to 
address nurses’ ethical and legal duty to respond in a di-
saster and how to personally prepare for a disaster. This 
and the Centers for Disease Control and Prevention 
website (https://www.emergency.cdc.gov/) are useful 
resources related to responding to a disaster along with 
emergency and personal preparedness. Nurse educators 
can also access the entire ICN Framework document at 
http://www.wpro.who.int/hrh/documents/icn_frame-
work.pdf?ua=1

Changing US Population Demographics
The US population continues to age and grow more 
racially and ethnically diverse. By 2030 it is estimated 
people age 65 and older will represent almost 21% of 
the total US population. “While the older population 

will increase among all racial and ethnic groups, the 
older Hispanic population is projected to grow the 
fastest” (Federal Interagency Forum on Aging-Related 
Statistics [FIFARS], 2016, p. 4). More than half of the 
population age 85 and older are women. The number 
of men in this same age group and who are veterans 
has significantly increased (FIFARS, 2016).

These demographic changes increase the likelihood 
that nurses and other health care providers will en-
counter growing numbers of older and diverse adults 
who are better educated than prior generations, suf-
fer from a variety of chronic health conditions, and 
face increased health care costs. Aging “boomers,” 
including veterans, will enter assisted living or long-
term care facilities or be cared for by their families and 
communities (FIFARS, 2016). Initiatives such as those 
of the Hartford Institute for Geriatric Nursing (http://
hartfordign.org/) provide nurse educators with excel-
lent examples of how to incorporate best practices and 
other resources to improve the quality of health care of 
older adults.

End-of-life issues also loom large for the US geri-
atric population and nursing profession. In 2000, the 
Robert Wood Johnson Foundation initially funded 
the End-of-Life Nursing Education Consortium 
(ELNEC), which continues today through a partner-
ship between the American Association of Colleges 
of Nursing (AACN) and the City of Hope National 
Medical Center. This consortium project is a national 
education initiative dedicated to educating nurses in 
the delivery of excellent palliative care. To date more 
than 21,500 nurses and other health care profession-
als, from all 50 US states and 91 countries, have re-
ceived ELNEC training and are using this innovative 
strategy to equip the nursing workforce with needed 
palliative care–related skills and knowledge. In an ef-
fort to improve palliative care for American veterans, 
the ELNEC For Veterans curriculum was developed to 
meet the unique needs of nurses caring for those with 
life-limiting illness (American Association of Colleges 
of Nursing [AACN], 2016).

Another important demographic change is the 
diversification of the US population. It is estimated 
that by 2044,  “…more than half of all Americans are 
projected to belong to a minority group (any group 
other than non-Hispanic White alone) . . . ” (Colby & 
Ortman, 2015, para 1).
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The changing composition of America has turned 
this country into a microcosm of the world’s peoples. 
In response, the nursing profession has long recog-
nized the challenges this increasing diversity creates to 
the provision of high-quality nursing care. For the past 
several years, cultural sensitivity has been an essential 
curricular component of baccalaureate, and graduate 
nursing education (AACN, 2008, 2011, 2006). In 2017, 
the AACN affirmed its commitment serve as a “prime 
advocate to advance diversity as part of its 2017–2018 
Federal Policy Agenda and 2017–2018 Strategic plan” 
(AACN, 2017, para 1.).

Between 2014 and 2015, almost 30% of all bac-
calaureate and graduate nursing students were from 
diverse backgrounds (AACN, 2015). Recent US 
Census data indicate that newer and younger co-
horts of nurses entering the nursing profession have 
changed the distribution of registered nurses in terms 
of gender, race, and ethnic background. As a result, 
dominance of white female nurses is slowly fall-
ing among male and African American, Asian, and 
Hispanic nurses in every age group younger than 70. 
Although data indicate an increasing male presence 
among nurses overall and in each of these same three 
racial/ethnic background groups, men continue to be 
underrepresented in US nursing programs (AACN, 
2015; McMenamin, 2015).

Therefore schools of nursing should continue their 
efforts to create and initiate strategies aimed at attract-
ing, recruiting, and retaining increasing numbers of 
students and faculty from diverse backgrounds. Doing 
so infuses nursing curriculum with alternative per-
spectives and helps establish a nursing workforce that 
is diverse and equipped to serve a cultural and racially 
diverse patient population, which is essential to meet 
the nation’s health care needs and reduce health care 
disparities and feelings of exclusion from the health 
care system (AACN, 2015).

Whether the demographic shifts include age, diver-
sity, or gender, there are implications for health and the 
resources needed to promote health. Regardless of the 
venue in which a culturally diverse and aging popu-
lation receives care, issues surrounding diversity and 
geriatric health require educators to prepare nurses to 
promote culturally sensitive health and self-care, pre-
vent disease and disability in an aging population, and 
provide opportunities to develop political advocacy 

skills needed to influence public policy decisions re-
lated to the allocation of resources toward health and 
human needs. The responsibility to prepare future 
nurses in this manner is in keeping with a vision for 
quality health care explicated by the IOM’s (2011) re-
port The Future of Nursing: Leading Change, Advancing 
Health, which includes discussion of accessible health 
care for diverse populations, disease prevention, pro-
motion of wellness, and provision of compassionate 
care across the lifespan. Additionally, preparation of 
tomorrow’s nursing practitioners requires attention 
to all demographic revolutions of both developed and 
developing areas of the globe, including patterns of 
growth, migration, and ethnic or racial composition.

Technology continues to advance and transform 
the world at warp speed and has greatly affected health 
care and nursing practice. Nursing education must 
incorporate skills and competencies related to health 
care technology into the curriculum to stay up to date 
with current practice demands. In particular, curricu-
lum should be designed to prepare nursing students 
with the leadership skills they will need to respond ap-
propriately to emerging technologies. For example, na-
tionwide adoption and use of electronic health record 
(EHR) systems has required nurses, educators, and 
students to “use, navigate, and accurately document 
in the EHR” (Winstanley, 2014, p. 62). The American 
Recovery and Reinvestment Act of 2009, which en-
compassed the Health Information Technology for 
Economic and Clinical Health Act (HITECH), helped 
accelerate the adoption of standardized EHRs and 
the meaningful use of health information technology 
as a means to capture clinical information that could 
be used to improve health outcomes and lower health 
care costs (Jones & Fulton, 2018).

Further examples of emerging health care tech-
nologies that affect nursing practice include the use 
of telehealth to deliver care from a distance, e-health 
tools and resources that engage patients in their health 
care, social media networks that provide patient sup-
port sites, and clinical decision support systems 
(Jones & Fulton, 2018). Jones and Fulton recommend 
that nurse educators develop curricula that incorpo-
rate health information technology competencies so 
that graduates are computer and information literate 
and capable of applying this knowledge to the man-
agement of patient care. As nursing practice becomes 
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increasingly more high tech and digitalized, it be-
comes incumbent upon nurse educators to prepare 
nursing students with skills and ability needed to re-
spond appropriately to emerging and other technolo-
gies. Nurse educators must continue to incorporate 
concepts related to health information technology 
into the curriculum and develop teaching strategies 
requiring students to access, document, collect, and 
retrieve health care data and other information from 
electronic sources such as the EHR. As technology 
becomes embedded in nursing curricula and health 
care systems become increasingly automated and digi-
tized, nurse educators and practitioners must remain 
mindful of the need to balance the essence of caring 
and nursing presence at the bedside.

Technological advancements have also greatly af-
fected ways in which nursing education is delivered. 
For example, greater numbers of nursing programs 
have found that e-learning, simulation, and mobile de-
vices offer much potential for nursing education, and 
web-enhanced or online learning provides opportunity 
for practicing nurses to pursue educational programs 
at times convenient for learners (IOM, 2011; Murray, 
McCallum, & Petrosino, 2014). As a result, technology 
allows for educational mobility, provides 24/7 access 
to education and knowledge, enhances opportunities 
for teaching and learning or career advancement, and 
contributes to the availability of a qualified nursing 
workforce (IOM, 2011). See Chapter 22 for a discus-
sion of online learning.

Technology is also responsible, in part, for how ed-
ucators have changed their approach to learning in the 
face-to-face classroom. Educators increasingly are us-
ing the “flipped classroom” model to integrate the use 
of online resources with face-to-face class meetings as 
a way to teach foundational or knowledge-based con-
tent before a a face-to-face class meeting. Along with 
the incorporation of the flipped classroom, the nurs-
ing curriculum should take into account how students 
and educators will engage with and use other available 
technologies to facilitate the teaching–learning pro-
cess. Chapter  16 discusses active teaching strategies 
and how to engage students in the learning process. 
Simulation is an example of another instructional 
strategy that has become increasingly sophisticated 
thanks to technological advances (see Chapter 19). The 
advent and use of medium or high-fidelity manikins 

and digital recording capabilities have turned simula-
tion centers into learning environments demanding 
high levels of technical expertise, created ability to au-
thentically simulate real-world nursing practice, and 
allowed students to learn and practice in a safe envi-
ronment. Simulation, along with the use of mobile de-
vices such as smartphones or tablets, teaches students 
real-life skills and prepares them for nursing practice 
in authentic settings (IOM, 2011; Wolters Kluwer 
Health, 2014). Additionally, schools of nursing are in-
creasingly incorporating use of virtual-world reality 
platforms into the curriculum. Virtual-world reality 
can also be used to authentically simulate real-world, 
interactive classroom and clinical nursing settings in 
which students can assess, intervene, and respond to 
changes in a patient’s condition.

Increasing Globalization and Global Health
Our world continues to becoming more global. 
Globalization refers to “a process of interaction and 
integration among people, companies, and govern-
ments of different nations” (Levin Institute, 2016, 
para. 1). This process, driven by international trade, 
investment, and information technology, affects envi-
ronment, culture, political systems, economic develop-
ment, prosperity, health, and the well-being of people 
around the globe (Levin Institute, 2016). As a result, 
national boundaries have become less relevant in an 
era of instantaneous telecommunications, free trade, 
and multinational corporations. In contrast, global 
health focuses on protecting the entire globe against 
health threats and delivery of “essential and cost effec-
tive public health and clinical services to the world’s 
population” (DeCock, Simone, Davison, & Slutsker, 
2013, para 6).

The consequences of globalization are significant, 
depending in part on a country’s state of develop-
ment, and have both a positive and negative effect on 
global health. In the positive sense, globalization has 
resulted in new opportunities for international trade 
and investment. Proponents of globalization believe it 
allows for the improved economic status of poor coun-
tries and their citizens, thus raising their standards of 
living (Levin Institute, 2016). It has also created an 
interconnected workforce, including nursing, which 
“crosses international boundaries, systems, structures, 
and processes to provide care to and improve the 
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health outcomes of people around the world” (Jones 
& Sherwood, 2014, p. 60). Another positive and 
emerging health outcome of globalization is related 
to the unprecedented spread of mobile technologies 
such as mobile phones, patient monitoring devices, 
personal digital assistants, and other wireless devices 
that are being used to strengthen health systems and 
achieve health-related goals. In particular, the smart-
phone and its corresponding medical applications are 
an example of how mobile technology has transformed 
the way health information and services are retrieved, 
delivered, and managed. All of this is made possible by 
the infiltration of mobile phone networks into a mul-
titude of low- and middle-income countries, resulting 
in greater than 95% of the world’s population living in 
an area covered by a basic 2G mobile-cellular network 
(Istepanian, 2014).

However, advances in globalization have also 
served to affect health negatively. For example, adop-
tion of unhealthy Western habits and lifestyles has 
resulted in increased obesity and chronic disease. 
Additionally, “in today’s interconnected world, dis-
ease can spread from an isolated, rural village to any 
major city in as little as 36 hours” (Centers for Disease 
Control and Prevention, 2017). Globalization has pos-
itively increased the mobility of the nursing workforce 
within and between states, provinces, or countries. 
However, increased mobility secondary to poor work-
ing or living conditions in a nurse’s home country, for 
example, can decrease the local supply of the nurses 
and thus negatively affect health of the country or re-
gion (Jones & Sherwood, 2014).

Globalization presents a challenge and ethical 
responsibility for educators to design and imple-
ment curricula that will introduce students to the 
tenets of a global society and global health and pre-
pare competent caregivers within a global society 
(MacNeil & Ryan, 2013). To this end, didactic and 
clinical teaching and learning strategies should be 
aimed at developing knowledge, skills, and attitudes 
nurses need to “identify and influence social, politi-
cal, and economic determinates of health for mar-
ginalized populations” (Peluso, Hafler, Sipsma, & 
Cherlin, 2014, p. 371).

In addition, nurses must gain an understanding 
about the realities of a market-driven or demand-driven 

health care system based increasingly on a global econ-
omy. It is also important for nurses to understand health 
care as a significant industry whose profit margins, 
stock prices, and bottom lines influence salaries and 
employment opportunities. Nurses best prepared for 
changes resulting from economic forces understand the 
significance of globalization and the global economy. 
And finally, nurses need to understand how globaliza-
tion influences transmission and treatment of disease, 
thus affecting their nursing practice. See Chapter 13 for 
additional information related to global health.

Intensifying Environmental Challenges
Just as currency more readily crosses borders, so can 
environmental and epidemiological hazards. Besides 
health issues across the globe, there are growing envi-
ronmental concerns regarding sustainable development, 
energy availability, pollution-free water, and climate 
change, to name a few.

Increasingly, Americans are becoming aware that 
the threats to public health and life are found in the 
frailty of our earth and our delicate interdependence. 
Therefore it is important for nurses to be aware of 
how the environment affects health. Nursing curri-
cula should address environmental health content 
and competencies and what constitutes environmen-
tally responsible clinical practice. Additionally, cur-
ricula should encourage and prepare nurses to factor 
environmental issues into the web of disease cau-
sation and to intervene to improve environmental 
health. The implications of climate change provide 
an excellent platform for students to discuss the eth-
ics of protecting the environment and ways to con-
serve resources and make educated choices among 
products that are environmentally friendly. Excellent 
environmental health resources are available on the 
ANA website (http://nursingworld.org/rnnoharm/) 
and the Alliance of Nurses for Healthy Environments 
website (http://www.envirn.org/).

ISSUES IN HIGHER EDUCATION

Institutions of higher education sit at an interesting 
juncture of at least two global themes: the technological 
explosion and globalization. As learning, knowledge, 
and skills become the primary resources of a country, 
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the public and private financing of quality higher 
education becomes more challenging. Colleges and 
universities continue to be faced with technological 
advances, shrinking state resources, changing immi-
gration policies, decreasing enrollment, increasing 
legislative interference, and globalization of curricula. 
Therefore issues of affordability, access, accountability, 
and internationalization continue to be key issues fac-
ing higher education. Each issue affects the other, as 
affordability determines access, and as public concerns 
related to these issues mount, there are increasing calls 
for accountability. These challenges must be met in the 
face of shrinking public higher education budgets.

Institutions of higher education recently have faced 
a resurgence of campus unrest. College students across 
the United States are protesting issues of “racism, gen-
der bias, and other forms of noninclusion on their cam-
puses” (Basinger, 2016, para 5). Violence and campus 
safety are other issues that institutions are determining 
how best to address and maintain a safe campus. Nurse 
educators must meet these challenges by ensuring 
learning environments are safe, respectful, and inclu-
sive of all students.

Affordability
Concerns related to the affordability of a college edu-
cation, noted as early as 1947, persist today as the cost 
of a higher education continues to rise. Since 2010, 
the net price students actually pay for their educa-
tion has risen, increasing costs have outpaced income 
growth, and financial aid has failed to keep pace with 
rising costs (CollegeBoard, 2016). Although the rapid 
growth in the cost of a higher education noted dur-
ing the Great Recession has subsided, the “rate of in-
crease in tuition and fees continues to exceed inflation” 
(CollegeBoard, 2016, p. 3). Today’s college students 
are poised to amass sizable debt as evidenced by the 
$37,172 in student loan debt incurred by the graduat-
ing class of 2016 (Godfrey, 2018). Collectively, these 
factors fuel a growing concern about the affordability 
of a college education.

Current evidence supports that investment in higher 
education exceeds the cost of that education in the long 
run. For example, for most people, higher education is 
associated with a secure lifestyle, significantly increased 
likelihood of employment, stable careers, and positive 

financial earnings. It is also associated with a healthier, 
more satisfying life and active participation in civic ac-
tivities (Baum, Ma, & Payea, 2013).

In contrast, students who emerge from college with 
student debt have lower net worth, greater financial 
difficulties, social and economic disadvantages, and a 
higher likelihood of hardship than those who do not 
finance their degree. These differences between stu-
dents leaving college with and without student loan 
debt are particularly concerning, given in recent years 
the cost of higher education has shifted to students and 
their families, especially those with low to moderate 
incomes (Despard et al., 2016).

Financing for higher education is available from 
both the state and federal levels. Historically, states 
have provided a greater amount of assistance to post-
secondary institutions and students. Funding from the 
federal government has emerged recently as the main 
source of public support for higher education, primar-
ily due the surge in the Pell Grant Program, which 
is a need-based student financial aid program (Pew 
Charitable Trust, 2015; Woodhouse, 2015).

Because of societal concern for a living wage, the 
financing of higher education becomes a crucial pub-
lic policy debate. For example, federal policy makers 
must decide whether to increase the Pell Grant award 
to keep pace with inflation or to freeze at its current 
level, while state policy makers must decide whether 
to restore funding after recession-driven cuts. Other 
policy decisions to consider include a new or differ-
ent way to ensure student access to higher education, 
more coordination, or other funding mechanisms 
(Pew Charitable Trust, 2015). Within the public pol-
icy debate, the academy should prepare persuasive 
arguments for the merits of education beyond salary, 
society’s obligation to invest in human infrastructure, 
and the importance of public commitment to higher 
education. The specific charge for schools of nursing 
is to articulate the cost-effective contribution that 
nursing makes to the improvement of the health of 
the nation.

Access
Another issue with historical roots that persists to-
day is access to higher education. The issue of access—
regardless of gender, race, ethnic background, disability, 
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or immigration status—is important considering soci-
ety’s transformation from an industrial economy to an 
information-based, global economy. Historically, women 
and other ethnic and racial groups have been a minority 
of the student population enrolled in institutions of higher 
education. More women than men continue to enroll in 
college, especially among Hispanics and blacks (Lopez 
& Gonzalez-Barrera, 2014). Since 1996 there has been 
a surge in college enrollment among all racial and eth-
nic groups, with Hispanics making big enrollment gains 
among both 2- and 4-year schools. Despite this increase 
in college enrollment, Hispanics accounted for only 9% 
of adults age 25 to 29 graduating with a bachelor’s degree 
in 2012. During this same time, 69% of whites, 11% of 
Asians, and 9% of black young adults earned a bachelor’s 
degree (Krogstad & Fry, 2014).

One group of people living in the United States who 
have great difficulty accessing institutions of higher 
education are the thousands of undocumented gradu-
ates from American high schools. Access to a college 
education for undocumented high school graduates 
is limited because they are denied access to all forms 
of financial aid. Additionally, undocumented students 
must pay higher tuition to attend a public college or uni-
versity in their home state versus the lower in-state tu-
ition rate. The Deferred Action for Childhood Arrivals 
(DACA) policy provided temporary legal presence for 
certain undocumented immigrants. DACA classifica-
tion made college affordable by allowing students to 
access in-state tuition rates. In recent years, proposed 
immigration policy changes at the level of the federal 
government have complicated this issue for these stu-
dents, and higher education institutions will need to 
consider how to respond to any changes that are made 
to DACA. Since 2001, there have been multiple at-
tempts in the US Congress to pass the Development, 
Relief, and Education for Alien Minors (DREAM) Act 
to provide a pathway to legal status for undocumented 
youth who arrived in the United States as children, 
but such legislation has not yet become federal law 
(AASCU Government Relations, 2017).

The ability of all Americans to take advantage of the 
multiple benefits and opportunities that higher educa-
tion affords requires public policies and political will 
that support access and higher education institutions 
that make those opportunities real. As administrators 
of nursing schools pursue robust enrollments of di-

verse and talented students, affordability and access 
are crucial considerations for the profession to develop 
a diverse nursing workforce.

Accountability
Worldwide, governments and the taxpaying public are 
questioning the allocation of scarce public resources. 
The concept of high-quality, affordable public educa-
tion is threatened by the competition for funding of 
other public needs. This, along with rising fear about 
the deterioration of the US higher education system, 
low completion rates, and poor preparation of a work-
force ready and able to compete in a global market-
place, led to the formation of the Spelling Commission 
in 2005. The purpose of this commission was to rec-
ommend a national strategy for postsecondary educa-
tion reform (U.S. Department of Education, 2006).

Several forces prompt this increased accountabil-
ity for higher education. In times of cost cutting and 
corporate downsizing, business and private sector 
management looks to education, and its products, for 
competitive strategies. Also, drastic state budget cuts 
have caused policy makers and taxpayers to require 
justification for higher education funding. Legislatures 
have tended to disallow tuition hikes and request in-
ternal moves toward efficiency. Additionally, institu-
tions receiving public funding remain accountable to 
the public. In recent years, there have also been some 
high-profile cases of for-profit higher education insti-
tutions that have come under financial scrutiny by the 
federal government and ultimately closed, creating un-
told financial hardship for their students.

Each of these forces promotes increased public 
scrutiny and higher expectations.

Accountability therefore becomes a multidirec-
tional force with multiple stakeholders. Institutions 
of higher education depend on the government for 
funding and are therefore highly accountable to the 
public for academic productivity and fiscal prudence. 
Governments, in response to their perceived ac-
countability to the public, act to regulate and reform 
higher education. Schools of nursing are accountable 
to state legislatures, Congress, and the public regard-
ing the workforce preparation of adequate numbers 
of competent nurses. This accountability includes in-
corporation of and adherence to regulations set forth 
by state boards of nursing, accrediting bodies, and 
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others who set standards for prelicensure and gradu-
ate nursing education. Clearly accountability contin-
ues to be a significant theme in higher education.

Campus Activism
In addition to issues related to finances, institutions 
of higher education have experienced a rise in cam-
pus activism in response to a number of social issues 
including discrimination, inclusivity, safe campus en-
vironments, and the right to free speech. In 2016, 15% 
of all the complaints received by the Office for Civil 
Rights of the U.S. Department of Education were re-
lated to race or national origin discrimination at col-
leges and universities (U.S. Department of Education, 
Office for Civil Rights, 2016a). This, along with the 
rise in campus unrest spreading across US colleges and 
universities, requires administrators and educators to 
end practices and replace policies that discriminate 
against or exclude people based on race, ethnicity, or 
sexual orientation. Additionally, it is incumbent upon 
institutions of higher education to assume a no toler-
ance stance toward racism exhibited by administrators, 
faculty, staff, or students. Institutions must continue 
to consider student support services and policies that 
support inclusivity and create safe campus environ-
ments for all.

Internationalization
Internationalization is a strategy that allows institu-
tions of higher education to capitalize on global fiscal 
and knowledge economies and enhance educational 
outcomes of their graduates. Technology advance-
ments, including the emergence of mobile learning, al-
lows for portability of faculty, students, and knowledge 
(Currie et al., 2014). Data from the American Council 
on Education’s (2017) Mapping Survey, which is con-
ducted every 5 years, revealed that “internationaliza-
tion continues to gain momentum among U.S. colleges 
and universities” (p. 5). In 2017, an executive order 
temporarily banned immigration from many Muslim-
majority countries into the United States, leaving uni-
versities grappling with how their institutions will be 
affected. Iran, one country included on the “banned” 
list, sent more than 12,000 students to study in the 
United States during the 2015 to 2016 academic year. 
Fear that prospective students will not be allowed 
into the country to study and that currently enrolled 

students and faculty from banned countries will not 
be allowed back into the United States if they leave 
has created concern for universities across the country 
(Deruy, 2017). See Chapter 13 for a further discussion 
on internationalization.

ISSUES SPECIFIC TO THE NURSING 
PROFESSION

This chapter began by looking through the lens of the 
broad socioeconomic and sociopolitical issues that 
shape the world and the United States and influence 
contemporary life. This section focuses the lens more 
specifically on the nursing profession and highlights 
issues of particular consideration within the profes-
sion. Included are the context of nursing care delivery, 
advance nursing practice, and competencies needed 
for contemporary nursing practice.

Context of Nursing Care Delivery
The nursing profession influences and is influenced 
by the health care delivery system, which provides a 
context for nursing services. The American Hospital 
Association’s 2018 Environmental Scan provides in-
sight into several driving forces affecting health care 
and professional nurses. These forces include “advances 
in science, technology and information management; 
new models of care; and the growth of chronic condi-
tions” (AHA, 2017, p. 24) and are discussed in rela-
tion to four categories titled science and technology, 
community-based nursing care, quality and safety, and 
the nursing and health care workforce.

Science and Technology

The way nursing is practiced is changing, as science, 
current and emerging technology, and information 
management continues to revolutionize the health 
care possibilities at the point of care and within the 
academic community. The IOM’s (2011) The Future 
of Nursing report suggests that nurses will be sum-
moned to fill expanding roles, master technological 
tools and information systems, and collaborate and 
coordinate care across teams of health professionals. 
Emerging technologies poised to transform nursing 
practice include: (1) genetics and genomics, (2) less in-
vasive and more accurate tools for diagnosis and treat-
ment, (3) 3-D printing, (4) robotics, (5)  biometrics, 
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(6)  electronic health records, and (7) computer-
ized physician/provider order entry (Huston, 2013). 
Genetic testing is currently being used for many rea-
sons, including identification of gene mutations that 
may increase risk of developing specific diseases, 
determining carrier status, and screening newborns 
(American Cancer Society, 2017). Future applications 
of genetics and genomics will transform the health 
care system even further.

Less invasive and more accurate tools for diagnos-
tics and treatment will also change nursing practice 
in the future. Some examples include tattoos that can 
monitor blood glucose without a finger prick, the use 
of magnets to treat major depression, and improve-
ment in scanning technologies such that the images 
of soft and hard tissues produced will be clear enough 
to almost eliminate exploratory surgery and invasive 
procedures.

Other emerging technologies that will change nurs-
ing practice and education include 3-D printing, which 
transforms the body into a system of interchangeable 
parts and the use of robots as couriers who can find 
and deliver medications and supplies. In the future, ro-
bots may serve as direct service providers. Biometrics, 
which involves identifying people through physical 
characteristics like fingerprints, retinal scans, and dy-
namic signatures has evolved secondary to a need to 
protect patient confidentiality and secure patient data. 
Electronic health records have digitized and central-
ized a patient’s health history and computerized physi-
cian/provider order entry to reduce errors caused by 
inaccurately transcribed orders (Huston, 2013). In to-
day’s health care environment, information technology 
is “a critical piece of support to both track and improve 
patient and organizational outcomes” (Kleib, Simpson, 
& Rhodes, 2016, para. 1).

Nurse leaders must be aware of how emerging 
technologies and informatics affect nursing practice 
so they can proactively create nursing curricula and 
other leadership development and educational pro-
grams needed to ensure new and practicing nurses 
possess competencies necessary to practice safely in 
a highly technical work environment. It is incumbent 
upon nursing, as a profession, to be at forefront in 
planning and preparing for the challenges that have 
and will emerge as science and technology continue 
to evolve.

Community-Based Nursing Care

The ability to effectively manage care of patients 
with chronic and behavioral health issues is criti-
cal to containing health care spending in the United 
States. It is anticipated that 54.9 million Americans 
will have diabetes in the year 2030, at a cost of more 
than $622 billion. Currently, one in five adults ex-
periences mental illness each year, with serious 
mental illness costing $193.2 billion in lost earnings 
annually (AHA, 2017). In addition, “the misuse of 
and addiction to opioids—including prescription 
pain relievers, heroin, and synthetic opioids such 
as fentanyl—is a serious national crisis” (National 
Institute on Drug Abuse, 2018, para. 1). In 2016 the 
economic cost of the opioid crisis reached $504 bil-
lion (Council of Economic Advisers, 2017).

As the numbers of those who suffer from these 
and other chronic conditions increase along with the 
numbers of Americans seeking access to health care 
with increasing numbers of Americans with access 
to health care, secondary to passage of the PPACA in 
2010, the need for nurses to educate and care for them 
increases. This, along with shifting of health care away 
from acute, hospital-based care toward a community-
based approach to care, accelerates the need for out-
patient and community services (Lathrop & Hodnicki, 
2014; Mancino & Feeg, 2014). This new direction 
in how health care is delivered is timely given that 
community-based home health programs have been 
shown to provide cost-effective health care to adults 
with chronic diseases and decrease health care use 
and positively affect quality of life (Vandiver, Anders, 
Boston, Bowers, & Hall, 2018).

As the venue in which health care is delivered 
continues to move toward a community-based ap-
proach, nurses must be prepared to coordinate col-
laborative interdisciplinary community-based care, 
act as primary care providers, and practice to the full 
extent of their education and training (IOM, 2011). 
As a result, schools of nursing must restructure their 
curricula and move away from their traditional fo-
cus on acute and chronic hospital-based instruction 
to one that includes a team-focused, community-
based practice. Innovative nurse educators will re-
spond to the shift in health care venues by building 
collaborative relationships with patient-centered 
medical homes and nurse-managed health clinics to 
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provide nursing students with clinical experiences 
that demonstrate the principles of community care, 
leadership, and client care in community settings 
(IOM, 2011). In addition, educators should seek to 
develop partnerships between academia and health 
care organizations, government entities, or founda-
tions. These academic/practice partnerships, as they 
are known, are important to “creating and sustaining 
progressive education and practice” (Rader, Engberg, 
& Dunbar-Jacob, 2017, p. 285). Effective academic/
practice partnerships create systems that prepare fu-
ture nurses for practice, foster educational and career 
advancement for nurses, and provide a mechanism 
for life-long learning. (AACN, 2012).

Quality of Care and Patient Safety

Despite years of focus on improving the health care 
system and patient care, a need still exists to improve 
patient safety and the provision of quality care to all 
patients. Although the quality of care has improved 
steadily during the past decade, further improve-
ment continues to lag. In 2011 the IOM published 
recommendations that patients and their families 
should have access to information regarding a hospi-
tal’s performance on safety, evidence-based practice, 
and patient satisfaction. This, along with increasing 
reporting requirements, has challenged health care 
organizations to collect the most accurate data pos-
sible and then improve patient care based on that 
data. More recently, the Centers for Medicare and 
Medicaid Services (CMS, 2017) has launched several 
value-based programs that reward health care organi-
zations and providers with incentive payments when 
they provide quality care to people with Medicare. 
Hospital Acquired Conditions is one of CMS’ four 
original value-based programs that encourages hos-
pitals to improve patient safety by reducing the num-
ber of hospital acquired conditions. This value-based 
program alone saves Medicare about $350 million 
annually.

Given the call to action from several authorities, 
including the National Academy of Medicine (for-
merly known as the IOM), the Robert Wood Johnson 
Foundation, and the Agency for Healthcare Research 
and Quality, and recognizing the key role nurses 
play in protecting patient safety and providing qual-
ity health care, there exists a need to better prepare 

today’s nurses for professional practice. Teaching 
strategies and concrete examples of learning activities 
that nurse educators can use to teach quality and safety 
competencies can be found at the Quality and Safety 
Education for Nurses (QSEN) website at http://qsen.
org/competencies/.

Additionally, educators should assist students to 
understand the proactive steps that the nursing pro-
fession is taking within the changing health care en-
vironment to define nursing practice and educate the 
public on nursing’s role in quality care. The mission of 
the American Nurses Credentialing Center (ANCC, 
n.d., para 1) is to “promote excellence in nursing 
and health care globally through credentialing pro-
grams.” ANCC credentialing programs certify and 
recognize individual nurses in specialty practice ar-
eas, recognize health care organizations that promote 
nursing excellence and quality patient outcomes, and 
accredit health care organizations that provide and 
approve continuing nursing education. Two of the 
ANCC’s most prominent programs are the Pathway 
to Excellence Program, which recognizes a health 
care organization’s commitment to creating a posi-
tive nursing practice environment, and the Magnet 
Recognition Program. Health care organizations 
achieving Magnet recognition have demonstrated su-
perior nursing practices and quality patient outcomes 
(ANCC, n.d.).

THE NURSING AND HEALTH CARE 
WORKFORCE

Human capital continues to significantly affect the 
health care industry secondary to the supply and de-
mand for nurses and physicians. Currently, there ex-
ists an inequitable distribution of nurses in the United 
States, which has created a greater problem across 
the 50 states than at the national level. It is projected 
by the year 2030 that each state’s supply and demand 
for RNs will range from a shortage in California to 
a surplus in Florida (U.S. Department of Health and 
Human Services, Health Resources and Services 
Administration, National Center for Health Workforce 
Analysis, 2017). The supply of primary care nurse 
practitioners (NPs) and physician assistants (PAs) is 
projected to increase in 2020. However, demand for 
NPs and PAs is anticipated to rise as these practitioners 
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are increasingly used to provide primary care services. 
Factors affecting the future supply and demand for 
both nurses and physicians include the aging US pop-
ulation, population growth, and economic conditions, 
expansion of health insurance coverage under the 
PPACA, and changes in health care reimbursement 
(U.S. Department of Health and Human Services, 
Health Resources and Services Administration, 
National Center for Health Workforce Analysis, 2017).

Retention of satisfied employees will be the goal of 
viable health care organizations given the need and 
demand for nurses and other health care providers. 
In particular, ability to retain new nurse graduates 
is important given that they account for the greatest 
number of nurses entering and exiting the profession 
(Van Camp & Chappy, 2017). Retention of new grad-
uates begins through delivery of nursing curriculum 
designed to provide the academic foundation and 
practical skills needed to work in the real world en-
vironment and “across existing and emerging settings 
with changing health care needs” (Health Workforce 
Australia, 2014, p. 2). In addition, health care orga-
nizations must clearly explicate role expectations of 
new nurse graduate and recognize their need for sup-
port and mentoring. Many health care organization 
have implemented nurse residency programs (NRPs) 
as a way to reduce new graduate nurse turnover, and 
many new nurse graduates seek out such programs 
to ease their transition into practice (Van Camp & 
Chappy, 2017).

Creation of positive workplace environments is also 
crucial for retaining new and experienced nurses in the 
workforce (Health Workforce Australia, 2014; Hunt, 
2015). In 2016 the American Association of Critical 
Care Nurses affirmed six essential standards for estab-
lishing and maintaining healthy work environments: 
(1) skilled communication, (2) true collaboration, (3) 
effective decision making, (4) appropriate staffing, (5) 
meaningful recognition, and (6) authentic leadership. 
Nurse educators and health care organizations would 
do well to adopt these standards into their curriculum 
and clinical workplaces.

In conclusion, future nurses will need a solid un-
derstanding of science and be proficient in the use 
technology. Future practitioners must also be pre-
pared to coordinate collaborative interdisciplinary 

community-based care, provide quality and safe care, 
and advocate for health workplace environments.

Graduate Nursing Education
In the past 15 years, two graduate degrees—the clinical 
nurse leader (CNL) and the doctor of nursing practice 
(DNP)—have been created and implemented within 
the profession. These two degrees provide an example 
of efforts within the profession to create roles to meet 
changing societal needs for health care. Prepared at 
the master’s level, CNLs function as leaders across all 
health care settings, assume accountability for patient-
care outcomes, and provide and manage care of indi-
vidual patients and cohorts (AACN, 2013). The revised 
CNL competencies provide a curriculum framework 
and clinical/practice expectation for CNL programs 
(AACN, 2013). Collectively these three components 
provide a blueprint for nurse educators charged with 
designing and implementing a master’s or postmaster’s 
CNL program of study.

In 2004, AACN members adopted the position 
that the DNP degree was most appropriate for ad-
vanced practice registered nurses (APRNs) entering 
practice. Additionally, members approved the transi-
tion of APRN master’s programs to the DNP by 2015 
(Auerbach et  al., 2015). In response to this endorse-
ment and support of the clinical doctorate degree, 
schools of nursing nationwide now offer DNP pro-
grams of study and report sizeable and competitive 
student enrollment in response to the demand for 
DNP-prepared nurses (AACN, 2017). The Essentials 
of Doctoral Education for Advanced Nursing Practice 
details curricular elements and competencies to be 
incorporated in all DNP programs of study (AACN, 
2006). Chapter 9 discusses graduate nursing programs 
in more depth.

Another issue affecting nursing care delivery is 
related to professional standards for APRNs. The 
Consensus Model for APRN Regulation: Licensure, 
Accreditation, Certification, and Education was intro-
duced and endorsed by 48 professional nursing and 
other organizations (2008) in an effort to adopt unifor-
mity in the regulation of APRN roles, such as certified 
registered nurse anesthetists and midwives, clinical 
nurse specialists, and certified nurse practitioners. 
To date, 13 states, Guam, and the Northern Mariana 
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Islands have fully implanted the Consensus Model 
(Consensus Model, 2008; National Council of State 
Boards of Nursing, n.d.).

Competencies for Contemporary Nursing 
Practice
Nurses, as the largest group of health care profession-
als, require leadership skills to influence health care 
delivery, reform, and policy. The ability to lead and in-
fluence change is an essential nursing skill. Nurses and 
educators can use several models of leadership to in-
form and guide curriculum and practice, including the 
transformational leadership model. The four core com-
ponents of this model (individualized consideration, 
intellectual stimulation, inspirational motivation, and 
idealized influence) relay how important it is for nurse 
leaders to motivate those they lead to achieve a shared 
vision and make positive contributions to a climate of 
safety (Merrill, 2015; Qarani, 2017). Nurses who pos-
sess transformational leadership competencies are well 
poised to improve the quality and safety of patient care 
and enhance career satisfaction (Fischer, 2017).

Several organizations have developed leadership 
competencies that are useful to the work of organi-
zations, nurses, and educators. For example, for the 
past 40  years, the American Organization of Nurse 
Executives (AONE, 2015) has provided leadership, 
promoted nursing leadership excellence, and pro-
vided nurse leader education programs that pre-
pare nurses for various leadership roles. In 2015 
this national nursing organization published com-
petencies for nurse executives that can be used as a 
self-assessment tool; to identify areas for growth; as 
guidelines for nurse leader job descriptions, expec-
tations, and evaluations; and to inform curriculum 
development. Similarly, AONE published Nurse 
Manager Competencies (2015), which guide the 
practice of these nurse leaders. These competencies 
address the knowledge, skills and abilities nurse lead-
ers should possess within the three domains of the 
science, the art, and the leader within. Other profes-
sional organizations that have developed nurse leader 
competencies include the Oncology Nursing Society 
(2012), the Health Care Leadership Alliance (2015), 
and the National Center for Healthcare Leadership 
(2006). Current and aspiring nurse executives, health 

care managers, nursing leaders and administrators at 
various career stages, and nurse educators should be 
well versed about these competencies as they relate to 
their current and future workplace setting and lead-
ership roles.

STRATEGIES TO IDENTIFY 
INFLUENTIAL FORCES AND ISSUES

The forces and issues that influence the nursing profes-
sion and curriculum originate in the external, higher 
education, and internal environments. This section 
presents strategies that will assist nurse leaders and 
educators to identify these influences.

Environmental Scanning
In health care, environmental scanning assists edu-
cators, nurses, and other health care professionals to 
understand the current climate and the direction of 
health care to inform the work that needs to be done to 
shape future health care delivery systems (AHA, 2017). 
Environmental scanning is a process of carefully moni-
toring “an organization’s internal and external environ-
ments for detecting early signs of opportunities and 
threats that may influence its current and future plans” 
(“Environmental scanning,” n.d.). The goal of environ-
mental scanning is to help leaders, managers, and educa-
tors become aware of general trends and events affecting 
health care, nursing, and higher education. Information 
from the environment can be acquired in various ways, 
including careful review of scientific and professional 
journals, the lay literature and newspapers, and atten-
dance and networking at professional meetings.

The American Hospital Association conducts an an-
nual Environmental Scan to identify forces and trends 
shaping health care in the United States (AHA, 2017). 
The most current scan identified multiple forces and 
emerging trends that were organized into five catego-
ries that formed the basis of the AHA’s 2018 strategic 
plan. These five categories are access, value, partners, 
well-being, and coordination. As an example, forces 
and trends related to access include a record low un-
insured rate, skyrocketing drug prices, total US health 
care spending, health care disparities, affordability, 
high deductibles, and health care savings accounts 
(AHA, 2017).
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In academia, environmental scanning continues 
to be used successfully by colleges and universities 
to determine the context of the forces affecting cur-
riculum development. For example, environmental 
scanning allows faculty to be simultaneously reactive 
and proactive when developing nursing curriculum 
at all levels. Through awareness and acknowledgment 
of significant trends (reactive), faculty can more ac-
tively choose a future direction for nursing education 
and develop relevant curriculum (proactive). The use 
of environmental scanning as a strategy to obtain a 
broad scope of information and evaluate its relevance 
to nursing is the foundation of the other strategies that 
follow.

Strategic Planning
Often nurse leaders, managers, and educators are so 
preoccupied with the “tyranny of the urgent” that 
they lose sight of their ultimate goals and objectives. 
Therefore it is important to engage in strategic planning 
that is a “systematic process of envisioning a desired fu-
ture, and translating this vision into broadly defined 
goals or objectives” (“Strategic planning,” n.d., para 1). 
Following the planning phase, a sequence of steps to 
achieve identified goals and objectives is determined.

The strategic planning process may include the use 
of the Strengths, Weaknesses, Opportunities, Threats 
(SWOT) analytical framework to help organizations or 
educators become fully aware all factors involved when 
making decisions. Educators charged with curriculum 
development or redesign can use SWOT before imple-
menting or making new changes and to identify key 
curricular components that are working well. Taking 
time to invest in a formalized SWOT analysis can as-
sist educators to capitalize on curricular strengths and 
improve or eliminate weaknesses (Fallon, 2017).

Epidemiology
Epidemiology is the scientific study of the distribution 
and causes or risk factors of health-related states and 
events in US populations and globally. Epidemiology 
provides nursing faculty with systematic ways to un-
derstand patterns of disease and injury, characteristics 
of people at high risk for disease, shifts in demographic 
characteristics of the population, environmental fac-
tors, natural disasters, and terrorism (Centers  for 

Disease Control and Prevention, 2016). Using epide-
miological data with groups or populations, nurses 
understand and document the need for programs 
and policies to reduce risk and promote health. 
Epidemiology can therefore be seen as a method for 
planned change. In the same way, nursing faculty re-
sponsible for the development of curriculum can use 
epidemiological data and methods to understand fac-
tors affecting the health of populations and trends oc-
curring in health and illness states. Epidemiological 
analysis provides faculty with methods for under-
standing that part of the context that involves the 
broad determinants of health and patterns of disease 
and disability in the population.

Survey Research and Consensus Building
Another tool at the disposal of faculty is survey re-
search. Surveys involve systematically collecting in-
formation from individuals and deriving statistical 
statements, such as some measure of central tendency, 
or consensus statements from groups of experts or in-
volved individuals. Information obtained is useful to 
learn about student and faculty behaviors, preferences, 
and opinions related to curricular issues.

Consensus building is a group process that nursing 
administration, faculty, students, or employees could 
use to find a mutually acceptable resolution of their 
differences. When building consensus, the input of all 
parties involved is carefully considered and the out-
come determined best meets the needs of the group. 
The goal of consensus building is for all parties to work 
cooperatively to find a solution that meets the needs of 
the group (Sandelin, n.d.).

Surveys and consensus-building processes provide 
an opportunity for organizations and educators to 
sample the perspectives of various stakeholders and 
knowledgeable persons, for example, employers or 
consumers. They facilitate tapping the rich diversity of 
group wisdom related to complex issues.

The strategies of environmental scanning, forecast-
ing, epidemiology, and survey research and consensus 
building have utility in preparing for curriculum de-
velopment or revision. Using some combination of the 
four strategies presented here, faculty can be equipped 
to develop curriculum compatible with the current and 
projected issues influencing nursing and health care.
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SUMMARY

The forces and issues that influence and are influenced 
by nursing curriculum originate in the external, higher 
education, and internal environments. Educators sen-
sitive to major sociopolitical and economic trends can 
develop curriculum that matches global characteris-
tics. Educators aware of prevailing higher education 
issues can assist schools of nursing to be competent 
leaders in the academy. Educators attuned to prevail-
ing and visionary thinking within the profession can 
shape the future through progressive curriculum and 
pedagogy. The nursing profession deserves and re-
quires nurse educators to design curricula that are 
both compatible with the contemporary health care 
context and flexible enough to be relevant for emerg-
ing circumstances and needs.
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T   he topic of curriculum development and rede-
sign remains a focal point for educators in nursing and 
other fields. A curriculum that optimizes student and 
faculty performance is necessary to achieve desired 
education outcomes in service to society. The collec-
tive faculty has responsibility for creating an effective, 
efficient, and contemporary curriculum that prepares 
graduates to achieve professional practice standards at 
each level of education to improve the health and well-
being of the populations served. The National League 
for Nursing (NLN, 2012) has outlined expected com-
petencies for nursing faculty that include a strong 
focus on the role of educators in curriculum develop-
ment, delivery, and evaluation.

In today’s world, multiple factors affect and challenge 
institutions of higher education to demonstrate effective-
ness in preparing graduates for entry into the workplace. 
At the same time, concerns regarding the cost of postsec-
ondary education and a demonstrated shortage of nurse 
faculty are among other influencing factors and changes 
affecting the education of nurses (see Chapter 5).

In 2018, the United States was ranked as the top 
higher education system in the world. However, when 
the countries’ economic development factors are incor-
porated, the United States falls to 6th place (Universitas, 
2018). Additionally, the costs to students for higher edu-
cation programs and, most notably, the amount of stu-
dent debt that is incurred to complete a program of study 
continues to be unacceptably high (Baum, 2016; Jones-
Schenk, 2017). Further, the lack of innovation in higher 
education has led to serious challenges regarding higher 
education effectiveness and achievement of important 
outcomes (Lemoine, Hackett, & Richardson, 2017).

As institutions of higher education reevaluate how 
to best achieve their stated missions and position 
themselves for the future, it is apparent that sweeping 
changes in higher education are affecting the develop-
ment and delivery of curricula. Considering health 
professions education specifically, there is grave con-
cern regarding both the supply and quality of gradu-
ates being educated in the United States. In June 2017, 
the Josiah Macy Jr. Foundation convened a conference 
of national health care educators with the goal of creat-
ing recommendations related to health professions ed-
ucation. The title of the conference report, Achieving 
Competency-Based, Time-Variable Health Professions 
Education, telegraphs proposed changes for higher ed-
ucation. Acknowledging that health professions educa-
tion requires “radical transformation” to ensure a high  
quality of care delivery, the Macy recommendations 
noted that health professions education is “frag-
mented, time-bound, and too often disconnected from 
the practice of optimal pedagogies and existing health 
care challenges. To fulfill the social contract implicit 
in the provision of health care requires change that is 
more than evolutionary or incremental” (Josiah Macy 
Jr. Foundation, 2017, p. 2).

The Macy report also identified many changes that 
exist in health professions education, including the in-
formation explosion, discontinuity in education, student 
debt burden, faculty burnout, assessment challenges, 
marginalization of patients, challenges to workforce di-
versity, inadequate preparation for transitions, and in-
adequate faculty development. The summary position 
of the Macy report is that “We are now at an important 
inflection point; our current, predominantly time-fixed 
health professions education system must accelerate the 
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transition to a competency based, time-variable system” 
(Josiah Macy Jr. Foundation, 2017, p. 4).

The Macy recommendations extend and support  
prior publications calling for nurse educators in aca-
demia to be actively involved in creating contem-
porary, cost-effective, and comprehensive curricula 
that produce graduates who are well prepared to as-
sume their role (American Association of Colleges of 
Nursing [AACN], 2015; Caputi, 2017; Jeffries, 2015; 
NLN, 2012).

The Institute of Medicine recently proposed a frame-
work for lifelong learning for educating health profes-
sionals to address the social determinants of health 
that includes three focus areas: education, community, 
and organization (National Academies of Science, 
Engineering and Medicine, 2016). Four elements of 
education practices to achieve the desired goals stated 
in the report included experiential learning, collabora-
tive learning, integrated curriculum, and continuing 
professional development. It is widely recognized that 
nursing and other health care discipline workforces 
should better mirror the populations served to achieve 
health equity and successfully address social determi-
nants of health challenges. Thus numerous initiatives 
have been undertaken to increase nursing student di-
versity. Bleich, McWilliams, and Schmidt (2015) de-
scribed the use of principles for inclusive excellence to 
advance diversity and inclusion in the nursing student 
population. The increase in student diversity provides 
opportunities and challenges for curriculum develop-
ment in many areas. Wros and May (2013) described 
how to create and sustain a diverse student community 
in a school of nursing, reporting a 96.2% retention rate 
over 6  years. Their program consisted of four parts: 
institutional catalysts and commitment, relationship  
building and student connection, individualized aca-
demic coaching, and financial aid and scholarship 
coaching. Similarly, another team reported using men-
torship and academic and psychosocial support to re-
cruit and retain a diverse student pipeline (Carthon, 
Nguyen, Chittams, Part, & Guevara, 2014).

The quality, effectiveness, and efficiency of a cur-
riculum in achieving the desired outcomes for a given 
program of study is of increasing importance to nurs-
ing and other health professions. Several nursing orga-
nizations and experts support the need for innovation 
and change in nursing education, including AACN 

via a report from their Futures Task Force (2015) 
and NLN via a guest editorial (Caputi, 2017). Jeffries 
(2015) strongly advocated nursing education reform to 
support an evolving health care system.

Curricular quality must be ensured across all of the 
curriculum elements that compose a curriculum, as 
depicted in Chapter  7 (see Fig.  7.1). These elements 
include the institution’s mission, vision, and values 
and those of the school of nursing; professional values 
and the beliefs, values, and expertise of the faculty; the 
school of nursing philosophy and organizing or con-
ceptual framework; end-of-program outcomes and 
competencies; level competencies; curriculum design; 
courses, teaching strategies, and learning experiences; 
and resources needed to implement the curriculum.

This chapter provides an overview of curriculum 
ideologies, a historical perspective on definitions of 
curriculum and curriculum development, and descrip-
tions of the elements that compose a curriculum, in-
cluding curriculum models. The process of curriculum 
development within a changing environment and the 
role of faculty are described. The influence of selected 
reports are addressed, along with recent evidence re-
lated to education methods and priority-related topics 
that require significant changes in approaches to nurs-
ing education curricula to ensure that nurses are pre-
pared to meet current and evolving health care needs.

CURRICULUM IDEOLOGIES

A common understanding of how a discipline and a 
school and its faculty consider the term curriculum 
is crucial to development of a comprehensive cur-
riculum that is current, consistent, and congruent. 
Understanding the underlying principles and assump-
tions on which a curriculum is created enhances the 
structure, processes, and outcomes of that curriculum 
plan. Schiro (2013) proposes the term curriculum ide-
ologies to describe the underlying beliefs and philoso-
phy of educators and identifies four major approaches 
to education. The four ideologies are scholar academic, 
social efficiency, learner centered, and social recon-
struction. Each of these ideologies has evolved from 
rich traditions in the field of education, and all have 
the potential to enhance society, but the approaches 
and central values of the various ideologies are quite 
different. A brief description of the four ideologies re-
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veals some of the frequently reported issues of debate 
that arise when faculty engage in curriculum develop-
ment or curriculum revision activities.

The scholar academic ideology is organized around 
the concept of academic disciplines. Adherents believe 
that learning should be centered on a growing knowl-
edge of the discipline by novices and expansion of that 
knowledge base by those more expert. A discipline’s 
knowledge includes ways of thinking, conceptual 
frameworks, traditions, and specific content (Schiro, 
2013, p. 4). A hierarchical relationship flows from the 
scholar to the teacher to the student, who is the discov-
erer, user, and consumer of new knowledge. A scholar 
academic approach focuses on ensuring that the cur-
riculum reflects the essence of the discipline.

Social efficiency ideology focuses on service to so-
ciety through preparing students to meet the needs 
of society through their knowledge-based work con-
tributions and through productive lives that enhance 
societal functioning (Schiro, 2013, p. 5). A curriculum 
reflecting the social efficiency ideology relies on a 
stimulus–response model that is characterized by fac-
ulty creating terminal objectives and attending to the 
type and sequencing of learning experiences and to the 
extent to which learners are able to meet the identified 
priority societal needs.

The learner-centered ideology focuses on individu-
als rather than society as a whole, with the belief that 
talents and abilities should develop naturally and in 
harmony with individuals’ unique characteristics and 
preferences. Within this ideology, individual learning 
goals become the desired learning outcomes, and the 
role of the educator is to create an environment that 
stimulates growth through social interactions and 
learner creation of meaning for themselves (Schiro, 
2013, p. 6).

The final curriculum ideology is social reconstruc-
tion. The chief driving force of those who embrace 
social reconstruction thinking is that education is the 
major factor to addressing and changing societal issues 
and injustices. The goal of education within the social 
reconstruction frame is to facilitate creation of a new 
and more just society that benefits all members. As ed-
ucation is viewed from a social perspective, the focus is 
on meaning as influenced by cultural and other social 
experiences, with the goal of creating desired societal 
values that will improve society overall and thereby 

benefit individual members of society (Schiro, 2013, p. 
6). As a profession, nursing is increasingly focused on 
contributions that will improve society and health for 
all, requiring inclusion of skill building for nurses to 
achieve these goals.

Influence of Curriculum Ideologies on 
Nursing Education
There are examples of nursing curricula that reflect 
all of the ideologies, with the potential exception of 
learner-centered ideology because of the required fo-
cus on demonstrated competencies as established by 
the state boards of nursing to maximize the success 
of graduates in passing the licensing examination. 
However, strong and growing support for the use of 
learner-centered pedagogy strategies is dramatically 
influencing nursing education and is described later in 
this chapter.

The scholar academic ideology is prominent in 
many schools of nursing and influences both the cur-
riculum and the hierarchy of perceived value of faculty 
contributions (e.g., tenure track researchers versus 
practice track or clinical experts as a common exem-
plar). Curricula within this category tend to be closely 
tied with medical or clinical specialties and are consis-
tent with current practice patterns and health care or-
ganization structures (e.g., service lines). Some of the 
implications of this ideological stance position faculty 
as the knowledgeable experts who make many of the 
decisions regarding what is to be learned, when it is 
to learned, and in what manner. Thus use of learner-
centered strategies and learner engagement might 
be considerably lower in programs that embrace the 
scholar academic ideology model, compared with 
schools of nursing that implement other curricular ide-
ologies. The scholar academic ideological foundation 
is most apparent in research-focused institutions com-
pared with those whose mission is primarily focused 
on teaching and service.

In response to the increased expectations for ac-
countability from institutions of higher education 
along with other factors identified in Chapter 5, the 
social efficiency ideology model has become more 
evident in many schools of nursing. How are profes-
sional curricula, such as that found in nursing and 
the health professions, being affected, and what are 
the implications from a social efficiency ideology for 
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faculty in redesigning a content-laden curriculum? 
Restructuring and reforms in the health care system 
are rapidly changing the focus of nursing curricula, as 
graduates must learn to deliver care within a health care 
environment that is focusing more and more on transi-
tional care and the primary health care needs of indi-
viduals. At the same time, there are calls to restructure 
basic tenets of various societies through education to 
address social, financial, and other inequities. Nursing 
practice must be safe and cost effective across patient-
care settings, and nursing education must continue to 
maintain standards and meet the requirements of state 
boards of nursing and national accrediting agencies 
while meaningfully addressing these crucial consider-
ations and expectations.

Social reconstruction ideology has implications for 
developing student and faculty competencies in partic-
ipating in and leading health care policy and advocacy. 
Health care disparities, global health issues, and popu-
lation health issues are increasingly important issues 
that nurses can and should address as global leaders. 
Designing learning experiences that foster compe-
tency in health policy advocacy is an essential program 
outcome in contemporary nursing education.

DEVELOPING CONTEMPORARY 
NURSING CURRICULA

Faculty need to consider many concepts in addition to 
traditional and foundational content when developing 
contemporary nursing curricula. For example, nurs-
ing curricula need to include concepts related to pa-
tient safety, coordination of care, self-management, and 
health literacy, with emphasis on the burden of health 
problems on patient and family, strategies to decrease the 
gap between practice and evidence-based practice, and 
strategies that are generalizable across populations. Also 
important to nursing curricula are leadership and other 
skills to support achieving the stated goals from Healthy 
People 2020 (n.d.), including improving health care for 
all with a focus on reducing disparities, preventable dis-
eases, disability, injury, and premature death. Finally, 
evolving opportunities for personalized nursing care and 
precision medicine must be integrated into the nursing 
curriculum (Vorderstrasse, Hammer, & Dungan, 2014; 
Williams et al., 2015).

Two recent examples of curricula reflecting contem-
porary and innovative thinking have been reported. 
Godfrey and Martin (2016) used the technique of 
breakthrough thinking to guide faculty in using a semi-
structured brainstorming approach to create a new, 
evidence-based model for baccalaureate generalist edu-
cation. Named the Baccalaureate Big 5, this new curricu-
lum model clustered AACN Essentials of Baccalaureate 
Education (consisting of nine “essentials” and 109 out-
comes statements), around which new courses were 
created. The Big 5 categories with their percentage of 
statements are: Nursing Across the Lifespan (25%), 
Professional Identity/Communication (25%), Leadership 
(25%), Population Health (13%), and Evidence-based 
Practice/Quality Improvement (12%). These evidence-
based categories and their supporting clusters were then 
used to create new courses. In a second exemplar, Decker, 
Hensel, Kuhn, and Priest (2017) used a constructivist 
approach to create community health nursing concepts 
based on the social determinants of health. These con-
cepts then were integrated across the entire curriculum.

There are innumerable position statements, pro-
fessional standards, recommendations, and guiding 
principles from various sources that faculty must be 
knowledgeable about and consider for inclusion in any 
curricula they are designing. It is important for fac-
ulty to find ways in which they can perform regular 
environmental scans with a goal of maintaining a cur-
riculum that is dynamic, fluid, and contemporary. To 
develop relevant undergraduate and graduate nursing 
curricula for the future, faculty must consider the fol-
lowing questions:

■	 Are students prepared to practice in a complex 
and changing health care environment, under-
standing that they will be required to engage in 
lifelong learning to have a sustained, relevant 
nursing career?

■	 Are students prepared as professionals to demon-
strate the requisite knowledge and skills, including 
learning to think and make clinical decisions us-
ing principles of evidence-based practice within a 
culture of patient safety?

■	 Are students prepared to collaborate intra- and 
interprofessionally, practice as leaders in health 
care, and demonstrate integrity in their practice 
within a legal and ethical framework?
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■	 Are students learning essential multicultural and 
holistic concepts for culturally sensitive patient 
care within the context of global health needs 
and challenges?

■	 Are faculty working dynamically and produc-
tively to design curricula, including the innova-
tive clinical models of instruction that will most 
effectively prepare graduates for the workforce in 
a variety of settings, including ambulatory care 
and communities?

■	 Does the curriculum integrate a major focus on 
evidence-based research and practice, promoting 
faculty and student collaboration with interpro-
fessional colleagues in inquiry and improvement?

■	 Are curricula congruent with the goals of na-
tional and international health efforts (e.g., 
Healthy People 2020, World Health Organization 
goals, and others) and in meeting the needs of 
older adults, women, children, and culturally di-
verse and other vulnerable populations?

■	 Will graduates be prepared to lead care teams in 
advocating for improved health care outcomes and 
services locally, nationally, and internationally?

■	 Are curricula being delivered using active learn-
ing strategies, including narrative pedagogies 
such as unfolding case studies, scenarios, and 
reflective thought, and are interactive technolo-
gies used that require students to engage with the 
topics and apply their knowledge?

■	 Are faculty designing learning experiences that 
will prepare learners for practice in transitional 
care settings?

■	 Does the university or college provide programs 
that are high quality, accessible, and of good 
value compared with peer institutions?

■	 Are the curricula meeting the needs of the pro-
grams’ communities of interest and other rel-
evant stakeholders?

■	 Do the curricula foster use of current and emerg-
ing instructional and patient care technologies, 
and are faculty adequately prepared to integrate 
these new technologies into their teaching?

Additionally, the exponential expansion of knowl-
edge, dramatically changing sociodemographics and cul-
tural diversity, an economically and consumer-focused 

political environment, and increasing acts of global 
terrorism will continue to challenge nursing faculty to 
critically review current curricula and methods of in-
struction with the goal of preparing graduates for the fu-
ture. Nursing education must address the myriad issues 
affecting curriculum design and implementation and 
transform nursing education to prepare graduates at 
all levels of education for an increasingly complex work 
environment that has greater practice expectations and 
a heavier reliance on the use of advanced technologies 
across the entire health care continuum.

DEFINITION OF CURRICULUM

The term curriculum was first used in Scotland as early 
as 1820 and became a part of the education vernacular 
in the United States nearly a century later. Over time, 
curriculum—derived from the Latin word currere, 
which means “to run”—has been translated to mean 
“course of study” (Wiles & Bondi, 1989).

In 1949 Tyler published a handbook on principles 
of curriculum and instruction that has been used for 
more than six decades (Tyler, 2013). Among other im-
portant concepts, Tyler proposed three major criteria 
for effective organization of a curriculum: continu-
ity, sequence, and integration. Continuity is achieved 
through careful attention to “vertical reiteration of ma-
jor curriculum elements” (Tyler, 2013, p. 84). That is, 
key concepts and skills must be incorporated through-
out the curriculum to support knowledge and skill 
acquisition. Sequence is related to continuity but incor-
porates attention to new learning experiences building 
on prior activities while expanding breadth or depth of 
the content. Last, “integration refers to the horizontal 
relationship of curriculum experiences” (Tyler, 2013, 
p. 85). Integration considers how students will develop 
appreciation for and the ability to apply skill sets across 
a variety of subjects and situations. An oft-cited exam-
ple in nursing education is how the concept of math-
ematics is used across many topics and settings (e.g., 
medication calculations, disease prevalence).

Doll (2002) originally described curriculum in re-
lation to a shifting paradigm, moving from a formal 
definition to a focus on one’s multiple interactions 
with others and one’s surroundings. He defined cur-
riculum as having five concepts: currere, complexity, 
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cosmology, conversation, and community. Currere 
was defined as the process of “negotiating passages” 
between teachers, students, and the text (pp. 45–46). 
The concept of complexity referred to curriculum as 
consisting of dynamic and complex interactions that 
eventually, through vision and perseverance of faculty, 
formed interconnections. Cosmology was the term 
used to depict the “living” nature of the curriculum, 
evoking creativity and vitality (p. 48). The concept 
of conversation described the respect that faculty and 
students demonstrate for each other and how they 
“understand their own humanness” (p. 49–50), and 
community referred to the “ecological, global, and 
cosmological issues within which all humans are en-
meshed” (pp. 51–52).

In later work, Doll (2015) described an evolution in 
his thinking, noting the importance of integrating the 
chaos theory, Piagetian epistemology, cognitive theory, 
and the work of Dewey and Whitehead (often referred 
to as the philosopher and the education theorist). Doll 
noted that the model of educational change is not linear, 
uniform, measured, and determined but is one of emer-
gence and growth, made possible by interaction, trans-
action, disequilibrium, and consequent integration.

Because of the amorphous nature of the term cur-
riculum, it has had a variety of definitions. Educators 
prefer particular definitions based on individual phil-
osophical beliefs and the emphasis placed on specific 
aspects of education. Parkay, Anctil, and Hass (2014) 
conceptualized a curriculum as all of the educational 
experiences that learners have in an educational pro-
gram to achieve broad goals and related specific ob-
jectives developed with a framework of theory and 
research, past and present professional practice, and 
the changing needs of society.

Common elements found in many definitions of 
curriculum include:

■	 Preselected goals and outcomes to be achieved
■	 Selected content with specific sequencing in a 

program of study
■	 Processes and experiences to facilitate learning 

for traditional and adult learners
■	 Resources required to support curriculum 

delivery
■	 Extent of responsibility for learning assumed by 

the teacher and the learner

■	 How and where learning takes place
■	 Interschool activities, including extracurricular ac-

tivities, guidance, and interpersonal relationships
■	 Individual learner’s experience as a result of 

schooling

Types of Curricula
The classic work of Bevis (2000) identified five types 
of curricula that may occur concurrently regardless 
of the ideological interpretation of curriculum. The 
official (or legitimate) curriculum includes the stated 
curriculum framework with philosophy and mission; 
recognized lists of outcomes, competencies, and learn-
ing objectives for the program and individual courses; 
course outlines; and syllabi. Bevis (2000) stated that 
the “legitimate curriculum … [is] the one agreed on by 
the faculty either implicitly or explicitly” (p. 74). These 
written documents are distributed to faculty, students, 
health care practice partners, and accrediting agencies 
to document the planned curriculum, including what 
is to be taught and expected learning outcomes and 
competencies at program completion.

The operational curriculum consists of what is ac-
tually taught by the teacher and how its importance 
is communicated to the student. This curriculum in-
cludes knowledge, skills, and attitudes (KSAs) empha-
sized by faculty in the classroom and clinical settings.

The illegitimate curriculum is one known and ac-
tively taught by faculty yet not evaluated because 
descriptors of the behaviors are lacking. Such behav-
iors include “caring, compassion, power, and its use” 
(Bevis, 2000, p. 75).

The hidden curriculum consists of values and be-
liefs taught through verbal and nonverbal communi-
cation by the faculty. Faculty may be unaware of what 
is taught through their expressions, priorities, and in-
teractions with students, but students are very aware 
of the “hidden agendas” of the curriculum, which may 
have a more lasting influence than the written curricu-
lum. The hidden curriculum includes the way faculty 
interact with students, the teaching methods used, and 
the priorities set.

The null curriculum represents content and be-
haviors that are not taught. Faculty need to recognize 
what is not being taught and focus on the reasons for 
ignoring those content and behavior areas. Examples 
include content or skills that faculty think they are 
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teaching but are not, such as clinical reasoning. As 
faculty review curricula, all components and relation-
ships need to be evaluated.

Curriculum Development in Nursing
From a historical perspective, how nurse educators ap-
proached curriculum development was greatly influ-
enced by the work of Bevis. Bevis defined curriculum 
as “those transactions and interactions that take place 
between students and teachers and among students 
with the intent that learning takes place” (2000, p. 72). 
Bevis challenged nurse educators to move from what 
she termed the Tylerian behaviorist technical paradigm 
of curriculum development to one that focuses on hu-
man interaction and active learning and incorporates 
a focus on students’ and teachers’ interactions. This is 
consistent with Doll’s evolutionary thinking reported 
earlier.

The nursing curriculum is based on current prac-
tice, accreditation standards, regulatory requirements, 
institutional values, and faculty interests. Each of these 
items may contribute to a lack of curricula standardiza-
tion. New opportunities abound to foster collaborative 
debate and dialogue on a number of issues, including 
how to do the following:

■	 Enhance students’ delegating, supervising, prior-
itizing, clinical reasoning, decision-making, and 
leadership skills to effect change.

■	 Focus on health promotion, disease prevention, 
and care transitions to improve outcomes in 
health care disparities across health care settings.

■	 Enhance student–faculty–preceptor interactions 
in the learning process.

■	 Design effective clinical education models that 
allow for student immersion in the practice 
setting.

■	 Develop learner-centered environments.
■	 Use evidence-based research and nursing prac-

tice to deliver efficient and effective care.
■	 Integrate culture of safety concepts, including 

care coordination and transitions, in specifically 
designed interprofessional education and collab-
orative practice experiences.

■	 Focus on patient-centered care within the over-
arching “quadruple-aim” goal of improving the 
patient care experience (including quality and 

satisfaction), improving the health of the popula-
tions, reducing the per capita cost of health care, 
and care of the provider (Bodenheimer & Sinsky, 
2014).

■	 Expand culturally sensitive nursing practice with 
a focus on reducing health disparities and pro-
moting health equity.

As Valiga (2012) summarized: “Nurse educators 
must be proactive, anticipate the future, and not wait 
until history tells the story of our times. We must act 
despite uncertainty, and we must be innovative and 
scholarly as we shape the future of nursing education. 
Transformation is not easy but it is desperately needed” 
(Valiga, 2012, p. 432). Crafting a national agenda for 
nursing education research is believed to be crucial 
to support the necessary transformation in nursing 
education (Valiga & Ironside, 2012). In recognition of 
this statement, The Robert Wood Johnson Foundation 
funded initial development of the National Nursing 
Education Research Network (NNERN). The major 
goal of the network is to “develop large, national, longi-
tudinal, uniform faculty and student data sets derived 
from an annual survey of those individuals, rather 
than surveys conducted at the school level … [to] cost-
effectively accelerate the amount, rigor and generaliz-
ability of nursing education research” (Flynn, Ironside, 
Yedidia, Tanner, & Valiga, 2016).

Role of Faculty in Curriculum Development
The development of curricula has historically been the 
responsibility of faculty, as they are the experts in their 
respective disciplines and the best authorities in identi-
fying the knowledge and competencies students need to 
acquire by graduation. The NLN’s Scope of Practice for 
Academic Nurse Educators outlines nurse educators’ re-
sponsibility for “formulating program outcomes and de-
signing curricula that reflect contemporary health care 
trends and prepare graduates to function effectively in 
the health care environment” (NLN, 2012, p. 18).

As the emphasis on designing contemporary and 
cost-effective curricula continues to increase, so does 
the need to involve a broader community of stakehold-
ers in the curriculum development process. Practice 
disciplines such as nursing are actively engaging a 
diverse array of stakeholders in curriculum design, 
development, implementation, and evaluation. The 
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desire to increase engagement can and does add to 
the complexity of the development process and the 
ability to alter curricula in a timely manner. To ad-
dress the need to create curricula that are responsive 
to workforce expectations requires faculty to develop 
curricula that are flexible in design, open to broader 
interpretation as expectations change, and capable 
of being implemented using a variety of different 
methodologies.

Traditionally, curriculum development has been built 
on the concepts of frameworks, objectives, and closely 
orchestrated learning experiences. This approach envi-
sions curriculum development as a logical, sequential 
process. Although some of this structure is necessary to 
plan and develop curricula, the more contemporary ap-
proach shifts the emphasis from an epistemological to an 
ontological orientation (Ironside, 2014). An epistemo-
logical orientation to education is focused on knowledge 
or the “content to be covered.” An ontological orientation 
to the educational process is more learner centered and 
focused on the student embracing and developing in the 
nursing role. In this shift in philosophical orientation, 
knowledge is applied for the purpose of facilitating the  
learner’s transformation into a nursing professional. 
The move from epistemology to ontology has a profound 
effect on how curriculum is designed and the teaching–
learning strategies chosen to help students think like a  
nurse using clinical reasoning and develop com-
petence in their practice (Herron, Sudia, Kimble, & 
Davis, 2016).

Nursing faculty have come to approach curriculum 
development from an outcomes perspective rather 
than the traditional teaching process orientation used 
in the delivery of nursing curricula. Focusing on learn-
ing as the product (outcome), the emphasis is placed 
on how students can use knowledge to practice com-
petently in changing and often uncertain clinical situ-
ations. This approach assumes that both students and 
faculty have some latitude in individualizing the learn-
ing experience and related processes used in creating 
knowledge.

Traditionally, faculty autonomy has been closely 
tied to curriculum; in fact, faculty are considered to 
“own” the curriculum. This means faculty are account-
able for designing, assessing, implementing, evaluat-
ing, and changing the curriculum to ensure quality 

and relevance in programs. In today’s educational 
climate, the value of education is measured against job 
marketability. In the discipline of nursing, emphasis 
has been placed on what knowledge and competen-
cies graduates have on completion of their programs 
as it relates to the expectations of the settings and roles 
within which they will practice.

When curriculum development is undertaken, the 
concepts of academic freedom versus curricular integ-
rity inevitably arise. As suggested by the prior state-
ments, faculty are collectively charged with using their 
significant expertise and diverse talents to construct 
curricula that will produce successful, high-quality 
graduates. Curricular integrity is achieved through fac-
ulty striving for—but not always arriving at—consensus 
decisions. Communication throughout the curriculum 
is a key determinant in the quality and consistency of 
the curriculum and the student experience.

A statement from the American Association of 
Colleges & Universities (AAC&U) specifically ad-
dressed this topic: “There is, however, an additional 
dimension of academic freedom that was not well 
developed in the original principles, and that has to 
do with the responsibilities of faculty members for 
educational programs. Faculty are responsible for 
establishing goals for student learning, for design-
ing and implementing programs of general educa-
tion and specialized study that intentionally cultivate 
the intended learning, and for assessing students’ 
achievement. In these matters, faculty must work 
collaboratively with their colleagues in their depart-
ments, schools, and institutions, as well as with rel-
evant administrators. Academic freedom is necessary 
not just so faculty members can conduct individual 
research and teach their own courses, but so they can 
enable students—through whole college programs of 
study—to acquire the learning they need to contrib-
ute to society” (AAC&U, 2006, p. 1).

This statement emphasizes that academic freedom 
does not mean that individual faculty can arbitrarily 
or unilaterally decide what they will teach in their 
classroom, but that through faculty governance pro-
cesses, faculty must work collaboratively to determine 
curriculum and then are expected to uphold that col-
lective decision to achieve curricular integrity and 
effectiveness.
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National Reports, Education Trends, and 
Recommendations of Significance
In addition to the Macy Foundation report recom-
mendations discussed earlier, other seminal position 
statements, reports, and recommendations have been 
issued by prestigious organizations or groups that re-
quire substantive curricular change and in some cases 
disruptive innovation. Five of the most significant 
sources requiring substantive curricular changes are 
reviewed to contextualize the definitions of and pro-
cesses related to curriculum in nursing.

Institute of Medicine: Quality and Safety Education in  
Nursing

The Institute of Medicine (IOM, 2001) released a 
now-classic seminal report titled Crossing the Quality 
Chasm, calling for substantive reform of health profes-
sions education to enhance quality and safety practices 
within health care. Simply stated, the report identified 
five competencies as essential for health professionals 
of the 21st century: patient-centered care, teamwork 
and collaboration, informatics, evidence-based prac-
tice, and quality improvement (including safety). It 
was also recommended that the disciplines develop 
common language in important areas, integrate learn-
ing experiences, use evidence-based curricula and 
teaching strategies, and offer faculty development to 
model these competencies. Subsequent reports have 
addressed a variety of related areas (IOM, 2003, 2010).

The Quality and Safety Education in Nursing 
(QSEN) project was launched in 2005 with the overall 
goal of ensuring that all graduating registered nurse 
students had developed the relevant quality and safety 
competencies that would prepare them for practice. 
From feedback received from nursing faculty and prac-
tice leaders of the time, it was clear there was an urgent 
need for faculty development to ensure that faculty 
were teaching contemporary and accurate information 
regarding quality and safety practices and that quality 
and safety content be integrated into all prelicensure 
nursing programs as quickly as possible (Cronenwett 
et al., 2007). To provide information to nursing faculty 
that could be immediately incorporated into courses, 
the QSEN project developed a KSA curricular frame-
work (QSEN, n.d.) that addressed each of the five 
competencies (separating quality and safety for a to-

tal of six) identified in the 2001 IOM report. A QSEN 
website (http://qsen.org/) was established to assist in 
the dissemination of the KSA framework and serves 
as a clearinghouse for teaching and learning resources.

The QSEN project was expanded to include 
graduate-level nursing competency development, re-
sulting in KSAs for this level of nursing program to 
advance quality and safety competency development 
(Cronenwett et  al., 2007, 2009). A partnership with 
the AACN and communications with the NLN have 
resulted in continuing faculty development opportuni-
ties related to QSEN along with a comprehensive text 
(Sherwood & Barnsteiner, 2017).

Finally, essential content from the QSEN project 
has been integrated into nursing education program 
accreditation standards so that a formal review of the 
presence and effectiveness of QSEN content in nursing 
education programs is ensured.

Carnegie Foundation for the Advancement of 
Teaching: Educating Nurses

The Carnegie Foundation for the Advancement of 
Teaching launched a multiyear comparative study titled 
The Preparation for the Professions, focused on profes-
sional education in medicine, nursing, law, engineer-
ing, and preparation of the clergy in the United States. 
The goals of this significant initiative were to better 
understand how the various professions are prepared 
to practice through identification of educational ap-
proaches and how the outcomes of professional educa-
tion could be strengthened and improved. The fourth 
volume of this series of studies on the professions was 
Educating Nurses: A Call for Radical Transformation 
(Benner, Sutphen, Leonard, & Day, 2010). Four major 
recommendations emerged from this study, which have 
many implications for curriculum development and 
implementation:

1.	 Emphasize teaching for a sense of salience, 
situated cognition, and action in particular 
situations instead of covering decontextualized 
knowledge. This recommendation is often ex-
pressed as teaching students how to “think like 
a nurse” (Ward, 2016).

2.	 Integrate clinical and classroom teaching instead 
of maintaining a separation of the two. Given the 
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complexity and breadth of knowledge required 
for today’s nursing practice, it is essential that 
faculty design strategies to better link classroom 
and clinical teaching to reflect the actual com-
plexities and pace of nursing practice.

3.	 Emphasize clinical reasoning and multiple ways 
of thinking instead of critical thinking. Examples 
of the multiple ways of thinking include clinical 
reasoning, clinical imagination, and scientific 
reasoning.

4.	 Focus on the formation of professional iden-
tity rather than socialization and role taking. 
Nursing students need experiential learning 
environments that provide the opportunities to 
learn about and internalize the elements of being 
a professional.

These four recommendations, especially when co-
alesced into actual teaching practices, require educa-
tors to think very differently about how curricula are 
created and to acquire and effectively use many new 
teaching and learning strategies within the context of 
a health care system that is evolving rapidly to achieve 
the “triple aim” (now the quadruple aim) of health 
care. The quadruple aim seeks to improve the patient 
experience of care (including quality and satisfaction), 
improve the health of populations, reduce the per 
capita cost of health care, and care for health providers 
(Bodenheimer & Sinsky, 2014).

Use of Simulation

The use of simulation technology in nursing and 
health professions education has exploded during 
the past decade in frequency of use, sophistication of 
the technology, and the teaching and learning strate-
gies employed and has introduced a number of im-
plications for curriculum development. Specifically, 
current students and faculty expect that simulation 
activities, including access to a clinical laboratory 
environment with equipment and simulators, will 
be readily available and resemble actual clinical set-
tings. Simulation can be simply defined as activities 
or events that mimic real-world practice and include 
both low- and high-fidelity activities. A recent meta-
analysis of the use of high-fidelity human simulation 
in nursing education concluded that there were ben-
eficial effects on cognitive and psychomotor domains 

of learning including problem-solving competency, 
critical thinking, and clinical judgment as well as 
in the area of psychomotor skills (Lee & Oh, 2015). 
Designing student learning experiences that clearly 
integrate simulation, classroom, and clinical activi-
ties promotes the necessary synergy and learning 
required to meet desired competencies (Alexander 
et al., 2015). See Chapter 19 for an in-depth discus-
sion about the use of simulation.

Interprofessional Education and Collaborative 
Practice

The importance of interprofessional education (IPE) 
and collaborative practice to achieving the quality, 
safety, and innovation goals of the overall health care 
system within the United States is supported by numer-
ous major reports and statements previously described. 
The World Health Organization (WHO, 2010) and 
several organizations promoting interprofessional edu-
cation have offered definitions of IPE that are guiding 
efforts in this area. These definitions describe inter
professional education as students from multiple pro-
fessions learning with and about the various health 
professional roles so that the foundation for professional 
collaboration around care will more easily occur in real-
world settings.

In 2009 six national education associations repre
senting different health professions (nursing, allopathic 
and osteopathic medicine, dentistry, pharmacy, and pub-
lic health) joined forces to create the Interprofessional 
Education Collaborative (IPEC) and to develop core 
competencies related to interprofessional collaborative 
practice (IPEC, 2011). These organizations have the 
ability to influence curricular changes across the named 
disciplines. The goals of IPEC include the advance-
ment of substantive IPE to prepare future clinicians 
for team-based patient care. Thus IPE is considered a 
precursor of promoting effective interprofessional col-
laborative practice across settings. A systematic review 
of the effects of IPE showed that the included studies 
suggest learners responded well to IPE, their attitudes 
and perceptions of one another improved, and students 
reported increases in collaborative knowledge and skills 
(Reeves et al., 2016). The IPEC core competencies have 
been incorporated into virtually all of the involved 
health disciplines’ accreditation standards, leading to 
more widespread adoption within the various curricula. 
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See Chapter 11 for a discussion of interprofessional edu-
cation and collaborative practice and the competencies 
that need to be incorporated into health professions 
curricula to prepare graduates for interprofessional 
practice.

Web-based Technology and Online Learning

The number of nursing students engaged fully or 
partly in online learning has exploded over the past 
5  years. The reasons for this surge in demand for 
online learning include easier access, convenience, 
adult-friendly education and services, and flexible pro-
gramming schedules that online learning can provide. 
Established top-tier universities and newer nonprofit 
and for-profit institutions of higher education have in-
creasingly embraced the trend toward online learning, 
with many incorporating aspects of web-based tech-
nologies into campus-based classes, resulting in hybrid 
(blended) courses. A metaanalysis of blended learning 
and technology use in higher education concluded that 
in terms of achievement outcomes, blended learning 
worked better than traditional face-to-face classroom 
instruction. Additionally, the kind of computer sup-
port used and the presence of one or more interactions 
(student-teacher-content) enhance student achieve-
ment (Bernard et al., 2014).

Two later systematic reviews of blended learning in 
health professions education support the learning ef-
fectiveness of this approach. “Blended learning appears 
to have a consistent positive effect in comparison with 
no intervention, and to be more effective than or at least 
as effective as nonblended instruction for knowledge 
acquisition in health professions” (Liu, et al., 2016). A 
prior systematic review of online learning in under-
graduate health professions that focused on student 
knowledge, skills, satisfaction, and cost-effectiveness  
also yielded positive conclusions. Significant positive 
differences in those studying online were noted in 12 
of 50 studies included. And 27 of 50 studies showed 
no significant differences in learning, or mixed re-
sults, suggesting that incorporating online learning 
is most likely at least as effective as traditional meth-
ods (George & Shocksnider, 2014). Evidence exists 
that similar positive outcomes with online learning 
can be achieved in graduate study, including doc-
toral programs (Broome, Halstead, Pesut, Rawl, &  
Boland, 2011).

Having an awareness of and planning for predicted 
changes to web-based learning technologies is critical 
when developing or redesigning curricula at all levels. 
One of the most important trend reports is the New 
Media Consortium’s (NMC, 2017) Horizon Report. The 
annual Horizon Report details key trends, significant 
characteristics impeding higher education technology 
adoption, and important developments in educational 
technology for higher education. Some of the key 
trends of this recent report with significant implica-
tions for nursing education include continued focus 
on and growth of blended and collaborative learning 
designs, measuring learning, and deeper learning ap-
proaches. Characteristics reportedly impeding adop-
tion of education technology in higher education 
included improving digital literacy, advancing digital 
equity and dealing with achievement gaps, and dealing 
with knowledge obsolescence and rethinking the roles 
of educators. Important developments in educational 
technology forecast for the next year included adaptive 
learning technologies and mobile learning for higher 
education. Chapters 19, 20, and 21 discuss technology-
based education and related pedagogies and faculty 
implication in more detail.

CURRICULUM DESIGNS

A well-conceived curriculum is critical to the prepara-
tion of practicing nurses at all levels. Once a program’s 
curriculum is designed, curriculum building becomes 
an ongoing task that is indispensable to, yet separate 
from, the acts of teaching and learning. Curriculum 
is a dynamic, evolving entity shaped by learner needs 
and desired achievement, faculty’s beliefs about the 
science and art of nursing, and emerging needs of the 
populations served within changing health care ser-
vices, delivery structures, and organization.

Creating a specific curriculum design for a given 
program must take into account many factors, includ-
ing the mission, vision, and goals of the educational 
entity; the philosophy of the educational entity and 
that of the school of nursing; and the priorities of ma-
jor stakeholder groups (e.g., students, faculty, employ-
ers, and alumni). After deciding on desired program 
outcomes and competencies, faculty are positioned to 
design the curriculum. It is important to note, how-
ever, that it is helpful to create a working organizing 
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framework to guide the development of program out-
comes and competencies, as these components must 
become synchronized for curricular integrity.

The topic of curriculum design models is complex 
because of the numerous and often overlapping no-
menclature or differential use of the same terms. This 
discussion is further complicated because nursing 
education programs frequently use a combination of 
design models. Descriptions of two of the most com-
monly used models for curricular design currently in 
use in nursing education curricula are presented.

Curricular Design Models
The overall organization of a curriculum may be iden-
tified as based primarily on one of three models of de-
sign: (1) blocks of content (often in nursing education 
reflecting clinical specialties), (2) concepts (that often 
reflect subjects within nursing and from other disci-
plines thought to be critical for nursing practice), or 
(3) competencies (that reflect broad areas of expected 
graduate performance that are sequentially “lev-
eled” throughout the curriculum by semester, year, or 
other time parameter to enable students to advance in 
knowledge and skill development and achieve desired 
learning outcomes).

Virtually all nursing education programs incorpo-
rate a strong focus on competencies because nursing is 
a practice profession and because program accredita-
tion and professional licensing requirements incorpo-
rate expected results or competencies. Competencies 
can be imbedded throughout either “blocking” or 
concept design models. A specific challenge that nurs-
ing and other practice disciplines share is how to best 
plan for clinical or practice experiences. The more tra-
ditional model consists of a mostly concurrent plan, 
wherein didactic courses are paired with clinical ex-
perience courses with the goal of matching the two. In 
reality, this rarely works, and the logistical issues can 
be insurmountable. Many programs use a mixed ap-
proach, in which some didactic nursing courses have 
associated clinical experiences and others do not. 
Some programs are experimenting with frontloading 
didactic content and sometimes clinical simulation 
activities after which a clinical intensive or immersion 
occurs with the goal of integrating the targeted KSA 
competencies to be achieved. Faculty should also care-
fully consider clinical learning sites that will provide 

students with exposure to clinical experiences across 
the care continuum and in collaboration with learners 
from other disciplines.

Blocked Course Content Curricula

Faculty who wish to design a curriculum primarily 
using blocks of content must first carefully enumerate 
the major blocks or clusters of information that need 
to be represented within the curriculum. Patterns can 
be built on the premise of sequencing specific courses 
and corresponding clinical learning experiences. This 
approach assumes that there is a logical order to se-
quencing content that will facilitate learning and re-
quires faculty to consider what evidence exists to help 
them make evidence-based decisions regarding what 
the “logical” order might be.

Courses in a blocked curriculum are usually struc-
tured around clinical specialty areas, patient popula-
tion, pathological conditions, or physical systems. 
Historically, nursing programs have been organized 
by type of patient (medical condition, specialty, or 
age) and sometimes by settings (predominantly acute 
care hospitals with some ambulatory or skilled nurs-
ing focus and clinical experiences as well as within the 
community). Courses with titles based on medical or 
clinical specialty areas such as adult medical–surgical, 
pediatric, maternal–child, and community nursing 
are examples of a blocked approach to curriculum de-
sign. Other important content or concepts are taught 
in separate courses, such as research- and evidence-
based practice and foundations of professional nurs-
ing, among others. Additionally, some important 
content or concepts are placed in courses that seemed 
to be the best match; such examples include quality 
and safety, leadership, and cultural diversity topics. It 
is also possible to have a predominately blocked ap-
proach to curriculum design with selective integration 
of some content areas across the curriculum, such as 
pharmacology and nutrition, or some concepts such as 
pain or inflammation.

The idea of blocking content organizes both teach-
ing and learning. It facilitates faculty course assign-
ments and complements faculty expertise, allowing 
faculty to teach primarily in their areas of expertise 
in a specific location within the curriculum. It is also 
relatively easy to trace placement of content in the 
curriculum.
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However, the segregation or blocking of content into 
specific courses can cause content to become isolated 
from previous or subsequent coursework and can impede 
the learner’s ability to integrate knowledge and transfer 
concepts, information, and experiences from one course 
to another. By and large, this curriculum design model 
produces a curriculum that is highly structured, with lit-
tle latitude for deviation and meeting individual learning 
needs. Faculty who design curriculum with a block de-
sign also need to guard against the tendency for a strong 
sense of course ownership to develop among faculty who 
consider a course to be “theirs” and thus become resis-
tant to changes within their course that need to occur 
to maintain curricular integrity. Open, ongoing com-
munication and shared faculty decision making around 
curriculum development and revision are essential to 
maintain curricular integrity.

Blocked curriculum design also has the potential to 
obscure issues with learner development and growth as 
a professional. When a student does not pass a course, 
it is not uncommon to hear faculty say that the stu-
dent failed pediatrics or intensive care, for example. 
In reality, although the student was not able to apply 
the expected knowledge, skills, or behaviors to a given 
population, it was actually the student’s inability to 
transfer and apply the key concepts required to demon-
strate safe clinical reasoning skills that led to the failure. 
Faculty must look beyond the content to the concepts 
to gain an understanding of what has led to the failing 
performance.

Concept-based Curricula

Significant interest in a more conceptual approach to 
curriculum design continues to grow with the use of 
core concepts as a focal point of curriculum construc-
tion (Giddens, Wright, & Gay, 2012; Hendricks, Taylor, 
Walker, & Welch, 2016). Concept-based curricula are 
designed to better reflect the complexity of nursing 
and health care while using core ideas or concepts im-
portant to nursing practice to help learners grasp the 
connections and master deeper learning of how these 
concepts explain a variety of conditions and situations 
they will encounter in nursing practice. These goals 
are in contrast to a traditional curriculum organized 
around medical diagnoses or patient groups that use 
a less flexible and encompassing schema, such as de-
scribed when “blocking” curriculum.

In a concept-based curriculum, faculty identify and 
define concepts considered to be core to nursing prac-
tice and integral to achieving the program’s established 
end-of-program outcomes for graduates. The concepts 
are integrated (threaded) throughout the curriculum 
in a manner that facilitates acquisition of competen-
cies that are leveled throughout the curriculum, ul-
timately leading to student achievement of expected 
end-of-program outcomes. Faculty develop learning 
experiences that will guide the students’ application 
of the concepts across a variety of patient populations 
and care settings.

Although there is significant variation in the con-
cepts chosen to organize a nursing curriculum, some 
concepts have emerged across the majority of under-
graduate nursing programs. Examples of these com-
mon concepts include oxygenation, cognition, pain, 
nutrition, pharmacology, and lifespan development. 
Additionally, nursing roles, communication and team-
work, quality and safety, and ethics and legal issues are 
also frequently present. Table 6.1 shows the concepts 
used by the University of Kansas School of Nursing in 
designing a new undergraduate curriculum. Graduate 
curricula may also be organized by concepts relevant 
to advanced practice roles and settings.

An example of content integration may be seen in 
the following description of the concept of pain. Early 
in the curriculum, students first learn about the patho-
physiologic causes of pain, causes and cardinal charac-
teristics of pain, factors that shape or affect pain, and 
how to assess and evaluate the characteristics of pain. 
As students move through the curriculum, they in-
crease their understanding about the manifestations of 
and treatments for pain, review research related to the 
concept of pain, and identify appropriate therapeutic 
nursing interventions related to the care of a patient 
with pain, thus progressing from a global understand-
ing of pain to a more specific, in-depth understanding 
of the concept. Eventually, students learn about pain as 
it relates to acute and chronic health issues, to physi-
cal or nondisease–based causes, or to specific situa-
tions such as surgery and childbirth in various clinical 
populations.

In an example of a curriculum that was developed 
around four conceptual themes, D’Antonio, Brennan, 
and Curley (2013) described the process used to 
develop an undergraduate curriculum framework 
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based on judgment, inquiry, engagement, and voice. 
Faculty used a shared decision-making model to 
identify concepts that would be meaningful to faculty 
and students. Additionally, the QSEN standards pro-
vide key concepts related to quality and safety that 
can be used to create a framework to organize curri-
cula along with other important concepts (Sherwood 
& Barnsteiner, 2017).

Historically, accreditation standards and perfor-
mance expectations have had a significant effect on 
many organizing frameworks as faculty recognize 

the need to directly address these expectations that 
include such concepts as clinical reasoning, problem 
solving, communication, caring, diversity, and thera-
peutic nursing interventions (Olds & Dolansky, 2017; 
Sherwood & Barnsteiner, 2017). The concept of clini-
cal reasoning or “thinking like a nurse” is increasingly 
replacing the more general critical thinking concept to 
better focus on and measure situated knowledge devel-
opment that leads to action rather than a general intel-
lectual skill (Benner et  al., 2010; Herron et  al., 2016; 
Liou et al., 2016; Neilsen, Lasater, & Stock, 2016).

TA B L E   6 .1
Concept-Based Curriculum Plan: BSN Program

Concepts in Health & Illness I:
Foundations of Nursing

Concepts in Health & 
Illness II: Nursing Across 
the Lifespan

Concepts in Health & 
Illness III: Nursing With 
Diverse Populations

Concepts Related to 
Professional Practice 
(Various Other Courses in 
Order of Introduction)

Clinical Reasoning 1 Human Development Addiction Caring

Comfort Family Dynamics Behavior Professional Identity

Elimination Fluid Balance Cellular Regulation Scholarly Inquiry

Health Promotion Electrolyte Balance Clotting Advocacy

Infection Metabolism Cognition Team

Inflammation Oxygenation 1 Oxygenation 2 Collaboration 1, 2

Mobility Acid–Base Balance Intracranial Regulation Ethics

Nutrition Perfusion 1 Perfusion 2 Leadership 1, 2

Self-concept Sensory–Perception Genetic Predisposition Change

Sleep Mood & Affect Reproduction Lifelong Learning

Stress & Coping 1 Stress & Coping 2 Sexuality Diversity

Thermoregulation Fatigue Spirituality Health Literacy

Tissue Integrity Grief  Health Informatics

 End of Life  Relationships

   Teaching & Learning

   Health Care Quality 1, 2, 3

   Patient Safety

   Evidence and Research

   Communication

   Health Policy 1, 2

   Clinical Reasoning 2

   Care Coordination

   Health Care Economics

   Health Systems 1, 2

   Health Equity

Fletcher, K., Kumm, S., Buchanan, L., Gay, J., Laverentz, D., Pierce, L., … Klenke-Borgman, L. (2015). Concepts in the University of Kansas 
School of Nursing Bachelor of Science in Nursing program. Unpublished manuscript. Kansas City, KS: University of Kansas School of Nursing. 
Used with permission.
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Faculty adopting a concept-based, outcome orien-
tation to curriculum must be able to construct the con-
text and meaning that the outcomes will have in the 
curriculum structure. An outcomes focus reflects the 
need to achieve designated competencies that students 
are expected to have at the completion of the program 
to demonstrate expected program outcomes. Faculty 
must identify and integrate the curriculum concepts 
that will support the students’ achievement of the 
identified competencies and outcomes. Hendricks, 
Taylor, Walker and Welch (2016) grouped curricular 
concepts into themes to map content to courses and 
major program learning outcome focus areas, which 
creates a clear roadmap for use by faculty, students, 
and other stakeholders.

In a concept-based curriculum design, there are no 
boundaries to knowledge development and skill acqui-
sition, as noted in the blocking approach. The concepts 
that form the curriculum must be clearly and visibly 
explicated for students so that they can see and expe-
rience the integration of the concepts across the cur-
riculum. Students use clinical experiences to learn the 
essence of identified concepts and are encouraged to 
transfer and expand their knowledge and skills to dif-
ferent settings, populations, and experiences. Active, 
engaged teaching and learning strategies pair naturally 
with this conceptual approach to nursing education. 
Problem-based learning, team-based learning, case 
studies, and reflection are just a few examples of teach-
ing and learning strategies that can be used to facilitate 
student understanding of the concepts being studied 
and help them to become “users” of knowledge. See 
Chapter  16 for further discussion of active learning 
strategies.

Disadvantages to a more conceptual approach to 
curriculum design include difficulty in maintaining 
the integrity of the curriculum because of the lack of 
discrete boundaries for content and the potential for 
inadvertently eliminating from the curriculum key 
aspects of the concept. Faculty must carefully map 
the concepts across the curriculum to ensure that the 
students’ knowledge of the concept will grow in depth 
and breadth and not become mired in repetition or 
omission. See the “Guiding Principles for Developing 
Organizing Frameworks” section of this chapter 
for further suggestions on how to select curricular 
concepts.

Another potential disadvantage is that student 
learning styles may favor a more traditional and less 
conceptual approach to learning, as that is how they 
have likely become accustomed to learning. Faculty 
need to consider the various learning styles of students 
in their classroom and design approaches that will 
facilitate students adjusting to a more conceptual ap-
proach to learning.

Competency-Based Education

The term competency-based education (CBE) as a cur-
riculum approach has a specific, formal definition and 
is used to define practices embedded in a given cur-
riculum. According to the formal definition, CBE is a 
“framework for designing and implementing education 
that focuses on the desired performance characteris-
tics of health care professions…. CBE makes explicit 
[the implicit goal of competence in more traditional 
education frameworks] by establishing observable and 
measurable performance metrics that learners must at-
tain to be deemed competent” (Gruppen, Mangrulkar, 
& Kolars, 2012, p. 1).

In contrast, traditional education programs employ 
learning objectives with definitions of competence that 
are less clear and precise and sometimes a weaker or 
inconsistent approach to actually testing and measur-
ing competency achievement. Supporters of CBE cite 
its systematic and valid assessment of competencies 
and the opportunity for students to progress at their 
own pace rather than fit into a planned time for and 
sequence of learning activities. Additionally, CBE may 
be more resource effective than traditional education 
methods. A recent systematic review of CBE in the 
health professions suggested that, while noting the 
complexity of and variation among the disciplines’ 
sets of competencies, CBE can be useful and effective 
in meeting learning needs across professions (Wu, 
Martin, & Ni, 2017). Challenges to fully implement-
ing CBE in health-related roles include identifying the 
health needs of the community, defining competen-
cies, developing self-regulated and flexible learning 
options, and assessing learners for competence. A for-
mal CBE approach also may not suit all learners’ pref-
erences and abilities.

As noted earlier, virtually all nursing and profes-
sional education programs incorporate some aspects 
of CBE, as it is required for accreditation and licensure, 
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but the amount of and consistency with which CBE 
principles are employed varies widely across nursing 
education programs.

Ordering or Constructing Knowledge 
Within the Curriculum
Regardless of the curriculum design model chosen, 
faculty must still make decisions about how knowledge 
will be ordered or constructed within the curriculum. 
Wiles and Bondi (2011) describe five patterns of order-
ing or constructing knowledge in a curriculum. Similar 
to the blending of curricular design approaches, many 
nursing education programs use aspects of the five pat-
terns within the overall curriculum, sometimes within 
the same semester or course. It is helpful that faculty be 
clear and guide students through how the curriculum 
and courses are organized to avoid confusion and pro-
vide clear expectations.

In a building blocks design, content and learning 
activities commence with foundational knowledge or 
skills, followed by more detailed or specialized mate-
rial and, if appropriate, a higher level of depth or spe-
cialized knowledge. A branching design is similar to a 
building blocks design in that foundational knowledge 
or skills occur first, after which there are varied learn-
ing option pathways to achieve the desired KSAs. This 
pattern is typically strongly represented in the blocked 
curriculum design model.

In a spiral design, selected areas of knowledge ap-
pear repeatedly through the curriculum in greater 
depth or breadth. In some fields, this area is further 
differentiated into a spiral versus a strand design. In 
a spiral curriculum, many different topics are cov-
ered at designated points throughout the curriculum. 
The points may be at regular or intermittent intervals 
because of concerns that students often forget previ-
ously covered information as a result of the brief in-
structional time devoted to each and because students 
do not have time to master important foundational 
knowledge. To minimize these issues, some education 
experts advocate the use of a strand (sometimes also 
called a thread) design. In a strand design, topics are 
arranged into meaningful groups that are regularly 
repeated, thus building better achievement and reten-
tion rates. Spiral or strand designs are prominent in 
concept-based curricula.

A tasks or skills design is characterized by presen-
tation of specific knowledge and experiences that are 
expected to lead learners to achieve the desired compe-
tencies. There may be varying pathways for students as 
individuals or by groupings that reflect learning pref-
erences or other characteristics. This pattern is usually 
prominent in CBE programs, although the tasks and 
skills are grouped into the larger competencies for as-
sessment purposes.

The fifth pattern of ordering knowledge is the pro-
cess design where the focus is on the process of learn-
ing with specific information or content-provided 
examples to illustrate the process. Some educators be-
lieve that the enhanced focus on narrative pedagogy 
and related teaching and learning strategies (e.g., the 
concept of learning to “think like a nurse”) reflect a 
process design.

CURRICULUM ELEMENTS

Curriculum development is a challenging yet reward-
ing endeavor that ranks among the top responsibilities 
of a collective faculty. Although much has been written 
about curriculum and its associated processes, there 
are multiple approaches and terminologies proposed, 
leading to confusion and disagreements about what 
elements compose a curriculum. For purposes of this 
chapter, the following curricular elements are included 
and discussed: curriculum design, organizing frame-
work, end-of-program outcomes and competencies, 
level competencies, course design, teaching strategies 
and learning experiences, and resources needed to im-
plement the curriculum. The terminology and defini-
tions reflect some of the most commonly used across 
schools of nursing. The influence of contemporary 
thinking and newer approaches to teaching and learn-
ing are highlighted within each element.

Organizing Frameworks
Organizing frameworks can be a means for creating 
access to knowledge about the phenomena of interest 
or importance to the discipline. Organizing frame-
works do provide a logical structure for cataloging and 
retrieving knowledge. This structure, often depicted 
as a schematic conceptualization, is essential to the 
processes of teaching and learning as faculty guide stu-
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dents in the development of cognitive linkages among 
knowledge. This helps faculty and students understand 
the abstract nature of nursing. Fawcett’s (1989) classic 
work on conceptual models and frameworks can pro-
vide readers with a discussion of theories, models, and 
concepts that is beyond the scope of this chapter.

Organizing frameworks have been used in curricu-
lum development to delineate the constructs embed-
ded in a traditional philosophy statement that reflects 
the collective faculty belief. It is important that orga-
nizing frameworks not be construed as a permanent 
feature of a program but as a kaleidoscope of complex 
patterns related to what students need to know and 
how they will best learn it.

The purpose in constructing frameworks is to sys-
tematically design a mental picture that is meaning-
ful to the faculty and students when determining what 
knowledge is important and has value to nursing today 
and how that knowledge should be defined, catego-
rized, and linked with other knowledge. Although the 
majority of nurses continue to practice in acute care 
settings, with the increasing emphasis on transitional 
care, there needs to be broader orientation to a con-
tinuum of care settings within a global context. This 
thinking is consistent with the widely held view that to-
morrow’s nurse be prepared to practice across a broad 
range of settings, including community-based care for 
individuals and populations. Organizing curriculum 
frameworks provide a blueprint for determining the 
scope of knowledge (i.e., which concepts are important 
to include in the teachers’ and learners’ mental picture) 
and a means of structuring that knowledge in a dis-
tinctive and meaningful way for faculty and students. 
As such, organizing curriculum frameworks are the 
educational road maps to teaching and learning. As 
with any road map, multiple route options are available 
for arriving at a given destination or outcome. A num-
ber of approaches are used in defining and shaping 
frameworks. However, an organizing framework must 
reflect the sphere of nursing practice, the phenomena 
of concern to nurses, and how nurses relate to others 
who are dealing with health concerns, often referred to 
as nursing’s metaparadigm (Lee & Fawcett, 2013).

Box  6.1 shows one school’s depiction of an orga-
nizing framework for the undergraduate program 
(D’Antonio et  al., 2013). On review of the organiz-

ing framework, one would expect to find the follow-
ing concepts to be further developed and explicitly 
interconnected for students within the curriculum: 
nursing practice situated within a caring relationship; 
health, illness, and healing; nursing’s embeddedness 
within health care systems, social structures, and so-
ciety; and judgment, inquiry, engagement, and voice. 
Using this organizing framework as the structural 
curriculum guidepost for which it is intended, fac-
ulty would be held accountable for designing learning 
experiences that foster students’ application of these 
concepts in increasingly complex and contextualized 
clinical experiences with patients, families, communi-
ties, and populations.

As faculty embrace adoption of an outcome orien-
tation in curriculum building, organizing frameworks 
or models will continue to serve the same purposes 
but will be driven by philosophical views and futuris-
tic mental pictures regarding the evolving practice of 
nursing. For example, the role of nurses in telehealth 

B O X   6 .1
PENN NURSING ORGANIZING 

FRAMEWORK

ONE UNIVERSITY, ONE SCHOOL, ONE 
CURRICULUM

Penn’s baccalaureate curriculum brings structure to the 
school’s mission, vision, and values by centering on the 
primacy of nursing practice situated in caring relation-
ships that facilitate health and healing. The baccalau-
reate curriculum builds on this conceptualization of 
nursing because it moves students toward increasingly 
contextualized understandings of individuals, families, 
communities, and populations living with health and ill-
ness. It also moves students into increasingly complex sit-
uations and care environments because they experience 
the dynamic nature of nursing’s embeddedness in health 
care systems, social structures, and society.

The baccalaureate curriculum concentrates on four 
intersecting core themes that characterize the complex 
and contextual nature of nursing practice: judgment, in-
quiry, engagement, and voice.

Reprinted from D’Antonio, P. O. B., Brennan, A. M. W., & 
Curley, M. A. (2013). Judgment, inquiry, engagement, voice: 
Reenvisioning an undergraduate nursing curriculum using a 
shared decision-making model, Journal of Professional Nursing, 
29(6), 407–413. Used with permission from Elsevier.
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and retail-based clinics, in both undergraduate and 
graduate roles, provide new and expanding career op-
tions for nurses, so competencies must reflect a wider 
perspective on nursing practice essentials. There is 
also growing support for increasing the number of 
registered nurses practicing in primary care settings 
(Barton, 2017; Bodenheimer & Bauer, 2016).

Organizing frameworks directly guide develop-
ment of educational outcomes and end-of-program 
competencies that are also leveled for more detailed 
planning purposes.

The process of selecting or designing an organiz-
ing framework that will best serve a program or school 
is not an easy task, but this process is an exceptional 
opportunity for faculty to build teamwork and inno-
vation skills. Two general approaches may be used in 
determining the kind of organizing framework faculty 
wish to construct. The first approach is to select a sin-
gle specific nursing theory or model on which to build 
the framework, a traditional approach that is used to-
day in some schools. A second, more commonly used 
approach is more eclectic and blends concepts from 
multiple theories or models, a method that has gained 
in popularity as the complexity of nursing and the 
health care environment has increased.

Developing a Single-Theory Framework

A traditional approach to constructing an organiz-
ing framework is to use a particular nursing theory or 
model to help shape the visual image that is consis-
tent with the philosophy of the faculty. For example, 
if faculty believe that caring is at the core of nursing, a 
theory of caring (Clark, 2016; Monsen, Le, Handler, & 
Dean, 2017). Pajnkihar, McKenna, Stiglic, and Vrbnjak 
(2017) might serve as the anchoring model when ex-
plaining the discipline to students and cataloging 
knowledge about the discipline of nursing. The advan-
tage to building an organizing framework on a single 
theory or model is the ability to use a single image with 
a defined vocabulary that is shared by both the learner 
and the teacher. Using a single theory or existing con-
ceptual model has limitations and poses challenges, 
including that it may not reflect everybody’s view of 
nursing and nursing practice. This becomes problem-
atic when faculty have developed or been educated in 
curricula that have used a different theory or orienta-
tion to the discipline. The use of only one theory in 

a framework may limit the ability of faculty to pull 
together all elements of their curriculum, which pro-
vides a rationale for moving away from this approach, 
as does recognizing that the practice of nursing is be-
ing transformed by a dynamic, evolving health care 
system. Further, it is clear that nursing educators and 
practitioners will not agree on a single theory. Students 
educated in a curriculum driven by a single theory are 
likely to experience frustration and confusion when 
they find themselves in clinical practice settings that 
do not ascribe to the same theory—or to any theory, 
for that matter.

Developing an Eclectic Framework

Given the challenges and limitations of using a single 
theory as an organizing framework, faculty choice 
does not have to be constrained by a single theory 
or model. Those who believe that a combination of 
many theories or concepts is more reflective of their 
beliefs about nursing may use an eclectic approach 
to developing a curricular framework. Fig. 6.1 shows 
an eclectic framework that has been used to guide 
work in several nursing programs. The Care Quality 
Commission framework incorporates an updated use 
of traditional nursing role concepts of care, cure, and 
coordination with the QSEN and IPE competencies as 
the major guiding structures.

The use of a more eclectic approach when design-
ing an organizing framework is not without its pitfalls. 
Some view this approach as an impediment to the de-
velopment of a comprehensive nursing theory and the 
development of a body of knowledge that is uniquely 
nursing. The advantage to an eclectic approach is the 
ability to “borrow” concepts and definitions that best 
fit the faculty’s beliefs and values from nursing and 
nonnursing theories. The eclectic approach may also 
promote incorporation of contemporary or evolving 
conceptualizations of nursing, health, the environ-
ment, and other key concepts and better reflect the 
practice of nursing across the continuum of settings 
and patient populations. However, if faculty develop 
an eclectic framework in which concepts and their 
definitions are “borrowed” from a number of theories, 
they need to ensure that in the act of borrowing they 
have not changed conceptual meaning. It is impor-
tant to clearly show the relationships among the se-
lected concepts. Therefore it is important to clarify the 
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meaning of concepts that will be used in an organizing 
framework so that faculty and students are clear about 
the phenomena being studied.

Guiding Principles for Developing 
Organizing Frameworks
Although there are no specific steps or “how-tos” for 
developing organizing frameworks for curriculum, 
there are some guiding principles that faculty can fol-
low. (D’Antonio et  al., 2013; Godfrey & Martinet al., 
2016) describe the process used by two schools of 
nursing to identify curricular concepts that illustrates 
the use of many of these principles.

The first principle is to choose those concepts that 
most accurately reflect the faculty’s beliefs about the prac-
tice and discipline of nursing and how students learn. 
The introduction of contemporary, student-centered  

approaches to learning, which stem from constructiv-
ism theory (see Chapter 14), are becoming more evident 
in faculty belief statements and are influencing curricu-
lum development. The concepts identified should also 
reflect or complement the philosophy, mission, and 
goals of the college or university in which the program 
is embedded. By creating an organizing framework that 
reflects concepts valued by both the discipline of nurs-
ing and the parent institution, faculty have begun to ar-
ticulate the contributions their nursing program makes 
to all stakeholder entities.

The most important aspect of choosing the con-
cepts that tie the curriculum together is relevancy. This 
means that the concepts chosen need to be relevant 
and meaningful to the future practicing nurse, consis-
tent with the science and art of nursing, and address 
the needs of the populations served through health 

Physiologic
Pathologic
Psychological
Social/Social
Determinants
Community
Care Transitions
Nursing Roles & Ethics

•
•
•
•

•
•
•

Patient-Centered Care
Safety
Quality Improvement
Health Technology
Evidence-Based Practice
Teamwork &
Collaboration

•
•
•
•
•
•

Values/Ethics
Roles/Responsibilities
Teams and Teamwork
Interprofessional
Communication
Health care Settings
Health care Systems

•
•
•
•

•
•

Care, Cure,
Coordination

Concepts

QSEN
K-S-A s

Interprofessional
Competencies

Fig. 6.1  ■  Care Quality Commission Organizing Framework for Nursing Education. (Courtesy D.T. Sullivan.)
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care delivery systems. During this phase of the cur-
riculum development, it is important to involve stake-
holders in the process. Reading professional standards 
and recommendations; understanding regulatory and 
accrediting criteria; and gathering input from prac-
tice partners, students, community leaders, and other 
identified stakeholders can all help faculty with select-
ing appropriate concepts.

The selected concepts are often organized into a 
graphic representation to facilitate understanding and 
recognition of the organizing framework (see Fig. 6.1). 
The concepts included in the organization are further 
developed through creation of end-of-program out-
comes and competencies (Hendricks, Taylor, & Welch, 
2016). The requisite KSAs are then defined for each of 
the concepts and integrated throughout the curricu-
lum in course content and learning activities.

The second principle is to clearly define the major 
concepts underpinning the curriculum framework. 
Consensus should be established in this process be-
cause it will fall to the faculty to articulate these con-
cepts to the students. Consistency in terminology and 
definitions along with making the organizing frame-
work visible to faculty, students, practice partners, and 
other program stakeholders will enhance the frame-
work’s role in mastery of the desired level of compe-
tency at program completion.

The third principle is to explain the linkages be-
tween and among the concepts identified. This is criti-
cal because the linkages are the basis for how students 
comprehend, apply, analyze, synthesize, and evaluate 
knowledge learned throughout the educational pro-
cess. These principles are analogous to putting to-
gether a jigsaw puzzle in which the concepts are the 
puzzle pieces and the total picture is of high-quality, 
contemporary nursing practice. Puzzles come in vari-
ous numbers of pieces. Usually the greater the number 
of pieces, the greater the challenge in its construction. 
The outline and coloring of the pieces are the defini-
tions of the concepts. The more clearly the puzzle 
pieces are defined and the sharper the color delinea-
tions, the easier it is to fit the puzzle together. It is criti-
cal that faculty and students grasp an understanding 
of the framework without an intensive investment of 
time and energy.

Faculty must decide on the major concepts that 
make up the organizing framework and focus on il-

lustrating the linkages among those concepts. It is 
not necessary or desirable to identify each and every 
concept that students will be introduced to. The more 
faculty focus on minute concepts, the more likely it 
is that they are defining facts (not concepts) that will 
quickly become irrelevant. It is important to keep the 
work of concept identification, definition, and linkage 
at a broader level involving concepts that will retain 
salience with safe, quality practice.

However faculty decide to approach the work of de-
veloping a framework for their curriculum, the frame-
work that is eventually constructed must be consistent 
with the school’s mission and philosophy statements, 
faculty values and beliefs, program goals, professional 
standards, state and federal regulations, and current 
and future nursing practice trends. Faculty should have 
broad-based agreement on the curriculum framework, 
because such agreement is fundamental to the consis-
tent interpretation, implementation, and evaluation of 
the curriculum in meeting the expected program goals 
and outcomes. If there is a disconnect among philoso-
phy, values, program expectations, professional prac-
tice expectations and outcomes, and the framework, 
faculty need to raise significant questions as to the util-
ity of the created frameworks.

Once the work has been completed, faculty should 
share the completed framework with various stake-
holders, soliciting feedback on how the organizing 
framework is interpreted by others. Such an exercise 
can help faculty determine whether they have been 
successful in publicly articulating their beliefs and val-
ues to others.

Outcomes and Competencies
If curriculum frameworks are the road maps to un-
derstanding the discipline of nursing, then outcomes 
can be equated with the trip’s destination and com-
petencies with the mileage markers seen along the 
way. Program outcomes (also referred to as learning 
outcomes or sometimes expected outcomes) then take 
the place of what was traditionally and more gener-
ally called terminal objectives as the outcomes repre-
sent the integrated knowledge, skills, and abilities or 
competencies students are expected to demonstrate at 
program completion.

Outcomes, in the simplest of terms, are those char-
acteristics students should display at a designated 
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time, most often at the completion of the curriculum, 
and reflect a description of the ideal program gradu-
ate. Competencies are sometimes described as what 
students can do with what they know at designated 
points during and at the end of the educational pro-
gram. Each broader desired outcome may be linked 
with multiple competencies to achieve a meaning-
ful level of specificity for student assessment and, in 
the aggregate, for program evaluation. The chapters 
in Unit V—Evaluation provide detailed information 
about assessment of student learning, program evalua-
tion, and related topics.

Identifying Curriculum Outcomes

The movement to an outcomes orientation has devel-
oped over time in nursing education as it has in higher 
education. These resulting changes provide a strong fo-
cus on the quality and value of postsecondary education 
(K–12 has experienced a similar set of changes with a 
focus on competency testing). Being able to demon-
strate achievement of the stated program outcomes is 
consistent with the social efficiency ideology of curri-
cula presented earlier in this chapter. Regional higher 
education accrediting bodies have fully embraced the 
idea that educational outcomes should prepare gradu-
ates to serve some aspect of societal need or improve-
ment, resulting in strong and, some argue, prescriptive 
approaches to the assessment of student learning and 
enhanced review of program evaluation metrics.

Over the past decade, the focus on outcomes in 
higher education has continued to increase. In re-
sponse to the provocative questions raised when focus-
ing on program outcomes, the NLN (2010) convened 
an advisory group to explore the outcomes and com-
petencies needed at each educational program level, 
from licensed practical nurse to the clinical doctorate.  
Similar efforts have occurred within the AACN, whose 
Essentials publications contain the expected outcomes 
and competencies for baccalaureate (AACN, 2008), 
master’s (AANC, 2011), and doctor of nursing practice 
(AACN, 2006) programs in nursing.

With the need for nursing educators to ensure that 
the curricula they design keep pace with the ongoing 
changes in health care and higher education, more em-
phasis will continue to be placed on the school’s abil-
ity to demonstrate success. Outcomes assessment has 
been seen as the key by which school programs can 

document strengths and weaknesses. A comprehen-
sive assessment program can help faculty determine 
what works and what does not in achieving academic 
quality and producing the desired program outcomes 
(McDonald, 2014; Oerrmann & Gaberson, 2016).

This logic is a significant departure from the pre-
dominantly process-oriented Tylerian approach to 
curriculum and evaluation, in which the emphasis was 
placed on detailed course objectives, the identification 
of content needed to meet course objectives, and the 
appropriate pedagogical approaches to complement 
the type of content needing to be taught. Outcome as-
sessment emphasizes assessment of competencies, that 
is what students have actually learned and related skills 
they are able to demonstrate in their educational ex-
periences, not merely the knowledge and experiences 
that were designed with the intent of achieving these 
results. These differences, which may seem like nu-
ances to many, are core to the changing focus in cur-
riculum development and student learning assessment 
and evaluation that continues to evolve in higher edu-
cation and nursing education.

When moving to a curriculum that is more centered 
on the development of outcomes relevant to nursing 
practice, it is often easier to think about curriculum 
development as starting at a program’s end rather than 
its beginning. Outcomes then become the critical fo-
cus of curriculum development. This method of cur-
riculum development places a different emphasis on 
the need for organizing frameworks as a starting point 
for curriculum development. Approaching curriculum 
development beginning with the desired outcome or 
what the student needs to demonstrate at graduation to 
be a competent nurse and then working backward to-
ward the beginning of the curriculum provides faculty 
with an opportunity to identify the essential outcomes 
and competencies that they wish to see their students 
demonstrate at the completion of the program.

It is important to note that development of out-
comes should be significantly informed by the mis-
sion, vision, values, and philosophy of the program; 
an environmental scan that includes the perspectives 
of major external stakeholders; the use of best current 
evidence in nursing and health professions education; 
and internal stakeholder preferences from faculty, 
students, alumni, and appropriate others. See Box 6.2 
for an example of BSN program outcomes that are 
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significantly aligned with the mission statement of a 
religious-affiliated college.

The interrelationship between the organizing frame
work and the outcomes and competencies becomes 
clear with the organizing framework being shaped by 
the theories and concepts embedded in the outcomes 
and competencies. For example, if faculty believe that 
students need to possess clinical reasoning, communi-
cation, teamwork, and leadership skills, these concepts 
will be evident in the organizing framework. In an  
outcomes-focused curriculum, the driver of faculty 
conversations is not what content must be taught but 
rather what KSAs (professional values) students need 
to demonstrate to meet expected curriculum outcomes. 
Before they can think about curriculum from the out-
come, or end stage, faculty first must identify the desired 
program outcomes using a stakeholder-informed and 
future-oriented picture of nursing practice (Sroczynski 
et al., 2017). Here are some examples of end-of-program 
competencies that reflect evolving stakeholder priorities 

with an emphasis on transition care coordination across 
settings, emerging technologies, and culturally sensitive 
care.

Upon completion of this BSN program, the gradu-
ate will be able to:

■	 Use knowledge of health care regulation to ad-
vocate for policy change to improve health care 
systems and professional nursing practice.

■	 Collaborate with the health care team and clients 
to provide safe, cost-effective, high-quality care.

■	 Demonstrate professional communication, col-
laboration, and documentation with the health 
care team to support improvement in patient 
health outcomes.

■	 Build therapeutic alliances with patients and 
families to provide personalized care (University 
of Florida College of Nursing, 2017).

As faculty identify outcomes, it is important to em-
bed these outcomes in actions that promote the practice 

B O X   6 . 2
AQUINAS COLLEGE MISSION AND CORE PRINCIPLES

The Mission of Aquinas College is a Catholic community 
of learning in the Dominican Tradition with Christ at its 
center. The College directs all its efforts to the intellectual, 
moral, spiritual, and professional formation of the human 
person in wisdom. Students are formed individually and 
in a Christian community so that the harmonious integra-
tion between faith and reason can permeate every dimen-
sion of their lives. Immersed in exploring the relationship 
between human civilization and the message of salvation, 
the College community embraces the Dominican impera-
tive to preach the Gospel, serve others, and engage culture 
in truth and charity.

BSN PROGRAM OUTCOMES
Upon the completion of the program the graduate will be 
able to:

1.	 Administer evidence-based, clinically relevant holistic 
care to individuals, families, groups and multidimen-
sional populations with diverse demographic and cul-
tural characteristics in a variety of settings.

2.	 Communicate effectively using oral, written, and elec-
tronic methods, to transmit the analysis and integration 
of data required to provide safe quality care and inform 
nursing practice.

3.	 Integrate critical reasoning and problem-solving meth-
ods to make effective nursing judgments and help pa-
tients make relevant decisions to improve their health 
and quality of life.

4.	 Implement interventions that integrate ethical, legal, 
and Christian principles and behaviors, consistent with 
the Catholic and Dominican Tradition, in all profes-
sional nursing activities in order to advocate for the 
health, well-being, and the best interests of nurses, pa-
tients, families, significant others, and the community.

5.	 Integrate teaching strategies to assist individuals, fami-
lies, and communities to achieve the highest level of 
health and well-being possible.

6.	 Collaborate in partnership with other healthcare team 
members to promote, protect, and improve health of 
patients at any point on the illness/wellness continuum.

7.	 Engage in leadership and management activities in a 
multidisciplinary healthcare environment to plan, im-
plement, delegate, evaluate, and promote safe quality 
nursing care that is holistic and cost effective.

8.	 Participate in the ongoing changes in the profession and 
actions that promote safe quality patient care and en-
gage in ongoing preparation through continued learn-
ing and advanced practice education that advance the 
goals of the profession.

Courtesy Aquinas College School of Nursing. Used with permission.
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of nursing. Using an outcomes perspective, it is impor-
tant that faculty not only clarify and define the concepts 
they wish to use in the development of outcomes but 
also ensure that they have outcomes that are broad 
enough to incorporate all of the attributes desired.

A common question is how many program out-
comes are needed. There is no evidence-based answer 
to this question, but many programs strive for no more 
than eight to 10 outcomes. Keep in mind that these 
should be broad-based outcomes that encompass a 
number of competencies that will evolve with chang-
ing practice. If faculty are identifying a large number 
of program outcomes, it is likely that they have con-
fused program outcomes with the knowledge, skills, or 
behaviors related to competencies. Program outcomes 
should not need to be frequently updated; they should 
stand the test of time. For example, consider the fol-
lowing BSN program outcomes (2 of 9).

As a graduate of the BSN program you will be:

■	 A culturally sensitive individual who provides holis-
tic, individual, family, community, and population-
centered nursing care;

■	 An effective communicator who collaborates with 
interprofessional team members, patients, and their 
support systems for improved health outcomes 
(Indiana University School of Nursing, 2012).

These outcomes are written broadly and will be 
contemporary for some time to come. The knowledge, 
skills, and behaviors (competencies) that the graduate 
will need to acquire to demonstrate these outcomes 
will likely change, but the outcomes will remain cur-
rent. The faculty can review and update the competen-
cies as needed to stay current.

Some of the criteria that will be useful in determin-
ing how many outcomes to include are ensuring that 
the major aspects of the organizing framework are 
included, that significant professional practice and ac-
creditation standards are appropriately reflected, and 
that a clear picture of the major components of a prac-
titioner who is engaged in safe, quality nursing care 
emerges when the outcomes are considered as a whole.

Consideration of a more ontological philosophical 
approach to defining outcomes adds the perspective 
of the learner on core characteristics. The importance 
of reflection and reflective practice is increasingly rec-
ognized as a crucial strategy to develop professional 

identity, emotionally intelligent practitioners, and a 
commitment to lifelong learning and development 
(Horton-Deutsch & Sherwood, 2017).

Identifying and Developing Competencies

After the expected program outcomes have been es-
tablished, the next step in the curriculum development 
process is to identify the competencies that students 
need to possess to attain these outcomes. Competency 
statements identify the knowledge, skills, and profes-
sional attitudes and values that students need to de-
velop if they are to achieve the program outcomes. 
Competency statements are behaviorally anchored and 
student focused. Nursing faculty must approach cur-
riculum development from the premise that nursing 
knowledge and skills are built on or interwoven with 
general education knowledge and skills. Outcomes 
should include those competencies that are specific 
to the nursing discipline and those competencies that 
establish a foundation for lifelong learning. Students 
achieve the identified competencies through acquisi-
tion of necessary KSAs, leading to the achievement of 
the expected program outcomes whether as an under-
graduate or graduate student.

Competency statements are important in assessing 
student learning because they become the foundation 
that drives evaluation. When identifying competen-
cies, faculty should give attention to determining the 
right student, the right behavior, the right level of be-
havior, and the right context of the behavior. Here, stu-
dent refers to the level of student from whom faculty 
are expecting these behaviors (e.g., prenursing, nurs-
ing sophomore, nursing senior, master’s, or doctoral 
level); level of behavior refers to the level of learning 
or performance at which the behavior is to be demon-
strated (this is where learning taxonomies are helpful); 
and context of the behavior refers to the environment in 
which the behavior should occur. For example, if fac-
ulty believe that it is essential for students to exhibit a 
particular skill, knowledge, or attitude across a contin-
uum of health care settings or with a select population 
of patients, then the competency statement should in-
dicate the parameters in which the behavior should be 
expressed. It is equally important for faculty to remem-
ber not to be so specific as to “paint themselves into a 
corner” from which there is no escape (e.g., if faculty 
specify that a certain behavior will be demonstrated 



126	 UNIT II  CURRICULUM AS A PROCESS

with postoperative patients in an outpatient surgical 
setting, all students must be guaranteed this type of ex-
perience for faculty to make an accurate and consistent 
assessment and evaluation of student performance).

Leveling Competencies

In leveling or specifying competencies, faculty must 
recognize the level at which the KSAs need to be dem-
onstrated to obtain the outcome desired throughout 
the curriculum. The learning environment will need 
to be designed to enable the students to acquire knowl-
edge at the level identified. Evaluation measures also 
need to be consistent with the level of learning identi-
fied to ensure consistency in evaluation from the time 
of input of information through the time of output of 
the expected competency. Learning occurs at various 
levels, and the level of learning needs to be explic-
itly stated in the competencies faculty generate for 
each level within the curriculum. Table 6.2 provides a 
sample end-of-program competency related to com-
munication leveled across the last four semesters of a 
baccalaureate nursing program.

Once competencies have been leveled to a year or 
semester or academic level, faculty must carefully ex-
amine these competencies and determine how courses 
can be designed to contribute to the ongoing develop-
ment of these competencies. The behaviors embed-
ded in each competency become the focus for writing 
course-level competencies. Not all competencies will 
or should be included in all courses that make up 
the curriculum. Competencies at the course level are 
more concrete and detail how the chosen competen-

cies explicitly relate to the course. The faculty will then 
need to identify what prerequisite and requisite knowl-
edge and skills students will need to possess to demon-
strate this behavior.

If, for example, faculty believe that the individualiza-
tion of a standard care map is critical to a nurse practi-
tioner student learning experience, then a course-level 
competency resulting in course objectives, learning ac-
tivities, and evaluation of learning will be included to 
reflect this behavior.

Because structured learning tends to be grounded 
in developmental theories, students are expected to 
become more accomplished in applying knowledge to 
increasingly more complex or new situations as they 
move through the curriculum. Course competencies 
(course expectations) then should be written to reflect 
the placement of the course within the curriculum; the 
expectations of learning for courses that precede, ar-
ticulate, and follow each course; and how each course 
can contribute to the development of program compe-
tencies. Precision is needed when writing competency 
statements. The language of the competencies must re-
flect a continued sense of development. Development 
may take the form of increasing complexity, differen-
tiation, delineation, or sophistication.

Competency Learning Progression Charts

As noted earlier in this chapter, outcomes are typically 
measured through more specific competency state-
ments that, in aggregate, provide evidence that the out-
come was achieved. To maintain curricula integrity, 
tracking competencies associated with each program 

TA B L E   6 . 2
Leveling Competencies Across the Curriculum: Communication

End of Program Competency: Uses Appropriate, Accurate, and Effective Communication  
Processes With Clients, Colleagues, and Others

Semester 1 Semester 2 Semester 3 Semester 4

Assess own communication 
style (verbal, written, and 
via technology) to evaluate 
strengths and weaknesses 
in sending and receiving 
information accurately.

Access and appraise 
the quality and 
appropriateness of 
information retrieved via 
information technology 
sources for professional 
information and client 
education uses.

Use principles of 
effective interpersonal 
communication theories 
to enact goal-directed 
communications with 
individuals and groups.

Express oneself effectively 
in a variety of media and 
contexts to educate, 
influence, and collaborate 
with others.
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outcome is an important activity, but tracking the nu-
merous competencies associated with all of the out-
comes can become an onerous task. Comprehensive 
content grids are useful and necessary, but they can be 
so voluminous that they lose utility for depicting the 
building blocks of KSAs desired.

Several methods for documenting learning pro-
gression may be used; one exemplar is the competency 
learning progression chart. A competency learning 
progression chart (Sullivan, 2014) can succinctly dem-
onstrate the progression of learning (Table  6.3). Each 
program outcome is measured through multiple de-
rived competencies created to reflect learning achieve-
ment. Each of the component competencies is shown 
in a grid beneath the larger learning outcome, includ-
ing information regarding the course location, specific 
learning activities, and evaluation criteria to assess stu-
dent learning. Once these are agreed on by faculty and 
included in the competency learning progression chart, 
individual faculty may not independently change the 
key learning activities and evaluation methods. Further, 
selected assignment products may be used to create stu-
dent portfolios as an expression of their comprehensive 
achievement of the desired learning outcomes. Finally, 
specification of key learning activities is an effective tool 
to identify content duplication and gaps.

In one recent example within a nursing program, 
it was discovered that students were asked to perform 
three community assessments in three different courses 
using almost identical criteria. Faculty agreed that one 
community assessment was sufficient and thus freed up 
precious time for other learning topics. Competency 
learning progression charts can be reviewed on a regu-
lar basis to incorporate new information and concepts, 
with the designated faculty group making decisions re-
garding changes. This practice is an exemplar of how 
curricular integrity can be balanced with the concept of 
academic freedom discussed earlier.

Course Design
Faculty have now completed the overarching curricu-
lum structure with the identification of the organiz-
ing framework, outcomes, and competencies. These 
competencies now need to be organized or threaded 
through the courses that faculty will develop. To begin 
this process, faculty must consider the antecedents or 
factors that need to be in place for the outcomes and 
competencies to be achieved in each course in the cur-
riculum. Antecedents are defined as the prerequisite 
knowledge needed to develop or foster the identified at-
tributes or characteristics. It is assumed that each course 
within the curriculum will make a unique contribution 

TA B L E   6 . 3
Competency Learning Progression Chart

Excellence University: BSN Program

Competency Number: 1
Competency Theme/Thread: Nursing/Collaboration
End of Program Competency: �Work collaboratively with other health care team members using a process 

grounded in respect for and knowledge of others’ roles.

Competency Course Learning Activity Evaluation

Demonstrate knowledge of other 
health care team members’ 
contributions to care

N 100 Summarize interviews with three nonnursing 
health care team members regarding their 
scope of practice and care focus

Assignment Rubric

Apply knowledge of group 
behavior and collaboration 
skills to promote effective team 
relationships and decisions

N 200 Construct a patient education plan 
that incorporates other disciplines as 
appropriate to the topic

Describe a theory-based approach to effective 
teamwork

Evaluate two health care team scenarios 
using teamwork and quality improvement 
principles

Peer-rated Group 
Presentation

Scholarly Paper with 
Rubric

Simulation with Debrief
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to the ability of students to meet the identified compe-
tencies at each level of the program.

The key is for faculty as curriculum developers to 
consciously consider and design courses and sequences 
that will best lead to achieving the desired learning 
outcomes across the diversity of students within the 
population. See Chapter 10 for an in-depth discussion 
on designing courses and learning experiences.

Teaching and Learning Trends in 
Curriculum Design
Seismic shifts have occurred in conceptualizing and 
designing nursing education programs. Some of these 
changes have been presented earlier in this chapter. 
Several additional trends of significance are briefly 
described here because of their profound and growing 
influence on nursing education curricula. Among the 
most important are theories and approaches seeking to 
promote deeper and more engaged learning while bet-
ter reflecting the complexity of teaching nursing, es-
pecially but not limited to prelicensure students. Four 
popular trends are overviewed to illustrate the evolu-
tion occurring in nursing education: constructivism, 
narrative pedagogy, problem-based and team-based 
learning, and flipping the classroom.

Constructivism and Narrative Pedagogy

The influence of constructivism and phenomenological- 
based approaches to teaching and learning has led 
to creation of new pedagogies reflecting this shift in 
foundational beliefs about education. A constructivist 
perspective embraces elements of cognitive psychol-
ogy that suggest knowledge is not simply absorbed 
but must be “created” by and within the learner, with 
faculty serving as a guide. Hartle, Baviskar, and Smith 
(2012) published a field guide to constructivism for the 
college level, noting that there are four essential crite-
ria: prior knowledge assessment, cognitive dissonance 
creation, application and feedback, and metacogni-
tion. Metacognition may be simply defined as students 
reflecting on what they have learned, how they learned 
it, and why it is important. Recently a nursing educa-
tion research framework for transformative learning 
was proposed that relies on and extends construction-
ism. Labeled as a constructivist-competency-based 
approach to education, the outcomes of nursing “are 
defined as competencies, which are viewed as complex 

knowledge of how to act in a variety of situations” 
(Pepin et al., 2017, p. 50).

With narrative pedagogy, “teachers focus on think-
ing anew about the experiences they cocreate with 
students, rather than on the activities common in con-
ventional pedagogies … and work with students to in-
terpret shared experiences of learning and practicing 
nursing” (Ironside, 2014, p. 212). In a review of 15 years 
of narrative pedagogy experience, Ironside (2015) noted 
that “Narrative pedagogy has an extensive and longitu-
dinal body of research describing how the approach 
contributes to the educational transformation the disci-
pline seeks. Although narrative pedagogy may be inter-
preted and used as an entirely new paradigm for nursing 
education, presently it is most often implemented as a 
strategy and used concurrently with more traditional 
approaches to curriculum development. Narrative ped-
agogy practices are highly congruent with Benner et al.’s 
(2010) recommendations for major changes in nursing 
education, including contextualizing knowledge, pro-
moting situated clinical reasoning, linking classroom 
and clinical information, and focusing on professional 
identity formation. Narrative pedagogy provides an 
evidence-based strategy to revolutionize teaching and 
learning in nursing. Chapter 14 provides a comprehen-
sive discussion of constructivism, narrative pedagogy, 
and other learning theories.

Problem-Based and Team-Based Learning

Although some substantive differences exist between 
the two, problem-based learning and team-based learn-
ing share fundamental characteristics, including the 
value of peer learning. A systematic review of peer 
learning in nursing programs revealed improvement 
in either an objective effect or subjective assessment 
in 16 of 18 included studies (Stone, Cooper, & Cant, 
2013). Additionally, peer learning in nursing education 
was shown to develop student communication, critical 
thinking, and self-confidence. Problem-based learning 
may be defined as a “cognitive endeavor whereby the 
learner constructs mental models relevant to problems” 
(Schmidt, Rotgans, & Yew, 2011, p. 792), or more re-
cently as “a pedagogical approach that enables students 
to learn while engaging actively with meaningful prob-
lems (Yew & Goh, 2016).

Team-based learning (TBL) is also a learner-centered 
approach with faculty serving as expert facilitators 
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(Hrynchak & Batty, 2012; Mennenga & Smyer, 2010). 
As in problem-based learning, cases and scenarios are 
used to promote problem solving through group inter-
action and analysis. One major difference is the more 
structured process generally associated with team-based 
learning. After completing a preassignment, which is 
often readings, (1) individuals complete a quiz on the 
material, (2) individuals in small groups share and dis-
cuss their quiz answers, and (3) faculty-informed dis-
cussion and feedback occurs along with activities to use 
the information learned and integrate new with prior 
knowledge. There is strong evidence of the effectiveness 
of TBL (Miles, Larson, & Swanson, 2017). In addition, a 
benefit of TBL is the ability to use the technique with a 
fairly large group of students (Black, Blue, Davidson, & 
McCormack, 2016); in contrast, problem-based learn-
ing is usually conducted in smaller, facilitated indepen-
dent teams requiring more resources. See Chapter 16 for 
further discussion of problem-based and team-based 
learning, as well as other active learning strategies.

The “Flipped Classroom”

Last, the concept of “flipping the classroom” has re-
ceived significant attention in higher education circles. 
Consistent with much of the prior content, the goal of 
a flipped classroom is for students to prepare individu-
ally for learning with the goal of creating meaningful 
and engaging learning activities within groups in the 
classroom. Faculty facilitate the classroom discussions 
to promote active, engaged learning that results in lon-
ger lasting and deeper knowledge gains (Alexandre & 
Wright, 2013; Dickerson, Lubejko, McGowan, Balmer, 
& Chappell, 2014). Two recent reviews of the flipped 
classroom in nursing education concluded that the 
flipped classroom provides a student-centered ap-
proach to learning, engages students in the complexities 
of contemporary health care, and offers transformative 
potential to reform nursing education (Betihavas et al., 
2016; Presti, 2016). Chapter 20 discusses the concept 
of interconnectedness in the classroom, including the 
flipped classroom.

Clinical Teaching and Learning
As a practice discipline, teaching and learning the 
role of a nurse in a health care setting is paramount to 
achieving the desired learning outcomes. The ratio of 
clinical instructors to prelicensure students is regulated 

by state boards of nursing to ensure public safety when 
students are practicing. Clinical teaching is one of the 
most time- and resource-intensive aspects of nursing 
education and is of critical importance at all levels of 
nursing education and any practice discipline. Clinical 
faculty must develop the teaching skills and strategies 
to transform their clinical expertise into meaningful 
experiences for and with students. Ironside (2014) 
reported that “teachers’ and students’ focus on task 
completion persists and often overshadows the more 
complex aspects of learning nursing practice” (p. 185). 
Similarly, another study (McNelis et  al., 2014) found 
that “missed opportunities for learning, inadequate 
measures for clinical progress and learning, and lack 
of interprofessional practice are failing to optimize stu-
dent clinical learning experiences” (p. 30). Preceptors 
are used extensively in numerous clinical placements, 
especially at the graduate level. Thus preceptor identi-
fication, development, and evaluation merits the nec-
essary attention and support.

The complexity of health care organizations and 
competition for clinical sites as schools of nursing in-
creased enrollments to meet health care needs has of-
ten suboptimized student clinical experiences through 
inconsistent scheduling, working 12-hour shifts, and 
being unable to follow a patient’s trajectory of illness 
and recovery. Students frequently do not care for pa-
tients with conditions matching the content being 
covered in classrooms; may work with different nurses 
as opposed to an identified preceptor; and struggle to 
become familiar with the necessary structure, systems, 
and practices of the several clinical sites they may be 
assigned to over the course of a semester. The use 
of concepts to showcase similarities and differences 
across discrete patient diagnoses is particularly use-
ful given these realities as they help learners relate in-
formation to multiple situations. Last, the underlying 
pedagogy and role of clinical instructors, who in many 
cases are not full-time faculty and may not be familiar 
with the overall curriculum, is often not clear or con-
sistent. Chapter 18 provides a thorough discussion of 
clinical teaching.

Clinical immersion experiences have waxed and 
waned in popularity and seem to be experiencing a 
new wave of popularity. Immersion may be as short 
as a week or two or as long as one or two semesters, 
depending on curricular design and clinical site 
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relationships and support. The benefits of immer-
sion include sufficient time to learn the setting and 
its practices and procedures, opportunities to see the 
trajectory of patient health and illness patterns over 
longer periods, and the ability to form work relation-
ships with a variety of health disciplines to master the 
intra- and interprofessional skills of teamwork and 
collaboration. Although the increasing support for 
postlicensure residence programs may bridge some of 
the gaps related to transition into practice, the impor-
tance of clinical practice teaching and learning before 
that time deserves continued attention.

Resources
When designing or revising curricula, it is important 
to consider the effects of various decisions on the re-
sources that will be required to implement those plans 
in a manner that will ensure a quality outcome. This 
assessment and discussion requires collaboration be-
tween academic administration and the faculty leading 
the curriculum efforts. It is most helpful to agree on 
assumptions regarding resources of faculty (full-time 
and clinical instructors or others), simulation and re-
lated materials, clinical sites, and support services. In 
some cases, resources will be constrained, requiring 
that curricula be created with that fact in mind.

Decisions regarding many of the curricular elements 
have implications for resources with three elements 
creating the most potential influence on resources: the 
organizing framework, learning outcomes, and peda-
gogical strategies. As an example, if a problem-based 
learning approach is identified as a major teaching 
strategy, additional faculty facilitators might be desir-
able for the same number of students. Or if simulation 
activities are to be increased in amount and level of 
complexity—perhaps using simulated patients—the 
costs of these plans must be considered and approved 
before the process of curriculum change is completed, 
not after. Academic administrators and faculty leaders 
would be well advised to outline the scope of the cur-
riculum development or change project, including an 
assessment of and future assumptions about resources 
to avoid disappointment and rework.

Another aspect of resources related to curricular 
design and change is the amount of faculty time and 
effort expended to accomplish this important work. 
Unfortunately, in many cases, curricular change is 

handled according to existing processes and meetings 
structures, which may be onerous, time consuming, 
and sometimes unclear. Viewing the work of curricu-
lar change from the lens of project management and 
quality improvement leads to embracing tested models 
for data collection, assessment, and decision making 
within a prescribed timeframe versus an open-ended 
approach to completing the desired work. More re-
cently, various schools of nursing have reported ac-
complishing major curricular redesigns within 1 to 
2 years, but it is still common to see curriculum proj-
ects expand to 3 or more years. Given that the time-
line for receiving various institutional and regulatory 
approvals can be lengthy and delay curricular imple-
mentation even longer, there is the potential for a 
“new” curriculum to be out of date before it has been 
implemented.

Some potential disadvantages of this more struc-
tured approach may include perceptions that faculty 
decision-making power relationships are shifted and 
that more time is needed to fully consider all of the 
issues and topics. Appropriate strategies may be used 
to proactively address these concerns to accomplish 
curricular change in an effective manner. Given the 
central importance of resources in any curriculum, a 
clear understanding of the assumptions related to and 
amount and type of available resources will position a 
curriculum project for success.

PROCESS FOR CURRICULUM 
DEVELOPMENT OR REVISION

Faculty have a responsibility to develop, evaluate, and 
revise their curriculum. Curriculum evaluation and 
revision is an ongoing process. Because a significant 
amount of faculty time is spent in this effort, faculty 
can consider effective and efficient ways to approach 
this work.

One of the first steps is to identify the leadership 
and structure. The leader may be a consultant who is 
employed to consult or lead the development or revi-
sion process, but more often the leader is an appointed 
or elected faculty member. When undertaking a sig-
nificant curriculum revision, it may also be helpful 
to consider using a small group of faculty to serve as 
coleaders of the process instead of one individual. In 
this manner, there is shared responsibility for leading 
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the curricular change, which avoids overwhelming any 
one individual. Faculty must also determine whether 
the curriculum work will be done by the faculty as a 
whole, by volunteers, or by faculty who are elected to 
represent a constituency and serve on the curriculum 
committee on their behalf. Faculty must also have by-
laws in place to define the curriculum process.

Curriculum development or revision is a change 
process, and some faculty find it helpful to use a change 
model to guide the process. Some models include 
Rogers’s (2003) Diffusion of Innovations and Lewin’s 
(1951) Force Field Analysis, or a Strengths, Weakness, 
Opportunity, Threat (SWOT) model. Regardless of 
the model used, if any, faculty will benefit from estab-
lishing norms for change, identifying the benefits and 
risks of change, determining what must change and 
what can stay the same, and obtaining the needed re-
sources to do the work.

Inevitably there will be barriers and resistance to 
change. Barriers can include lack of time; large num-
bers of inexperienced faculty; faculty with a sense of 
loss of control, lack of trust, or concerns about losing 
their area of expertise in the curriculum; and uncer-
tainty related to the need to learn new clinical skills, 
teaching strategies, or content. At the same time, 
faculty can use strategies to facilitate change. Having 
key faculty involved in the curriculum development 
and revision is important, as is having agreed-on 
goals, a transparent process, and respect for every-
one’s opinion. Setting a timeline for completion of 
the work is also important, or the work may stagnate 
and even become outdated before it is implemented. 
Recognizing both the barriers and the facilitators 
improve the curriculum development and revision 
process.

SUMMARY

Although some traditional concepts of curriculum de-
velopment continue to provide structure for an impor-
tant, planned, and sequenced approach to achieving 
desired educational outcomes, aspects of nursing edu-
cation are undergoing significant and sometimes dis-
ruptive innovations. Although there is often growing 
support for change, faculty in schools of nursing are 
challenged to reconceptualize their current curricula 
while continuing to teach in the current framework 

and teaching strategies. Major forces influencing cur-
riculum changes provide the context for reenvisioning 
nursing curricula using innovative yet evidence-based 
approaches to achieve the desired learning outcomes 
and competencies. An approach to designing and 
documenting curricula was reviewed along with ex-
emplars to support effectiveness of selected elements 
or strategies.

There are exciting innovations in nursing edu-
cation today that are expected to result in enhanced 
outcomes for graduates and in a new excitement about 
the educator role in this process. Systematic process 
and outcome evaluation of curriculum development, 
implementation, and outcomes will be crucial to learn-
ing how to best design education curricula to prepare 
graduates for the ever-expanding and complex role of 
the nurses across the health care continuum to ensure 
comprehensive, high-quality care for the populations 
served.
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7 PHILOSOPHICAL FOUNDATIONS OF 
THE CURRICULUM
THERESA M. “TERRY” VALIGA, EdD, RN, CNE, ANEF, FAAN

B eautiful words. Admirable values. Published 
prominently on websites and in catalogs, student 
handbooks and accreditation reports. The philosophi-
cal statement of a school of nursing is accepted by 
faculty as a document that must be crafted to please 
external reviewers, but for many it remains little more 
than that. Far too often the school’s philosophy re-
mains safely tucked inside a report but is rarely seen as 
a living document that guides the day-to-day workings 
of the school.

In reality, the philosophy of a school of nursing should 
be referenced and reflected upon often. It should be re-
viewed seriously with candidates for faculty positions 
and with those individuals who join the community as 
new members. It should be discussed in a deliberate way 
with potential students and with students as they prog-
ress throughout the program. And it should be a strong 
guiding force as the school revises or sharpens its goals, 
outlines action steps to implement its strategic plan, and 
makes decisions about the allocation of resources.

This chapter explores the significance of reflecting 
on, articulating, and being guided by a philosophy; ex-
amines the essential components of a philosophy for 
a school of nursing; and points out how philosophi-
cal statements guide the design and implementation of 
the curriculum and the evaluation of its effectiveness. 
The role of faculty, administrators, and students in 
crafting and “living” the philosophy is discussed, and 
the issues and debates surrounding what educational 
philosopher Maxine Greene (1973) calls the “doing of 
philosophy” are examined. Finally, suggestions are of-
fered regarding how faculty might go about writing or 
revising the school’s philosophy.

WHAT IS PHILOSOPHY?

Maxine Greene (1973) challenged educators to “do 
philosophy.” By this she meant that we need to take 
the risk of thinking about what we do when we teach 
and what we mean when we talk of enabling others to 
learn. It also means we need to become progressively 
more conscious of the choices and commitments we 
make in our professional lives. Greene also challenged 
educators to look at our presuppositions, to exam-
ine critically the principles underlying what we think 
and what we say as educators, and to confront the in-
dividual within us. She acknowledged that we often 
have to ask and answer painful questions when we “do 
philosophy.”

In his seminal book, The Courage to Teach, Parker 
Palmer (2007) asserted that “though the academy 
claims to value multiple modes of knowing, it honors 
only one—an ‘objective’ way of knowing that takes us 
into the ‘real’ world by taking us ‘out of ourselves’” (p. 
18). He encouraged educators to challenge this culture 
by bringing a more human, personal perspective to the 
teaching–learning experience. Like Greene, Palmer sug-
gested that to do this, educators must look inside so that 
we can understand that “we teach who we are” (p. xi) 
and so that we can appreciate that such insight is critical 
for “authentic teaching, learning, and living” (p. ix).

Philosophy, then, is a way of framing questions 
that have to do with what is presupposed, perceived, 
intuited, believed, and known. It is a way of contem-
plating, examining, or thinking about what is taken 
to be significant, valuable, or worthy of commitment. 
Additionally, it is a way of becoming self-aware and 
thinking of everyday experiences as opportunities to 
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reflect, contemplate, and exercise our curiosity so that 
questions are posed about what we do and how we do 
it, usual practices are challenged and not merely ac-
cepted as “the way things are,” and positive change can 
occur. Indeed, each of us—as a fundamental practice 
of being—must go beyond the reality we confront, re-
fuse to accept it as a given and, instead, view life as a 
reality to be created.

These perspectives on “doing philosophy” focus pri-
marily on individuals—as human beings in general or 
as teachers in particular—reflecting seriously on their 
beliefs and values. There is no question that such re-
flection is critical and is to be valued and encouraged. 
However, “doing philosophy” must also be a group 
activity when one is involved in curriculum work. In 
crafting a statement of philosophy for a school of nurs-
ing, the beliefs and values of all faculty must be consid-
ered, addressed, and incorporated as much as possible. 
In fact, the very process of talking about one’s beliefs 
and values—although it may generate heated debates—
leads to a deeper understanding of what a group truly 
accepts as guiding principles for all it does.

PHILOSOPHICAL STATEMENTS

A philosophy is essentially a narrative statement of 
values or beliefs. It reflects broad principles or funda-
mental “isms” that guide actions and decision mak-
ing, and it expresses the assumptions we make about 
people, situations, or goals. As noted by Bevis (1989) 
in her seminal work Curriculum Building: A Process, 
the philosophy “provides the value system for or-
dering priorities and selecting from among various  
data” (p. 35).

In writing a philosophical statement, we must raise 
questions, contemplate ideas, examine what it is we 
truly believe, become self-aware, and probe what might 
be—and what should be. It calls on us to think critically 
and deeply, forge ideas and ideals, and become highly 
conscious of the phenomena and events in the world.

We also must reflect on the mission, vision, values 
of our parent institution and of our school itself, and 
the values of our profession. Fig. 7.1 illustrates how a 
school’s statement of philosophy is related to but dif-
fers from these other sources. A mission statement 
describes unique purposes for which an institution 
or nursing unit exists: to improve the health of the 

surrounding community, to advance scientific under-
standing or contribute to the development of nursing 
science, to prepare responsible citizens, or to graduate 
individuals who will influence public policy to ensure 
access to quality health care for all. A vision is an ex-
pression of what an institution or nursing unit wants 
to be: the institution of choice for highly qualified 
students wishing to make a positive difference in our 
world; the leader in integrating innovative technology 
in the preparation of nurses; or a center of synergy for 
teaching, research, professional practice, and public 
service. Institutions and schools of nursing often also 
articulate a set of values that guide their operation: 
honesty and transparency, serving the public good, 
excellence, innovation, or constantly being open to 
change and transformation.

As stated, a philosophy statement is the narrative 
that reflects and integrates concepts expressed in the 
mission, vision, and values of the institution or pro-
fession; it serves to guide the actions and decisions of 
those involved in the organization. Educational phi-
losophy is a matter of “doing philosophy” with respect 
to the educational enterprise as it engages the educa-
tor. It involves becoming critically conscious of what 
is involved in the complex teaching–learning relation-
ship and what education truly means. The following 
statements about education, many by well-known in-
dividuals, provide examples of different philosophical 
perspectives:

■	 The secret of education lies in respecting the 
pupil.—Ralph Waldo Emerson (1921)

■	 If the student is to grow, the teacher must also 
grow.—Confucius

■	 I think [education] refines you. I think some of 
us have rough edges. Education is like sanding 
down a piece of wood and putting the varnish to 
it.—Suzanne Gordon (1991, p. 131)

■	 The whole art of teaching is only the art of awak-
ening the natural curiosity of young minds for 
the purpose of satisfying it afterward.—Anatole 
France (1920)

■	 The teacher learns from the student just as the 
student learns from the teacher with their en-
counters as examples of mutual openness to each 
other’s needs.—Nili Tabak, Livne Adi, and Mali 
Eherenfeld (2003, p. 251)
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Fig. 7.1  ■  Interrelation of curricular elements.
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PHILOSOPHY AS IT RELATES TO 
NURSING EDUCATION

As noted earlier, “doing philosophy” must move from 
individual work to group work when engaged in cur-
riculum development, implementation, and evaluation. 
Faculty need to reflect on their own individual beliefs 
and values, share them with colleagues, affirm points 
of agreement, and discuss points of disagreement. 
Table 7.1 summarizes many of the philosophical per-
spectives expressed through the years, and faculty are 
encouraged to explore the meaning and implications of 
each as they engage in developing, reviewing, or refin-
ing the philosophical statement that guides their work. 
A discussion of three basic educational ideologies is 
presented here to point out how differences might arise 
if each person on a faculty were to approach education 
from her or his own belief system only.

One basic educational ideology is that of romanti-
cism (Jarvis, 1995). This perspective, which emerged 

in the 1960s, is highly learner-centered and asserts 
that what comes from within the learner is most im-
portant. Within this ideological perspective, one would 
construct an educational environment that is permis-
sive and freeing; promotes creativity and discovery; al-
lows each student’s inner abilities to unfold and grow; 
and stresses the unique, the novel, and the personal. 
Bradshaw (1998), asserted that “this ‘romantic’ educa-
tional philosophy underpins current nurse education” 
(p. 104); however, those who acknowledge our current 
“content-laden curricula” in nursing (Diekelmann, 
2002; Diekelmann & Smythe, 2004; Giddens & Brady, 
2007; Tanner, 2010) would disagree and posit that, al-
though a “romantic” philosophy is embraced as an ideal, 
it is not always evident in our day-to-day practices.

A second educational ideology, that of cultural 
transmission (Bernstein, 1975), is more society- or 
culture-centered. Here the emphasis is on transmit-
ting bodies of information, rules, values, and the cul-
turally given (i.e., the beliefs and practices that are 

TA B L E   7.1
Summary of Philosophical Perspectives

Philosophical Perspective Brief Description

Behaviorism Education focuses on developing mental discipline, particularly through memorization, drill, and 
recitation. Because learning is systematic, sequential building on previous learning is important.

Essentialism Because knowledge is key, the goal of education is to transmit and uphold the cultural heritage of the past.

Existentialism The function of education is to help individuals explore reasons for existence. Personal choice and 
commitment are crucial.

Hermeneutics Because individuals are self-interpreting beings, uniquely defined by personal beliefs, concerns, and 
experiences of life, education must attend to the meaning of experiences for learners.

Humanism Education must provide for learner autonomy and respect their dignity. It also must help individuals 
achieve self-actualization by developing their full potential.

Idealism Individuals desire to live in a perfect world of high ideals, beauty, and art, and they search for 
ultimate truth. Education assists in this search.

Postmodernism Education challenges convention, values a high tolerance for ambiguity, emphasizes diversity of 
culture and thought, and encourages innovation and change.

Pragmatism Truth is relative to an individual’s experience; therefore education must provide for “real-world” 
experiences.

Progressivism The role of learners is to make choices about what is important, and the role of teachers is to 
facilitate their learning.

Realism Education is designed to help learners understand the natural laws that regulate all of nature.

Reconstructionism Education embraces the social ideal of a democratic life, and the school is viewed as the major 
vehicle for social change.

Adapted from Csokasy, J. (2009). Philosophical foundations of the curriculum. In D. M. Billings & J. A. Halstead (Eds.), Teaching in nursing: A guide 
for faculty. St. Louis, MO: Saunders.
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central to our educational environments and our so-
ciety in general). One would expect an educational 
environment that is framed within a cultural trans-
mission perspective to be structured, rigid, and con-
trolled, with an emphasis on the common and the 
already established.

The third major educational ideology has been 
called progressivism (Dewey, 1944; Kohlberg & Mayer, 
1972), where the focus is oriented toward the future and 
the goal of education is to nourish the learner’s natural 
interaction with the world. Here the educational envi-
ronment is designed to present resolvable but genuine 
problems or conflicts that “force” learners to think so 
that they can be effective later in life. The total develop-
ment of learners—not merely their cognitive or intel-
lectual abilities—is emphasized and enhanced.

Increasingly, education experts agree that develop-
ment must be an overarching paradigm of education, 
students must be central to the educational enterprise, 
and education must be designed to empower learn-
ers and help them fulfill their potentials. Beliefs and 
values such as these surely would influence expecta-
tions faculty express regarding students’ and their own 
performance, the relationships between students and 
teachers, how the curriculum is designed and imple-
mented (see Fig. 7.1), and the kind of “evidence” that 
is gathered to determine whether the curriculum has 
been successful and effective.

There is no doubt that a statement of philosophy 
for a school of nursing must address beliefs and values 
about education, teaching, and learning. However, it 
also must address other concepts that are critical to the 
practice of nursing, namely human beings, society and 
the environment, health, and the roles of nurses them-
selves (Valiga, 2018). These major concepts have been 
referred to as the metaparadigm of nursing, a concept 
first introduced by Fawcett in 1984.

CENTRAL CONCEPTS IN A SCHOOL 
OF NURSING’S PHILOSOPHY

Several central concepts are typically contained 
within a nursing school’s statement of philosophy 
about which faculty communicate their beliefs and 
values. These concepts include beliefs about human 
beings, the societal or environmental context in which 
humans live and act, health, and nursing. Faculty 

may also add additional concepts about phenomena 
they hold to be particularly meaningful to the learn-
ing environment they are creating within their pro-
grams. Indeed, “ideas expressed in the philosophy 
should highlight the core concepts that faculty will 
integrate throughout the curriculum: concepts which 
then serve as the framework for continued curriculum 
work” (Valiga, 2018, p. 324).

In preparing or revising the school of nursing’s 
statement of philosophy, faculty must articulate their 
beliefs and values about human beings, including the 
individual patients for whom nurses care, patients’ 
families, the communities in which patients live and 
work, students, and fellow nurses and faculty. It is in-
consistent to express a belief that patients and families 
want to be involved in making decisions that affect 
them and then never give students an opportunity to 
make decisions that will affect them. Likewise, it is ad-
mirable to talk about respecting others, treating others 
with dignity, and valuing differences among people, 
but when faculty then treat one another in disrespect-
ful ways or insist that everyone teach in the same way 
and do exactly the same thing, the validity of those 
expressed values must be questioned. Consider the 
following statements about human beings that might 
be expressed in a school’s philosophy, keeping in mind 
that human beings refers to students, faculty, adminis-
trators, and patients:

■	 Human beings are unique, complex, holistic 
individuals.

■	 Human beings have the inherent capacity for 
rational thinking, self-actualization, and growth 
throughout the life cycle.

■	 Human beings engage in deliberate action to 
achieve goals.

■	 Human beings want and have the right to be in-
volved in making decisions that affect their lives.

■	 All human beings have both strengths and weak-
nesses, and they often need support and guidance 
to capitalize on those strengths or to overcome or 
manage those weaknesses or limitations.

■	 All human beings are to be respected and valued.

Faculty also need to reflect on their beliefs and val-
ues related to society and environment, their effect on 
human beings, and the ways in which individuals and 
groups can influence their environments and society. 
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The following statements may be ones to consider as 
faculty write or refine the philosophy of their school 
of nursing:

■	 Human beings interact in families, groups, and 
communities in an interdependent manner.

■	 Individuals, families, and communities reflect 
unique and diverse cultural, ethnic, experiential, 
and socioeconomic backgrounds.

■	 Human beings determine societal goals, values, 
and ethical systems.

■	 Society has a responsibility for providing envi-
ronments conducive to maximizing the health 
and wellbeing of its members.

■	 Although human beings often must adapt to 
their environments, the environment also adapts 
to them in reciprocal ways.

Because the goal of nursing is to promote health 
and wellbeing, faculty must consider the values and 
beliefs they hold about health. For example, the follow-
ing statements express values and beliefs about health 
that a faculty might consider:

■	 Health connotes a sense of wholeness or integrity.
■	 Health is a goal to be attained.
■	 Health is the energy that sustains life, allows an 

individual to participate in a variety of human 
experiences, and supports one’s ability to set and 
meet life goals.

■	 Health is a dynamic, complex state of being that 
human beings use as a resource to achieve their 
life goals; it is therefore a means to an end rather 
than an end in itself.

■	 Health can be promoted, maintained, or regained.
■	 Health is a right more than a privilege.
■	 All human beings must have access to quality 

health care.

Finally, it is critical for faculty to discuss their beliefs 
about nurses and nursing because this is the essence of 
our programs. In doing so, it may be important to re-
flect on the current and evolving roles of the nurse, the 
purpose of nursing, the ways in which nurses practice 
in collaboration with other health care professionals, 
and how one’s identity as a nurse evolves. The following 
statements may stimulate thinking about beliefs and 
values related to nurses and nursing:

■	 Nursing is a human interactive process.
■	 The focus of nursing is to enhance human beings’ 

capacity to take deliberate action for themselves 
and their dependent others regarding goals for 
optimal wellness.

■	 Nursing is a practice discipline that requires the de-
liberate use of specialized techniques and a broad 
range of scientific knowledge to design, deliver, co-
ordinate, and manage care for complex individuals, 
families, groups, communities, and populations.

■	 Nurses are scholars who practice with scientific 
competence, intellectual maturity, and humanis-
tic concern for others.

■	 The formation of one’s identity as a nurse re-
quires deep self-reflection, feedback from others, 
and a commitment to lifelong learning.

■	 Nurses must be educated at the university level.
■	 Nurses must be prepared to provide leadership 

within their practice settings and for the profes-
sion as a whole.

■	 Nurses collaborate with patients and other pro-
fessionals as equal yet unique members of the 
health care team.

■	 Nurses are accountable for their own practice.

Box  7.1 provides examples of actual statements of 
philosophy regarding these components of the metapar-
adigm. These examples illustrate the beliefs of various 
groups of faculty, some of which may express vastly dif-
ferent perspectives and some of which express essen-
tially the same idea but through different words.

PURPOSE OF A STATEMENT OF 
PHILOSOPHY

“Doing philosophy” is hard work, takes time, and may 
lead to substantial debates among faculty. In light of 
these realities, one may ask, “Why bother?” Perhaps 
part of the answer to that question lies in a statement 
made by Alexander Astin (1997), a noted educational 
scholar whose seminal study of more than 20,000 stu-
dents, 25,000 faculty members, and 200 institutions 
helped educators better understand who our students 
are; what is important to them; what they value; what 
they think about teachers; how they change and develop 
in college; and how academic programs, faculty, student 
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B O X   7.1
EXAMPLES OF STATEMENTS OF PHILOSOPHY FROM CURRENT SCHOOLS OF NURSING

EMORY UNIVERSITY’S NELL HODGSON WOODRUFF 
SCHOOL OF NURSING (ATLANTA, GA)
Our Values

■	 Excellence: We achieve outcomes that are significant and 
distinctive with persistent commitment to high quality.

■	 Collaboration: We embrace community, partner-
ships, mentoring, and diverse perspectives.

■	 Social Responsibility: We treat all with respect and 
dignity. We engage with others to positively influence 
health and social justice.

■	 Innovation: We create, use, evaluate, and disseminate 
cutting-edge approaches to advance our mission and 
vision.

■	 Leadership: We shape nursing, health care, and the 
NHWSN through vision, courage, and optimism.

Our Philosophy
At Emory University’s Nell Hodgson Woodruff School of 
Nursing we believe that nursing occupies a unique and 
privileged position of influence and trust in efforts to 
improve human health. Our core values—excellence, col-
laboration, social responsibility, innovation, and leader-
ship—provide us with the foundation to shape the future 
of caring and health. Faculty, students, and staff are col-
laborative partners in this effort. Their uniqueness and 
diversity enable the creation of a dynamic and creative 
learning environment that fosters professional develop-
ment of integrity, commitment, and respect. Diversity, 
equity, and inclusion are vital components to the School 
of Nursing.

http://www.nursing.emory.edu/about/mission-vision-
values.html

TRINITAS SCHOOL OF NURSING (ELIZABETH, NJ)
The faculty of the Trinitas School of Nursing, in keeping 
with the mission of Trinitas Health, is committed to provid-
ing a high quality nursing education program to a diverse 
population representative of the community it serves. The 
School is a part of this community and the faculty believes 
that it has a responsibility to be aware of and responsive to 
the health needs of its members. The faculty and students 
interact with members of the community to assist them in 
meeting identified health needs.

Recognizing the challenges that result from continual 
changes in the structure and delivery of healthcare; the 
varying complexities of health conditions; the variety of 
healthcare settings; and the explosion of health informa-
tion and technology, the School is fortified by a culture 
of integrity and excellence in its commitment to educate 
students who will be prepared to face these challenges 
with a spirit of fairness, justice, community service, social 

responsibility for others, and the courage to be innova-
tive. …

Health is a dynamic state that is influenced by an in-
dividual’s reciprocal interaction with the environment. 
Individuals possess their own personal cultural definition 
of health that may differ from the beliefs of the people 
with whom they come in contact. Further, it is the faculty’s 
belief that access to health care is a basic right of all indi-
viduals. …

Reflecting the belief that students learn differently, the 
faculty guides the student to utilize a variety of learning 
strategies and resources to facilitate the student’s learn-
ing. Learning is a self-directed activity with faculty members 
functioning as facilitators joining with the students in the 
reciprocal learning process. Students come to the School of 
Nursing with diverse backgrounds and differing strengths 
and experiences. The School recognizes this diversity and 
therefore, provides opportunities to the qualified student 
to navigate the educational environment in order to maxi-
mize their individual potential well beyond their entry-level 
program.

http://www.trinitasschoolofnursing.org/misc/TSON_
Student_Handbook.pdf

VILLANOVA UNIVERSITY COLLEGE OF NURSING 
(VILLANOVA, PA)
The Philosophy of the College of Nursing is in accord 
with the Philosophy of Villanova University as stated in its 
Mission Statement. While the Philosophy is rooted in the 
Catholic and Augustinian heritage of the university, the 
College of Nursing is welcoming and respectful of those 
from other faith traditions. We recognize human beings as 
unique and created by God. The faculty believes that hu-
man beings are physiological, psychological, social and 
spiritual beings, endowed with intellect, free will and inher-
ent dignity. Human beings have the potential to direct, in-
tegrate, and/or adapt to their total environment in order to 
meet their needs. …

The faculty believes that education provides students 
with opportunities to develop habits of critical, construc-
tive thought so that they can make discriminating judg-
ments in their search for truth. This type of intellectual 
development can best be attained in a highly techno-
logic teaching-learning environment that fosters sharing 
of knowledge, skills and attitudes as well as scholarship 
toward the development of new knowledge. The faculty 
and students comprise a community of learners with the 
teacher as the facilitator and the students responsible for 
their own learning.

http://www1.villanova.edu/villanova/nursing/about/
mission/college_philosophy.html
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peer groups, and other variables affect students’ devel-
opment and college experiences. Although Astin’s origi-
nal research was completed 20  years ago and focused 
on traditional-age students enrolled, typically, on a full-
time basis—thereby not fully reflecting today’s student 
population—the following comment has relevance for 
this discussion of why faculty need to “bother” with phi-
losophy: “The problems of strengthening and reforming 
American higher education are fundamentally prob-
lems of values [emphasis added]” (Astin, 1997, p. 127).

Engaging in serious discussions about beliefs and 
values—about human beings, society and environ-
ment, health, nurses and nursing, and education—
challenges faculty to search for points of congruence, 
brings to the surface points of incongruence or dif-
ference, and highlights what is truly important to the 
group. In a time when nursing faculty are struggling 
to minimize content overload and focus more on core 
concepts, gaining clarity about what is truly important 
can be helpful in deciding “what to leave in and what 
to leave out” of the curriculum.

Such exercises also help faculty minimize or avoid 
what is often referred to as the “hidden curriculum” 
(Adler, Hughes, & Scott, 2006; D’Eon, Lear, Turner,  
Jones, & Canadian Association of Medical Education, 
2007; Gofton & Regehr, 2006; Smith, 2013) by ensuring 
that faculty are fully aware of and committed to uphold-
ing certain beliefs and values in how they interact with 
and what they expect of students and one another. Such 
agreement and consistency is likely to avoid having 
three components to the curriculum: “what is planned 
for the students, what is delivered to the students, and 
what the students experience” (Prideaux, as cited in 
Ozolins, Hall, & Peterson, 2008, p. 606). For example, 
the plan may be to help students think of themselves as 
evolving scholars; what is delivered is little more than 
content about the research process or evidence-based 
practice; and what is experienced by students is minimal 
discussion by faculty of their own scholarly activities 
and how they think of themselves as scholars. When 
what is delivered to and experienced by students does 
not match what was planned for them, confusion can 
reign, due process can be challenged, and the relation-
ships between students and teachers can be irreparably 
damaged. Likewise, faculty and administrators are chal-
lenged to reflect on what is said in public documents, 
including the statement of philosophy, and what is done 

on a day-to-day basis, as noted by Valiga (2017), who 
questioned whether schools of nursing truly value ex-
cellence in teaching and whether their actions related to 
excellence in teaching are congruent with their words. 
Thus having clear statements of values to which all fac-
ulty agree to subscribe can serve a most practical and 
philosophical purpose.

DEVELOPING OR REFINING 
THE SCHOOL OF NURSING’S 
STATEMENT OF PHILOSOPHY

Developing or refining the school’s statement of phi-
losophy, although important and valuable, is far from 
easy. It takes time and effort and is not to be taken 
lightly. But just how does a group of faculty go about 
developing a philosophical statement for the school 
and getting “buy-in” on it? As expected, there are 
no formulas or step-by-step guidelines on how to go 
about doing this work, but some examples (Colley, 
2012; Snyder, 2014; Thistlethwaite et al., 2014) and 
suggestions for a process may be helpful.

One approach to engaging in this work may include 
reflecting on the nursing theories that have been de-
veloped to determine whether any of them capture the 
essence of faculty beliefs. For example, if faculty are 
in agreement that human beings are self-determining 
individuals who want to take responsibility for their 
own health and need specific knowledge, skills, and at-
titudes to do whatever is required to maintain, regain, 
or improve their health, then Orem’s (1971) self-care 
nursing model may be evident in that school’s state-
ment of philosophy. Likewise, Roy’s (1980) adaptation 
model may be reflected in the philosophical statement 
of a school where the faculty believe that a central chal-
lenge to individuals and families is to adapt to their 
environments and circumstances, and that the role of 
the nurse is to facilitate that adaptation.

Finally, if the concept of caring is essential to a third 
group of faculty, their philosophy may clearly be con-
gruent with Watson’s (2008) theory of human caring.

Whether or not to acknowledge a single nursing 
theory in a school’s statement of philosophy (and 
then use that theory to develop the school’s con-
ceptual framework, end-of-program outcomes or 
competencies, and other curriculum elements) has 
been debated in recent years. Those in favor of such 
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an approach argue that it provides students with a 
way to “think nursing” and approach nursing situ-
ations in a way that clearly is nursing-focused, not 
medical model–focused, and that provides an op-
portunity to contribute to the ongoing development 
of the theory and therefore the science of nursing. 
Those against such an approach argue that it limits 
students’ thinking and engages them with language 
and perspectives that are not likely to be widely en-
countered in practice, thereby making it difficult 
for graduates to communicate effectively with their 
nursing and health care team colleagues. Obviously, 
there is no one right answer to this debate. The key 
question to consider is whether the concepts that are 
central to a theory—nursing or otherwise—truly are 
congruent with the beliefs and values of the majority 
of faculty, because that is what a statement of phi-
losophy must reflect.

The inductive approach can be most useful to fac-
ulty when developing or refining their philosophical 
statement; rather than selecting concepts from exist-
ing theories or policy statements or other literature, 
the faculty themselves generate concepts to include in 
the philosophy. For example, all faculty may be asked 
to list no more than five bullet items that express what 
they believe about each concept in the metaparadigm: 
human beings, society and environment, health, 
nurses and nursing, and education and teaching–
learning. The responses in each category could then 
be compiled and faculty—perhaps in small groups—
could then engage in an analysis of the items listed for 
each. These working groups might be asked to note 
the frequency with which specific ideas were men-
tioned, thereby identifying those points where there 
is great agreement and those where only one or a few 
faculty identified an idea. The fact that only a single 
faculty member or few faculty identify a particular be-
lief or value, however, does not necessarily mean that 
it should be discarded. It is possible that other faculty 
simply did not think of that idea as they were creat-
ing their own lists, or it is possible that other faculty 
did identify the idea but did not include it because 
they were limited to five bullet items. The compilation 
from each working group could then be shared with 
the entire faculty. At this point, a discussion about the 
meaning and significance of the statements in each 
category could ensue, or faculty could be asked to re-

view each list, select the three to five statements they 
believe are most critical to include in the philosophy, 
and then engage in dialogue about why they selected 
those statements, what those statements mean to indi-
viduals, and so on. A draft statement of philosophy—
one that has evolved from an inductive, bottom-up 
process—could then be written by an individual or 
small group and circulated to faculty for comment 
and further discussion.

Another approach that might be used combines de-
duction—or drawing on existing literature, standards, 
or policy documents—with induction, or generating 
ideas “from the ground up” by interviewing faculty. 
An individual faculty member—one who is viewed as 
a leader in the group, who is respected and trusted by 
her or his peers, who has good writing skills, and who 
is knowledgeable about curriculum development—
may be asked to talk to faculty about their beliefs 
about human beings, society and environment, and 
so on, and use that input to draft a statement of phi-
losophy that incorporates what faculty expressed. This 
draft could then be circulated to all faculty for com-
ment, editing, and revision. The original writer would 
then revise the statement based on feedback from col-
leagues and present the new statement to the group for 
discussion and dialogue. This back-and-forth process 
would continue until there is consensus about what to 
include in the statement.

In either of these scenarios, or when a philosophi-
cal statement already exists but is being reviewed for 
possible updating and revision, simple online, anon-
ymous surveys or in-person response technology 
(e.g., “clickers”) can be used to get a sense of faculty 
agreement or endorsement. With this approach, each 
sentence in the draft (or existing) philosophy is listed 
as a separate item and faculty are asked to indicate 
the extent to which they agree (e.g., Strongly Agree, 
Agree, Disagree, or Strongly Disagree). Instead of us-
ing the entire sentence as the item to be responded to, 
it may be more helpful to use phrases or major con-
cepts within each sentence as the item. Regardless of 
the degree of detail in each item, the anonymous re-
sponses can then be compiled, the results shared with 
the entire faculty, and discussions held to explore the 
meaning of the data obtained.

Finally, the entire process—whether it involves 
starting from an existing philosophy or creating a new 
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one—can be prompted or stimulated by the thinking 
of those outside the school of nursing. For example, 
faculty may be assigned to review major contempo-
rary documents or reports—for example, the Carnegie 
study (Benner, Sutphen, Leonard, & Day, 2010), the 
Future of Nursing report (Institute of Medicine, 2011), 
accreditation standards, or published articles about 
employers’ assessment of what new graduates can and 
cannot do. In reviewing those reports, faculty might 
identify values that are expressed or implied, beliefs 
about patients and nurses, or societal expectations re-
lated to health, health care, and the role of the nurse. 
Those values and beliefs could then be compiled and 
faculty asked to reflect on the extent to which they are 
aligned with the beliefs of the faculty. Through an iter-
ative process such as one of those described previously, 
the group could craft its own statement of philosophy, 
one that has been informed by the larger context in 
which the educational programs exist.

Regardless of the process used, it is critical that all 
faculty be involved and that adequate time and safe 
environments be provided for faculty to disagree, 
struggle, contemplate, rethink, debate, and “do phi-
losophy.” Ending the process prematurely is not likely 
to be wise. It also is important to remember that this 
is an iterative process that will continue, to some ex-
tent, throughout all of the subsequent steps of cur-
riculum development. For example, the statement of 
philosophy may have been endorsed and approved-
in-concept by faculty, but as various groups work on 
developing course syllabi, they may generate ques-
tions about “what we really meant” by something in 
the philosophy. Should this occur, it would be worth-
while to revisit the philosophical statement and make 
revisions to it, if such revisions will lead to greater 
clarity about its meaning.

The preceding discussion has focused exclusively 
on the role of faculty in the creation or revision of the 
school’s philosophy. It is assumed that school adminis-
trators (e.g., dean, program chair) are faculty who also 
must be involved in this process. Additionally, consid-
eration should be given to including students in dia-
logue about beliefs and values; however, in the end, the 
final document must reflect what faculty believe and 
are guided by regarding human beings, society and en-
vironment, health, nurses and nursing, and education 
and teaching–learning.

The final statement of philosophy should be clearly 
written, internally consistent, and easily understood, and 
should give clear direction for all that follows. It should 
be long enough to clearly express the significant beliefs 
and values that guide faculty actions but not excessively 
detailed, as expressions of detail (rather than fundamen-
tal beliefs) often are more congruent with the work that 
must be done in formulating the conceptual framework, 
end-of-program outcomes or competencies, and cur-
riculum design. Later chapters explore all of those sub-
sequent curriculum development steps in detail (see 
Fig. 7.1), so only a few examples of how the philosophy 
gives direction to the development, implementation, and 
evaluation of the curriculum are offered here.

IMPLICATIONS OF THE 
PHILOSOPHICAL STATEMENT FOR 
THE CURRICULUM

If the statements included in the school of nursing’s 
philosophy reflect what the faculty truly believe—and 
are not merely words on a page to “get the task done”—
then those values should be evident in how the cur-
riculum is designed, how it is implemented, and how it 
is evaluated. Examples of this influence are presented 
in Table 7.2 as “If–Then” statements.

It is hoped that these examples, combined with the 
detail provided in subsequent chapters, reinforce the 
importance of the philosophy. Faculty aim to estab-
lish positive relationships with students, clinical part-
ners, alumni, administrators, and each other; one way 
to achieve that goal is to be clear about the values we 
share and, more importantly, to “live” those values in 
everything we say and do.

SUMMARY

As noted, “doing philosophy” is hard work. However, 
it is important and valuable work that has implications 
for faculty and our practice as teachers, as well as for 
our students.

“Doing philosophy” may prompt us to attend more 
deliberately to affective domain learning and identity 
formation as we design learning experiences and inter-
act with students, a focus that is likely to enhance their 
educational experience. It may challenge us to ask new 
questions about our practice as teachers and seek an-
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swers to those questions through rigorous pedagogical 
research efforts, an effort that can contribute to the de-
velopment of the science of nursing education. It also 
may direct us to seek out new teaching strategies and 
evaluation methods that better facilitate student learn-
ing, an outcome that may serve to maintain the joy in 
teaching as we see students become excited about their 
formation as nurses.

One can conclude that the philosophical founda-
tions of the curriculum extend far beyond mere pro-
gram designs and course syllabi. Reflections on and 
clarity regarding those philosophical foundations can 
help us better understand who we are and how we can 

best help our students, our colleagues, and ourselves to 
grow and continue to learn.

TA B L E   7. 2
Examples of “If–Then” Statements Regarding Implications of a Philosophical Statement for the 

Development, Implementation, and Evaluation of a Curriculum

IF the philosophical statement says… THEN one would expect to see…

We believe that human beings should have choices 
regarding what they do…

Free, unrestricted elective courses in the curriculum, or choice among several 
courses to meet a degree requirement (e.g., English)

We believe that human beings engage in deliberate 
action to achieve goals…

Opportunities throughout the curriculum for students to write their own 
learning goals and collaborate with faculty or clinical staff to design unique 
learning experiences to achieve those goals

We believe that individuals reflect unique and 
diverse cultural, ethnic, experiential, and 
socioeconomic backgrounds…

Face-to-face or virtual experiences with a wide variety of patient populations 
and within communities having a range of resources and challenges

We believe that health can be promoted, 
maintained, or regained…

Equally distributed clinical learning experiences in wellness settings, with 
patients and families who are managing chronic illnesses, and in acute care 
settings

We believe that nurses are scholars who practice 
with scientific competence and intellectual 
maturity…

Courses and learning experiences that expose students to the concept of 
scholarship, what it means to be a scholar, and how one develops and 
maintains scientific competence

We believe that nurses must be prepared to 
provide leadership within their practice settings 
and for the profession as a whole…

Courses and learning experiences that help students appreciate the differences 
between leadership and management, study nursing leaders, and reflect on 
their own path toward becoming a leader

We believe that nurses collaborate with patients 
and other professionals as equal yet unique 
members of the health care team…

Face-to-face or virtual experiences where nursing students learn with 
students preparing for other professional roles, dialogue with or interview 
members of other health care professions, or undertake projects that call 
for interprofessional collaboration to meet the health needs of a patient 
population or community

We believe that the goal of teaching is to awaken 
the learner’s natural curiosity…

Problem-based learning experiences where students must identify what it is 
they need to know to address a problem, seek out that information, judge 
its quality, ask questions about established practices, and so on

We believe that education involves nurturing 
students and pulling them forth to a new 
place…

A program evaluation plan that incorporates open forums with students 
about the extent to which they feel nurtured, supported, and challenged by 
faculty; dialogue with graduates about how their educational experience 
changed them as human beings; and surveys of students and alumni 
regarding the contributions they have made in their practice settings and to 
the profession

Reflecting on the Evidence

1.	 How can a school’s philosophy serve to truly dis-
tinguish it from other schools, all of whom are 
guided by Board of Nursing requirements, ac-
creditation standards, or licensing expectations 
that are more alike than different? Similarly, how 
can the philosophy serve to prepare graduates 
who bring a unique perspective to the way they 
implement their nursing roles?
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2.	 What are the most effective ways to keep the 
philosophy “alive” for faculty and students as 
curricula are implemented, scholarly efforts 
are pursued, organizational cultures evolve, 
and new initiatives are designed?

3.	 What support, guidance, and preparation 
do faculty need as they “do philosophy” and 

engage in the work of articulating, discuss-
ing, and debating values and beliefs that may 
challenge usual practices, suggest different re-
lationships between teachers and students, or 
point out inconsistencies between what we say 
and what we do as educators?
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P reparing nurses at the undergraduate level has 
never been more challenging and complex. The explo-
sion of new approaches to health and health care has cre-
ated opportunities and requirements to continually revise 
curriculum and to do so within an already full plan of 
study. Furthermore, in this era of unprecedented political 
and educational change, opportunities exist for nursing 
faculty to develop undergraduate curriculum that are less 
bound to traditional requirements, making it possible for 
faculty to more easily be creative in addressing nursing 
and health care issues. The development and revision of 
nursing education curricula should include a broad and 
deep consideration of what is taught, how it is organized, 
key pedagogical approaches, plans for academic progres-
sion, and other aspects of the student learning experience 
that are important in context (Rosy, 2015).

This chapter focuses on undergraduate nursing 
curricula with discussion of current foci of curriculum 
reform, the spectrum of approaches in undergraduate 
programs—including promotion of seamless progres-
sion, and an overview of considerations for undergrad-
uate curriculum change. The chapter also discusses 
aspects of undergraduate curriculum, including issues 
relevant to planning and decision making that are in-
fluencing each level of entry into practice. Faculty who 
are teaching in undergraduate programs must reflect 
on the issues that continue to shape nursing curricula 
and design curricula to meet future needs.

PURPOSE OF UNDERGRADUATE 
CURRICULA IN NURSING

In general, undergraduate curricula provide the orga-
nizing framework for learners to prepare for the entry 

into practice in a field of study and prepare learners to 
become effective citizens in a complex society. The con-
tributions of graduates greatly enhance the productivity 
and fiscal solvency of the geographical areas in which 
they work and live—a benefit that extends far beyond 
the personal gain to the graduate’s lifetime income.

College graduates also contribute to the philan-
thropic aims of society and to responsible civic engage-
ment at levels substantially different from noncollege 
graduates (Trostel, 2017). Universities have long rec-
ognized this, and the missions of many institutions of 
higher education reference the preparation of college 
graduates who contribute to a just society through 
valuing the arts and sciences, engaging in research that 
addresses societal needs, embracing diversity, and con-
tributing to the global good.

Undergraduate nursing curricula contribute to these 
broader goals but are focused primarily on preparing 
students for entry into practice. In addition, some un-
dergraduate curricula are designed as academic pro-
gression models for registered nurses (RNs) to achieve a 
bachelor of science in nursing (BSN) degree or licensed 
practical or vocational nurses (LPN/LVN) to pursue a 
degree leading to RN licensure. Other undergraduate 
programs are designed to attract students with an aca-
demic degree in another discipline who wish to pursue 
nursing as a second career. These pathways are impor-
tant in a profession such as nursing with multiple educa-
tional degrees and more than one licensure entry point.

In the United States, there are increasing num-
bers of graduates taking the licensing examination in 
preparation for a career as an RN or LPN/LVN. The 
supply of nurses is increasing, and the proportion of 
nurses prepared at the baccalaureate level has steadily 
increased also.



148	 UNIT II  CURRICULUM AS A PROCESS

Another purpose of the undergraduate curriculum 
for registered nurses is to provide a strong foundation 
for students to pursue graduate education and prepare 
for careers as educators, leaders, administrators, infor-
maticians, and researchers and for advanced practice 
nursing roles.

Responding to Major Calls for Reform
Within the nursing profession, undergraduate curricu-
lum must respond to the needs of society and be attuned 
to the needs of its students. In recent years, educators 
have implemented the recommendations espoused by 
landmark reports such as the Institute of Medicine’s 
(IOM, 2011) Future of Nursing and the often-cited call for 
curricular transformation by Benner, Sutphen, Leonard, 
and Day (2010). Reports such as these galvanized nurse 
educators to create a number of degree progression ini-
tiatives and engage in curriculum reform. More recently 
the Manatt Report (American Association of Colleges 
of Nursing [AACN] & Manatt Health, 2016) stated that 
academic nursing should be recognized as a full part-
ner in health care delivery, with nursing faculty more 
involved in practice, and demonstrate a deeper invest-
ment in nursing research that will improve patient care.

Calls for additional content in curriculum have 
continued, including calls for preparing prelicensure 
students for enhanced roles in primary care practice 
(Smolowitz et al., 2015; Wojnar & Whelan, 2017), in-
clusion of veteran-centric care (Champlin et al., 2017), 
and attention to LGBTQ health care needs (McNiel & 
Elertson, 2018). Faculty planning undergraduate cur-
ricula must discern priorities regarding what students 
need to learn to practice safely and effectively to de-
liver care to patients, families, and communities across 
a spectrum of care situations, in community and acute 
care settings. Faculty must design learning experiences 
that consider learner needs and stakeholder expecta-
tions. Furthermore, as the care environment changes 
to include new clinical settings and modalities, such 
as telehealth, precision medicine, and technology-
enhanced patient applications, faculty must modify 
curricular outcomes to reflect these changes.

Responding to External Stakeholder 
Expectations
The effect of stakeholder expectations on prelicensure 
nursing education cannot be overstated. For example, 

significant national and international reports often cre-
ate calls to action and demands for curricular revision. 
State boards of nursing, nursing accrediting agencies, 
and the U.S. Department of Education also have tre-
mendous influence on both the design and delivery of 
undergraduate education. State boards of nursing are 
variable in how prescriptive they are relative to nursing 
curriculum, but they do influence content taught, clini-
cal requirements, faculty/student clinical teaching ratios, 
and pedagogy. Faculty engaged in curriculum revision 
should identify these requirements early in the planning 
process. Accreditation standards also influence the crite-
ria to be met in curricular design and implementation.

In addition to professional accreditation stan-
dards, parameters set by state or federal legislation or 
colleges/universities can also affect curriculum design. 
Credit limits, clinical contact hours, general education 
requirements, and other rules about the organization 
of the curriculum must be understood before curricu-
lum change begins. Professional nursing standards and 
other health profession standards also provide criti-
cal guidance for curricular development. Along with 
professional standards and regulatory requirements, 
faculty should consider additional factors when mak-
ing curricular decisions, including the institution’s 
mission, learners’ needs, philosophical beliefs about 
teaching and learning, and the needs of the health 
care agencies and communities served by the school’s 
graduates. See Chapter 27 for additional information 
about program evaluation and Chapter 28 for a further 
discussion of the accreditation process.

The process of curriculum design is a complex and 
creative activity. Principles of curriculum organization 
and leveling and use of a theoretical framework or an-
other organizing approach should be carefully consid-
ered; these are discussed in full in Chapters 6 and 7.

Because of the significant oversight of curriculum in 
nursing in comparison to curricula in other disciplines, 
nursing curricula across multiple schools often share 
many similar features. This does ensure that new gradu-
ates have been exposed to knowledge that is commonly 
accepted to be essential to practice, but having a large 
body of knowledge that faculty perceive to be essential can 
be daunting to organize and deliver. Curricula in nursing 
must be constructed to entice, retain, and graduate a di-
verse population of new nurses who are able to progress 
to higher educational levels with few impediments.
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TYPES OF UNDERGRADUATE 
NURSING PROGRAMS

Undergraduate nursing education offers multiple 
pathways to individuals who desire to pursue a nurs-
ing career. This wide array of degrees grew from his-
torical movements and societal need at different points 
in time and continues to provide multiple entry points 
into the profession. Curricula that are designed to 
promote academic progression are increasingly avail-
able in an effort to facilitate the pursuit of advanced 
nursing degrees. This section provides an overview of 
the different types of undergraduate nursing programs 
and highlights characteristics of each. Table 8.1 gives a 
summary of the characteristics of the various types of 
undergraduate programs.

Practical and Vocational Nursing Programs
Practical nursing (PN) programs, also known as voca-
tional nursing (VN) programs in some regions of the 
country, provide an opportunity for many individuals 
to first enter the nursing workforce. The purpose of 
the PN program is to prepare graduates as caregivers 
to provide basic nursing skills such as administering 
medications. Licensed practical nurses work under the 
direction of a registered nurse or physician. Practical 
nursing programs are typically 1  year in length. The 
PN/VN program curriculum includes a limited foun-
dation in the arts and sciences and is primarily focused 
on the care provider role. PN/VN programs are typi-
cally situated in community colleges and vocational 
schools. LPN/VNs are employed in structured envi-
ronments such as hospitals, clinics, outpatient surgery 
centers, and in long-term and home care settings. The 
demand for nurses at the LPN/VN level is expected to 
grow, mainly because of the expanded need for nurs-
ing care for the aging “baby boomer” population.

The importance of the growing role for the LPN/
VN in the nation’s health care system and the impor-
tance of developing curricula that adequately prepare 
LPN/VNs for this role was recently addressed in the 
National League for Nursing’s (NLN, 2014) Vision for 
Recognition of the Role of Licensed Practical/Vocational 
Nurses in Advancing the Nation’s Health. One chal-
lenge facing nurse educators developing curricula for 
PN/VN programs is the relative lack of established 
national PN/VN curricular standards with identified 

outcomes and competencies for the preparation of the 
PN/VN. One such resource for nurse educators is the 
curriculum framework that has been developed for 
PN/VN curricula based on the National League for 
Nursing (NLN, 2010) Outcomes and Competencies 
model. As of 2018, the NCSBN reported that there 
were more than 970,000 active LPN/VNs in the United 
States (NCSBN, 2018).

Individuals who are first licensed as PN/VNs fre-
quently return to school to pursue licensure as RNs, thus 
increasing their levels of responsibility and account-
ability within the health care environment. Providing 
avenues of academic progression for LPN/VNs that 
acknowledge their previous learning and experience 
continues to be an important component of nursing 
education academic progression programs.

Diploma Programs (RN)
Diploma programs for preparing registered nurses 
represent the first curriculum model developed for 
training nurses in the late 19th and early to mid-20th 
centuries. Initially affiliated with hospitals, there are 
few remaining diploma programs today, with the 
Accreditation Commission for Education in Nursing 
(ACEN) listing 33 accredited diploma programs in 
2018. Many of today’s diploma schools of nursing are 
also affiliated with institutions of higher education.

Diploma programs prepare nurses who provide di-
rect patient care in a variety of health care settings. 
The programs are designed to be completed in 3 years 
with an emphasis on clinical practice. General educa-
tion courses in the biological and social sciences are 
typically provided through affiliation with a local col-
lege or university. These college course credits can 
commonly be applied toward a baccalaureate degree 
in nursing if the student chooses to continue his or 
her education. With the shift of nursing education 
to colleges and universities, diploma schools have 
been gradually closing, reconfiguring themselves as 
single-purpose institutions or merging with existing 
colleges or universities.

Associate Degree Programs
Associate degree in nursing (ADN) programs, which 
most commonly award the associate of science in 
nursing (ASN) degree, were first envisioned in 1952 
by Mildred Montag in response to a critical nursing 
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shortage. As originally conceived by Montag, the in-
tent of the associate degree programs was to prepare 
in 2 academic years a technical nurse who would pro-
vide direct patient care in acute care settings. Despite 
the persistent call for increasing the level of prepara-
tion of the RN, associate degree programs continue to 
be very popular, and associate degree–prepared nurses 
have been used to meet workforce needs in many com-
munities. As acute care agencies push for greater num-
bers of baccalaureate-prepared nurses, the trend is 
clear that many associate degree–prepared nurses are 
returning to school to pursue baccalaureate or gradu-
ate nursing degrees.

Associate degree programs are often situated in 
community colleges and have served local community 
needs for a registered nursing workforce for years. 
With the complexity of the professional nursing role 
increasing along with the expectations for practice in 
rapidly changing health care environments, many as-
sociate degree nursing programs have responded by 
partnering with baccalaureate institutions to facilitate 
the academic progression of students from the associ-
ate degree to the bachelor’s degree. Additionally, some 
community colleges are seeking legislative authority 
to expand their mission to offer bachelor’s degrees in 
nursing to facilitate academic progression of their as-
sociate degree graduates.

One challenge inherent in associate degree nursing 
education is the difficulty of incorporating a large body 
of complex information and skills into a degree offered 
in 2 years. Some programs have responded in the past 
by increasing the credits in the program beyond the 
typical number of 60 credits (with 50% or more of the 
credits in nursing courses) in a 2-year degree, a solu-
tion that may extend the program length. As more 
attention is placed on the costs of higher education 
and the amount of student loan debt incurred by stu-
dents, the number of credits required in all associate 
degree programs (regardless of discipline) is coming 
under more intense scrutiny, with some state legisla-
tion mandating that associate degree programs be lim-
ited to 60 academic credit hours. It will be important 
for faculty who design and revise curriculum plans for 
ASN/ADN programs to consider the number of cred-
its they are requiring in their programs and consider 
ways to ensure that the curriculum remains free of ex-
cess credit hours.

The curriculum of associate degree programs com-
monly consists of nursing courses that include concepts 
and content related to the practice of medical–surgical, 
pediatric, maternity, and psychiatric–mental health 
nursing care, focused most intently on what is needed 
to succeed in the first RN role, consistent with the 
National Council of State Boards of Nursing (NCSBN) 
Licensure Examination test blueprint (NCSBN, 2015). 
Some programs also include additional topics includ-
ing management, community health, gerontology, 
and research. Because the NCSBN has responded to 
changes in the practice environment, most nursing 
programs leading to licensure as an RN have widened 
their focus to teach principles and practices related to 
the management of care, such as prioritization, delega-
tion, and managing a team of patients.

Students completing the ADN are prepared to prac-
tice in structured health care settings.

In response to future workforce needs and employ-
ment patterns, faculty teaching in associate degree pro-
grams instill in their students a sense of lifelong learning 
and the expectation of advancing their initial education 
to the baccalaureate or higher level. Facilitating the aca-
demic progression of associate degree–prepared nurses 
through innovative curriculum models is currently a 
strategic goal of the profession.

Baccalaureate Degree Programs
The purpose of the baccalaureate program is to pre-
pare a professional nurse with a broad background in 
arts and sciences and civic and global engagement to 
promote, restore, and maintain the health of patients, 
families, groups, and communities. Baccalaureate degree 
(BSN, BS, and BA) programs are traditionally offered by 
4-year colleges and universities, with approximately 120 
credit hours, of which 50% or more of the credits are 
allocated to nursing coursework. The graduate of a bac-
calaureate nursing program is prepared to deliver care 
in clinical agencies, homes, and community settings. 
In addition to content related to specific nursing areas, 
baccalaureate curricula also include concepts related to 
nursing management, community health, nursing theory 
and research, health policy and advocacy, health care 
ethics, group and team dynamics, evidence-based prac-
tice, quality and safety, and professional issues.

The baccalaureate curriculum offers a strong 
foundation of liberal arts and sciences in addition to 
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nursing courses. The program may be designed to re-
quire students to take prerequisite courses in the sci-
ences, arts, and humanities before admission to the 
nursing major, or students may be directly admitted 
to the nursing program and take these courses con-
currently with nursing courses. Depending on the 
mission of the college or university, baccalaureate pro-
grams may also have an emphasis on civic and global 
engagement, service, and social justice, and faculty are 
expected to build on concepts discussed in general ed-
ucation courses and integrate these concepts through-
out the nursing program.

It is imperative for the faculty to construct curricula 
that are flexible enough in adapting to changing prac-
tice expectations of baccalaureate-prepared nurses, es-
pecially as efforts continue to focus on enhancing the 
proportion of nurses prepared with a bachelor’s degree 
(National Academies of Sciences, Engineering, and 
Medicine, 2015). This growing evidence supports the 
need for more baccalaureate-prepared nurses in the 
workforce given the data showing increases in patient 
safety and patient care outcomes as a result of the prac-
tice of baccalaureate-prepared nurses.

Second Degree Entry Into Practice: Accelerated 
Baccalaureate Degree Programs

Coupled with increased workforce demands as a result 
of the aging population in the United States (Snavely, 
2016) and the exodus of nurses from active practice 
(Goodare, 2017), individuals holding a bachelor’s de-
gree in a field other than nursing may seek other ca-
reer opportunities that may be more fulfilling or hold 
stronger job prospects. Nursing is often an excellent 
career option to consider. Many schools offering the 
baccalaureate nursing degree have designed a pro-
gram track for students seeking a second degree. This 
BSN degree option is achieved in a short time in a 
fast-moving, densely packed curriculum and is some-
times referred to as an accelerated degree program. 
These second-degree nursing programs facilitate ac-
quisition of a bachelor’s degree and allow graduate to 
continue their education to obtain a master’s or doc-
toral nursing degree. Students entering the profession 
through this route are often slightly older than tradi-
tional students. Many have experienced a professional 
work life and bring a variety of skill sets to the educa-
tional experience.

DESIGNING UNDERGRADUATE 
CURRICULA TO SUPPORT 
ACADEMIC PROGRESSION

Because the profession of nursing has many different 
degrees that lead to practice at the PN and RN levels, 
effective planning for academic progression is critical. 
Academic progression models in nursing education have 
been developed to reduce duplication of course work 
and facilitate transition across the academic continuum.

Academic Progression Models for 
Registered Nurses to the BSN
Courses in RN to BSN programs typically include ad-
ditional courses in liberal education to meet general 
education requirements and to provide graduates with 
exposure to a broad educational background. Nursing 
courses in RN to BSN programs usually encompass 
areas of focus that are not included with depth in as-
sociate degree or diploma programs. Most RN to BSN 
programs include coursework in community health, 
nursing leadership or management, and research 
and evidence-based practice, in addition to exposure 
to topics of concern to professional nurses, such as 
professional communication, health care ethics, and 
health policy. Many RN to BSN programs also include 
a capstone course, facilitating the integration of learn-
ing outcomes. Participation in clinical nursing courses 
is an expected aspect of this academic progression 
model, often occurring through the use of precepted 
coursework. Although RN to BSN education has been 
in place for many years, often barriers to progression 
impeded students’ efforts to progress efficiently.

Designing curricula that facilitates academic pro-
gression in a “seamless” manner has become a sig-
nificant national movement in the nursing profession. 
As there is a projected shortage of nurses prepared to 
meet the needs of the future (Snavely, 2016), it is not 
likely that the profession will eliminate any entry point 
into licensed practice. Further, because nursing has 
multiple educational levels of entry, academic progres-
sion is one of the most important issues in undergrad-
uate curriculum today.

In 2015 leaders from 25 states were convened by the 
Robert Wood Johnson Foundation (RWJF, 2015) and 
the Tri-Council for Nursing to advance the academic 
progression in nursing (APIN) movement. The RWJFs 
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(2015) support of the APIN program led to the cre-
ation of nine state-level coalitions to support seamless 
academic progression.

Many states have now implemented innovative aca-
demic progression plans designed to increase numbers 
of baccalaureate- and advanced degree–prepared nurses 
to meet market demands. One of the earliest statewide 
models is the New Mexico statewide concept-based 
curriculum (Giddens, Keller, & Liesveld, 2015; Landen, 
Evans-Prior, Dakin, and Liesveld, 2017). In California 
(Close & Orlowski, 2015), approximately 19 university-
based partners engage with 59 community colleges in a 
flexible plan to facilitate academic progression. Wisean, 
Trocky, Travis, and Kirschling (2017) reported that uni-
versities in Maryland grant 30 credits for completion 
of the NCLEX and may also grant additional credits 
depending on institutional policy. Other states devel-
oping progression models included Kansas (Godfrey & 
Blubaugh, 2017) and Illinois (Yambo, 2018).

In other APIN collaborations, individual schools 
have partnered using a variety of models, including 
2 + 2 models, integrated curriculum approaches, and 
statewide curriculum plans. (Markowitz & Bastable, 
2017). Meyer (2017) noted that the IOM’s Future of 
Nursing report recommendation to increase the num-
ber of baccalaureate-prepared nurses did not lead 
to the end of associate degree programs but instead 
spurred collaboration and articulation agreements 
between degree programs. Program designs vary and 
depend on the philosophy of the nursing faculty and 
the expectations of the parent institution. The most 
common include the RN to BSN program and the RN 
to MSN program, which may bypass or grant the BSN 
during the period in which the MSN is being earned. 
These collaborative curricular models are increasingly 
common, and the advantages to students include a 
clear path toward the BSN, reduction of unnecessary 
barriers to progression, early introduction to the idea 
of academic progression as a goal to pursue, and of-
ten a community of peers who are engaged in similar 
progression. For schools of nursing, such models help 
ensure a strong pipeline of nurses advancing in educa-
tion, using resources across multiple types of colleges 
and universities effectively. Importantly, academic 
progression plans help overcome the efficiency lost in 
moving from one degree program to another in a pro-
fession with multiple entry points into practice.

In recent years, a number of community colleges 
have been allowed, through legislative action, to of-
fer the baccalaureate degree in nursing (Stubenrauch, 
2016).The predominant curricular model is to offer 
the associate degree and an RN-BSN completion de-
gree. The movement’s supporters cite the significant 
workforce needs for baccalaureate-prepared nurses.

Academic Progression Models for Licensed 
Practical/Vocational Nurses
Students make the choice to begin nursing careers as 
LPNs or LVNs for a variety of reasons. For example, 
students may seek a short time to program comple-
tion, early entry into the workforce, and program af-
fordability. The most common academic progression 
models for LPN/VNs are LPN/VN to ASN and LPN/
VN to BSN. These progression models offer an entry 
point into the health professions and tend to draw a 
greater proportion of ethnically and racially diverse 
students, individuals from disadvantaged personal 
and academic backgrounds, older students, and stu-
dents who may have English as an additional language 
(EAL). In nursing, a profession that has not achieved 
diversity goals in many areas, this entry point into reg-
istered nursing is a mechanism that could help the pro-
fession become more diverse (Garner & Boese, 2017). 
Successful programs provide supportive services to 
enhance reading comprehension, to develop writing 
skills, and to overcome financial obstacles in a sup-
portive environment.

It is expected that nurse educators will continue 
to design academic progression options that facilitate 
educational transition for individuals licensed as PN/
VNs. Wallen, McKay, Santos, LaFrance, and Veith 
(2017) described one such successful progression 
model beginning with practical nursing education 
progressing to the baccalaureate degree in 4 years.

Given the complexity among academic progression 
program options, faculty and leaders who are able to 
design and implement these flexible undergraduate 
curriculum models are needed. With academic pro-
gression models, faculty must make decisions about 
how to recognize and credit previous learning experi-
ences. This may be accomplished through articulation 
agreements, advanced placement opportunities, credit 
transfers, and validation of previous learning through 
testing and portfolios.
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As the nursing profession seeks to increase the num-
ber of nurses prepared with baccalaureate and higher 
degrees, academic progression models will continue to 
provide a quality, cost-effective means of supporting 
career mobility and accomplishing this goal. Faculty 
must also be willing to engage in experimentation and 
consider innovative clinical models of instruction to 
accompany the classroom experience. Curricula will 
need to consist of structured and unstructured learn-
ing experiences that build on prior knowledge and ex-
periences of the learner. These nursing curricula will 
also be constructed to maximize the use of the latest 
technology that will support innovative teaching peda-
gogies and transformative learning environments.

CURRICULAR DESIGNS FOR 
UNDERGRADUATE NURSING 
CURRICULA

One of the ongoing challenges faced by faculty design-
ing undergraduate curricula is staying abreast of the 
many different calls for curriculum reform from pro-
fessional organizations, institutes, and research find-
ings that have the potential to affect nursing practice. 
As faculty update, revise, and develop curricula for 
undergraduate learning, consideration of organizing 
phenomena is important to keep in mind.

Curriculum design models include blocked curri-
cula, theory-based curricula, concept-based curricula, 
and competency-based curricula. These are briefly de-
fined here; Chapter 6 discusses each design model in 
further detail.

Blocked curricula, in which curriculum is orga-
nized around focal areas, is perhaps the most enduring 
curricular design model used for organizing curricu-
lum. Curricula for baccalaureate, associate, diploma, 
and practical nursing have long been organized ac-
cording to medical specialties. In this curriculum de-
sign, nursing courses may include medical–surgical 
nursing, pediatric nursing, obstetrical nursing, and 
so on, with other nursing courses organized around 
specific content such as health assessment, nursing 
research, or professional issues. This model is read-
ily understandable to members of the public and is 
aligned clearly with clinical learning sites.

Theory-based curricula represents another curricu-
lar design model for nursing curricula, in which the 

curriculum is organized according to a nursing grand 
theory (Petiprin, 2016). In a curriculum that is built 
upon a nursing theory, the concepts of the theory are 
used to guide curriculum development and provide a 
theoretical framework for the education of students. 
This type of curricular design was more popular in the 
latter part of the 20th century. In more recent years, 
other curricular designs have emerged, and the focus 
on nursing theory as a curricular-organizing frame-
work has diminished.

The use of a concept-based curricula is one curricu-
lar design by which to address concerns about overly 
content-laden curricula (Hendricks & Wangerin, 2017). 
Concepts such as oxygenation, mobility, and wellness 
that are effectively integrated throughout the curricu-
lum provide a framework to help students develop clini-
cal judgment, focusing on “thinking” like a nurse rather 
than the “doing” upon which students often focus.

Competency-based curricular models are focused on 
the learner acquiring desired, measurable competen-
cies leading to expected graduate outcomes. Relevant 
competencies are defined most effectively through 
collaborative discussions with practice and educa-
tion partners. The competency-based approach may 
be used in academic progression models in nursing, 
sometimes eliminating guidelines about clock hours 
(Sroczynski, Close, Gorski, Farmer, & Wortock, 2017). 
Some nursing programs design their curriculum using 
a combined concept and competency approach.

Academic-Practice Collaborations, 
Partnerships, and Consortia
In today’s complex social system, nursing practice and 
education cannot afford to operate in silos. Nursing 
education programs that engage in partnerships with 
health care agencies, other schools, state and local 
government, and community centers situate their 
practice in a position of strength. Such partnerships 
can strengthen the relevance of the curriculum, align 
resources to achieve a common goal, and often lead 
to solutions to problems shared by all stakeholders. 
In fact, the Manatt report (AACN & Manatt Health, 
2016) asserted that academic health systems and as-
sociated schools of nursing should position them-
selves as partners in transforming health care. Today, 
that has not yet occurred, and key leaders recognize 
that nursing educators and administrators alike may 
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have missed opportunities for collaboration and full 
partnership, thoroughly breaking down silos between 
practice and academia.

Even in health systems that are not characterized 
as academic health systems, partnerships between 
health care agencies and schools of nursing may prove 
effective in addressing local health problems while 
providing excellent clinical education opportunities. 
Niederhauser et al. (2016) described a robust academic-
practice partnership built upon American Association 
of Colleges of Nursing and American Organization of 
Nurse Executives guiding principles. The partnership 
between a children’s hospital and a state university has 
improved evidence-based practice, created new clini-
cal learning opportunities, and facilitated academic 
progression. Partnerships between service providers 
and schools may promote improved clinical outcomes, 
as in the case of McClure, Lutenbacher, O’Kelley, and 
Dietrich (2017), who worked collaboratively to im-
prove asthma care in a partnership model. Hagedorn 
Wonder and York (2017) described a partnership in 
which undergraduate students partnered with a health 
care organization to promote evidence-based practice, 
enhancing both student learning and agency practices. 
Everett (2016), in a description of a robust academic-
practice partnership, likened the practice and aca-
demic domains in such a partnership as two sides of 
the same coin and stressed the interdependence of 
each in today’s health care environment. As nursing 
faculty strive to prepare curricula that are relevant and 
future oriented, nurturing academic-practice partner-
ships will be key to successful efforts.

CURRICULAR MODELS SUPPORTING 
TRANSITION TO PRACTICE

The undergraduate curriculum also must prepare 
learners who are ready to function in a dynamic and 
increasingly complex health care environment upon 
graduation. Many undergraduate curricula are de-
signed to culminate in clinical practica, capstone, or 
immersion experiences that allow students to experi-
ence the full responsibilities of the nurse’s role before 
graduation under the guidance of an experienced 
nurse in practice. These clinical experiences begin the 
transition process of moving from student to practic-
ing nurse.

Increasingly, however, the nursing profession is rec-
ognizing that new graduates benefit from a supported 
environment that continues throughout the first year 
of practice. The NCSBN has asserted there is a critical 
need for the profession to focus on the transition of 
new nurses into practice and a lack of comprehensive 
programs designed to support this transition period 
(Spector et al., 2015).

Facilitating transition into practice is not a new 
concern. Since the 1970s, faculty and new graduates 
alike have recognized that the transition to practice is a 
challenge for most new nurses, one that can be affected 
by a number of situational and personal factors (ten 
Hoeve, Kunnen, Brouwer, & Roodbol, 2018). Today’s 
new nurses begin practice in a health care environ-
ment that is complex and fragmented. Many novice 
nurses experience difficulties adjusting to the full real-
ization of the expected responsibilities of the RN’s role, 
struggling to adapt to the demands of the workplace. 
As a result of these concerns, increasing attention has 
been placed on developing strategies to facilitate new 
graduates’ transition to practice. One such strategy is 
the introduction of curricular programs in health care 
agencies to support transition to practice. These tran-
sition programs are referred to as residency programs.

Residency Programs
The IOM (2011) Future of Nursing report recom-
mended the creation of nurse residency programs to fa-
cilitate RNs’ transition to practice. In a recent position 
statement, the American Academy of Nursing (AAN) 
issued a call for health care employers to be required 
to provide a nurse residency program for all new nurs-
ing graduates (Goode, Glassman, Ponte, Krugman, & 
Peterman, 2018). Evidence from a study conducted by 
the NCSBN on the effectiveness of its Transition to 
Practice (TTP) model suggested that transition pro-
grams can be used to improve the practice outcomes 
for new RNs in their initial year of practice and can 
lead to improved retention rates (Spector et al, 2015). 
Silvestre, Ulrich, Johnson, Spector, and Blegen (2017) 
described findings from a recent multisite randomized 
transition to practice study, affirming that new nurs-
ing graduates consistently experienced the first year 
of practice as highly challenging (regardless of educa-
tional program) and were more successful when en-
gaged in a residency or supported transition program. 
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Warren, Perkins, and Green (2018) report the cost of 
the residency program is offset by the benefit of not 
hiring and orienting a new employee when nurses are 
retained beyond the first year of employment.

The average length of a residency program is 12 
months. Residency programs are typically the product 
of collaborative partnerships between education and 
practice institutions and differ from a clinical agency 
orientation program, which focuses more on agency 
policies and procedures. The curriculum for such pro-
grams can be variable depending on the health care 
institution. Most programs include general topics such 
as patient safety, evidence-based practice, clinical judg-
ment, teamwork, and population health paired with an 
opportunity for clinical practice with a preceptor in 
an area of the residents’ choice. There are some com-
mercial models on the market that health care institu-
tions can pay to participate in (Goode et al., 2018). The 
NCSBN has also developed the TTP model, consisting 
of modules focused on patient-centered care, commu-
nication and teamwork, evidence-based practice, qual-
ity improvement, and informatics (Spector et al, 2015). 
Some programs offer academic credit or continuing 
education contact hours.

With a widening gap in nursing expertise devel-
oping in clinical practice and the need to improve 
the retention of new nurses, it can be expected that 
the development, implementation, and evaluation of 
residency programs will continue to be a priority for 
the nursing profession. Faculty can anticipate being 
engaged in collaborations with their health care part-
ners to create and implement such programs.

DEVELOPING AND REVISING 
UNDERGRADUATE CURRICULUM

Faculty are responsible for the development and re-
vision of the curriculum. Faculty developing under-
graduate curricula directly shape the future of the 
nursing profession by influencing the foci of the cur-
riculum, including what professional concepts and 
values are addressed within the curriculum based 
upon program type, what is emphasized as important, 
and how nurses view the profession and their place in 
health care (Khan, Hirani, & Salim, 2015). Chapter 6 
discusses the faculty’s role in curriculum development 
in detail.

For many faculty, the curriculum-development 
process, especially at the program level, may be an un-
familiar one. Developing or revising curricula requires 
faculty to possess content expertise, an understanding 
of how the various curricular elements interact, and 
the ability to negotiate and manage change. Box  8.1 
and Fig.  8.1 provide an overview of the processes 
typically involved in curriculum development and are 
briefly described here.

Preparing for Curriculum Change
Taking steps to ensure that faculty have an understand-
ing of curriculum structure can facilitate the planning 
process before beginning any major curriculum revi-
sion or development. Booth, Emerson, Hackney, and 
Souter (2016) assert that nursing faculty should be 
prepared with this essential knowledge, even though 
they may not have any experience with curriculum 
development. Also, building readiness for change and 
securing the resources needed to support the work of 
the faculty are realistic steps that yield effective out-
comes. The timing of other significant institutional 
or program changes should be considered before un-
dertaking major curriculum revision to minimize 
competing priorities. Building positive faculty and 
stakeholder preparation for any needed curricular re-
visions includes creating awareness of a need for the 
revisions along with a desire to change and reinforc-
ing the necessity for the proposed revisions (Pawl & 
Anderson, 2017). Thinking ahead allows for effective 
planning and the establishment of a realistic timeline 
for completion of the work.

Creating the Vision
The nursing curriculum that is being developed 
should reflect the mission, vision, and values espoused 
by the university or college while retaining congruence 
with the school’s philosophy and vision (Khan et  al., 
2015). Chapter 7 provides further discussion of the re-
lationship of mission, vision, and values to curriculum 
development. In addition, the faculty should carefully 
consider the inclusion of relevant professional nursing 
and health care standards.

Faculty designing curriculum must also deliberate 
on the learning needs of the student population that 
will be served. Involving learners in the visioning of 
the curriculum can provide helpful insights into their 
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perceived needs. See Chapter 2 for further discussion 
about the diverse learning needs of students.

Finally, faculty constructing curricula for nurs-
ing programs should consider the present and future 
trends in health and health care that are likely to af-
fect nurses’ practice in the coming years (Khan et al., 
2015). Without such vision, curricula will consistently 
lag behind the rapidly changing health care environ-
ment and become irrelevant, to the detriment of the 
profession. A full discussion of trends influencing to 
curricular development may be found in Chapter 5.

Choosing Organizing Parameters
Planning, implementing, and evaluating the under-
graduate nursing curriculum should ensure that the 
program learning outcomes and the major content 
(concepts or threads) are organized in a meaningful 
way, integrated throughout the curriculum, and asso-
ciated with courses or modules/units. Before revising, 
faculty may consider use of a review process to find 
out whether courses are at an appropriate difficulty 
level and include content/program learning objectives 
that are proportional to the credit load and realistic 
for learners (Burwash & Snover, 2016). When revis-
ing an existing curriculum, using evaluation findings 
to identify the strengths and challenges in the current 

B O X   8 .1
PROCESSES IN CURRICULUM 

DEVELOPMENT

THE PREPARATORY PROCESS OF SETTING  
THE GROUNDWORK FOR CHANGE
Build stakeholder readiness for curricular change:

■	 Create or verify structure for effective curriculum 
development and decisions

■	 Prepare a realistic timeline

THE CREATIVE PROCESS OF VISIONING
Summarize and share views of constituents:

■	 Use vision and mission statements
■	 Include national standards in nursing and health 

care
■	 Explore these viewpoints and envision the future 

curriculum

THE NECESSARY PROCESS OF CHOOSING 
ORGANIZING PARAMETERS
Revise or begin anew:

■	 Identify required parameters for the curriculum
■	 Make decisions about use of optional standards 

and materials
■	 Determine the plan for organizing curriculum

THE GENERATIVE PROCESS OF CURRICULUM 
DESIGN
Include preparatory courses in the plan:

■	 Set learning outcomes at the program level
■	 Define concepts or content threads for mapping
■	 Identify delimiting factors
■	 Create an overview of courses

THE DETAILED PROCESS OF CRAFTING  
THE COURSES OR MODULES
Prepare for detailed course or module planning:

Create the courses

THE DEMANDING PROCESS OF IMPLEMENTING, 
EVALUATING, AND IMPROVING THE NEW 
CURRICULUM
Solidify the curriculum plan:

■	 Obtain required approvals
■	 Communicate the plan to all stakeholders
■	 Implement the new curriculum
■	 Evaluate the new curriculum

THE JOYFUL PROCESS OF DISSEMINATING 
EXCEPTIONAL WORK
Celebrate the hard work of everyone:

■	 Disseminate exceptional work or outcomes

Setting the 
Groundwork 
for Change 

Creative Process 
of Visioning

Choosing 
Organizing 
Parameters

Generating 
Curriculum 

Design

Crafting 
Courses 

Implementing 
and Evaluating

Disseminating 
Curriculum 
Scholarship

Fig. 8.1  ■  Processes in curriculum development.
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organizational design is essential in creating a plan 
that improves upon the existing model.

Designing the Curriculum
Within the undergraduate curriculum, program level 
assessment measures should be matched to appropri-
ate courses or placement in the plan of study (CAPCE 
Board of Directors, 2017). The faculty should oversee 
the entirety of the draft curriculum before developing 
courses in detail so that courses are well suited to learn-
ers’ needs and lead to learning outcomes in a meaning-
ful way (Wattenbarger Baker, Mitchell, & Scalf, 2017). 
The creation of mapping documents to ensure integ-
rity of the curriculum plan can be helpful. Specifically, 
outcomes, major concepts and integrated conceptual 
threads, competencies, objectives, and strategies for 
evaluation should be mapped across the curriculum 
for congruence. Furthermore, creating maps of rel-
evant professional standards and criteria, including 
accreditation criteria, can be used to demonstrate to 
stakeholders that the curriculum is addressing re-
quired elements. Such curricular maps or “crosswalks” 
can also be instrumental in helping faculty retain a vi-
sual representation of the various curricular elements 
and how they relate. This can be particularly helpful 
when orienting new faculty to the curriculum.

Crafting the Courses
At the course level, curricular integrity can be best 
achieved if faculty follow a consistent approach to 
course development. For example, course outcomes 
(or objectives) should be able to be mapped to the 
established program curricular outcomes and com-
petencies. When creating or revising course learning 
modules (or units), learning outcomes, teaching strat-
egies, and evaluation strategies for each of the mod-
ules should be created. Chapter 10 discusses designing 
courses and learning experiences in detail.

Implementing, Evaluating, and Improving 
the New Curriculum
A complete and organized curriculum plan ensures 
that faculty have the resources needed for effective 
program implementation and evaluation. Besides 
sharing the curriculum plan with faculty and students, 
communicating the plan broadly to all stakehold-
ers such as employers, clinical partners, and alumni 

garners support. Sharing both broad curriculum goals 
and course-specific objectives assists clinical agency 
personnel who will interact with students to contribute 
meaningfully in the educational process.

When implementing a revised curriculum plan, 
faculty should plan to “teach in” the new curricu-
lum and carefully consider the resources, faculty, and 
learning experiences, including clinical sites required 
to successfully put the new curriculum in place while 
phasing out the old curriculum. The use of forma-
tive evaluation allows for data collection that can be 
analyzed to help faculty make adjustments as needed 
when implementing the new curriculum. Using estab-
lished mechanisms to gather, analyze, and respond to 
evaluation data as the new curriculum is implemented, 
faculty can determine whether changes are needed 
based on the data. When phasing out a curriculum 
that is being replaced, planning for continued quality 
and attention to the students is important to ensure 
learning experiences remain meaningful. Otherwise, 
students in the last offering of a curriculum that is be-
ing phased out may feel devalued.

Disseminating the Work
Sharing the outcomes of the curriculum revision with 
stakeholders is the final step in the process. The work 
of curriculum development and revision can also be 
a scholarly activity. Faculty should consider the value 
that their work may have for other faculty and share 
their processes and outcomes through publications 
and presentations. By doing so, faculty are contribut-
ing to the body of literature addressing curriculum de-
sign and development.

EMERGING ISSUES IN 
UNDERGRADUATE NURSING 
CURRICULUM

Emerging issues in health care, nursing, and higher 
education will continue to have a significant influence 
on how undergraduate nursing curricula are designed 
and implemented. One of the greatest challenges facing 
faculty lies in defining how the roles of nurses will need 
to transform to meet evolving and changing health 
care needs and translating these changes into relevant 
curricula. For example, Wojnar and Whelan (2017) 
and Bauer and Bodenheimer (2017) recommend the 



	 8    CURRICULUM FOR UNDERGRADUATE PROGRAMS	 159

revision of baccalaureate curriculum to include pri-
mary care concepts such as chronic disease manage-
ment and care coordination across the care continuum 
to address the shift from acute care and the expanding 
roles of RNs in ambulatory and primary care settings. 
As the age of the population in the United States in-
creases, the need for more nurses who are skilled and 
interested in gerontological nursing will continue to 
rise, and planning curriculum that addresses care of 
the elderly will be key (Garbrah, Välimäki, Palovaara, 
& Kankkunen, 2017). Responding to a health care 
environment that focuses more on ambulatory and 
community-based health care has not traditionally 
been a primary focus in undergraduate nursing educa-
tion, but this will need to change. Students will require 
learning experiences that facilitate an understanding 
of health promotion, illness prevention, and manage-
ment of chronic illness.

Another curricular area that requires major change 
and innovation is the clinical teaching models cur-
rently in use in undergraduate education. Although 
some new clinical models have emerged in recent 
years, far too many programs continue to rely on clini-
cal teaching models that are decades old. Faculty need 
to consider how best to design clinical learning expe-
riences that will facilitate the development of clinical 
reasoning skills in learners and ultimately affect pa-
tient outcomes (Halstead, in press).

Ensuring a successful transition into entry-level 
nursing practice and retaining new nurses in the pro-
fession is a major challenge, one that will require the 
collaborative efforts of education and practice. Such 
efforts will include maintaining congruence between 
nursing curricula and contemporary nursing practice, 
further developing and evaluating the outcomes of 
initiatives such as nurse residency programs that will 
help new graduates with the transition into nursing 
practice, and establishing mechanisms to retain and 
advance the education of experienced nurses in the 
workforce. There also will continue to be an emphasis 
placed on interprofessional education and the devel-
opment of learning experiences that expose learners to 
collaborative practice concepts.

As the health care payment system in the United 
States continues to change, downstream nursing cur-
ricula must be shaped to respond effectively. Because 
of the demand for cost containment in the health care 

environment, there is an increasing expectation that 
baccalaureate nursing programs prepare nurses with 
foundational competencies in health economics (Platt, 
Kwasky, & Spetz, 2016).

Contemporary articulation models that are flex-
ible in design, supported by broad course and credit 
transferability, and packaged to maximize the use of 
students’ time will continue to be designed. Nursing 
faculty will need to explore innovative curricular mod-
els that yield effective means by which to design and 
implement consortia to effectively utilize scarce fac-
ulty resources across programs.

Faculty will also be required to go beyond a focus 
on the use of instructional technology in the class-
room and provide expanded learning experiences for 
students that focus on the use of technology in the 
clinical setting. Telehealth, electronic health records, 
and clinical decision making that is supported by 
the use of technology are major health information 
technology-driven patient care initiatives in which 
nurses will be required to demonstrate competence 
(Halstead, in press). Students must have the oppor-
tunity for learning experiences in these areas in their 
undergraduate programs.

In the world of higher education, the nursing pro-
fession has long been the source of much educational 
innovation. The issues identified here are critical to 
the future of nursing education, but by no means are 
they an exhaustive listing of the issues that nursing 
faculty must consider as they design future nursing 
programs and curricula. The innovation and creativity 
that nursing faculty have demonstrated in the past will 
continue to identify them as leaders in professional 
and higher education into the future.

SUMMARY

The curricula in undergraduate nursing programs are 
facing unprecedented challenges, driven in part by 
the multiple changes in health care and higher educa-
tion, changing student demographics, and shrinking 
resources. To keep nursing curricula relevant, faculty 
must accept that curriculum is a dynamic framework 
of concepts and learning experiences that requires 
ongoing review and development. Nursing curricula 
will need to move away from rigid requirements to 
flexible learning opportunities to prepare nurses who 
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are capable of managing large amounts of data-rich 
knowledge in technology-driven health care environ-
ments to make patient-care decisions.

Designing curricula provides an opportunity for 
faculty to use their scientific knowledge base, clinical 
competence, and creativity. Curriculum development 
is guided by the need to address stakeholder expecta-
tions and consistently incorporate student learning 
experiences into the curriculum that will produce con-
temporary and adaptable practitioners skilled at meet-
ing patient care needs. Careful attention must also 
be paid to integrating professional standards into the 
curriculum while also adhering to nursing accredita-
tion standards and the requirements of state boards of 
nursing and other regulatory bodies. Creating innova-
tive curriculum designs that foster the preparation of 
graduates who are confident in their knowledge and 
skills and are prepared to meet the challenges of con-
temporary nursing practice is a challenge that nurse 
educators must readily embrace.
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9 CURRICULUM MODELS FOR 
GRADUATE PROGRAMS⁎

KAREN GRIGSBY, PhD, RN

G raduate nursing education is experiencing a 
major paradigm shift in response to health care, so-
cietal, and professional demands. There is a shortage 
of nurses prepared with advanced degrees to serve in 
administrator, educator, nurse scientist, and advanced 
practice roles. With national calls to increase the 
number of nurses with advanced practice preparation 
and doctoral preparation (American Association of 
Colleges of Nursing [AACN], 2017a; National League 
for Nursing [NLN], 2013, 2017), much attention is be-
ing paid to the curriculum models that nursing has 
historically used to prepare nurses with graduate de-
grees. This chapter discusses the evolving nature of US 
graduate nursing education, curriculum models for 
master’s and doctoral programs, and faculty prepara-
tion for teaching in graduate programs and concludes 
with future trends that will continue to influence the 
development of graduate programs in nursing.

HISTORICAL DEVELOPMENT OF 
GRADUATE NURSING EDUCATION

An understanding of the development of graduate 
education provides a solid foundation for discussion 
of the current changes taking place. Graduate edu-
cation in nursing began to develop early in the 20th 
century. Initially, graduate education was reserved for 
nurses who worked as supervisors or administrators. 
Today, graduate education is expected for nurses who 
want to practice at an advanced level as an advanced 

generalist or clinical nurse leader (CNL), nurse prac-
titioner (NP), clinical nurse specialist (CNS), nurse 
anesthetist, midwife, educator, researcher, or admin-
istrator. Curriculum models that facilitate nurses 
achieving graduate degrees at an earlier stage in their 
professional careers are emerging to meet the growing 
demand and maximize their contributions to nursing 
and health care over the life of their career.

In addition to preparing nurses for advanced clinical 
care positions, nursing graduate education programs 
also offer curricula that specifically prepare nurses in 
areas such as informatics, education, and administra-
tion. Although these are not roles that prepare nurses 
to provide direct care, they are necessary roles to im-
prove systems so that others can deliver safe, quality 
patient care across settings. These roles increasingly 
require specialized knowledge and skills beyond a ba-
sic nursing education. This preparation can be a fo-
cused specialty area in a master’s, doctor of philosophy 
(PhD), or doctor of nursing practice (DNP) program, 
or can be courses that are added to a specialty area 
preparing nurses to be advanced practice registered 
nurses (Stanley, 2018). Table 9.1 lists types of graduate 
nursing degrees and examples of focus areas of study.

MASTER’S PROGRAMS IN NURSING

Rutgers University offered the first nursing master’s 
degree, and the focus was a clinical specialist in psy-
chiatric nursing. The demand for master’s programs in 
nursing grew in the areas of research, teaching, admin-
istration, and clinical practice in response to societal 
needs for nurses with advanced preparation in theory 
and research so that they could improve practice and 

*The author acknowledges the contributions of Linda Finke, PhD, 
RN, in previous editions of this chapter.
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increase the level of competence. Graduates from 
master’s degree programs have a deeper understanding 
of the discipline of nursing and are able to engage in 
higher-level practice and leadership in a variety of set-
tings. As enrollment in master’s programs increased, 
the focus of master’s programs shifted from functional 
specialization (educator, researcher, and administra-
tor) to an emphasis on clinical areas. This enabled a 
growth in application of knowledge to improve care 
(Scheckel, 2018).

The Nurse Training Act of 1964 recommended fed-
eral funding to develop graduate programs in nursing. 
By 1970, graduate nursing programs began to prolifer-
ate. Role preparation at this time included the CNS, 
educator, researcher, and administrator. As the popu-
larity of the CNS increased, fewer nurses selected the 

role of researcher, educator, or administrator. As this 
trend grew, programs preparing educators and admin-
istrators at the master’s level were either eliminated or 
relegated to supporting courses for programs focused 
on preparing the CNS (Egenes, 2018).

The NP role developed during this same period 
as a means to provide primary care to underserved 
populations at a lower cost. The first program was de-
veloped at the University of Colorado in 1965. Initially, 
NP programs were designed and implemented through 
continuing education programs and resulted in a cer-
tificate. By 1970, NP preparation primarily occurred 
in graduate nursing programs. A new addition to these 
programs included developing skill in political activ-
ism to influence legislative changes needed to allow 
NPs to practice to the full scope of their preparation. 
This effort to influence legislators to make changes in 
state laws so that NPs can practice to their full scope 
continues today (Egenes, 2018).

Today, there are questions being raised by the pro-
fession about the continued need for master’s pro-
grams as the focus shifts to doctoral preparation for 
nurse practitioners, administrators, researchers, and 
educators. Some programs are phasing out their mas-
ter’s programs to encourage nurses to move directly 
into doctoral preparation while other programs con-
tinue to offer master’s programs in addition to doctoral 
programs (Scheckel, 2018). Some in the profession are 
concerned that eliminating master’s programs could 
create a shortage of advanced practice nurses prepared 
to deliver direct patient care in the clinical setting. The 
debate and dialogue about the future of master’s de-
gree nursing programs will continue into the foresee-
able future.

The Clinical Nurse Leader: The Advanced 
Generalist
The clinical nurse leader (CNL) role emerged in 2003 
as a master’s level generalist prepared to practice in all 
health care settings to improve patient outcomes and 
to coordinate and promote evidence-based practice. 
The intended emphasis for this role was for clinicians 
whose focus was to engage in outcomes-based prac-
tice using quality improvement strategies. The CNL 
is prepared to deliver care to specific populations and 
to collaborate with others providing care to a group of 
patients. The Veterans Administration was one of the 

TA B L E   9 .1
Programs Preparing Nurses at the 

Graduate Level

Degree Program Focus

PhD Nurse Researcher
Nurse Educator

DNP Advanced Practice Registered Nurse
  Clinical Nurse Specialist (CNS)
  Certified Registered Nurse Anesthetist (CRNA)
  Certified Nurse–Midwives (CNM)
  Nurse Practitioner (NP)
Nurse Administrator
Nurse Informaticist

EdD Nurse Educator

MSN Clinical Nurse Leader (CNL)—Advanced 
Generalist

Advanced Practice Registered Nurse
  Clinical Nurse Specialist (CNS)
  Certified Registered Nurse Anesthetist (CRNA)
  Certified Nurse–Midwives (CNM)
  Nurse Practitioner (NP)
Nurse Educator
Nurse Administrator
Nurse Informaticist

American Association of Colleges of Nursing (AACN). (2017b). Nursing 
education pathways. Retrieved from http:// aacnnursing.org/students/
nursing education pathways.
American Association of Colleges of Nursing (AACN). (2017c). Your 
guide to graduate nursing programs. Retrieved from http://aacnnurs-
ing.org/students/ nursingeducationpathways/Your nursing career.
Scheckel, M. (2018). Nursing education: Past, present, and future. In G. 
Roux & J. Halstead (Eds.), Issues and trends in nursing: Practice, policy, 
and leadership (pp. 31–61). New York: Jones & Bartlett.
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first organizations to hire CNLs as a means to provide 
safe, quality, and cost-effective care to patients (AACN, 
2013). As of 2017, 6199 nurses have been certified as 
CNLs, with the greatest number of graduates practic-
ing in acute care inpatient facilities. Enrollment in these 
programs continues to increase while the number of 
programs preparing CNLs is relatively stable. Forty-
one percent of certified CNLs practice in the southern 
region (17 states) of the United States (AACN, 2017).

The CNL role has not been without controversy. As 
the CNL role was first introduced, some questioned the 
need for this role because CNSs also are prepared to de-
liver care to populations. However, the differentiation of 
the two roles has become clearer as the CNL role has 
become better understood. The CNS is recognized as an 
advanced practice nurse who is an expert clinician in a 
particular specialty or subspecialty of nursing practice. 
The CNL works at the microsystem level to manage and 
coordinate client care, whereas the CNS designs, imple-
ments, and evaluates patient-specific and population-
based programs of care. Ultimately, the CNL works in 
partnership with the CNS, and both contribute to the 
delivery of safe, efficient, effective, quality care.

Advanced Practice Registered Nurse Role
The American Association of Colleges of Nursing 
(AACN, 2017b) categorizes APRNs as nurse practitio-
ners (NPs), clinical nurse specialists (CNSs), certified 
registered nurse anesthetists (CRNAs), and certified 
nurse–midwives (CNMs). Each of these roles focuses 
on a specific population or setting to deliver care to 
individuals, families, or communities.

NPs are prepared at the graduate (master of 
science in nursing [MSN] or DNP) level in a va-
riety of specialties: women’s health, family, adult-
gerontology primary care, adult-gerontology acute 
APRN care, pediatric primary care, pediatric acute 
care, and neonatal care. Programs offered at schools/
colleges of nursing vary depending on faculty cre-
dentials and population need within the area where 
the program is offered. Nursing programs may elect 
to not prepare APRNs at the MSN level, choosing 
to prepare APRNs only at the doctoral level. As the 
DNP degree has developed, some programs have 
elected to eliminate the MSN program and educate 
APRNs only at the DNP level. Other programs con-
tinue to offer APRN education at both the MSN and 

DNP levels. As stated previously, APRN preparation 
at the MSN level is in flux currently as programs deal 
with population needs within the area they serve and 
school/college resources.

CNSs select an area for practice that is defined by 
population, setting, or disease. They are focused on 
providing evidenced-based nursing care to influence 
and manage outcomes and quality of care and reduce 
costs. They may or may not provide direct patient care. 
CNSs are prepared within an advanced practice clini-
cal core and specialty courses that include both didac-
tic and clinical experiences (AACN, 2017b).

Other Foci for MSN Programs
Nurses who desire to teach in nursing programs or 
who want to serve in leadership roles in either clini-
cal or academic organizations may enroll in MSN pro-
grams to prepare for these specialized roles. There are 
MSN programs with curricula specifically designed to 
prepare nurses as educators or administrators. Nurses 
who are enrolled in APRN programs and aspire to be-
come educators or administrators can also choose to 
add graduate course work in education and/or admin-
istration to their plan of study. Education coursework 
is especially helpful for nurses who want to combine a 
practice role as an APRN with an educator role.

There are other roles that require graduate nursing 
education. For example, CRNAs provide anesthesia care 
for individuals. Although CRNAs are currently pre-
pared at the MSN level, by 2025 all programs preparing 
CRNAs must be at the clinical doctorate level. Additional 
roles include CNMs, who provide primary health care 
services for women and newborns, and nurse infor-
maticists, who are prepared to integrate technology into 
nursing care so that communication is enhanced across 
disciplines, costs of care are reduced, efficiencies are in-
creased, and quality of care is improved. Additionally, 
nurses who wish to focus on genetics or forensics also 
need graduate nursing education to prepare them 
within this specialty area (AACN, 2017b). Any of these 
roles require not only an advanced graduate nursing de-
gree but certification within the specialty.

Doctoral Programs in Nursing:  
PhD and DNP
Doctoral education for nurses has existed since the 
1920s. Originally, doctoral programs prepared nurses 
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for administrative and teaching roles. The first doc-
toral program for nurses was offered in 1924 at 
Teachers College, Columbia University; graduates 
earned an EdD degree (Scheckel, 2018). In the 1950s 
and 1960s, most nurses who wanted doctoral degrees 
obtained the degree in disciplines other than nursing, 
such as education, sociology, and psychology.

Although master’s programs were growing in num-
ber in the 1970s, nurse leaders were advancing the 
idea that nursing needed its own theory base to be 
recognized as a discipline and a profession that could 
stand alone rather than borrow theory from other dis-
ciplines. Doctoral programs in nursing initially cre-
ated to stimulate the development of nursing theory 
and research and prepare nurses to teach; development 
of these programs surged in the later part of the 20th 
century (Scheckel, 2018). These programs resulted in a 
PhD with a focus in nursing science and research.

The clinical doctorate emerged as recognition de-
veloped that more emphasis was needed for clinical ap-
plication. The first nursing clinical doctoral program 
designed to focus on clinical practice opened at Boston 
University in the 1960s (Carter, 2013). These programs 
offered a variety of degree titles, such as doctorate of 
nurse scientist (DNSc and DNS). Eventually, it was 
recognized that these programs were comparable to 
the PhD but focused on clinical practice improvement 
rather than research that developed nursing theory. In 
the 1970s some nurse leaders advocated for the nurse 
doctorate (ND), which prepared individuals for basic 
licensure plus application of advanced knowledge in 
clinical practice areas. The first ND degree was offered 
at Case Western Reserve University and was phased 
out as the DNP degree developed (Carter, 2013).

The DNP Nursing Degree
After 4 years of study, the AACN recommended that 
a practice-focused doctorate (DNP) be developed to 
educate advanced practice nurses (APRNs) and that all 
APRNs obtain a DNP to enter into advanced practice. 
The DNP degree focuses on advanced preparation in 
scientific foundations of nursing practice, leadership, 
evidence-based practice, health care technologies, 
health care policies, interprofessional collaboration, 
clinical prevention, population-based care, and ad-
vanced practice in a specialty area (AACN, 2017a). 
In 2004 the AACN recommended that bachelor of 

science in nursing (BSN) to DNP programs be de-
veloped to shift preparation of the advanced practice 
nurse from the master’s level to the doctoral level. 
This recommendation and its implementation would 
increase the number of doctorally prepared nurses, 
educate nurses to translate research into practice, and 
improve practice through the application of evidence 
(AACN, 2017a).

The DNP program is designed for nurses in-
volved in direct practice and those working in areas 
that support clinical practice, such as administra-
tion (Bednash, Breslin, Kirschling, & Rosseter, 2014). 
These programs prepare nurses as advanced practice 
nurses who are ready to assume leadership roles in 
clinical organizations, develop and influence health 
care policy, implement knowledge generated by nurse 
scientists, advance evidence-based practice, and im-
prove the health care delivery system (AACN, 2015; 
Udlis & Mancuso, 2012).

The DNP degree is considered a terminal degree 
in nursing practice. Although not intended to prepare 
nurses for positions as educators, the DNP degree does 
provide a terminal degree credential that many institu-
tions accept as qualification for a faculty position and 
thus can be instrumental in addressing the profession’s 
shortage of nursing faculty. If DNP graduates are du-
ally prepared as nurse educators and advanced practice 
nurses, these graduates would be well positioned to 
educate all levels of students and to close the practice–
education gap (Tyczkowski, & Reilly, 2017).

The development of DNP programs proliferated 
early in the 21st century, and some nurse leaders began 
voicing concerns that the introduction of the DNP de-
gree would lead fewer nurses to enter PhD programs, 
master’s preparation for NPs would be eliminated, and 
APRNs would no longer be focused on providing care 
to people, especially individuals and families living in 
areas with limited access to health care providers. At 
this time the number of PhD programs remains rela-
tively stable with minimal growth, while DNP pro-
grams have continued to grow in number (AACN, 
2017a). As noted earlier, the profession is debating the 
continuing value of the MSN degree for the prepara-
tion of APRNs. The controversy surrounding the issue 
of DNP degrees as the entry into advanced nursing 
practice has economic, societal, and health care deliv-
ery  implications. The DNP degree is regarded as the 
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highest level of advanced nursing practice that focuses 
on translating new knowledge into practice and devel-
oping evidence-based practice. Currently there are 303 
DNP programs with an additional 124 new DNP pro-
grams in development (AACN, 2017a).

With the AACN’s mandate for the DNP degree 
to be the entry into advanced practice, questions are 
raised as to how to prepare a nurse for advanced prac-
tice while at the same time developing skills in lead-
ership and systems change. Some leaders argue that 
engaging young nurses to advance to the DNP degree 
immediately after completing their BSN degree lim-
its the contributions they can make to the profession, 
whereas others see an economic benefit for the student 
and a means of improving health care delivery. The 
National Organization of Nurse Practitioner Faculties 
(NONPF) has contributed to the profession’s discus-
sion by recommending that all DNP programs that 
prepare nurse practitioners develop a postbaccalaure-
ate to DNP curriculum that does not have a master’s 
degree exit (NONPF, 2016). To date, the discussion 
continues while programs determine how best to ad-
dress these recommendations.

The PhD in Nursing Degree
The PhD in nursing degree is designed to prepare 
nurse scientists who are committed to the generation 
of new knowledge and can steward the discipline and 
educate the next generation. PhD programs focus on 
developing researchers who design and implement 
studies that advance evidence-based practice and in-
form health policy (Bednash, Breslin, Kirschling, & 
Rosseter, 2014). Some PhD programs in nursing also 
provide a focus of study in nursing education. These 
programs mentor students by involving them in a 
community designed to stimulate students’ thinking 
about their own research agenda and by providing 
opportunities to prepare grants and manuscripts and 
initiate a program of research.

PhD programs are designed to accommodate both 
part-time and full-time students. Delivery of the pro-
grams varies from traditional on-campus courses to 
completely online courses, with most programs using 
a blended approach to deliver the program. The PhD 
program prepares a beginning nurse scientist. Students 
determine a phenomenon of interest on which to focus 
their program of research.

Postdoctoral programs are the next step for nurses 
who want to continue to develop as a nurse scientist. 
Postdoctoral programs, often funded by federal grants, 
give students an opportunity to mature into indepen-
dent researchers by providing a strong mentoring ex-
perience. Postdoctoral programs are not growing at 
this time, and thus opportunities are limited for stu-
dents to extend their preparation as nurse scientists 
before entering the workforce (Bednash et al., 2014).

The Doctor of Education Degree
Early in the 20th century, nurses who wanted to teach 
chose to attend doctoral programs in schools of edu-
cation. Schools of education offered PhD and Doctor 
of Education (EdD) programs (“the practice doctor-
ate” in education). As nursing doctoral programs de-
veloped, nurses had more choices about the type of 
doctoral program they could attend and some chose 
PhD or DNSc (DNS) programs in schools of nursing, 
while others chose to obtain their degree from schools 
of education to focus their studies on preparing to 
teach in programs of nursing. Nurses who want a fo-
cus on education for their doctoral program can still 
select an EdD program today.

Because of the emphasis on preparing nurse edu-
cators at the doctoral level, several schools of nursing 
are now offering an EdD in nursing. These programs 
may collaborate with the school of education on the 
campus, which can offer foundational courses and ma-
jor areas of concentration in education. For example, 
one college of nursing has developed a collaborative 
doctoral program to prepare nurse scholar teachers; 
the program results in an EdD degree in instructional 
leadership and was developed collaboratively by fac-
ulty from the college of education and the college of 
nursing (Graves et al., 2013). This is an innovative way 
to educate nurses at the doctoral level to become schol-
ars and educators committed to advancing the science 
of nursing education.

The EdD is not the only doctoral degree that offers 
course work in education. Other PhD and DNP nurs-
ing programs include education courses within their 
doctoral curriculum, as many of these graduates will 
become faculty in nursing schools/colleges. This trend 
is significant because PhD and DNP graduates both 
identify that they are not prepared for the teaching role 
(Nehls, Barber, & Rice, 2016).
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REGULATION OF THE APRN ROLE

As graduate programs preparing advanced practice 
nurses continued to grow with expanding enroll-
ments and producing corresponding growth in the 
APRN workforce, it became apparent that there was 
a need to achieve uniformity in the preparation and 
credentialing of advanced practice nurses. Drawing 
on collaboration from professional nursing organi-
zations, regulatory agencies, and accrediting bodies, 
the APRN Consensus Model for APRN Regulation: 
Licensure, Accreditation, Certification & Education 
was developed to describe regulatory requirements 
in four areas: licensure, accreditation, certification, 
and education (LACE). Several important outcomes 
related to APRN education that have resulted from 
these collaborations are still influencing the ongoing 
development of curricular models for graduate nurs-
ing programs.

National Organization of Nurse 
Practitioner Faculties
The National Organization of Nurse Practitioner 
Faculties (NONPF) is an organization formed by NP 
faculty to promote quality NP education, influence 
policy to advance NP education, foster diversity, pro-
mote scholarship of NP educators, and strengthen 
resources to sustain NONPF. NONPF has been in-
strumental, along with the National Council of State 
Boards of Nursing (NCSBN) and other professional 
organizations, in leading the development of the 
APRN Consensus Model.

In 1990 NONPF developed core competencies 
for NPs. These competencies have been updated 
(NONPF, 2017) and apply to all NPs as they complete 
either an MSN or DNP program and are ready to enter 
practice. The competencies are population focused 
and cover the following areas: scientific foundations, 
leadership, quality, practice inquiry, technology and 
information literacy, policy, health delivery system, 
ethics, and independent practice. NONPF also brings 
NP educators together to discuss curriculum issues 
about NP education and develops national recom-
mendations designed to promote excellence and 
maintain quality in NP programs. Examples of is-
sues that concern NONPF members include faculty- 
to-student ratios, number of clinical hours to ensure 

competencies are met before graduation, and use of 
technology to supervise clinical experiences of stu-
dents from a distance (NONPF, 2017).

The APRN Consensus Model
In 2003 work began to develop the APRN Consensus 
Model (NCSBN, 2008; Stanley, 2013) to regulate the 
practice of APRNs. Individuals working on this proj-
ect represented a broad spectrum of stakeholders and 
included the APRN Consensus Work Group and the 
NCSBN APRN Advisory Committee. APRNs were 
defined as certified registered nurse anesthetists, certi-
fied nurse midwives, certified CNSs, and certified NPs. 
The report on the consensus model was published in 
2008. By 2010, 48 organizations had endorsed the re-
port, which recommended alignment of LACE factors 
of APRNs across states to ensure the safety of patients 
and expand patient access to APRNs. Each state de-
termines the APRN legal scope of practice, roles, and 
criteria for entry into advanced practice and accept-
able certification examinations. Because there is no 
uniform model regulating APRNs across all states, a 
barrier exists for APRNs to move readily from state to 
state, which may limit access of care to patients. The 
Consensus Model was designed to diminish this bar-
rier and allow APRNs to move readily from state to 
state. The goal to implement this model fully by 2015 
has not yet been achieved (Cahill, 2013).

The LACE Network was designed to implement 
the APRN Consensus Model and operate as a com-
munication mechanism among regulatory organiza-
tions. Table 9.2 outlines the components of the LACE 
Network.

TA B L E   9 . 2
Regulation of the APRN Role as Governed 

by the LACE Network

Regulation of the APRN Role

L Licensure

A Accreditation

C Certification

E Education

American Association of Colleges of Nursing (AACN). (2008). 
Consensus model for APRN regulation: Licensure, accreditation, cer-
tification & education. Retrieved from http://www.aacnnursing.org. 
APRN, Advanced practice registered nurses.
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The LACE Network includes four essential regula-
tory elements. The APRN regulatory model has out-
lined expectations for all four elements of LACE, which 
enables the Consensus Model to be implemented. 
Implementing the LACE Network in all states will 
allow APRNs to more easily move between states, 
improve the regulation of APRNs, and ultimately im-
prove access to care.

Institute of Medicine/National Academy of 
Medicine
Several landmark reports examining the state of health 
care in the United States and making recommenda-
tions for changes in the health care system and edu-
cation of professionals working in these systems were 
published by the Institute of Medicine (IOM), a part of 
the National Academy of Science, beginning in the late 
1990s. These reports have stimulated many changes 
within graduate programs to meet the needs of so-
ciety (Institute of Medicine [IOM], 2011). Crossing 
the Quality Chasm (IOM, 2001) identified the need 
for restructuring the health care system to promote 
safe, effective, timely, efficient, and equitable health 
care. In 2003 the IOM recommended that all health 
professionals be educated to deliver evidence-based, 
patient-centered care and that all professionals work 
in interdisciplinary teams using quality improvement 
strategies and informatics. In 2010 the IOM made rec-
ommendations regarding nurses practicing to the full 
scope of their authority and achieving greater num-
bers of nurses prepared at the doctoral level. These 
reports have been used by nursing leaders to inform 
curriculum decisions, especially content and experien-
tial (IOM, 2011). In 2015 the IOM name was changed 
to the National Academy of Medicine after a reorga-
nization of the National Academies. The continuing 
purpose of this organization is to advise the National 
Academy of Science and the National Academy of 
Engineering on health matters (Maradiaga, 2015).

CURRICULUM MODELS FOR 
GRADUATE PROGRAMS

Curriculum models for graduate nursing educa-
tion have become varied, with a number of program 
models designed to facilitate academic progression 
to graduate-level preparation. The quality of gradu-

ate nursing education programs is maintained in part 
through the admission of well-qualified students. This 
section describes various graduate curriculum models 
and student qualifications.

Student Qualifications
A variety of factors influence a student’s admission 
to graduate study. Overall, students are evaluated for 
their potential for success in their chosen program. In 
research-focused doctoral programs, it is also impor-
tant that a student’s research interest has a match with 
faculty expertise and scholarship.

Students admitted to a master’s program should 
demonstrate the potential for academic success as in-
dicated by previous academic achievements, such as 
grade point average (GPA), performance on standard-
ized tests such as the Graduate Record Examination 
(GRE), admission interviews, and professional ref-
erences. Some master’s programs do not require 
standardized tests for admission. Other common re-
quirements for admission to a master’s program as a 
postlicensure student include graduation from an un-
dergraduate program that is accredited by a national 
nursing accreditation body and a current, unencum-
bered licensure as a registered nurse (RN). A number 
of master’s programs have traditionally stipulated a 
specified amount of work experience before admis-
sion, but such requirements are increasingly being 
questioned within the profession as being unduly re-
strictive to promoting academic progression. In addi-
tion, depending on the type of master’s program, there 
may be prerequisite requirements in selected courses, 
such as statistics or health assessment.

Admission to doctoral nursing programs tends to 
be competitive, in part because of the smaller numbers 
of students admitted and the rigorous qualifications. 
Requirements vary somewhat depending on the nature 
of the doctoral program. Successful candidates for ad-
mission to either the research-focused doctorate (PhD) 
or the clinical doctorate (DNP) will demonstrate high 
levels of academic achievement (GPA) in previous pro-
grams and may be expected to submit standardized test 
scores (GRE). Graduation from an accredited nursing 
program and a current unencumbered RN license are 
also common requirements. Graduate-level prerequi-
site course work in selected areas may also be required 
depending on the focus of the graduate program. 
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Students seeking enrollment in a postmaster’s DNP 
program focused on an advanced practice role will also 
be asked to provide evidence of the number of clinical 
hours performed in their master’s program.

Interviews and written essays are often key ele-
ments to the admission process to doctoral study. It is 
important for faculty to determine that the student’s 
career goals and research interests are a good fit for the 
program to which the student is applying. In research-
focused doctoral programs, it is important for the re-
search interests of the student to be consistent with the 
research strengths and interests of the faculty.

Program Designs for Master’s Education
Master’s degree programs prepare nurses with practice 
expertise that builds on baccalaureate or entry-level 
nursing practice. Graduates of master’s degree pro-
grams are prepared to enter a research or practice-
focused doctoral program.

The curricular design for a master’s degree pro-
gram builds on a base of sciences and humanities and 
prepares graduates for practice in direct clinical care 
or indirect care nursing specialty. The essentials of 
the curriculum design include a foundation from the 
sciences and humanities; organizational systems and 
leadership; quality improvement and patient safety, 
translating and integrating scholarship into practice; 
health policy and advocacy; interprofessional collabo-
ration for improving population health and patient 
outcomes; clinical prevention and population health 
for improving health; and an area of master’s level 
nursing practice (AACN, 2011). Nursing specialty 
organizations also provide competencies and clinical 
expectations for a master’s degree in their given area 
of practice.

Master’s programs vary in length and focus, and the 
credit hour allocation for the program may range from 
30 to 45 credits, depending on the program design and 
clinical hour requirements.

Most master’s programs require 2 years of full-time 
study but can range from 12 to 18 months. The length 
of the program is determined by a variety of factors, in-
cluding the entry level of the student, curriculum design, 
and credit hours and clinical hours required. Numerous 
students do enroll in part-time study, which lengthens 
their time in the program. MSN programs may offer 
their courses or the entire degree program fully or par-

tially online, thus increasing scheduling flexibility and 
making the program accessible to underserved areas 
of the country and allowing students to remain in their 
area during the program and upon graduation.

Although many master’s programs require an 
earned baccalaureate in nursing for admission, increas-
ing numbers of academic progression models facilitate 
individuals obtaining a nursing master’s degree via an 
accelerated pathway. Individuals with an associate de-
gree in nursing, an undergraduate degree in another 
discipline, or a graduate degree in another discipline 
can enter a nursing master’s program and graduate 
with an MSN degree. Postmaster’s certificates (PMCs) 
are program options that allow students with a previ-
ous master’s degree in nursing to obtain credentials in 
another specialty. These alternate-entry master’s pro-
grams are designed to reflect achievement of the bac-
calaureate and master’s outcomes and to prepare the 
student to take the RN licensing examination (if they 
enter the program without a nursing degree) and the 
appropriate certification examination. The design of 
curriculum models varies depending on the college or 
university where they are offered, but the underlying 
intent is to prepare individuals with basic and advanced 
nursing knowledge and skills so that they can enter the 
workforce easily.

Program Designs for Doctoral Education
Doctoral curricula tend to be unique to each insti-
tution. Because the PhD and the DNP degrees have 
different purposes and goals, their program design is 
significantly different.

PhD Program Design

Doctoral programs in nursing that award the PhD are 
research focused with a program outcome of preparing 
graduates to engage in knowledge generation and dis-
semination. Curricula typically consist of coursework 
related to philosophy and theory construction; statis-
tics and research methodology; state of the science 
nursing knowledge; social, political, and ethical issues; 
and teaching and mentoring (AACN, 2017b). Students 
may also select a minor that complements their major 
area of study. Although the majority of PhD nursing 
programs require a master’s degree, a growing num-
ber of programs admit baccalaureate-prepared nurses 
directly into a PhD program. These programs are 
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referred to as BSN to PhD programs. Students who 
enter the PhD program with a master’s degree will 
usually engage in full-time study for approximately 
3  years and complete a dissertation. Students who 
enter a PhD program with a baccalaureate nursing de-
gree usually study full time for 5 years and complete 
a dissertation. These timelines are extended for many 
students, as they choose to pursue part-time study, if 
allowed by the program. Students who enter BSN to 
PhD programs need support from faculty to make the 
transition directly from baccalaureate course work to 
doctoral course work. Schools handle this transition 
using a variety of strategies. Some schools assign an 
advisor for the doctoral course work and an advisor 
for the clinical area in which the student is pursuing 
advanced knowledge. Other schools integrate these 
students into classes with more experienced RNs and 
mentor students into understanding the practice world 
as they learn how to generate research from a theoreti-
cal perspective.

While PhD programs reside in colleges/schools of 
nursing, they are under the direction of the college or 
university’s graduate school. Therefore nursing PhD 
programs are not accredited by nursing accrediting 
bodies. Instead, these programs are subject to periodic 
external and internal academic review procedures fol-
lowing criteria established by the institution within 
which they reside.

On completion of coursework and before writing 
the dissertation, students typically must complete a 
qualifying examination to demonstrate their ability to 
conduct research that is grounded in science and to be 
eligible to enter into the final stage of the program. The 
process used for the qualifying examination varies de-
pending on the institution, but it is common to have a 
written or oral component—frequently both.

Graduates of PhD programs are required to con-
duct independent research and prepare a document 
communicating the process and results of the research. 
This document historically has been a dissertation. 
Currently, faculty in PhD programs are reconsider-
ing the value of a lengthy dissertation and are allow-
ing options for presenting the results of the student’s 
research. These may include writing one or more man-
uscripts to submit for publication or even digital prod-
ucts that could include motion, sound, and graphics 
(Morton, 2015).

DNP Program Design

The DNP program is a practice-focused doctoral 
program to prepare graduates to provide leader-
ship in the development and application of clinical 
knowledge in specialized areas of advanced practice 
(AACN, 2017d). Graduates of this program focus on 
practice that is innovative and evidence based, apply-
ing research findings to practice rather than gener-
ating the evidence for practice. Curricula for DNP 
programs can vary significantly, from programs that 
initially prepare graduates for practice as an advanced 
practice nurse to programs that focus more on lead-
ership in systems-level indirect care roles, such as 
administration.

DNP programs reside in colleges and schools 
of nursing, and they are under the direction of the 
college or school of nursing. Therefore DNP pro-
grams are accredited by either the Accreditation 
Commission for Education in Nursing (ACEN), 
the National League for Nursing Commission for 
Nursing Education Accreditation (NLN CNEA), or 
the Commission on Collegiate Nursing Education 
(CCNE).

DNP programs have several points of entry (e.g., 
postassociate degree, postbaccalaureate degree, post-
master’s degree, nonnursing degree). Individuals enter-
ing DNP programs without a baccalaureate or master’s 
nursing degree may need to complete general educa-
tion courses and nursing bridge courses before begin-
ning DNP course work. Bridge courses are designed 
to allow the student to obtain knowledge and skills 
that were not present in their previous degree pro-
grams. Typically, a student’s transcript is reviewed and 
a specific plan of study is designed for the individual 
to ensure they are prepared for DNP work. Graduates 
from DNP programs are expected to provide the lead-
ership for implementing evidence-based practice and, 
with the appropriate preparation to assume a teaching 
role, could also be prepared as clinical faculty to teach 
in nursing programs. DNP programs require an ad-
ditional 35 to 40 credit hours over the master’s level, 
and the length of time to complete the DNP degree 
depends on the previous academic experiences a stu-
dent brings to the program. A postmaster’s DNP may 
be completed with 2 years of full-time study, whereas 
a BSN to DNP program may require 4 or 5  years of 
full-time study.
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The AACN established The Essentials of Doctoral 
Education for Advanced Nursing Practice in 2006 and 
these standards are used by faculty to guide curricu-
lum development. These essentials include scientific 
underpinnings for practice, organizational and systems 
leadership for quality improvement and systems think-
ing, clinical scholarship and analytical methods for 
evidence-based practice, information systems and tech-
nology and patient-care technology for the improve-
ment and transformation of health care, health care 
policy for advocacy in health care, interprofessional 
collaboration for improving patient and population 
health outcomes, clinical prevention and population 
health for improving the nation’s health, and advanced 
practice (AACN, 2017d).

Academic Progression Models for 
Graduate Education
The IOM (2011) Future of Nursing report set forth rec-
ommendations that nurses should achieve higher levels 
of education through a seamless educational system to 
achieve quality patient care. Academic progression is a 
process used to facilitate individuals obtaining higher 
degrees in a timely manner without duplicating or re-
peating previous course work. For example, common 
examples of academic progression models in colleges 
of nursing are those that facilitate RNs without a BSN 
degree to achieve a graduate nursing degree. Such 
programs allow nurses to more rapidly assume an ad-
vanced practice role. Academic progression models can 
help facilitate RNs who are usually working full time 
while attending school part time to obtain a graduate 
degree. Part-time graduate program offerings allow 
the nurse to remain in the workforce while attending 
school. After graduation the nurses can quickly ad-
vance to new positions in the workforce (NLN, 2012;  
Pellico, Terrill, White, & Rico, 2012).

Academic progression models can also help facili-
tate underrepresented minority students achieving a 
graduate degree, thus preparing a pipeline of under-
represented student populations qualified to assume 
faculty roles in schools of nursing. An example of an 
academic progression program that advances under-
represented ethnic minority students to a doctoral 
degree is a bridge program that partners Winston-
Salem State University and Duke University (Brandon, 
Collins-McNeil, Onsomu, & Powell, 2014).

Articulation Agreements

Another example of an academic model that promotes 
entry into a graduate program for nurses without a 
BSN degree is the use of articulation agreements be-
tween schools offering MSN programs and commu-
nity colleges that offer associate degree programs. 
Sometimes referred to as “bridge” or “transition” pro-
grams, the curriculum of the nursing baccalaureate 
and master’s programs are analyzed to identify what 
content is needed by nurses holding the associate de-
gree to ensure that all BSN and MSN outcomes are 
met. Using this model means that nurses can enter the 
workforce as an advanced practice nurse more quickly 
than if they took the more traditional approach of the 
RN to BSN program and then applied for entry into a 
graduate program to obtain a master’s nursing degree.

An example of academic progression models that 
include partnerships and agreements is the Academic 
Progression in Nursing (APIN) initiative that was 
funded by the Robert Wood Johnson Foundation 
(RWJF) for 4 years. Although the RWJF funding for the 
APIN initiative ended in 2017, the academic models 
created through this initiative continue to serve as 
examples for other schools/colleges. These academic 
progression models are creating innovative educational 
pathways for all nursing degrees to facilitate a more 
rapid transition to advanced practice. With approxi-
mately 133 RN to MSN programs in existence, many 
RNs are opting to bypass the BSN degree, instead pre-
ferring to focus on obtaining a graduate degree creden-
tial (RWJF, 2013; AACN, 2017a). Curriculum designs 
for these programs ensure that essentials for the BSN, 
MSN, and/or DNP are met regardless of whether the 
earlier degrees are conferred. This trend is likely to 
continue in the future and will increasingly be achieved 
through the formation of collaborative efforts and 
partnerships.

Postgraduate Certificate Programs

Graduate certificate programs, also referred to as post-
graduate certificate programs, are available to advanced 
practice nurses who already have a master’s degree or 
a DNP degree and want to add another specialty focus 
to their current practice as an APRN. For example, a 
nurse prepared as a family NP may return to school 
to obtain a postgraduate certificate in psych-mental 
health. This additional education will allow the nurse 
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to sit for certification as a psych-mental health NP and 
then to provide services within the scope of practice 
for both specialties. This approach is especially useful 
for nurses who practice in rural and community set-
tings such as clinics or emergency rooms.

Postgraduate certificates are available in other special-
ties besides advanced practice areas. For example, nurses 
may return to school to obtain postgraduate certificate 
in nursing education, leadership, health care informatics, 
palliative care, or health care ethics, just to cite a few pos-
sibilities, thus enhancing their career options.

Professional standards exist to help guide faculty 
in the curricular design of postgraduate certificate 
programs for NP programs. Faculty who develop cur-
ricula for a postgraduate certificate program for NPs 
prepared in a different specialty use the Criteria for 
Evaluation of Nurse Practitioner Programs (National 
Task Force on Quality Nurse Practitioner Education 
[NTF], 2016) to evaluate the knowledge and skills 
needed for the advanced practice nurse to obtain 
a postgraduate certificate in another NP specialty. 
Typically, this is done using a gap-analysis process, 
which compares the applicant’s previous education and 
work experiences with expected outcomes of another 
specialty. This process supports the rigor of a program 
offering while providing the applicant with credit for 
work already completed.

Academic Progression for Doctoral Programs: BSN 
to PhD and BSN to DNP

A number of academic progression models are being 
developed to specifically facilitate acquisition of a doc-
toral degree earlier in a nurse’s career. Typically, in the 
nursing profession, individuals return to school to seek 
a doctorate after years in practice. Although this work 
experience is beneficial to the individual and to nurs-
ing, nurses can be more effective at advancing the pro-
fession by achieving doctoral degrees earlier in their 
careers. Thus BSN to PhD and BSN to DNP program 
models have developed, and nurses who are relatively 
new to the profession are being encouraged to enter 
these programs earlier in their careers. Some programs 
also offer DNP to PhD certificates or degrees for stu-
dents who wish to combine their practice skills with a 
research focus.

One of the challenges facing nurses who want to ap-
ply to a nursing doctoral program is how to select the 

best program for them. Should they obtain a PhD, which 
would prepare them as a nurse scientist, or should they 
obtain a DNP, which would prepare them to translate 
knowledge into practice? It is important that they con-
sider their career goals and aspirations when selecting 
doctoral programs. Faculty can develop simple tools to 
help applicants know whether a PhD program or DNP 
program is best for the person. An example is the assess-
ment tool used by the University of Nebraska College 
of Nursing, available at https://www.unmc.edu/nursing/
programs/doctor-of-nursing-practice-dnp/doctoral-
programs-in-nursing-dnp-or-phd.html

CURRICULUM DEVELOPMENT FOR 
GRADUATE PROGRAMS

Curriculum development for graduate programs fol-
lows the same process outlined in Chapter 6. Graduate-
level programs build on the mission and philosophy 
of the school of nursing in which the program resides. 
Faculty teaching in graduate programs are responsible 
and accountable for designing, implementing, and 
evaluating the curriculum.

As graduate programs are developed, faculty must 
determine which professional standards are appropri-
ate for incorporation into the curriculum as established 
for a particular specialty. For example, the AACN de-
veloped The Essentials of Master’s Education (AACN, 
2011) and The Essentials of Doctoral Education for 
Advanced Practice (AACN, 2006) that faculty use 
when developing graduate programs. The NLN 
(2012) has established Core Competencies for Nurse 
Educators that are used to guide graduate curriculum 
development for nurse educator programs. NONPF 
(2017) has established core competencies for NP cur-
ricula and the National Task Force on Quality Nurse 
Practitioner Education (NTF, 2016) established crite-
ria for the evaluation of nurse practitioner programs. 
Programs that prepare APRNs are required to provide 
a stipulated number of clinical hours in the students’ 
program and to maintain student/faculty clinical ra-
tios that follow the national guidelines (NTF, 2016). 
A minimum of 500 clinical hours of supervised direct 
patient care are required for master’s level programs; 
for clinical doctorate programs, 1000 clinical hours is 
the current stipulated number. Postgraduate clinical 
doctorate programs can include the supervised direct 
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patient hours completed in their master’s program. 
National certification is available for all NP specialties 
in addition to CNLs, nurse educators, nurse admin-
istrators, and nurse informaticists. National certifica-
tion is required for all APRNs, and it is an expectation 
that the curriculum of graduate programs preparing 
APRNs will design the curriculum in such a way that 
their graduates will be eligible to take the certification 
examination for their specialty area.

Curriculum Design for Graduate Programs
Rapid changes in health care demand that traditional 
curriculum designs for graduate nursing education, 
which have historically been content based, be trans-
formed to meet evolving changes in the health care en-
vironment. Various curriculum designs are emerging 
in response to this need.

Competency- or Outcomes-Based Curriculum 
Design

A key design that needs to be considered in the de-
velopment of graduate programs is the competency 
or outcomes-based curriculum design. A competency 
or outcomes-based curriculum focuses on the knowl-
edge, skills, and attitudes that encompass professional 
nursing practice and begins with agreement from 
stakeholders on the expected outcomes and associ-
ated competencies, and it ends with implementation 
and evaluation of the outcomes. Because this design 
is cyclical, there is no true ending to the process. As 
the health care environment changes and places new 
demands on health care practitioners, outcomes and 
competencies are updated as programs are required to 
adapt to ensure that new competencies are taught and 
evaluated. Sroczynski and Dunphy (2012) identified 
how this model can be used as the foundation for the 
preparation of primary care NPs. They advocate that 
using this design will enable nurse educators to quickly 
adapt curriculum to accommodate the rapid changes 
in health care so that NPs are prepared to provide qual-
ity care for their patients.

Collaborative Curriculum Designs

Collaborative curricular designs can be adapted to 
improve efficiency within schools of nursing that 
offer multiple specialties at the master’s or doctoral 
level. This is especially critical given the shortage of 

nurse faculty that exists today. Collaborative curri-
cula are designed to meet the common needs of learn-
ers across specialties. The faculty of each graduate 
specialty examines their curriculum plans, identi-
fies common outcomes and competencies, and then 
designs a graduate curriculum that shares content, 
as appropriate, across specialties. This can increase 
the efficiency within a school that prepares NPs for 
several specialties. This type of design calls for core 
courses such as pharmacology and health assessment 
to be taught across the specialty programs and then 
population-focused courses to be taught within the 
specialty. This design mandates that faculty critically 
examine the overlaps in content and determine meth-
ods of teaching that promote collaboration among 
nursing faculty while streamlining content that is 
population specific.

Another example of a collaborative curriculum de-
sign is the collaboration of PhD and DNP students 
working together on their final program projects, such 
as dissertation and capstone projects (Eaton, 2017). This 
type of collaboration necessitates faculty within the same 
school/college understand the differences in the two 
types of doctoral program outcomes while also educat-
ing students on how to work together after graduation so 
that knowledge and evidence are synthesized and prac-
tice outcomes are improved.

The Nursing Education Xchange is another exam-
ple of a collaborative model that has been established 
as a national consortium to offer courses for PhD and 
DNP programs. Schools of nursing participate in the 
consortium by contributing online courses and faculty 
to teach them and by making these courses available 
to students in participating schools. As a result of the 
consortium, a greater variety of courses are available 
than any one school might be able to offer its students 
(Eaton, Gordon, & Doorenbos, 2017; Lobo, Hass, 
Clark, & McNeil, 2015).

TEACHING IN GRADUATE 
PROGRAMS

The quality of graduate nursing education programs 
is maintained through the appointment and selection 
of well-qualified faculty. In keeping with NTF (2016) 
guidelines, faculty who teach in APRN specialty prac-
tice graduate programs at the master’s level need to 
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have a master’s degree at a minimum with certification 
in the area in which they teach and remain current in 
their practice.

To teach in DNP or PhD programs, faculty should 
have a doctoral degree and have appropriate experi-
ence within the field in which they teach. Faculty who 
teach in PhD programs should have an active research 
program to mentor PhD students in their development 
as nurse scientists. There must be a critical mass of fac-
ulty in a school of nursing who are active researchers 
to support a PhD program. Faculty must be both ex-
cellent teachers and scholars to effectively guide and 
advise students in their development as researchers. 
As members of the scientific community, faculty dis-
seminate their research findings through publications 
in peer-reviewed journals and presentations at scien-
tific conferences. PhD students learn by participating 
with their faculty in their research and dissemination 
of the findings.

Faculty who are certified as APRNs and teach in 
DNP programs should have an active clinical practice. 
In addition to clinical expertise, faculty teaching in a 
DNP program should have the requisite experience 
to teach the courses for which they are responsible. 
Depending on the curriculum, this can include such 
topics as health policy, epidemiology, complexity sci-
ence, leadership in complex systems, and health care 
technology. Given the nature of the curriculum in 
DNP programs, it is likely that the faculty will be inter-
disciplinary in nature.

Assessing Graduate Student Readiness for 
Progression and Graduation
Teaching in graduate programs is both challenging 
and rewarding. Many issues appear that require fac-
ulty to have skillful conversations about what is best 
for the program and to ensure that students have the 
knowledge and skills necessary for the career they are 
planning.

For example, students enrolled in many PhD pro-
grams are expected to take a qualifying examination 
designed to test the student’s knowledge of a field and 
the critical and analytical skills needed for success as a 
researcher and scholar and to complete a dissertation. 
Although the requirements for both the qualifying 
examination and dissertation vary with institutions, 
it is a common expectation that faculty will serve 

as mentors and advisors to the student. Typically a 
faculty member is assigned the role of major advisor 
to a PhD student and has the responsibility to guide 
the student in course selection, formation of a mi-
nor, and in general serve as a resource as the student 
progresses through the curriculum. Major faculty ad-
visors may chair the qualifying examination commit-
tee, bearing primary responsibility for developing the 
examination according to the school’s policies. The 
major faculty advisor may also chair the dissertation 
committee and guide the student in the selection of 
other dissertation committee members. It is the re-
sponsibility of the qualifying examination and disser-
tation committee members to ensure that the student 
has met the expected competencies and outcomes 
of the PhD program and is ready to graduate. It is 
important that the graduate faculty have collectively 
determined the expected outcomes of the program 
so that evaluating student outcomes can be accom-
plished with some measure of objectivity.

Progression and graduation requirements for stu-
dents enrolled in DNP programs tend to vary based on 
the expected program outcomes. Some programs fol-
low a format similar to the PhD programs and require 
a student to take a comprehensive examination before 
progressing to a scholarly inquiry project. The com-
prehensive examination process may include a written 
examination, a self-reflection synthesis demonstrating 
integration and synthesis of all coursework and prac-
tice activities, and an oral examination. Other DNP 
programs do not require a comprehensive examina-
tion. However, all DNP programs require the student 
to complete a scholarly inquiry project that is most 
likely designed to improve health care delivery or form 
health policy. Some schools recognize the scholarly in-
quiry project as a comprehensive examination that en-
sures competence of DNP students. To date, there has 
been tremendous variation across nursing schools as 
to what the DNP scholarly inquiry project should con-
sist of, even as to what it should be called. It is not in-
tended to be a dissertation similar to the PhD program 
(Carter et al., 2016). In 2015, the AACN Task Force on 
the Implementation of the DNP provided guidelines 
for faculty on developing and disseminating the DNP 
Project. These guidelines should benefit faculty trying 
to differentiate outcomes for PhD and DNP students 
(AACN, 2015).
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Similar to the PhD program, most DNP programs as-
sign a faculty member as a major advisor and designate 
a committee of faculty to mentor and guide the student 
through the program and scholarly inquiry project. 
Practice partners may also be members of the project 
committee. The committee will be responsible for de-
termining whether the student has met the expected 
outcomes for the DNP program.

Whatever processes used by faculty to ensure com-
petence of the DNP student, all processes are designed 
to evaluate the individual student’s achievement of 
the professional standards that faculty have chosen 
to integrate throughout the curriculum. The profes-
sional standard most commonly integrated reflects 
the Essentials of Doctoral Education for Advanced 
Nursing Practice (AACN, 2006) and if preparing NPs, 
the Criteria for the Evaluation of Nurse Practitioner 
Programs (NONPF, 2016; NTF, 2016).

Preparing Faculty to Teach at  
the Graduate Level
Preparing faculty to teach at the graduate level is a 
challenge faced by all schools of nursing. With the cur-
rent shortage of nursing faculty, it is imperative that 
nurses who want to teach are prepared for the role. If 
faculty are hired who do not have educational course 
preparation in their graduate programs, then the 
school of nursing must determine how best to assist 
the new faculty member to gain the necessary skills to 
teach at the graduate level.

Successful teaching at the doctoral level, in par-
ticular, requires a unique skill set. In addition to a 
solid foundation in nursing science, research, and 
scholarship, strong writing and oral skills, and a firm 
grasp on societal, policy, and ethical issues affecting 
their area of scholarly expertise, faculty need to be 
able to impart that knowledge and mentor students 
in the beginning development of their own program 
of research or clinical practice expertise. Developing 
such a relationship with students requires a commit-
ment of time and energy to help students conceptual-
ize their research or clinical projects and implement 
them successfully. It is also important for faculty to 
be skilled in teamwork and negotiation to help them 
participate on dissertation and project committees in 
a manner that is supportive to students and creates 

an environment for objective evaluation of student 
outcomes. Faculty who are new to teaching at the 
graduate level, especially in doctoral education, will 
require mentoring of their own to help them adjust 
to the role.

Not all individuals hired into a faculty role have 
pedagogical course work as part of their graduate pro-
gram to help them prepare for the educator role. To 
be effective educators, faculty must be prepared in the 
science of pedagogy for both classroom and clinical 
teaching. Some schools deal with this issue by requir-
ing that new faculty take courses to prepare them with 
the knowledge and skills necessary to teach using a va-
riety of strategies that promote active engagement of 
students. Effective clinical supervision is another area 
for faculty skills development. Finally, faculty new to 
the teaching role in APRN programs must learn how 
to work effectively with preceptors and understand the 
responsibilities of the student, preceptor, and faculty in 
the precepting relationship. If faculty do not take for-
mal course work in nursing education, it is important 
to establish faculty development programs that pro-
vide new faculty with the skills and knowledge needed 
for success in the teaching role at the graduate level. 
Mentoring by experienced educators is essential to 
promote the success of faculty moving into teaching 
at this level.

Doctoral programs also have an obligation to pre-
pare graduates for faculty positions and the teaching 
component of the faculty role (NLN, 2013, 2017). Udlis 
and Mancuso (2012) found that only approximately 
12% of DNP programs offered any courses that would 
prepare graduates with educator skills. Strategies that 
are incorporated in these programs include credit-
bearing courses such as Preparing Future Faculty, 
requirements for students to participate in seminars 
with content related to the educator role, teaching as-
sistantships, and the use of elective credits for teacher-
preparation courses (Billings, 2014).

Graduate faculty must balance the roles of teach-
ing, practice, scholarship, and service to advance 
their own careers in academia. Experienced doctoral 
faculty are required to mentor and coach younger 
doctoral faculty on how to be successful in all of 
these areas. Faculty teaching in PhD programs must 
be scholars who can mentor and coach younger 
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research scholars in teaching PhD students as well 
as conducting and disseminating their own research 
through grant development and implementation, 
publication in peer-reviewed journals, and presen-
tations at scientific meetings. Faculty teaching in 
DNP programs must be scholars who can mentor 
and coach younger DNP-prepared faculty to teach, 
practice, and develop and implement scholarly proj-
ects and disseminate their scholarly projects through 
publication in peer-reviewed journals and presen-
tations at appropriate meetings. Developing teach-
ing skills and practice skills in faculty who enter 
academia after completing a BSN to DNP or BSN to 
PhD program must be considered when developing 
a program to assist faculty to be successful in aca-
demia. Faculty development needs to ensure success 
in the teaching role vary depending on the individ-
ual requiring individualized plans to help each per-
son be successful (NLN, 2017).

FUTURE TRENDS IN GRADUATE 
EDUCATION

Graduate nursing education is in a state of flux striving 
to respond to changes occurring in the health care en-
vironment. Numerous trends that affect the future of 
graduate education continue to emerge in health care 
and higher education, and faculty make changes to 
program curricula based on these changes. Although 
responses to changes in health care systems are impor-
tant, it is most important for graduate faculty to imple-
ment and evaluate evidence-based curricular changes 
to determine whether the desired program outcomes 
are being achieved.

Continued evidence of the effectiveness of the 
APRN role will be needed to justify the use of APRNs 
in any health care setting. For example, what are the 
differences in practice outcomes in master’s prepared 
APRNs and those prepared with clinical doctorates? 
What is the effect of the APRN on patient outcomes, 
cost of care, and quality of care? Do the Consensus 
Model and the APRN LACE Network truly enable 
APRNs to move easily between states, improve the reg-
ulation of APRNs, achieve consistency in educational 
outcomes, and improve access to care? With the in-
creasing numbers of students entering DNP programs 

and the trend toward group projects, how will faculty 
evaluate the individual’s achievement of DNP program 
outcomes?

Faculty must be willing to make changes in pro-
grams to ensure graduates are prepared to meet the 
health needs of the people they serve. This will in-
volve examining the purpose of all academic pro-
grams, determining the viability of the master’s 
degree program, and using the outcomes of success-
ful progression plans and articulation agreements 
to produce the recommended number of doctorally 
prepared graduates (Carter et al., 2016). Other trends 
evident at this time include the expansion of IPE, use 
of social media, use of digital devices in teaching and 
health care, use of telehealth, integration of technol-
ogy into programs, and integration of collabora-
tion into programs and across disciplines (Beauvais 
et al., 2017; Schmitt, Sims-Giddens, & Booth, 2012). 
Graduate programs will also be affected by national 
and state legislation regarding professional prac-
tice issues across state licensing requirements for 
practice and teaching. Also of concern are changes 
in federal legislation regarding student financial 
aid and federal funding for the support of graduate 
nursing programs and nursing research and require-
ments for offering online programs that enroll out-
of-state students.

The shift from acute care to community-based set-
tings and ambulatory care will influence what types 
of nurses and what level of academic preparation are 
needed. New roles such as health coach, care manager, 
transition care coordinator, information specialist, and 
others still to emerge will require faculty to develop de-
grees and certificates to prepare nurses to meet these 
needs of the health care system. As the length of stay 
in acute care organizations decreases and patients are 
sent home earlier, how do graduate programs change 
to ensure that patients receive the necessary care 
across settings? Although the majority of APRNs cur-
rently are employed in acute care organizations, will 
this change affect how care is delivered across settings 
by APRNs?

The most significant trend that must be addressed 
is the need to develop programs that enable nurses 
to advance to graduate degrees more rapidly. This 
will require that faculty let go of traditional ways of 



178	 UNIT II  CURRICULUM AS A PROCESS

educating students and explore new ways to facilitate 
the preparation of nurses who can manage an ever-
expanding knowledge base to improve care-delivery 
systems and the care delivered to patients.

The developing workforce shortage in academia 
requires faculty to determine how new faculty will be 
developed and prepared to educate graduate students. 
Graduate faculty need to consider how best to ensure 
that newer faculty are prepared to teach in the PhD, 
DNP, or MSN programs while continuing to develop 
their careers as researchers, scholars, and practitioners.

With the shortage of doctorally prepared fac-
ulty, faculty who work in schools with both PhD and 
DNP programs advise both PhD and DNP students. 
This presents a challenge to faculty who may be more 
grounded in research or practice. It is important that 
faculty be prepared for their role as student advisors 
to graduate students, be clear about the differences in 
expectations for students in each program, and sup-
port students in meeting outcomes of their particular 
program.

SUMMARY

This chapter presents an overview of the development 
of graduate programs. Graduate programs in nursing 
have grown and morphed into new approaches to edu-
cating advanced practice nurses in response to changes 
in societal, scientific, and professional forces. Today 
graduate programs exist to prepare nurses as nurse sci-
entists, advanced practice nurses, administrators, edu-
cators, and health policy experts. Graduate curricula 
are changing from a content focus to a competency or 
outcomes focus. A driving force influencing change in 
graduate curricula is the need to collaborate within the 
discipline and across disciplines. An ongoing challenge 
is to include preparation to teach as part of graduate 
education so that graduates of doctoral programs can 
function as nurse educators in addition to developing 
the profession’s knowledge base or translating knowl-
edge into practice. Graduate programs must continue 
to change to meet the needs of health care populations 
and delivery systems. Finally, graduate faculty must 
ask and seek answers to questions about how they are 
changing their programs, their teaching strategies, and 
the ways they measure the effectiveness of the changes 
they are implementing.
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T   he purpose of the curriculum is to create a 
learning environment that presents students with a 
cohesive body of knowledge, attitudes, and skills neces-
sary for professional nursing practice. The curriculum 
is implemented by and for faculty and students through 
learner-centered courses and learning experiences. This 
chapter focuses on designing courses and learning ex-
periences for effective implementation of the teaching–
learning process, whereby students become educated 
for self-development and various nursing roles in society. 
Designing courses and learning experiences cannot be 
accomplished through a casual, hit-or-miss approach; 
instead, they must be thoughtfully and cohesively devel-
oped to provide students with the opportunities neces-
sary to achieve the intended curriculum outcomes.

LEARNER-CENTERED COURSES

There is an increased emphasis on learning and 
learner-centered instruction, shifting the focus in edu-
cation from teacher-centered instruction. In teacher-
centered instruction, teachers direct the delivery of 
content, often through lectures. Teaching-centered in-
struction has an insufficient effect on helping students 
learn (Fink, 2013). Freire (2006) most notably names 
teacher-centered instruction “banking” education, 
whereby students become receptacles for information. 
Historically, schools of nursing have adopted banking 
models of education. This adoption has been largely 
driven by nurse educators’ concerns that students need 
content to be prepared for nursing practice. Students 
do need discipline-specific knowledge to provide safe 
and effective nursing care. However, an overreliance 

on providing content through teacher-centered in-
struction can impede students from integration of the 
professional apprenticeships: knowledge, skilled know-
how, and ethical comportment (Benner, Sutphen, 
Leonard, & Day, 2010, p. 82). Integration requires 
active rather than passive engagement in learning. 
Thus courses with learner-centered designs promote 
“teaching focused on learning” (Weimer, 2013, p. 15). 
Weimer (2013) conveys that learner-centered foci en-
gage students in learning, empower students by giving 
them control over learning, encourage collaboration 
in the classroom, promote reflection on learning, and 
involve skills in “learning instruction” (p. 15).

There are many ways of providing “teaching fo-
cused on learning.” Most importantly, however, 
learner-centered course designs require that teachers 
become familiar with learning theories and instruc-
tional strategies that promote four shifts in thinking as 
outlined by Benner et al. (2010, p. 89):

1.	 Shift from a focus on covering decontextual-
ized knowledge to an emphasis on teaching for a 
sense of salience, situated cognition, and action 
in particular clinical situations.

2.	 Shift from a sharp separation of classroom and 
clinical teaching to integrative teaching in all 
settings.

3.	 Shift from an emphasis on critical thinking to 
an emphasis on clinical reasoning and multiple 
ways of thinking that include critical thinking.

4.	 Shift from an emphasis on socialization and role 
taking to an emphasis on formation (with for-
mation indicating perceptual abilities, abilities 
to use knowledge and skilled-know-how, and a 
way of being and acting in practice [p. 166]).
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COURSE DESIGN PROCESS

Course design follows a sequential process, starting 
with broad program outcomes and ending with spe-
cific lesson plans (Fink, 2013; Wiggins & McTighe, 
2005). Although a sequential process is described here, 
the process is, in fact, iterative and integrative as the 
course design unfolds. Courses may be designed by a 
faculty team or an individual with subject matter ex-
pertise. Instructional designers, a resource often avail-
able at teaching resource centers at many universities, 
are an asset to the course development process.

Predesign
Course design begins with an understanding of the 
learning background and experience of the students 
who will enroll in the course and identifying how the 
course fits within the overall academic program outcomes, 
competencies, and curriculum framework. During the 
predesign stage, faculty also should review any pre-
requisite, concurrent, or other courses if the course 
being developed is a part of a sequence. If the course 
has been taught previously, student course evaluations 
can provide additional insight for course revision and 
development.

Before writing course outcomes, faculty will find 
it essential to do an environmental scan and review 
recommendations from national health care organi-
zations; influential reports with recommendations for 
nursing education; and recommendations from pro-
fessional nursing organizations about essential com-
petencies, concepts, and content related to the course. 
State regulatory and national accrediting agencies may 
also have prescriptive statements about course content 
and credit hour allocation.

Course Objectives, Outcomes, and 
Competencies
Course objectives, outcomes, and competencies are de-
rived from end-of-program (terminal) and program-
level (year or semester) outcomes and indicate what 
students should know, be able to do, and value at the 
end of the course, and how they will be evaluated and 
graded. Although faculty use terms in different ways, 
the term learning outcome (as opposed to the term 
objective) is less restrictive and more appropriate in a 
learner-centered environment. Regardless of the term 

used, these “behavioral indicators” activate the curricu-
lum, direct the choice of learning materials, guide the 
development of learning activities, and communicate 
to students what they are expected to learn and how 
they will be evaluated. Course learning objectives, out-
comes, and competencies therefore must be written at 
appropriate levels to be relevant to clinical practice, to 
be easily understood by students, and to guide evalu-
ation of student attainment of the learning outcomes.

Moving From Course Content to Concepts
Once learning outcomes are written, faculty can make 
decisions about which concepts and content to include 
in the course. Typically, faculty develop and teach 
courses related to their expertise with the content and 
may be inclined to include all that is known about the 
subject. However, they also must design the course to 
fit within the curriculum and the level of practice for 
which the student is being prepared, emphasizing sa-
lient concepts.

To shift the focus of the course from content to 
concepts and prevent overburdening the course with 
content, Kaylor and Strickland (2014) suggest using 
unfolding case studies. Well-designed unfolding case 
studies can integrate concepts and emphasize the rela-
tionships between essential concepts, thus preventing 
content load. Faculty can also distinguish between es-
sential and optional material, emphasize core concepts 
versus details, and include only topics relevant to prac-
tice or common existing problems.

In a concept-based curriculum, the faculty design 
the curriculum by determining the concepts that are 
most linked to patient care or the phenomenon un-
der study, using a concept-analysis approach that is 
organized yet intuitive to students (Giddens, 2017). 
Faculty create a concept-based curriculum through 
carefully selecting and categorizing concepts and 
integrating them across the curriculum. McGrath 
(2015) described how faculty in one school of nursing 
created a concept-based curriculum through analyz-
ing topics and themes in a current curriculum and 
identifying the underlying concepts. For example, 
McGrath described the concepts related to the fun-
damentals of nursing that were organized into the 
strands of nursing science, nursing assessment, and 
clinical practice. As a learning experience, students 
analyzed the concept of movement through studying 
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the science of the musculoskeletal system, conducting 
nursing assessments related to mobility, and imple-
menting nursing care related to patient mobility. This 
concept could be repeated in subsequent years of the 
program with the assumption that in a concept-based 
curriculum, students make conceptual linkages in a 
manner that develops conceptual thinking as they 
progress through the curriculum (Giddens, Wright, 
& Gray, 2012).

Organizing Concepts and Content  
Into Learning Modules
Once core concepts and concept-related content are 
established, the next step is to organize related ma-
terial into learning modules. Learning modules can 
be organized in a variety of ways: using a logical se-
quence from beginning to end (e.g., across the lifespan 
or by topic), following a sequential process (e.g., the 
management process), by complexity (from simple to 
complex or from concrete to abstract), using a body 
systems approach, or in the instance of case-based 
or problem-based learning, by inquiry about a par-
ticular problem. Regardless of how the concepts and 
content are organized, the structure should be evident 
to students, be consistent throughout the course, and 
designed to facilitate achievement of student learning 
outcomes. See Box 10.1 for an example of organizing 
modules for a psychosocial adaptation undergraduate 
course that is focused on a nursing theory.

Designing Lesson Plans
Once the learning modules are organized, faculty can 
design lesson plans within each of the modules. The 
lesson plans should identify the name and purpose 
of the module; related program and course outcomes 
and competencies; learning outcomes for the module; 
assignments and learning experiences; and evalua-
tion strategies. Time commitment must be considered 
when determining lesson plan design, with the time al-
lotted proportional to the significance of the concepts 
and content, the students’ ability to learn the material, 
and the length of the course. The following describes 
general guidelines for each aspect of the example les-
son plan displayed in Box 10.2:

■	 Purpose: Clearly and succinctly describe to stu-
dents what they will learn and the relevance of 
the unit.

■	 Program and course outcomes and competen-
cies: Identify program, level, and course out-
comes and competencies that are most related 
to the lesson. This identification allows stu-
dents to understand the module’s major foci 
and faculty to determine to what extent course 
lesson plans collectively address the program, 
level, and course outcomes and competencies, 
and determine potential gaps in concept and 
content coverage.

■	 Lesson outcomes: Delineate for students what 
they will be able to demonstrate at the end of the 
lesson. When writing lesson outcomes, faculty 
should consider what students will most need 
to learn for “real-world” nursing practice. This 
will help faculty focus on concepts and content 
that are considered the most essential elements 
students need to learn for entry into nursing 
practice.

■	 Assignments: Describe assignments so that stu-
dents clearly understand expectations for learn-
ing experiences. All assignments are to be listed 
in the course syllabus. Be as specific as possible 
and elaborate as needed on the assignments in 
class sessions or in online forums. It is important 
that assignments are developed in ways that are 
consistent with course, program, and lesson out-
comes. This consistency promotes coherency of 
the modules in the course and ease of learning 

B O X   1 0 .1
EXAMPLES OF MODULE IN 

A PSYCHOSOCIAL ADAPTATION 
UNDERGRADUATE COURSE

LEARNING MODULE 1: ROY ADAPTATION MODEL 
AND MIDDLE RANGE THEORIES

■	 Principles of Nursing Models and Theories
■	 Principles of Middle Range Theories
■	 Roy Adaptation Model
■	 Middle Range Theories from Roy Adaptation Model

Developed from Roy, C. (2014). Generating middle range theory: 
From evidence to practice. New York, NY: Springer Publishing 
Company. With courtesy of Winona State University’s 
Department of Nursing.
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for students. As much as possible, assignments 
should involve active learning strategies (see 
Chapter 16).

■	 Evaluation strategies: Students need to be in-
formed of how faculty will measure learning and 
what strategies or rubrics they will use to do so. 
It is important to link the evaluation strategies 
to achievement of the lesson outcomes to ensure 
consistency and coherency of course delivery.

Integration of the Course Design Process
The predesign of the course, including the objec-
tives, outcomes and competencies, course concepts 
and content, lesson plans, and teaching, learning, and 
evaluation strategies will make the most impact on 
student learning if faculty take steps to ensure these 
various components of the course design process are 
integrated. Fink (2013) describes an integrated course 
design as one in which four course components—

situational factors, learning goals, feedback and as-
sessment, and teaching and learning activities—are 
relational rather than linear. In other words, the 
components must “speak” to one another. The mod-
ule example in Box 10.2 provides an example of this 
integration, the topic of the unit through the evalua-
tion strategies are interconnected. For instance, the 
Examination #1 evaluation strategy about the Roy 
Adaptation Model and Middle Range Theories can be 
traced through every other aspect of the lesson plan, 
which provides students with an integrated and holis-
tic learning experience.

Selecting Learning Materials and Resources
Faculty who are designing courses have a responsibil-
ity for choosing the course learning materials. When 
choosing learning materials, faculty should consider 
how these materials align with learning outcomes, 
fit with the course design, mirror faculty philosophy 

B O X   1 0 . 2
EXAMPLE LESSON PLAN FROM AN UNDERGRADUATE PSYCHOSOCIAL  

ADAPTATION COURSE

MODULE 1: ROY ADAPTATION MODEL AND 
MIDDLE RANGE THEORIES
PURPOSE: Learn about the Roy Adaptation Model and 
Roy’s Middle Range Theories as a foundation for under-
standing psychosocial adaptation.
Selected Program Outcome Related to the Lesson

■	 Excellent Provider of Care: Provides safe, compassion-
ate, person-centered, relationship-centered, evidenced-
based, and respectful care to individuals, families, and 
populations across the lifespan and continuum of care.

Selected Course Outcome Related to the Lesson
■	 Excellent Provider of Care: Analyze adaptive responses 

and coping strategies in the context of life events.

Outcomes Related to This Lesson
■	 Describe the difference between grand and middle 

range theories.
■	 Describe examples of using the Roy Adaptation 

Model in clinical practice.
■	 Explain Roy’s middle range theory development process.

Assignments Before Class
■	 Read Chapter  1 in Roy’s Generating Middle Range 

Theory: From Evidence to Practice.

■	 Read through the Roy Adaptation Model website.
■	 Write a one-page narrative (story) about one of 

your clinical experiences where you experienced one 
of the adaptive modes from the Roy Adaptation 
Model. At the end of the story, in one sentence, 
describe your thoughts about what psychosocial 
adaptation means to you in relation to learning 
nursing practice.

Learning Experiences in Class
We will share our narratives in small groups, with each 
group briefly reporting to the class what they learned 
about psychosocial adaptation in the context of the Roy 
Adaptation Model and its middle range theories.

Evaluation Strategies
■	 Narrative Analysis and Synthesis Rubric
■	 Discussion Post: Delineating Differences between the 

Roy Adaptation Model and its middle range theories
■	 Examination #1:

■	 Be prepared to identify Roy Adaptation Model ele-
ments within clinical situations.

■	 Be prepared to identify how Roy developed the 
middle range theories.

Lesson plan format courtesy of Steve Yelon, Michigan State University and Winona State University’s Department of Nursing.
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regarding teaching and learning, and support students’ 
learning needs. Ensuring easy access to materials, pro-
viding rationale for selected readings, giving directions 
about how and when to use materials, and explaining 
how the materials relate to course concepts and meth-
ods of evaluation are all ways to use materials to sup-
port students’ learning needs.

In addition, faculty need to consider the best use of 
prepackaged resources offered by textbook companies 
and other publishers through critiquing them, just as they 
would do when adopting a textbook. Creating a rubric 
with criteria to evaluate such resources can help faculty 
conduct a good assessment of the utility of the materi-
als for a course within the curriculum. Rubrics or other 
mechanisms of evaluating resources ensure prepackaged 
resources intentionally contribute to the learning goals 
in the course and are linked to the overall curriculum. 
Asking students to purchase and use prepackaged ma-
terials without a critical examination of them may be 
costly and result in poor learning outcomes.

It is also important for faculty to consider use of e-
books. E-books are becoming increasingly available. 
Compared with print copies, e-books offer a number 
of advantages, such as lower costs, availability, accessi-
bility on personal digital assistants in clinical settings, 
portability, and ability to search quickly for content 
(Abell & Garrett-Wright, 2014). Abell and Garrett-
Wright indicate faculty need both education and time 
to adapt to using e-books, but the growth of e-books 
necessitates that faculty prepare for use of these elec-
tronic resources.

To promote judicious use of materials and re-
sources, faculty can develop custom-designed course 
packs. Faculty may find that course packs with read-
ings that include web-based resources, selected chap-
ters from various textbooks, and journal articles that 
are pertinent to the course better facilitate learning. 
Faculty can create course packs for print production or 
use e-reserve systems at the library.

Regardless of how faculty go about selecting re-
sources and materials, they can easily employ learner-
centered approaches to select course materials. Weimer 
(2013), for example, suggests providing students with 
a selection of various textbooks that faculty have de-
termined are appropriate for the course. Students can 
then use a textbook rating rubric to choose one of the 
preselected textbooks for use in the course.

DESIGNING LEARNING 
EXPERIENCES

Successful implementation of course designs requires 
careful construction of student-centered learning ex-
periences within courses. Well-designed learning ex-
periences can provide students with the opportunity to 
develop higher-order thinking and clinical decision-
making skills and helps them synthesize content and 
concepts in classroom and clinical practice settings 
(Benner et  al., 2010). Examples of learning experi-
ences include participating in simulations, using case 
studies, completing writing assignments such as jour-
naling, analyzing narratives of patients’ experiences, 
developing concept maps, engaging in discussions or 
debates, and using computer-mediated activities and 
resources such as computer-assisted instruction and 
the internet (see Chapter 16 for detailed examples).

Learning experiences can be designed for use by 
individual students, pairs of students, or groups of 
students. The learning experiences can be required as-
signments or optional, supplemental, or remedial activ-
ities and can take place in class or online, in the clinical 
setting, or be assigned as part of class preparation. The 
learning experiences should be reflected in the sylla-
bus and be related to the achievement of the identified 
course outcomes. Faculty should also ensure that they 
are designing learning experiences that facilitate stu-
dent progression across the curriculum, enabling stu-
dents to grow professionally and acquire the expected 
skills and competencies.

The learning experiences within lesson plans should 
be congruent with program, level, course, and lesson 
outcomes and competencies, and provide information 
about how students will be evaluated. For example, the 
lesson plan in Box 10.2 states the purpose of the lesson. 
The purpose is linked to related program and course 
outcomes. Identifying lesson outcomes helps students 
specifically understand what they will be able to do 
upon completion of the learning experience to achieve 
the lesson’s purpose and meet course and program 
outcomes and competencies. The learning experiences 
or assignments reflect how students will achieve the 
expected competencies and meet the purpose and out-
comes. The evaluation strategies describe to students 
how their learning will be measured and feedback 
about their performance provided to them.
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In addition, it is important that faculty plan and 
organize class time so that students enjoy and benefit 
from a variety of learning experiences. Variety helps 
prevent faculty and students from becoming bored 
and makes it more likely that faculty can accommodate 
different learning style preferences. Regardless of the 
learning experiences, faculty should consider the three 
major principles when designing learning experiences:

1.	 Use of structured or unstructured learning 
experiences

2.	 Use of active, passive, or both passive and active 
learning strategies

3.	 Use of the learning domains (cognitive, affective, 
and psychomotor)

These principles are outlined in more detail in the 
following sections.

Structured and Unstructured Learning 
Experiences
When designing learning experiences, it is important 
to consider when to use structured or unstructured 
experiences. Structured learning experiences are fre-
quently used and are important for fostering students’ 
cognitive skills (i.e., critical thinking) and propensity 
for inquiry (Pascarella & Blaich, 2013). Unstructured 
learning experiences are designed to allow students to 
acquire knowledge and skill with much less specific di-
rection from faculty. Although unstructured learning 
experiences may be used at the undergraduate level, 
they are more likely to be used in honors or honors 
option courses, independent study courses, and cap-
stone courses. Faculty may also allow students to use 
unstructured learning experiences for bonus credit.

Structured Learning Experiences

A structured learning experience consists of a clear, 
concise description of the purposes, outcomes, and 
competencies related to the experience and the content 
and processes to be used while engaged in the experi-
ence. Specific directions are provided to learners, out-
lining a logical sequence that indicates the steps to be 
followed, the time for the experience, and the method 
to be used to report its completion.

A well-structured learning experience allows stu-
dents to function with independence and creativity 
while working to achieve desired learning outcomes. 

For example, when assigning students a text, article, or 
other form of media to study, providing specific sug-
gestions directly related to the desired outcomes assists 
students in focusing on the essential concepts. Faculty 
may choose any one of several methods for students 
to share the results of their learning experiences. For 
example, students may be asked to do the following:

1.	 Complete an answer sheet that will be evaluated 
by peers, faculty, or both.

2.	 Write a general or specific summary report that 
addresses the concept, content, or processes and 
submit it to faculty.

3.	 Present a report to the class.
4.	 Discuss the experience with another student or 

small group of students.
5.	 Initiate a small group or class discussion of the 

major points, issues, or problems that arise dur-
ing their work.

These examples can be used separately or in com-
bination with each other. Faculty may also choose to 
allow the student to select the preferred method of 
sharing.

Unstructured Learning Experiences

Unstructured learning experiences are derived from 
Bruner’s discovery learning (Bruner, 1977) and in 
recent times have been called inquiry-based learning 
(Lehtinen & Viiri, 2017). Discovery learning is be-
lieved to do the following:

1.	 Promote a disposition toward inquiry.
2.	 Promote independent thinking and enhanced 

problem solving.
3.	 Stimulate student motivation and interest.
4.	 Improve knowledge retention.
5.	 Facilitate transfer of learning by stimulating the 

student to seek and find relationships between 
information and the situation at hand.

In an unstructured learning experience, students 
may be given an assignment in which they apply their 
previous and current knowledge, skills, and experi-
ences either to a specific faculty-designated situation or 
to a situation of their choice that fits a general profile 
described by faculty. The situation may be an actual 
event in the practice setting or an event that is depicted 
through simulation, case study, or a form of media. For 
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example, a learning outcome in a community health 
nursing course may be for students to become familiar 
with the kinds of activities and interactions that occur 
during a community meeting. Students would be di-
rected to attend a community-based meeting of their 
choosing as a participant–observer. The meeting could 
be a support group for a particular health problem, a 
meeting of constituents with their legislator, a town 
board meeting, or a neighborhood association meeting. 
Students could be given the option of describing their 
experience verbally in class or at a clinical conference or 
by writing about it in a journal. A major limitation as-
sociated with discovery learning is the need for students 
to adapt to self-directed learning that is student centered 
rather than teacher centered (Hains & Smith, 2012).

Passive and Active Learning
In designing courses and learning experiences, it is 
important to take into consideration theories that ex-
plain the learning process. Many of these theories are 
behaviorally, cognitively, or socially based (Andrade, 
2013) and include, but are not limited to, construc-
tivism, brain-based learning, experiential learning, 
and adult learning. Other learning theories are situ-
ated in phenomenology and postmodernism, among 
other philosophical origins. Common to each of these 
theories is the idea that learning may be a passive or 
an active process. Students typically experience both 
types of learning throughout their educational career. 
See Chapter 14 for an in-depth discussion of learning 
theories.

Passive Learning

Passive learning occurs when students use their senses 
to take in information from a lecture, reading assign-
ment, or some form of audiovisual media. Passive 
learning provides faculty with the opportunity to 
present a great deal of information within a short pe-
riod, and they can select and prepare in advance lec-
ture notes, handouts, and audiovisual media. Faculty 
usually feel comfortable with these teaching methods 
because they can present the information in a con-
trolled environment. For a faculty member who is new 
or one who is teaching new content for the first time, 
the instructional strategies used in passive learning 
may enable him or her to feel more comfortable in the 
teaching situation.

Because many students have been socialized to pas-
sive learning, they often prefer this approach. Important 
concepts and content are identified for students in a con-
crete manner that helps them organize the material in a 
meaningful way. With passive learning, students tend to 
have lower anxiety levels and feel secure in their belief  
that listening to a lecture, reading the assignments and 
handouts, taking notes, and copying information from 
audiovisual media will provide them with all or most 
of the information they need to be successful in the 
course.

However, there are disadvantages to passive learn-
ing activities. Passive learning activities may leave fac-
ulty with little opportunity to understand how well 
students are learning the content. Unless designed 
otherwise, the time used for presentation of the con-
tent may leave little time for questions, clarification, or 
discussion. Students may not feel comfortable letting 
faculty know that they do not understand key points 
or relationships; furthermore, they may be reluctant to 
ask questions in class to clarify their misunderstand-
ings. In addition, students may be unable to articulate 
what it is they do not know or understand.

Listening to a presentation, taking notes, and copy-
ing from printed media require little cognitive effort 
from students and no consistent use of higher-level 
cognitive skills. Even reading activities, although im-
portant, do not provide students with opportunities 
to apply the concepts about which they are reading. 
Although many students may prefer passive learning, 
over time, passive learning experiences tend to become 
tedious.

Active Learning

Active learning involves helping learners actively pro-
cess incoming information (Svinicki & McKeachie, 
2014). The benefits of active learning (Price & 
Nelson, 2014; Stevenson & Gordon, 2014) include 
(1) increased attentiveness to and greater interest in 
learning, (2) desire to use multiple ways of learning 
with greater assimilation of learning, (3) increased 
retention and deeper understanding of course ma-
terial, (4) increased critical thinking and problem-
solving skills, (5) enhanced teamwork skills, and (6) 
greater sense of accomplishment in learning.

It may not be possible to determine whether stu-
dents are actively involved in learning, because their 
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responses to a learning activity may be reticent. 
Reticence does not necessarily mean students are not 
learning, but there are active learning activities that 
can make it easier for faculty to assess the degree of 
active learning. For example, team-based learning, in 
which small groups of students work together inde-
pendently within large classes, allows teachers to ob-
serve students’ preparation for class by assessing the 
extent to which they are effectively collaborating on 
the learning tasks in class (Thompson et al., 2015).

Virtual worlds, which include using computer-
mediated avatars (personal graphic representations), 
allow teachers to observe how students learn through 
interacting with others (De Gagne, Oh, Kang, 
Vorderstrasse, & Johnson, 2013). As one example, if 
an avatar-nursing student is providing nursing care 
in a homeless shelter, the teacher can assess how the 
student is actively interacting with avatar-clients to ad-
dress health care problems.

“Flipped” classrooms are another active learning 
strategy that promotes a teacher’s understanding of 
student engagement in learning. The use of flipped 
classrooms and other active learning strategies are dis-
cussed further in Chapter 16.

There can be some disadvantages associated with 
active learning. Faculty need to be aware of content 
areas and concept relationships that usually pose dif-
ficulty for students.

The shift to active learning paradigms may be 
stressful for faculty, particularly when trying these 
approaches with large groups of students. Faculty 
may also have concerns about receiving less favorable 
evaluations of instruction. It is important for faculty to 
receive support from administration and their peers if 
active learning strategies are to be successfully incor-
porated into teaching practice.

DOMAINS OF LEARNING AND 
LEARNING EXPERIENCES

Historically, faculty use Bloom’s taxonomy (Anderson 
& Krathwohl, 2001; Bloom, 1956) to address the cog-
nitive, psychomotor, and affective domains of learn-
ing and identify the level at which students need 
to demonstrate competencies that lead to achieve-
ment of expected learning outcomes. These domains 

mirror the knowledge, attitudes, and skills that nurs-
ing students need to practice safely and effectively. 
Figs.  10.1, 10.2, and 10.3 illustrate the categories 
of each domain. Each domain is hierarchical, with 
learning presented in ascending order of complex-
ity. When designing learning experiences to fit the 
appropriate domain level, faculty need to identify 
the domains best suited to the learning experiences. 
Faculty also need to write clear and measurable 
learning outcomes using action verbs to express the 
desired domain behavior. Action verbs help faculty 
communicate to students’ expectations for achieve-
ment of outcomes. What follows is a description 
of each domain with examples of action verbs and 
learning outcomes with the verbs and an example 
learning experience within each domain.

Cognitive Domain
The emphasis in the cognitive domain of learning is on 
knowledge. From a nursing perspective it is important 

Remembering

Understanding

Applying

Analyzing

Evaluating

Creating

Fig. 10.1  ■  Cognitive domain.

Naturalization

Articulation

Precision

Manipulation

Imitation

Fig. 10.2  ■  Psychomotor domain.
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to emphasize the highly complex aspects of this do-
main. Example action verbs are as follows:

■	 Remembering: Define, list, label, select, lo-
cate, match

■	 Understanding: Explain, describe, interpret, sum-
marize, predict

■	 Applying: Solve, apply, use, calculate, relate, 
change

■	 Analyzing: Compare, classify, differentiate
■	 Evaluating: Reframe, critique, support, assess
■	 Creating: Design, compose, create, formulate, 

develop

The following examples of learning outcomes in a 
nursing leadership and management course demon-
strate how the cognitive domain can be used to depict 
varying levels of complexity:

1.	 Identify leadership and management theories ap-
plicable in an acute care setting. (Remembering)

2.	 Describe conflict resolution strategies to promote 
teamwork in an acute care setting. (Understanding)

3.	 Compare the role of a nurse manager in an acute 
care setting with the role of a nurse manager in a 
long-term care facility. (Analyzing)

An example written for a community health nurs-
ing clinical learning experience illustrates a learning 
outcome in the cognitive domain with a correspond-
ing learning experience.

Learning outcome: Apply principles of population 
health to fall prevention in a community-based 
setting for older adults.

Learning experience: In preparation for your 
first community-based clinical experience in a 

respite center for older adults, read at least two 
evidence-based articles about fall prevention 
scales designed to assess fall risk in older adults, 
and be prepared to discuss clinical settings where 
they are most applicable for assessing fall risk 
among older adults. Following your first clinical 
experience, briefly journal about how your ob-
servation of the older adults in the respite center 
setting changed your view of the use of fall preven-
tion scales in this setting and for this population. 
Be prepared to share your views in postclinical 
conference and discuss alterations needed in fall-
risk assessments based on clinical settings. Discuss 
the possible meanings of the alterations to respite 
staff, the older adults, and their families.

This learning experience requires that students be-
come knowledgeable about fall prevention scales for 
use in older adults before they enter the respite cen-
ter. They will use this knowledge to differentiate use 
of fall scales in hospitals verses community settings 
and to formulate ways to conduct fall-risk assess-
ments in various settings. The affective domain is an 
interdependent domain in this experience because it 
facilitates valuing what their knowledge of fall-risk as-
sessment in a community verses a hospital setting can 
mean to preventing falls in the nonhospitalized older 
adult population.

Affective Domain
The affective domain of learning encompasses attitudes, 
beliefs, values, feelings, and emotions. The aspects of this 
domain are organized along a continuum of stages of 
internalization that reflect changes in personal growth, 
moving from an external to an internal locus of control 
(Krathwohl, Bloom, & Masia, 1964). Faculty often find 
this domain the most difficult to incorporate into learn-
ing and the most challenging to assess. Example action 
verbs are as follows:

■	 Receiving: Ask, choose, select, locate
■	 Responding: Discuss, perform, recite, read, help
■	 Valuing: Differentiate, form, justify, report, share
■	 Organizing: Alter, arrange, formulate, order, 

synthesize
■	 Characterizing: Consistent, revise, judgment, change 

behavior, reorder priority

Receiving

Responding

Valuing

Internalizing the Values Concept

Conceptualizing and Organizing

Fig. 10.3  ■  Affective domain.



190	 UNIT II  CURRICULUM AS A PROCESS

The following examples of learning outcomes in a 
health assessment course demonstrate how the affec-
tive domain can be used to illustrate the acquisition of 
professional values, attitudes, and so on:

1.	 Choose appropriate professional communica-
tion skills when interviewing a client. (Receiving)

2.	 Justify the need for applying cultural compe-
tence skills when conducting health assess-
ments. (Valuing)

3.	 Revise assessment approaches based on the 
uniqueness the person in their environment. 
(Characterizing)

An example written for a community health nurs-
ing course illustrates a learning outcome in the affec-
tive domain with a corresponding learning experience.

Learning outcome: Arranges for patients and fam-
ilies to participate in decisions about self-care 
practices in the management of chronic illness.

Learning experience: Before class read the assigned 
article about a patient newly diagnosed with 
diabetes. The patient describes the importance 
of learning to care for his diabetes from fam-
ily members who also have diabetes. Focus on 
what the patient values most in learning from his 
family members about how to manage his self-
care. In your small learning groups discuss how 
you might respond to the knowledge the patient 
has gained from his family and how to use this 
knowledge to design an individualized patient ed-
ucation plan for self-management of his diabetes.

Because this learning experience focuses on patient 
values and the students’ responses to these values, it 
addresses the affective domain of learning. The cog-
nitive domain is the interdependent domain because 
students need to be knowledgeable about diabetes 
management to design a patient education plan that 
discerns which aspects of the patient’s knowledge 
gained from his family are therapeutic and which indi-
cate further education is necessary.

Psychomotor Domain
The psychomotor domain of learning addresses the 
development of manual or physical competencies and 
is the domain that faculty use most often in develop-
ing nursing skills and competencies related to clinical 

practice. Students initially learn skills through imita-
tion and manipulation, and with repetition eventually 
internalize the skills. Internalization of skills may not 
occur until students gain experience as licensed nurses 
where the repetition eventually requires little con-
scious thought. Example action verbs are as follows:

■	 Imitation: Repeat, imitate, follow, show
■	 Manipulation: Move, manipulate, assemble, display
■	 Precision: Consistent, precise, demonstrate
■	 Articulation: Adapt, alter, change, connect, display
■	 Naturalization: Create, revise, vary, alter

The following examples of learning outcomes in 
a medical–surgical nursing course demonstrate how 
the psychomotor domain promotes skill competency 
development:

1.	 Assemble the supplies needed to safely and 
aseptically change intravenous tubing for a given 
patient following demonstration by a nurse pre-
ceptor. (Manipulation)

2.	 Demonstrate safe technique in the insertion of a 
Foley catheter on assigned patients. (Precision)

3.	 Adapt psychomotor skills to provide patient-
centered care based on patient needs. (Articulation)

The following example of a simulated learning expe-
rience illustrates a learning outcome in the psychomo-
tor domain with a corresponding learning experience.

Learning outcome: Demonstrate administration of 
an intravenous (IV) infusion.

Learning experience: Before demonstrating the 
administration of IV fluids in a simulated learn-
ing scenario, review the steps involved in IV fluid 
administration. During a simulated patient-care 
scenario, demonstrate administering a primary 
maintenance IV solution, including attaching 
the primary fluid tubing, inserting the IV tubing 
into the IV pump, setting the appropriate rate of 
fluid administration, and assessing the IV site. Be 
prepared to discuss possible complications of IV 
fluid administration.

Although this learning activity is designed to focus 
primarily on skill development in the psychomotor do-
main, the cognitive learning domain is an interdependent 
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domain because students need to use knowledge about 
proper administration of IV fluids, complications of ad-
ministration, and an understanding of an IV site assess-
ment. The affective domain is also an interdependent 
domain because students need to value answering patient 
questions about an IV infusion.

EVALUATING COURSES AND 
LEARNING EXPERIENCES

Designing courses and learning experiences requires 
faculty to determine how they will evaluate student 
learning and calculate and assign grades. Where pos-
sible, it is desirable for students to be able to choose 
among several options with regard to how their work 
will be evaluated and graded. Students deserve to be 
informed about when they will be evaluated and the 
purpose of the evaluation.

Evaluation of teaching and learning is a continuous 
process. Two common types of evaluation are forma-
tive and summative evaluation. These types of evalua-
tion are briefly described in this chapter and are further 
discussed in Chapter 23. Another type of evaluation, 
also described later in this chapter, is the prior learn-
ing assessment (PLA). This type of evaluation is often 
used as an approach to grant credit for prior learning 
to facilitate postsecondary degree completion.

Formative Evaluation
Formative evaluation is conducted while the teaching–
learning process is unfolding. Faculty use formative 
evaluation to (1) appraise learning experiences while 
they are developing and using them, (2) assess student 
learning and ability to apply the content, and (3) iden-
tify any difficulties that occur during implementation 
of the learning experience.

Students use formative evaluation to (1) appraise 
the effectiveness of their learning strategies; (2) deter-
mine the extent to which they are grasping the knowl-
edge, skills, and attitudes presented in the course; (3) 
identify the need for additional clarification of the ma-
terial; and (4) recognize the need for further study.

Clearly differentiating between learning and evalu-
ation and allocating specific time for each purpose is 
essential.

Collecting systematic verbal and written feedback 
about their learning from students at regular intervals 

is an integral and essential component of the teaching–
learning process and can easily and effectively occur 
during class time. These data enable faculty to moni-
tor student progress and design appropriate strategies 
to improve student achievement. One means by which 
to engage in formative evaluation and monitor student 
progress is through the use of classroom assessment 
techniques.

Classroom Assessment Techniques

Classroom assessment techniques (CATs) are informal 
evaluation tools and procedures used to assess student 
learning. They involve immediate, continuous interac-
tion between the student and teacher to validate, clar-
ify, and facilitate learning. CATs can be used to assess 
students’ attitudes and knowledge about course con-
cepts, study habits, or even reactions to teaching strat-
egies used in particular courses. Angelo and Cross’s 
(1993) classic work describing various CATs remains 
a relevant resource for faculty seeking ideas about 
how to successfully integrate CATs into their teaching 
practice. Angelo and Cross’s three phases of develop-
ing and using CATs are planning, implementing, and 
responding.

Planning Phase. During the planning phase, the 
teacher selects a particular class or learning experience 
in which to implement the CAT. The teacher needs to 
clearly identify the goal of the CAT and the desired 
information to be gained and select a CAT that is the 
best fit for assessing the goal. To effectively use a CAT, 
the teacher should focus on assessing one specific goal. 
For example, the teacher may want to gather feedback 
regarding students’ unanswered questions about the 
concepts being discussed or the most confusing aspect 
of the lesson being taught.

Implementation Phase. The CAT may be imple-
mented before, during, or after a class or learning 
experience. The class content can be taught, with ad-
ministration of the CAT following, or the CAT can be 
administered first to set the stage for the rest of the 
classroom discussion. The timing of the administra-
tion of the CAT depends on the goal of the classroom 
assessment and the particular content of the learning 
experience. After implementing the CAT, the teacher 
must examine and organize the results of the CAT 
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into a meaningful framework that will help inform 
how the teacher can most effectively use the informa-
tion obtained.

Responding Phase. The responding phase involves 
reporting the results of the CAT to the students and 
represents the final step in the administration of a 
CAT. The feedback is interpreted, organized, and pre-
sented in a manner that will enhance student learning. 
To maximize benefit to students’ learning, the teacher 
should present results of the CAT to the students as 
soon as they are available. The less time it takes stu-
dents to receive results, the greater the effect on stu-
dent learning outcomes.

The last activity in the responding phase is reflec-
tion (Angelo & Cross, 1993). The teacher evaluates the 
use of the CAT. Did the CAT accomplish the goal es-
tablished during the first phase? Did implementation 
of the CAT occur as planned? Did the outcome of the 
CAT enhance student learning? How did the students 
respond to the use of the CAT? What did the teacher 
think about the use of the CAT? Answering these ques-

tions and others posed by the teacher completes the 
three phases of using a CAT. However, reflection about 
the experience usually stimulates further action. Use 
of another CAT, repeated use of the same CAT at a 
later date, redesign of a learning experience, and even 
course revision are some of the future actions that may 
result from the evaluation. See Box 10.3 for an example 
of a CAT.

Summative Evaluation
Summative evaluation is conducted by faculty to measure 
student outcome achievement and course and program 
effectiveness. Faculty use summative evaluation at speci-
fied points in time throughout students’ course of study 
for the purpose of determining whether students have 
met expected outcomes. For example, midterm exami-
nations in a course or an end-of-program portfolio of 
learning are forms of summative evaluation.

It is important for faculty to align summative forms 
of evaluation with program and course outcomes and 
the culmination of lesson outcomes. It is also impor-
tant to construct summative evaluation measures so 
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EXAMPLE OF A CLASSROOM ASSESSMENT TECHNIQUE: MINUTE PAPER

Description: An efficient way to collect written information 
about student learning. The teacher asks students to write 
responses to questions such as “What was the most impor-
tant thing you learned in this class?” or “What important 
question remains unanswered?”

Purpose: Provides the teacher with a way to assess to 
what extent students are learning and facilitates any needed 
adjustments in instruction.

Goals:
Students can:
■	 Develop an ability to synthesize and integrate infor-

mation and ideas.
■	 Learn to think holistically, seeing the whole rather 

than just the parts.
■	 Develop increased abilities to concentrate and listen.
■	 Improve study skills and habits.
■	 Learn important concepts and theories.
Exemplar: A faculty who is instructing students about 

family theories understands that students often struggle to 
differentiate the various theories. To facilitate their learning, 

she provides students with group work in which they apply 
the family theories to “real life” de-identified cases. At the 
end of the class session, she asks students to post on a web 
discussion forum what remaining questions they have about 
the family theories. After reviewing the posted responses, she 
identifies where confusion still exists about the differences 
between some of the theories. To facilitate student learning, 
she develops a one-page handout summarizing the salient 
points of each theory and provides additional examples ap-
plying each theory in practice. She reviews the handout with 
students during the next class. The students respond favor-
ably to the handout and perform well on the subsequent 
examination.

Caution: Although the Minute Paper is a very effective 
classroom assessment technique (CAT), if this technique is 
overused or poorly used, students may not take the CAT 
seriously. Therefore it is important to prepare questions 
that will effectively obtain adequate information to assess 
student learning.

Note: A teacher implemented the Exemplar in a nursing classroom. The remaining aspects of this example are derived from Angelo and 
Cross (1993), pp. 148–153.
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that they describe for students areas of focus in mea-
suring their learning.

There is great utility in linking program, course, 
and lesson outcomes to summative evaluation strat-
egies. However, faculty efforts in using summative 
evaluation to measure learning do not stop there. 
Faculty can also use the results of summative evalua-
tion methods to determine the effectiveness of learn-
ing experiences used during courses. Moss (2013) 
indicates research about summative evaluation prac-
tices conveys that “an accurate and valid description 
of student achievement is essential to quality and 
meaningful learning” (p. 251) and further suggests 
that although teachers report high levels of compe-
tence in summative evaluation, they often use “id-
iosyncratic methods” when interpreting summative 
evaluation results (p. 252). These methods can lessen 
the rigor of summative evaluation, leading to lowering 
standards for achievement. Moss advocates for faculty 
to collaborate with one another in the use of summa-
tive evaluation methods and their results and to par-
ticipate in faculty development to develop expertise in 
summative evaluation. Such competence can enhance 
the accuracy of summative evaluation methods and 
promote effective use of evaluation results.

Once faculty have developed summative evaluation 
strategies that are aligned with expected student out-
comes and engaged in a process to ensure rigor of the 
methods they use, they need to use summative evalua-
tion results to facilitate planning appropriate revisions 
to the learning experiences. See Box  10.4 for a case 
study example of how using summative evaluation 
data can lead to changes in teaching strategies.

Regardless of the summative evaluation strategy 
faculty use, it is imperative that they work together to 
examine the results of the evaluation, use an evidence 
base to adjust learning experiences, and evaluate im-
plementation of new summative evaluation strategies. 
These efforts can help ensure effective use of summa-
tive evaluation methods.

Prior Learning Assessment
A prior learning assessment (PLA) “the process 
by which an individual’s experiential learning 
is assessed and evaluated for purposes of grant-
ing college credit, certification, or advanced 
standing toward further education or training”  

(Klein-Collins & Hudson, 2017, p.2). PLAs origi-
nated in 1974 through the American Council on 
Education’s College Credit Recommendation Service 
to help adults obtain college credit for courses and 
examinations completed outside of traditional de-
gree programs (American Council on Education, 
2017). The need for PLAs increased based on the 
recognition of historically high college enrollment 
rates yet unacceptably low college completion 
rates (National Commission on Higher Education 
Attainment, 2013). Subsequently, the PLA has be-
come an important method for assessing learning 
and assigning credit for learning that has occurred 
not only in courses and through examinations, but 
also in the workplace, military, and through self-
guided study (Klein-Collins & Hudson, 2017).

There are many approaches to assessing prior learn-
ing, such as portfolios documenting prior learning ex-
periences, challenge and standardized examinations, 
and corporate and military training evaluations To 
ensure appropriate assessment of prior learning, The 
Center for Adult and Experiential Learning (2017) 
provides Ten Standards for Assessing Learning (para 1) 
that should be used in determining whether to grant 
credit for prior learning (Box 10.5).

B O X   1 0 . 4
CASE STUDY: USING SUMMATIVE 
EVALUATION DATA TO CHANGE 

TEACHING STRATEGIES

Faculty in one school of nursing were concerned that 
pharmacology examination scores and National Council 
Licensure Examination preparation assessments were 
lower than desired. They noted students experienced 
difficulty demonstrating expected competencies in med-
ication administration in the clinical setting. Their evalu-
ation of the examination scores and the students’ clinical 
performance indicated a need for an evidence-based 
learning experience that integrated the skills, knowledge, 
and attitudes related to medication administration. 
Faculty reviewed the literature on strategies for teaching 
pharmacology and determined that objective structured 
clinical examination (OSCE) could be effective in im-
proving students’ pharmacology competencies. The fac-
ulty designed and implemented a pharmacology OSCE 
scenario. Initial findings from this experience suggested 
an increase in pharmacology examination scores and im-
proved clinical performance in medication management.
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DEVELOPING THE COURSE 
SYLLABUS

A course syllabus is required of all academic courses, 
including those taught on campus or through the use 
of technology (online, videoconference, etc.). The 
course components and learning experiences should be 
clearly and succinctly described in the course syllabus. 
A well-developed syllabus serves as a contract between 
faculty and students and as a student guide to achiev-
ing learning outcomes. It is expected that students will 
receive the syllabus on or before the first day of class 
so that they will have a clear understanding of course 
requirements before the class begins. The syllabus also 
explains how learning will be assessed, evaluated, and 
graded. Equally important, the syllabus sets the tone for 
the course by introducing the faculty and the faculty’s 
philosophy, university, school, and course policies and 
norms for attendance and behavior to be demonstrated 
during the course; as such, it should be written with a 
learner-centered focus. Harnish et al. (2011) describe 
six characteristics for developing a “warm” or welcom-
ing syllabus (Table  10.1). The syllabus for a learner-
centered course also explains the roles of the faculty 
and students in the teaching–learning process and con-
veys the attitudes and behaviors that will promote ac-
tive and effective learning.

A full course syllabus includes essential information 
about the course, course implementation, university 
and school policies, and norms for expected behaviors. 
The various components of a full course syllabus are 
described in the following sections (Box 10.6).

Faculty should be knowledgeable about which 
components of the syllabus they have the autonomy 
to change and which they do not. For example, the 
course title, description, allotted credit hours, pre-
requisites and corequisites, grading scales, and 
course objectives (outcomes) are all determined by 
the program or institution and cannot be modified 
without obtaining the appropriate program and in-
stitution level approvals. Course assignments and 
evaluation strategies may often be changed by the 
faculty responsible for teaching the course. Faculty 
should familiarize themselves with the policies of 
their program before modifying any existing course 
syllabi.

An abbreviated form of the syllabus may be devel-
oped as required by the institution or program and 
contains basic information about course requirements 
such as course name, credit hours, description, and 
objectives (outcomes). Some schools publish the ab-
breviated syllabus on the website and offer full course 
information in electronic or print format at the begin-
ning of the course.
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TEN STANDARDS FOR ASSESSING LEARNING

	 1.	 Credit or competencies are awarded only for evidence 
of learning, not for experience or time spent.

	 2.	 Assessment is integral to learning because it leads to 
and enables future learning.

	 3.	 Assessment is based on criteria for outcomes that are 
clearly articulated and shared among constituencies.

	 4.	 The determination of credit awards and competence 
levels are made by appropriate subject matter and cre-
dentialing experts.

	 5.	 Assessment advances the broader purpose of equity 
and access for diverse individuals and groups.

	 6.	 Institutions proactively provide guidance and sup-
port for learners’ full engagement in the assessment 
process.

	 7.	 Assessment policies and procedures are the re-
sult of inclusive deliberation and are shared with all 
constituencies.

	 8.	 Fees charged for assessment are based on the ser-
vices performed in the process rather than the credit 
awarded.

	 9.	 All practitioners involved in the assessment process 
pursue and receive adequate training and continu-
ing professional development for the functions they 
perform.

10.	 Assessment programs are regularly monitored, evalu-
ated and revised to respond to institutional and learner 
needs.

From The Council for Adult and Experiential Learning. (2017). Ten standards for assessing learning. Retrieved from https://www.cael.org/
ten-standards-for-assessing-learning
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TA B L E   1 0 .1
Six Characteristics of a Warm Syllabus

Characteristic Description

Positive or Friendly Language Helps students feel comfortable and welcome.
Example: Office Hours—“Individual assistance is always available by appointment.”

Rationale for Assignments Motivates students by clarifying how assignments relate to course objectives and their learning.
Example: Assignment—“The worksheet questions for this course are designed to help you develop 

your clinical reasoning skills about nursing practice.”

Self-Disclosure Provides students with awareness of a teacher’s interpersonal style.
Example: Learning Resources—“We all need help with learning new knowledge at some point in 

our lives. This list of learning resources will support your learning in this course.”

Enthusiasm Increases students’ active learning and a teacher’s effectiveness.
Example: Course Topical Outline—“Think for a moment about the positive impact of research and 

how evidence-based nursing practice has changed lives and contributed to health and well-being.”

Compassion Acknowledges unexpected events and life circumstances.
Example: Attendance—“Attendance is expected. However, please contact me if you have an 

unforeseen event such as a death in the family or illness.”

Humor Increases students’ active learning and a teacher’s effectiveness.
Example: Teaching Philosophy—“Please beware the use of cartoons is common in this course, and are 

designed to stimulate your attention to the course content.”

From Harnish R. J., McElwee R. O., Slattery J. M., Frantz S., Haney M. R., Shore C. M., & Penley J. (2011). Creating a foundation for a warm 
classroom climate: Best practices in syllabus tone. Observer, 24(January).

B O X   1 0 . 6
EXAMPLE OF A FULL SYLLABUS FOR AN UNDERGRADUATE NURSING COURSE

NURSING 340 EXPLORING VALUES AND EXPANDING 
ROLES
Class Sessions: Online
Credit Hours: 3
Catalog Course Description
This course focuses on the integration of professional prac-
tice experiences to expand nursing knowledge, skills, and 
attitudes to advance the profession.

Course Outcomes
1.	 Determine attributes that contribute to professional 

identity.
2.	 Apply the ANA’s Essentials of Nursing Practice Package 

to clinical practice.
3.	 Discuss collaborative health care environments.
4.	 Examine evidence-based practice in professional nurs-

ing practice.
5.	 Explore advanced roles in nursing practice.

Prerequisites: English 103
I.	 Brief Topical Outline. Professional identity

■	 Knowing myself
■	 The culture of nursing
■	 Valuing diversity

II.	 ANA’s Essentials of Nursing Practice
■	 Scope and Standards of Practice
■	 Code of Ethics
■	 Social Policy Statement

III.	Collaborative Healthcare Environments
■	 Interprofessional practice
■	 Team-based care
■	 Quality and safety in health care

IV.	Evidence-Based Practice
■	 Evidence-based practice in nursing
■	 Evidence-based practice models
■	 Barriers to evidence-based practice

V.	 Advanced Practice Roles
■	 Graduate degrees in nursing
■	 Advanced practice nursing roles
■	 Systems level thinking

Course Faculty
Names and ranks, contact information, office hours with 
provision for “arranged” office hours to accommodate stu-
dent schedules

Faculty Philosophy of Teaching and Learning
Faculty in this course believe in active learning and the de-
velopment of professional nursing values inclusive of and 

Continued on following page
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Course Information
The following course information should be included 
in the syllabus: title, description, credit hours, pre-
requisites, corequisites, outcomes, teaching–learning 
strategies, learning experiences, topical outline, 
policies and procedures, assessment and evaluation 
strategies, and the grading plan and scale. In addi-
tion, faculty should list all course meeting dates. If 
the course meets in varied locations throughout the 
semester or through the use of technology, such as 
online at synchronous or asynchronous times, it is 
imperative to indicate this information at the outset. 
Because the syllabus is an implied contract between 
the student and faculty, all involved must plan to ad-
here to the syllabus as written and distributed. 

Any changes to the course syllabus after the syllabus 
has been shared with the students and the course is 
underway should be made only in rare instances and 
as needed to enable the students to meet the learning 
outcomes set forth in the syllabus.

Information About the Faculty’s 
Philosophy of Teaching and Learning
Faculty should include basic information such as 
name, rank, office hours, general availability, and con-
tact information, with the preferred way of contact-
ing faculty. Faculty should also note the hours of their 
availability inside and outside of scheduled class time. 
If providing phone contact information, it is appropri-
ate for faculty to delineate when students are welcome 

beyond those you have acquired to date. They also believe 
in democratic learning where students and teachers partner 
in meeting learning outcomes.

Teaching and Learning Strategies
You will learn through assigned readings, online learning 
groups, case studies, presentations, and written assignments.

Course Materials, Resource, “s” Required Texts
All required and optional texts and other learning resources 
should be listed on syllabus.
Evaluation
Learning Experiences and Corresponding Assessments and 
Grading:

Classroom Assessments

Professional Online Participation 30%
Personal Nursing Philosophy Paper 20%
Quality and Safety Education for Nurses 

Activity
20%

Evidence-Based Practice Paper 20%
Advanced Practice Roles Quiz 10%

Total 100%

Course Grading Scale
Once your final percentage is calculated, the final course 
grade will be based on the following scale:

A = 94–100 C = 80–84
AB = 92–93 CD = 78–79

B = 87–91 D = 74–77
BC = 85–86 F = 73 and below

Policies
Assignments
Extensions on assignments may be arranged by contacting 
the course instructor before the deadline. If an extension is 
not requested, a penalty for late assignments may be ap-
plied as outlined in the student handbook.

Formatting and Submission Guidelines. APA format is re-
quired for all papers. Please refer to the APA Manual (6th 
edition). In addition, papers will be submitted via an antip-
lagiarism software package.

Attendance/Online Discussion. The course week runs: 
MONDAY 8 a.m. – MONDAY 8 a.m. Online attendance 
occurs through discussion. Anticipate posting a minimum 
of 2 to 3 times each week. Each week the instructor will 
provide guidelines whereby students answer questions or 
make an Initial Forum Post. This post should address all 
parts of the questions and ideally is supported through a 
citation from the weekly reading, assignments, or outside 
source found.

Accommodations for Students With Disabilities
Students with disabilities should contact the Academic 
Resource Center to establish reasonable accommodations.

Courtesy Jennifer Hedrick Erickson, Viterbo University School of Nursing’s Baccalaureate Completion Program.
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EXAMPLE OF A FULL SYLLABUS FOR AN UNDERGRADUATE NURSING COURSE (Continued)
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to contact faculty and for what reasons. Faculty can 
also provide a short description of their philosophy of 
the teaching and learning process to help students un-
derstand how they view the roles and responsibilities 
of the teacher and learner.

Course Materials and Resources
In this section faculty can provide information about 
required and supplemental readings such as textbooks, 
journal readings, and other relevant course resources. 
A bibliography and listing of course-relevant websites 
may also be included.

Course Requirements
A section of the full syllabus should include course 
requirements, including information about class at-
tendance and participation, assigned and optional 
learning experiences, clinical assignments, examina-
tions, and written work. Faculty also should specify 
the consequences of not meeting course requirements 
and whether there are options for completing late or 
missed requirements, particularly in courses with clin-
ical experiences.

Course Grading Policies
In the full syllabus, faculty can provide detailed in-
formation about the course grading scale, assign-
ments, and how they will be graded. The use of rubrics 
facilitate clarity about the criteria that will be used 
to grade assignments. Students should also be made 
aware of the percentage of the overall course grade 
each assignment represents. Faculty should provide 
due dates for assignments and tests, procedures for test 
makeup, information on the use of optional graded 
assignments, and procedures for late papers and proj-
ects, and they should inform students when results 
from tests and papers will be available.

Study and Technology Assistance
If the campus or school provides resources to assist 
students with study and writing skills, this information 
can be noted in the syllabus. Faculty can also make sug-
gestions for how students can learn the course material 
and how students can form their own study groups. 
For courses with reliance on the use of technology to 
achieve the expected student learning outcomes, the 
syllabus should also include a section on technology 

requirements to successfully complete the course and 
how to access technology support. Students enrolled 
in online courses should also be instructed in how to 
obtain all institution and program student support ser-
vices made available to students enrolled on campus.

Course, School, and Institution Policies
Each school of nursing and institution has its own 
set of policies with specified consequences related to 
codes of conduct, academic honesty, incivility, crimi-
nal acts, student privacy, and resources for students 
with disabilities or special needs. Information about 
required criminal background checks and substance 
testing should also be provided as pertinent to the pro-
gram and course. Information regarding program and 
institutional policies can be provided in the syllabus 
with links to appropriate institution or school websites.

Course Norms
Course norms are guidelines for behavior in the 
classroom. Course norms can be written to describe 
expectations for individual and group participation 
and active learning within the class, when the use of 
computers and cell phones is acceptable, how to han-
dle arriving late or leaving early, and how to prevent 
and manage other annoying or uncivil behavior (see 
Chapter 15). At the beginning of each course, faculty 
should spend time in dialogue with students, explain-
ing and answering questions, soliciting input from 
the students, and modifying the syllabus as appropri-
ate. Clark (2013) notes that clarifying expectations at 
the outset of the course helps promote desired class-
room behavior. Faculty can ask students to commit 
to the behaviors specified in the syllabus in writing; 
in online courses, faculty can ask students to send 
an email or post in the discussion forum indicating 
their agreement with the document. Faculty can also 
engage in dialogue with students to gain insight into 
the students’ own expectations about the behavior of 
their faculty and peers. The syllabus then becomes a 
learning contract that can be reviewed and referred to 
throughout the course.

EVALUATION OF COURSE DESIGN

Once the course and syllabus are sufficiently devel-
oped—and before their use with students—faculty 
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can request internal and external review from peers 
and other curriculum experts. Teaching colleagues 
can review the syllabus for content accuracy, com-
pleteness, fit with the curriculum, and compliance 
with program and institutional policies. For addi-
tional and external review, faculty can consult cur-
riculum and course design experts at the campus 
teaching center, if available, or faculty content ex-
perts from other disciplines. Ultimately, the course 
syllabus represents the expected learning outcomes 
of the course and is the document that is submitted 
to the course review process as designated by the 
school of nursing and the college.

CONSTRAINTS TO COURSE DESIGN 
AND LEARNING EXPERIENCES

Constraints to designing courses and learning experi-
ences may arise from faculty, students, time, and re-
sources. Although it may not be possible to eliminate 
all constraints, by making a careful assessment of each 
source of constraint during the planning phases, fac-
ulty will be able to avoid many pitfalls. Faculty can 
gain an appreciation of the benefits and limitations of 
the course design and learning experience after imple-
menting them, reflecting on how students responded, 
and assessing how the experience contributed to learn-
ing. Taking time to debrief after course delivery helps 
faculty decide whether to repeat, revise, or delete the 
activity. Table 10.2 presents a summary of the sources 
of constraint in selecting and implementing learning 
activities.

Faculty Constraints
Some constraints in designing courses and learning 
experiences arise from faculty. A faculty member’s 
lack of teaching experience in an academic setting or 
in teaching students at the course level assigned may 
have an effect on course design. Faculty are more likely 
to design courses and select appropriate learning ex-
periences when they have a reasonable understanding 
of the cognitive abilities, knowledge base, and life ex-
periences of their intended learners. Overestimating 
or underestimating the abilities and experiences of 
students can undermine the intended value of the 
designed learning experience and affect the students’ 
ability to engage in the course work.

Novice faculty—and even experienced faculty 
who are teaching a new course—may not possess an 
adequate command of the content and processes re-
quired by the course and learning experiences. As a 
result, they may not be comfortable in responding to 
student questions, problems, or issues that may arise 
during the course. Students may raise questions and 
issues that faculty may not consider as being related 
to the course or bring forth perspectives not antici-
pated by the faculty. Consulting with faculty who have 
previously taught the course or who have had experi-
ence teaching the same level of students can provide 
valuable input to consider when designing the course 
and learning experiences. Because courses and learn-
ing experiences are learner centered, faculty must be 
prepared to be flexible and deal with any ambiguity 
that may arise and take advantage of the opportu-
nity to learn from students as they process the course 

TA B L E   1 0 . 2
Sources of Constraint in Choosing and 

Implementing Learning Activities

Source Constraint

Faculty ■	 Faculty–student ratio
■	 Lack of experience
■	 Lack of knowledge of course content
■	 Lack of understanding of students’ 

knowledge and skills
■	 Personal attributes
■	 Personality
■	 Vocal qualities

Students ■	 Distractions
■	 Inability to use equipment and 

technology
■	 Lack of prerequisite knowledge and skills
■	 Resistance to active participation
■	 Stress and anxiety
■	 Student–faculty ratio too large

Time ■	 Inadequate for activity
■	 Inadequate for debriefing

Resources ■	 Copyright restrictions
■	 Inadequate clinical or classroom 

facilities
■	 Inadequate funds
■	 Unavailable audiovisual equipment
■	 Unavailable electronic technology
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experience. Feedback from students about the differ-
ent ways they interpreted the course design and learn-
ing experiences can be used as points of discussion and 
thus expand the course and the learning experiences.

Demands on students outside the classroom can 
complicate and put constraints on faculty. Retaining 
standards and rigor, while providing appropriate aca-
demic expectations for students with numerous job 
and family demands, makes teaching a challenge and 
can have major implications for pedagogy. Learner-
centered pedagogies can mitigate challenges teachers 
face from students who experience demands outside 
the classroom.

Weimer (2013) suggests giving students more con-
trol over learning through redistributing the power. 
Power redistribution can occur in four areas where 
teachers typically make most of the decisions about 
student learning: course activities and assignments, 
course policies, course content, and evaluation of 
learning (Weimer, 2013). Weimer suggests that op-
tions for power redistribution include providing 
students with assignment options rather than pre-
scribing assignments, using cooperative learning to 
establish classroom policies (e.g., rules for participa-
tion), providing choices about topics and readings 
to cover, and involving students in course design 
through coconstructing syllabi. Redistributing power 
promotes inclusiveness, responds to students’ needs, 
and accounts for diversity in the classrooms and 
clinical settings. However, Weimer emphasizes that 
it does not mean abrogating legitimate instructional 
responsibility, such as grading and other assessment 
requirements.

Faculty may have personal attributes that interfere 
with their ability to establish a climate that engages 
student interest in learning. Having a soft or a poor-
quality voice, talking too fast or too slow, or speaking 
in a monotone may make it difficult for students 
to pay attention to and follow verbal presentations. 
Faculty with reserved or shy personalities or those 
with a matter-of-fact orientation may be perceived by 
students as distant, aloof, or uncaring. Personal habits 
that faculty may be unaware of may also be distract-
ing for students and interfere with their ability to fully 
focus on the learning experience. Although students 
may be reluctant to share some of their perceptions 
about faculty’s personal attributes, inviting a colleague 

to attend a class can provide helpful input that can be 
used to improve classroom performance.

Student Constraints
Student constraints may be a result of the number of 
students enrolled in a course. Large numbers of stu-
dents in a course may affect the faculty’s ability to get 
to know students personally, address various learning 
styles, and ensure students have a comparable learn-
ing experience. The student/faculty ratio may make 
a particular course or learning experience labor- and 
time-intensive.

Students may lack some of the prerequisite knowl-
edge and skills required for a course or learning 
experience, knowledge and skills that faculty reason-
ably anticipated the students would possess. There 
are usually some students, regardless of the clarity of 
the activity and the directions, who do not grasp the 
course content or the goal of a learning experience. 
Distractions such as uncomfortable classroom tem-
perature and mechanical noise in the classroom en-
vironment may also interfere with learning activities. 
Students working in groups may also create enough 
noise to interfere with the learning of students who 
prefer a quiet environment to concentrate.

Resistance to participation in learning experiences 
is another constraining force. Students socialized to a 
passive learning model may be resistant to engaging in 
learning experiences that require active participation. 
Students may perceive learning experiences as a form 
of busywork that has little or no meaning for them and 
not accept them as meaningful experiences.

Students may not have the skill or experience in us-
ing the resources, equipment, or electronic technology 
required for a learning experience.

Faculty should carefully assess the possible stu-
dent constraints to learning each time they teach the 
course. Student constraints are variable and likely to 
be different each time the course is taught with a new 
group of learners.

Time Constraints
Time is an all too common constraint in teaching. 
Faculty must carefully weigh the trade-off between 
faculty-centered and learner-centered learning experi-
ences when determining how to use class time most ef-
fectively. For all courses and learning experiences, faculty 
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must prioritize and then select the outcomes or compe-
tencies and the related content and processes. Faculty 
must also assess the complexity of the course and learn-
ing experiences to ensure that they can be accomplished 
given the ability of the students and the allotted time.

For courses and learning experiences to be mean-
ingful and worthwhile, adequate time needs to be al-
lowed for both students and faculty to actively plan 
and participate in the course and its learning experi-
ences. Time should also be allowed for debriefing af-
ter the completion of the learning experiences within 
courses. Although the need to debrief depends on the 
nature of the learning, debriefing is an important part 
of learning, and it has several benefits for both students 
and faculty. It extends the learning process as students 
share what they did with their peers, it enables faculty 
to gain a more comprehensive perspective of the kinds 
of thinking processes students use, and it provides an 
opportunity for students to identify issues that came up 
during the learning experience. Faculty can use this in-
formation as the basis for further discussion of issues 
and problems relevant to the student’s immediate learn-
ing situation. Information gleaned from students about 
their difficulties with the directions, elements, or focus 
of the experience itself is useful to faculty when deciding 
whether to retain, revise, or discard the experience.

Resource Constraints
Resources may be another source of constraint. The 
resources used to support courses and learning experi-
ences include clinical facilities, learning resource centers, 
physical examination rooms, classrooms, instructional 
supplies and equipment, print materials, audiovisual 
equipment, computer-assisted instructional programs, 
and a variety of information technologies. The use of a 
particular learning experience or type of experience, for 
example, may not be possible because of a lack of the ap-
propriate resources needed to implement the experience.

Information technology, email, and other electronic 
messaging and conferencing systems are useful tools that 
can be used as a vehicle for designing courses and learn-
ing experiences. Although faculty may inform students 
in advance of the course that skill and experience in us-
ing technology are required, students may report that 
they are too busy to allocate the time to acquire the nec-
essary training on their own time. In addition to time, 
money may also be a barrier. Faculty who teach courses 

that incorporate the use of technology need to consider 
how students will be oriented to the technology so that 
their learning experiences are not negatively affected.

SUMMARY

Designing courses and learning experiences is an in-
tentional, systematically planned effort. It requires at-
tention to several important issues. Faculty must design 
courses with learning experiences that foster students’ 
active engagement in their own learning. Within this 
context, faculty must use learner-centered approaches 
to teaching in course design as a mechanism to bridge 
general curriculum outcomes to specific nursing con-
cepts and content with associated learning experiences 
that effectively prepares the student for nursing prac-
tice. Faculty must also understand the importance of 
assessing student learning through the use of forma-
tive and summative evaluation methods. Creating the 
course syllabus is an equally critical faculty skill that 
allows faculty to engage with students in welcoming 
ways that will facilitate student learning. How teachers 
design courses and learning experiences and address 
any possible constraints to the teaching–learning pro-
cess significantly affects student learning outcomes.

Reflecting on the Evidence

1.	 Review an existing course for its congruence 
with the four “shifts in thinking” (Benner, 
2010). How can the course be modified to re-
flect these shifts?

2.	 Examine a course for how it promotes inte-
gration among the course elements. Are the 
course elements all related to one another?

3.	 Analyze the learning experiences within a 
course. Are the experiences active or passive, 
structured or unstructured? What domains of 
learning do the experiences address?

4.	 Compare and contrast formative and summa-
tive evaluation. Cite an example of when it is 
appropriate to use each type of evaluation in 
the teaching/learning process.

5.	 Examine a course syllabus. Are the essential com-
ponents of a syllabus present? Would you de-
scribe the syllabus as “warm” or “cool” in tone?
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H  ealth care delivery and design have always 
been influenced by societal, political, and economic 
trends. Whether it was the use of occupational thera-
pists and nurses during the polio epidemic working 
with patients to regain optimal functioning; nurses, 
physicians, and pharmacists working with GIs who 
contracted illnesses on foreign soil; or nurses and 
physician assistants working as a team collectively 
managing a cluster of patients with chronic illness, 
the influence of societal events cannot be extricated 
from how care is delivered. Today, as the health care 
system configuration continues to be debated, pro-
viders are once again challenged to meet the needs 
of their patients and families using newly designed 
and more efficient systems. Cox and Naylor (2015) 
warned that to train competent health care practitio-
ners, health profession educators and system admin-
istrators need to be cognizant of the rapid changes in 
health care redesigns. Concomitantly, with the con-
cerns regarding current health care delivery systems, 
there is a renewed consciousness that care delivered 
by an interprofessional team is more likely to result in 
better patient outcomes. Nurses are integral members 
of the health care team. The Institute of Healthcare 
Improvement (IHI, 2007) concurs, noting that nurses 
are key members in high-functioning teams, and that 
nurses have the greatest chance of improving the pa-
tient experience, improving patient outcomes, and af-
fecting the costs of health care delivery.

This chapter addresses the influence of interpro-
fessional education (IPE) and collaborative practice 
(CP) on health care delivery and more specifically 
its effect on nursing curriculum. Because the defini-

tion of IPE and CP as defined by the World Health 
Organization (WHO, 2010) has not changed, for the 
purpose of this chapter, IPE will continue to be de-
fined as occurring “when students from two or more 
professions learn about, from, and with each other to 
enable effective collaboration and improve health” 
and CP as when “multiple health workers from dif-
ferent professional backgrounds work together with 
patients, families, care providers and communities to 
deliver the highest quality of care” (p. 7). Finally, this 
chapter describes approaches in which nursing fac-
ulty can provide IPE and CP experiences in the class-
room, clinical, simulation, and community learning 
environments.

GOING BACK TO THE FUTURE: 
A HISTORICAL PERSPECTIVE

The call to promote more team-based education in the 
US health professions is not new. In fact, Educating for 
the Health Team, a 1972 Institute of Medicine (IOM, 
1972) conference, convened health care providers 
from diverse health profession backgrounds to explore 
ways to teach health care practitioners how to engage 
in teamwork. More than two decades later, the Pew 
Health Professions Commission outlined the need 
to require interdisciplinary competence in all health 
professionals (O’Neil, 1998). Subsequently the IOM 
(1999, 2001, 2003) published white papers that recom-
mended that educators and practice develop interdis-
ciplinary team approaches to care and warned that the 
effect would be great if silos remained the status quo 
among health care professionals. The WHO report of 
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2010 supported the symbioses of health and education 
systems to coordinate health workforce strategies that 
would support the integration of IPE and CP.

But despite these warnings, health care education 
and practice continued to dabble in IPE, and in fact, 
many early IPE experiences included the use of solo 
professions role playing other members of the health 
care team. What has been learned from the past about 
the reality of IPE and CP education is that students 
who graduated from well-intended, well-accredited 
institutions were not prepared to practice team-based 
care because they were taught in an “old” health care 
system that did not offer opportunities to practice 
teamwork skills or shared decision making (Speakman 
& Arenson, 2015). It was not until several later reports, 
in particular the 2011 Interprofessional Education 
Collaborative Expert Panel (IPEC) competencies 
(updated in 2016), and health profession education 
accreditation associations requiring IPE and CP learn-
ing outcomes that educators and clinicians could begin 
to conceptualize and then actualize how IPE and CP 
could be achieved. This marks the resurgence of the 
IPE and CP movement.

Fig.  11.1 illustrates the updated 2016 core compe-
tencies and subcompetencies that can be integrated 

throughout the prelicensure learning continuum and 
the professional practice settings (IPEC, 2016, pp. 9–10).

But what could be achieved if IPE and/or CP 
preparation existed for teachers and clinicians who 
mentored and preceptored students? The dichotomy 
is that clinicians who have the responsibility for 
teaching students how to practice in interprofessional 
teams may lack training themselves in teamwork and 
effective communication techniques. The reality in 
today’s health care is that effective interprofessional 
collaboration requires active participation from all 
disciplines involved in the care of the individual and/
or their family.

Because students learn from what they are exposed 
to in their education, students who do not have the op-
portunity to engage in a team-based approach to care 
delivery as learners will likely not practice a team ap-
proach to care as practitioners. Nursing education is 
not immune to this issue. Nursing needs to prepare stu-
dents to work in interprofessional teams to be prepared 
to meet the demands for safe, high quality, patient-
centered care (IOM, 2011). This can only be achieved 
by developing a curriculum that has interprofessional 
classroom, simulation, and collaborative practice clini-
cal and community-based learning opportunities.

NATIONAL STANDARDS FOR 
INTERPROFESSIONAL EDUCATION 
AND COLLABORATIVE PRACTICE

As previously noted, health care leaders and profes-
sional organizations have now begun to embrace the 
concept of IPE and CP as a core strategy to improving 
the quality of patient care outcomes. However, wide-
spread integration of IPE and CP in health professions 
curricula remains limited by perceived and actual bar-
riers at the institutional, program, faculty, and student 
levels. In addition, questions remain related to the in-
frastructure required to develop, implement, evaluate, 
and sustain effective IPE and CP in health professions 
programs. For example, what faculty competencies 
and development programs are necessary so that fac-
ulty are ready to deliver interprofessional classroom, 
simulation, and laboratory, clinical, and community 
learning experiences? Is teaching productivity and 
workload affected by faculty participation in IPE 
and CP? Does engaging in IPE and CP affect faculty 
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satisfaction? To ensure that the promise of IPE and CP 
education is realized for the benefit of patients, it is 
important that effective strategies for addressing and 
overcoming perceived barriers are identified and best 
practices disseminated.

As previously described the IPEC (2011, 2016) es-
tablished core competencies of IPE and CP. Box 11.1 
illustrates the updated IPEC model and lists the four 
core competencies: values and ethics, roles and re-
sponsibilities, interprofessional communication, and 
team and teamwork.

It is intended that the core competencies serve as a 
framework that can be integrated into the curricula of 
health professions programs. The core competencies 
are crucial to the success in health care team settings, 
and nurses can best use these skills to lead or engage 
other members of the health care team (Speakman, 
Tagliareni, Sherburne, & Sicks, 2016).

Faculty can design and implement learning ex-
periences to facilitate acquisition of the knowledge, 
skills, and attitudes represented in the competen-
cies. Recently published IPE and CP literature sup-
ports developing more robust learning experiences 
to foster student development in being able to per-
form in high-functioning teams in the clinical envi-
ronment. Ketcherside, Rhodes, Powelson, Cox, and 
Parker (2017) noted that the next phase in IPE and 

CP education should include opportunities for nurs-
ing students to demonstrate acquisition of interpro-
fessional behaviors and competencies. A subsequent 
study conducted by Coleman, McLean, Williams, and 
Hasan (2017) found that students’ ability to work in 
teams had an effect on students’ perceptions of their 
team skills, and patients’ perception of care improved. 
Finally, the IPEC core competencies can be used to 
frame the IPE/CP evaluation plan by examining how 
and if students are able to master the competencies 
at the conclusion of the IPE/CP programming. The 
following sections elaborate on the IPEC core com-
petencies of values and ethics, roles and responsibili-
ties, interprofessional communication, and team and 
teamwork.

Values and Ethics
Interprofessional values and related ethics are 
an important new part of crafting a professional 
identity, one that is both professional and 
interprofessional in nature.

IPEC (2011, p. 17)

Professional values and ethical behavior have al-
ways been tenets of nursing practice and major con-
cepts integrated throughout nursing curricula. This 
is true of all health profession programs. Because 

B O X   11 .1
IPEC CORE COMPETENCIES FOR INTERPROFESSIONAL COLLABORATIVE PRACTICE

Values and Ethics
Roles and 
Responsibilities

Interprofessional
Communication Team and Teamwork

Work with 
individuals of 
other professions 
to maintain a 
climate of mutual 
respect and 
shared values.

Use the knowledge 
of one’s own role 
and those of other 
professions to 
appropriately assess 
and address the 
health care needs 
of the patients and 
to promote and 
advance the health of 
populations.

Communicate with patients, 
families, communities, and 
other health professionals 
in a responsive and 
responsible manner that 
supports a team approach 
to promotion and the 
maintenance of health 
and the prevention and 
treatment of disease.

Apply relationship-building 
values and the principles 
of team dynamics to 
perform effectively in 
different team roles 
to plan, deliver, and 
evaluate patient/
population–centered care 
and population health 
programs and policies 
that are safe, timely, 
efficient, effective, and 
equitable.

Interprofessional Education Collaborative Expert Panel (IPEC). (2016). Core competencies for interprofessional collaborative practice: Update. 
Retrieved from https://www.ipecollaborative.org/resources.html
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values and ethics are so integral to health profession 
curricula, there are many opportunities in academic 
programs to create interprofessional learning experi-
ences for students that focus on developing profes-
sional values and ethics and exploring the concepts of 
mutual respect and trust in interprofessional teams. 
Team-based learning, values clarification, case stud-
ies, reflective thought, interprofessional grand rounds 
with debriefing opportunities, and simulations are ex-
amples of teaching and learning strategies that can be 
effective in facilitating student learning.

IPE and CP community experiences also offer stu-
dents many opportunities to examine their personal 
ethos and develop a team value framework. Unlike the 
inpatient clinical environment, the community setting 
is less physically and emotionally prescriptive. How 
one chooses to live and care for themselves or another, 
and how well the community is able to meet the needs 
of an individual, can challenge a student’s belief system 
and ethos. Providing students with team-based CP 
experiences in diverse community settings promotes 
the student teams’ ability to develop a collective moral 
compass and respect for each other. Learning and 
working together in interprofessional teams creates “a 
climate of mutual respect and shared values” (IPEC, 
2016, p. 10).

Roles and Responsibilities
Learning to be interprofessional requires an 
understanding of how professional roles and 
responsibilities complement each other in patient-
centered and community/population oriented care.

IPEC (2011, p. 20)

To fully engage in IPE and CP, it is important for 
team members to understand each other’s roles and 
responsibilities; it is also essential for each member of 
the team to be able to clearly articulate to each other 
their own roles and responsibilities in patient care 
(IPEC, 2016). Nurses, by the nature of their profes-
sion, are accustomed to working with other health 
care professionals. However, there is no assurance 
that a nurse understands the role and responsibili-
ties of the other health care providers or that those 
other health care providers necessarily understand 
the nurse’s role. Such understandings need to be in-
tentionally cultivated in environments characterized 

by mutual respect and trust. Developing a reciprocal 
understanding of the roles and responsibilities of the 
many members of the health care team should be-
gin in the educational setting. Hence students must 
be prepared to learn “how to use the knowledge of 
one’s own role and those of other professions to ap-
propriately assess and address the health care needs 
of patients and to promote and advance the health of 
populations (IPEC, 2016, p. 10).

Faculty can work collaboratively to seek out and 
create opportunities to engage nursing students with 
other members of the health care team. For example, 
team debriefings after rounding in the clinical set-
ting, interprofessional case study presentations in the 
classroom, and simulated learning activities are just a 
few strategies that can bring student teams of health 
care providers together to discuss patient-care sce-
narios and consciously require them to articulate how 
their role and responsibilities complement other team 
members’ contributions, forming a collective goal for 
the patient’s care.

The patient or individual has a different role in the 
community from the one they have in the inpatient 
care setting. Community-based IPE and CP experi-
ences offer an additional perspective—the role of the 
community and its stakeholders in the health care de-
livery system. Some examples of community learning 
opportunities include having student teams complete 
home assessments and windshield surveys and/or 
hosting health fairs and health promotion activities 
in community sites. Community health IPE and CP 
experiences are an effective way to develop authentic 
learning experiences for students (Grace & Coutts, 
2017).

Interprofessional Communication
Communication competencies help professionals 
prepare for collaborative practice. Communicating 
a readiness to work together initiates an effective 
interprofessional collaboration.

IPEC (2011, p. 22)

Although nursing education prepares students at 
all levels to strive to be effective communicators, the 
implementation of interprofessional communication 
means that all health professionals have equal respon-
sibility to demonstrate leadership and raise concerns 
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with each other within the team. Each team member 
also has equal value in managing and delivering safe 
and effective patient care.

According to IPEC (2011), “Learning to give and 
receive timely, sensitive, and instructive feedback with 
confidence helps health professionals improve their 
teamwork and team-based care” (p. 22). However, feeling 
empowered and safe enough within the team to speak 
and possibly challenge another health professional who  
either has seniority or is perceived to hold positional 
authority can be a challenge. “Communicating with 
patients, families, communities and professionals in 
health and other fields in a responsive responsible 
manner that supports a team approach to the promo-
tion and maintenance of health and the prevention and 
treatment of disease” (IPEC, 2016, p. 10) is an impor-
tant skill to master. Nurse educators must find commu-
nication practice opportunities such as the situation, 
background, assessment, and recommendation tech-
niques to help students develop confidence in speaking 
up within the team. The use of simulations can be an ef-
fective strategy in facilitating students becoming more 
confident in their communication skills. Using clear 
affirmative communication techniques in practice will 
have a major effect on safe and effective patient care 
delivery.

Another opportunity for building communication 
competencies is the use of a TeamSTEPPS program that 
uses standardized communication techniques to pro-
mote patient safety practices (https://www.ahrq.gov/
teamstepps/index.html). As previously noted, whether 
a real or perceived hierarchy exists, a nurse may feel 
intimidated about speaking up or even more hesi-
tant to make recommendations. Implementing SBAR 
(Situation-Background-Assessment-Recommendation) 
training sessions with students from multiple profes-
sions has the potential to teach nurses how to frame any 
conversation and feel free to offer recommendations. 
More information about SBAR, which standardizes 
communication between members of the health care 
team, can be found at the following URL: http://www.
ihi.org/resources/Pages/Tools/sbartoolkit.aspx

Team and Teamwork
Working in teams involves sharing one’s expertise 
and relinquishing some professional autonomy to 
work closely with others. Shared accountability, 

shared problem-solving, and shared decision are 
characteristics of collaborative teamwork and 
working effectively in teams.

IPEC (2011, p. 24)

The gestalt of IPE and CP is effective team-
work. Nurses must be comfortable with assuming a 
leadership role on the team and with being an effec-
tive team member. As previously discussed, nurses 
routinely work in teams, but are these teams always 
effective at working together to produce quality care 
outcomes? Interprofessional teams can only be effec-
tive if team members understand each other’s roles and 
everyone is comfortable speaking up and engaging in 
an open discussion. For many nurses, especially novice 
nurses, assuming a leadership role on the team can be 
intimidating. Learning to be an effective team mem-
ber and patient advocate requires practice that must 
include 

applying relationship-building values and the 
principles of team dynamics to perform effectively 
in different team roles to plan, deliver and evaluate 
patient/population-centered care and population 
health program and policies that are safe, timely, 
efficient, effective and equitable.

IPEC (2016, p. 10)

Nursing students can learn to engage in teamwork 
in a variety of ways. For example, experiencing team-
based learning in the classroom with peers or group 
project assignments with students from other disci-
plines, including those outside the health professions, 
can help students develop the group dynamic skills 
necessary to be an effective team leader and member. 
Interprofessional simulation activities, experiential 
learning experiences in clinical settings with other 
health care providers, and community-based inter-
professional service-learning projects with a variety 
of community members are just a few examples of 
how faculty can intentionally foster the development 
of teamwork skills in the curriculum. The literature 
on interprofessional CP states that teamwork has the 
potential to positively affect patient outcomes. High-
functioning care teams work together, collaborating 
in collective problem-solving and decision-making 
processes.
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Using the four IPEC core competencies as a frame-
work for IPE and/or CP learning experiences provides 
students with the ability to work more efficiently in 
teams with the aim of improving population health 
(IPEC, 2016).

EFFECT OF INTERPROFESSIONAL 
EDUCATION AND COLLABORATIVE 
PRACTICE ON PATIENT OUTCOMES 
AND EDUCATION

Promoting IPE and CP early and often yields the great-
est possibility for establishing and promoting relation-
ships that can be strengthened over time. Although the 
current literature has focused on the effect of IPE and 
CP student learning, it has fallen short of examining 
the effect of team-based care on patient outcomes.

Although there is a widespread and growing 
belief that IPE may improve interprofessional 
collaboration, promote team-based health care 
delivery, and enhance personal and population 
health, definitive evidence linking IPE to desirable 
intermediate and final outcomes does not yet exist.

Cox and Naylor (2015, p. 8)

The demand for interprofessional CP is related to 
improving patient-care outcomes. IHI originally devel-
oped a framework describing the Triple Aim with a goal 
toward optimizing the performance of the US health 
care delivery system (Berwick, Nolan, & Whittington, 
2008; IHI, 2007). The Triple Aim is composed of the 
three goals of improving the patient’s experience of 
care, improving population health, and reducing per-
capita costs of health care as represented in Fig. 11.2 
(IHI, 2007). The Triple Aim has reenforced the pos-
sible importance of IPE and CP and unequivocally 
connects interprofessional health care teams to better 
health care services that would eventually lead to im-
proved health outcomes (Brandt, Lutfiyya1, King, 
& Chioreso, 2014). Using the Triple Aim of improv-
ing the experience of care, improving the health of 
populations, and reducing per-capita costs of health 
care, health care education will need to purposefully 
prepare students to engage in technology-enriched, 
patient-centered learning environments. Students will 
need to become effective collaborators and work in 

teams that will allow them to learn to function within 
the fullest scope of their practice.

It is also important to recognize the effect of care deliv-
ery will be refocused from episodic acute care to chronic, 
community-focused care (Speakman & Arenson, 2015). 
Hence, the faculty role in this new paradigm will be to 
rethink classroom and clinical opportunities so that 
students have the greatest potential to work in these col-
laborative environments and learn to be effective mem-
bers and leaders of the health care team in community 
settings. This is especially true in nursing education, as 
the Triple Aim also creates a new dynamic in nursing 
education that may need to be explored. Berwick et al. 
(2008) posited “two additional home outreach nurses 
might be better for the Triple Aim than another cardi-
ologist” (p. 765). While creating learning opportunities 
for students, nurse educators need to be cognizant of 
any changing health care practice patterns in the quest 
to meet the Triple Aim of health care and create learning 
opportunities that support these patterns.

However, Bodenheimer and Sinsky (2014) have sug-
gested that achieving the triple aim for the betterment 
of population health may come at a cost if health care 
provider teams are “dispirited and disengaged,” and they 
recommended adding a fourth aim—improving the 
work life of the health care providers, also known as the  
Quadruple Aim. Teamwork and effective communica-
tion leads to greater job satisfaction and efficiency and 
a better team climate (Körner, Wirtz, Bengel, & Göritz, 
2015). The significance of job satisfaction in nursing 
cannot be overlooked. “Collaboration includes sup-
porting sustained team-work by creating a culture that 
values personal integrity, giving power and respect to 
each person’s voice, integrating individual differences, 

Per capita costExperience of care

Population health

Fig.  11.2  ■  The Institute for Healthcare Improvement Triple 
Aim. (The Triple Aim framework was developed by the Institute 
for Healthcare Improvement in Cambridge, Massachusetts 
[http://www.ihi.org/]. Reprinted with permission.)
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resolving competing interests and safeguarding the 
essential contribution each must make to achieve op-
timal outcomes” (McCaffery et al., 2012, p. 294). It is 
undisputable that being a nurse is challenging. Patient 
care and health care delivery systems are complex, and 
nurses need to enter the workforce prepared to work 
in teams, feel empowered to speak up, and know their 
opinion and input is valuable. Placing students in team 
experiences yields the best chance of preparing stu-
dents to work and speak up earlier in their career rather 
than later. The IOM recommended that nurses should 
be full partners on the health care team contributing 
their unique perspective and expertise and having 
opportunities for interprofessional collaboration and 
leadership development (IOM, 2011; IOM, 2015). For 
nurses to achieve these skills and beliefs in practice, 
they should be learned when they are students.

DEVELOPING AN ORGANIZING 
CURRICULUM FRAMEWORK FOR 
INTERPROFESSIONAL EDUCATION 
AND COLLABORATIVE PRACTICE

Creating an organizing framework for the curriculum 
of any educational program provides faculty with a way 
of organizing knowledge and skills and is critical to 
achieving the desired educational outcomes. Although 
not designed specifically for IPE, the Kirkpatrick 
model (Kirkpatrick & Kirkpatrick, 2010) is one frame-
work that is frequently used in IPE to help achieve and 
evaluate desired learner outcomes (Pardue, 2015).

Smidt, Balandin, Sigafoos, and Reed 2009 stated 
that the value of using the Kirkpatrick model is that 
it provides a framework that educators can use to as-
sess and evaluate whether a training program meets 
the needs of the organization and learners who are 
participating in the program. The IPE community 
has acknowledged the value of the Kirkpatrick model, 
which is implemented both nationally and interna-
tionally. For example, Sheppard et al. (2015) used the 
Kirkpatrick model to evaluate changes in attitudes to-
ward interprofessional teams and older adults in an 
interprofessional clinical experience in the nursing 
home setting. The Kirkpatrick model has been de-
scribed as a simple but fairly accurate way to measure 
adult learning or training (LaDuke, 2017). Finally, it 
can also be used as the basis of an evaluation plan for 

IPE/CP programming by examining student mastery 
of the Kirkpatrick levels.

First developed in 1954, the Kirkpatrick model has 
four components to evaluate educational program ef-
fectiveness. Level 1, the reaction level, evaluates how 
a participant reacts to the training and education pro-
grams. Level 2, the learning level, evaluates how much 
the participant has learned from the actual training. 
Level 3, the behavior level, evaluates how the partici-
pants apply what they learned to their work setting. 
Level 4, the results level, evaluates the formative out-
comes of the training and education programs. The 
Kirkpatrick model was modified recently with the 
addition of a new dimension called return on expec-
tations (ROE). ROE is the practitioner’s approach to 
determining the organizational value of the training 
and the degree to which the organization’s expectations 
have been satisfied (Kirkpatrick & Kirkpatrick, 2010).

To achieve the desired ROE and effect on patient 
outcomes, interprofessional learning opportunities 
should be integrated into the curricula of health profes-
sions programs and offered on a continuous basis, using 
a variety of teaching strategies. Box 11.2 outlines some 
examples of how the Kirkpatrick model can be used in 
the evaluation of interprofessional learning activities.

Preparing the Institution and Faculty for  
Implementation of Interprofessional 
Education and Collaborative Practice
Incorporating IPE activities and CP initiatives into 
the curriculum can require changing institutional 
culture. Many IPE champions report that they receive 
pushback from other faculty and clinicians because 
it is perceived that the system they are currently us-
ing appears to meet their needs in implementing the 
curriculum. When discussing and planning IPE and 
CP activities, it is important for faculty to understand 
that incorporating IPE and CP learning experiences 
is not just a curriculum add-on. In fact, IPE and CP 
learning experiences are actually teaching strategies 
that can be applied to many patient-care situations in 
a variety of settings. One means by which to high-
light the benefits of IPE is reminding faculty and ad-
ministrators of the importance of students learning 
to provide care in teams so they can more effectively 
provide team-based care as practitioners. Box 11.3 is 
a guide to planning IPE and CP initiatives.
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Some faculty may already have experience with IPE 
and CP and can serve as faculty champions for those 
who have less experience. There must be a concerted 
effort to orient faculty on the components of IPE and 
CP. The following activities can help prepare nursing 
faculty to engage in IPE:

■	 Seek advice and resources from national IPE 
champions and use up-to-date IPE and CP re-
sources. The Journal of Interprofessional Care 
and the Journal of Interprofessional Research 

and Education along with the National Center 
for Interprofessional Practice and Education 
(NEXUS) (https://nexusipe.org) has a plethora 
of resources that faculty can use to plan, im-
plement, and evaluate IPE and CP programs. 
In addition, the National League for Nursing 
(NLN, 2017) published the Guide to Effective 
Interprofessional Education Experiences in 
Nursing Education that includes an IPE readi-
ness assessment and detailed exemplars of IPE 
and CP learning activities.

B O X   11 . 2
APPLICATION OF THE KIRKPATRICK MODEL IN INTERPROFESSIONAL EDUCATION

Reaction Learning Behavior Results

What did the 
student think 
and feel about 
experiencing 
interprofessional 
collaboration?

How did the student 
react to the 
learning activity? 
Was the response 
favorable?

How well did the student 
learn the intended 
content?

Did the student 
acknowledge an 
increase in knowledge 
of interprofessional 
collaboration?

To what extent was the 
student able to effectively 
apply teamwork and 
communication techniques?

In the health care 
environment, what 
were the outcomes 
resulting from students’ 
learning and practicing 
in interprofessional 
collaborative teams?

B O X   11 . 3
GUIDE TO PLANNING INTERPROFESSIONAL EDUCATION AND COLLABORATIVE  

PRACTICE INITIATIVES

■	 Decide who should participate in planning the experi-
ence, ensure representation from each discipline, and 
find a mutually convenient time to meet.

■	 Identify key information needed from each discipline 
to facilitate planning.

■	 Determine learner level that will be involved in the 
learning experience, striving for congruency among 
the various student populations.

■	 Describe and discuss various program curricula and 
influence of program accreditation standards.

■	 Consider placement of clinical learning experiences 
within the curricula. Use IPEC competencies as a 
framework for the design of learning activities

■	 Create a consensus on desired project outcomes 
using the Core Competencies for Interprofessional 
Collaboration as a guide.

■	 Avoid trying to align the entire curriculum of multiple 
programs. Focus interprofessional efforts where the 
curricula intersect in some manner (schedule, clinical 
rotations, common concepts, etc.). Outline the pro-
gram, deciding who, what, when, where, and how.

■	 Develop program elements including goals, concepts 
to be covered, and how the program will be evaluated

■	 Identify a common time to host the program and a 
location that ensures easy access by all students.

■	 Identify needed administrative support and resources to 
implement the program. Examine and select reliable and 
valid evaluation tools to measure program outcomes 
(https://nexusipe.org/measurement-instruments).

■	 Consider using a systematic plan to facilitate pro-
gram implementation and evaluation using the core 
competencies for interprofessional practice.
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■	 Complete the NLN (2017) IPE readiness as-
sessment to help identify what efforts need 
to be taken before starting an IPE and/or CP 
program. Understanding the needs before em-
barking on an IPE and/or CP project can help 
avoid barriers and pitfalls when implementing 
programming.

■	 Identify a rationale for participating in IPE. The 
IOM (2011) report Future of Nursing: Leading 
Change, Advancing Health and the recent IOM 
(2015) progress report on the effect of the Future 
of Nursing report can be used to frame faculty 
discussions and provide context to the impor-
tance of integrating IPE and CP into nursing 
programs.

■	 Review your institution’s accreditation standards 
and the standards of other health professions’ 
disciplines that may be participating in the IPE 
and/or CP proposed program.

■	 Understanding how IPE and/or CP initiatives 
can support meeting accreditation standards is 
often helpful when identifying rationale for im-
plementation of IPE and CP programming.

■	 Identify faculty champions for leading the in-
tegration of IPE into the curriculum and as-
sign mentors to help less experienced faculty. 
If mentors are not available within your insti-
tution, seek out other institutions that have 
already incorporated IPE and/or CP into their 
curriculum. Searching the literature may also 
help you identify IPE champions who may be 
willing to speak to you or the group and serve as 
faculty mentors.

■	 Seek collaborating partners from interdisciplin-
ary colleagues within your own institution and 
other local and regional colleges, universities, 
and health care agencies. Although it is im-
portant to explore various types of IPE and CP 
initiatives that will work in a specific learning en-
vironment, it is also important to learn with and 
from others. Forming local or regional consor-
tiums and partnerships, reviewing the literature 
for examples of successful IPE programs, and 
sharing outcomes from such collaborative efforts 
can be helpful activities. Provide time for faculty 
to debrief after implementing an IPE initiative to 
evaluate the experience, acknowledge the lessons 

learned, and explore new ways to advance IPE in 
the curriculum.

IMPLEMENTING INTERPROFESSIONAL 
EDUCATION AND COLLABORATIVE 
PRACTICE INITIATIVES INTO THE 
CURRICULUM

Designing and implementing IPE and CP initiatives 
into the curriculum can be a daunting task because 
it requires collaboration and coordination with other 
professions. It is important to focus initially on obtain-
ing the support of senior leaders in the institution, as 
this can have a significant effect on how much buy-
in you receive from others (Speakman et  al., 2016). 
Once institutional support has been obtained and 
the IPE readiness assessment conducted, it is impor-
tant to bring any interested parties to a development 
meeting. Securing the support of administrators, staff, 
faculty, and students eases the ability to implement 
organizational culture change and IPE curriculum re-
form (Speakman et  al., 2016). This preliminary step 
is an essential means to reducing the risk of failure to 
progress because of barriers and challenges not dealt 
with at the time of programming inception.

Pardue (2015) has proposed a framework that fac-
ulty can use to design, implement, and evaluate IPE. 
She advises starting with the desired learning outcome 
in mind before designing any specific learning activi-
ties. What knowledge, skills, or behaviors (abilities) 
related to interprofessional practice do faculty expect 
students to demonstrate as a result of the learning 
experience? Cranford and Bates (2015) identified six 
steps that led to a successful integration of IPE into a 
nursing curriculum. The six steps included first set-
ting the stage and creating momentum and awareness 
among the faculty. The next step involved inviting 
other disciplines to participate in the learning expe-
rience and building an interprofessional team that 
would be responsible for implementing the project. 
The next steps included identifying objectives for the 
project and developing the implementation details. 
The final two steps were evaluating the success of the 
collaborative effort in terms of student outcomes and 
then following up as a team to determine next steps 
to ensure continued expansion of IPE throughout the 
curriculum (Cranford & Bates, 2015).
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The greatest challenge to implementing IPE is 
usually finding a common time for the learning ex-
periences and resolving competing schedules. It is 
also important to consider the appropriate level of 
students from multiple programs to participate in 
any given learning activity. Depending on the de-
sired learner outcomes, the faculty may decide to 
partner students of comparable educational levels. 
For example, students in their first year of clinical 
experience, such as first-year nursing students, may 
be partnered with first- or second-year medical, 
pharmacy, or physical or occupational therapy grad-
uate students. However, there may also be value to 
partnering less experienced students with students 
who are further along in their educational program 
to foster learning among peers. Subsequently it may 
be appropriate to partner second-year nursing stu-
dents with third- or fourth-year medical, pharmacy, 
or physical or occupational therapy, or physician as-
sistant students, as all students are engaged in clini-
cal experiences.

If your institution does not have other health-
related degree programs, reach out to other academic 
disciplines. Humanities, environmental or bench 
sciences, computers and technology, and justice and 
law are a few examples of disciplines that require 
teamwork and can be collaborative partners in ad-
dressing health care issues. Hall, Brajtman, Weaver, 
Grassau, and Varpio (2014) conducted a pilot study 
to determine whether “humanities can enable learn-
ers to meaningfully interact and connect with pa-
tients and members of the care team” (p. 519). Using 
humanities-based learning activities within a clini-
cal placement experience, students were given the 
opportunity to better understand and experience 
collaborative teamwork through the lens of the hu-
manities and better understand patients and families 
as unique and holistic beings. This pilot study is an 
exemplar of how students can learn teamwork and 
communication outside the confines of their own 
curriculum with an additional benefit of providing 
nursing students with an opportunity to practice the 
art of nursing as they engage with students from the 
humanities. Seeking out these academic partners 
will give your students an opportunity to learn the 
effective collaboration and communication skills 
they need as a practicing nurse.

See Box 11.4 or an exemplar of an IPE and/or CP 
initiative that can be used in either academic health 
centers and/or small colleges or universities. As previ-
ously noted, the NLN Guide to Effective Interprofessional 
Education Experiences in Nursing Education provides 
additional exemplars for implementation in program 
curriculum.

Academic Health Centers and Large 
Universities
Although it is assumed that creating and crafting IPE 
and CP initiatives in large universities and academic 
health centers is easy, that may not be the case because of 
the complexity of the organizations and the challenges of 
competing schedules. There also may not be a preexist-
ing culture of collaboration within the institution. There 
are several ways to overcome these challenges, including:

■	 Finding an IPE champion in another discipline 
who will agree to partner in the design and im-
plementation of IPE learning activities

■	 Mapping IPE activities to program accreditation 
standards

■	 Engaging in collaborative research or grant 
submissions

■	 Collaborating on scholarship endeavors such as 
publications and presentations

Another way to build partnerships and secure 
buy-in is to use IPE learning experiences to sup-
port the faculty research agenda for either doctoral 
study or promotion and tenure. Finally, developing 
a true collaborative culture within the institution 
can be done by offering a designated IPE course 
that addresses the national core competencies and 
enrolls students from multiple disciplines. If sched-
uling is an issue—especially because logistics is 
noted as one of the top challenges cited by faculty—
consider IPE and/or CP learning opportunities that 
can be done virtually, perhaps through a Google 
document.

Nonacademic Health Centers
In addition to logistics, the greatest challenge for fac-
ulty in small or large colleges and universities and 
nonacademic health centers is convening the inter-
ested parties and gaining access to other health care 
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B O X   11 . 4
ACTIVITY EXEMPLAR TITLE: EMERGENCY TRAINING

Type of Activity: Simulation
Purpose of Activity: The purpose of this activity is 

to provide students an opportunity to practice patient-
centered and team-based care in a simulated emergency 
environment.

Learning Objectives:
■	 Discuss the importance of emergency preparedness
■	 Identify the roles of different health professionals and 

lay people in dealing with an emergency situation
■	 Recognize opportunities to use emergency prepared-

ness skills in emergency situations
■	 Apply emergency preparedness skills to deliver high 

quality patient care
Target Audience and Maximum Number of Participants: 

Various student professions, both health related and non–
health related; maximum student number determined by 
room size and the simulation capacity.

Preparation for the Activity: Training Presentation: This 
activity involves an element of surprise as the students are 
brought to the activity under the pretense of training or a 
meeting, unaware that they are about to do an emergency 
simulation. The first step is to determine the skill or knowledge 
you want the students to put into practice during the activity.

Specific examples include general emergency manage-
ment training, teamwork skills, such as conflict manage-
ment, or a protocol for wound care or heart failure.

Develop a training presentation on the topic. Emergency 
Environment: Then, determine the emergency environment. 
The idea is for the students to have to immediately put the 
skill or protocol into practice after the didactic presenta-
tion during an emergency simulation. The environment 
can be as complex or simple as you desire. An example of 
a complex environment is an explosion at a public event 
or shopping mall with many injured patients and limited 
medical supplies on hand. A simpler example is a patient in 
an exam room experiencing cardiac arrest.

If your institution doesn’t have access to resources to 
create an emergency environment, consider doing role 
play without a simulated environment after the training 
presentation.

Simulation Materials: Determine if you want to use 
manikins or live actors to play the simulated patients. Based 
on the emergency scenario you select, gather the supplies 
needed. Supplies could include theatrical elements, such as 
artificial blood, a fog machine, or debris, and medical sup-
plies such as a stethoscope, sling, ice packs, inhaler, and 
medications.

SIMULATED PATIENT
Scenarios: Develop patient scenarios for the emergency 
environment requiring students to evaluate each patient’s 

condition and how to treat him/her. The patient scenarios 
should be customized to the different professions repre-
sented among the participants and to the number of par-
ticipants. Also, if your institution does not have access to 
students of multiple health-related professions, this activ-
ity is an opportunity to partner with non–health-related 
professions for general disaster preparedness skills. 
Example patient conditions include a twisted ankle, a frac-
tured forearm, hypoglycemia in a diabetic, and asthma at-
tack in a known asthmatic. Incorporate elements that beg 
for the skill or protocol to be used to ensure students are 
focusing on it, in addition to handling any other simula-
tion factors.

Training Presentation: A facilitator presents the train-
ing to the students. Simultaneously, the simulation envi-
ronment is being set up in a different room that is hidden 
from the students’ view to maintain the element of surprise. 
Toward the end of the presentation, an actor enters the 
room to alert the students of the simulated emergency and 
set the scene. The actor could play the role of a firefighter 
who enters and says, “We need your help! You are now in 
a shopping mall and there has been an explosion and there 
are injured people in the room next door who need medical 
attention! For your safety, you will not be able to leave the 
room. Also, there are no medical supplies beyond what is 
present in the room. Please follow me and disperse your-
selves among the injured.”

Simulation: The students then file into the simulation 
room, which has been furnished to look like a disaster (use 
of fog machine, ceiling debris on the ground). There are 
simulated patients on gurneys with various injuries or ail-
ments around the room and medical supplies in the room 
are visible.

Once the simulations are under way, a simulated para-
medic announces that one ambulance has arrived and that 
the students need to determine which patients are in the 
most acute condition. At this point, the students should be-
gin the shared decision-making process and begin commu-
nicating across the room about each patient’s condition. A 
patient is taken away in an ambulance once the group has 
reached consensus. The simulations finish once all patients 
are treated.

Debriefing: A facilitator then calls for the simulation 
to end and all students should stop treating patients. 
Students should remain at their patient stations and de-
brief initial reactions to the simulation experience with 
their facilitator. If the simulated patients are live actors, 
they can also contribute to the conversation by discussing 
their satisfaction with or observations about the team dy-
namics and problem-solving abilities of the students who 
treated them.
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professionals in the community. Designing and plan-
ning teamwork and communication opportunities 
does not require the environment of an academic 
health center. Smaller institutions can engage in IPE 
and CP initiatives in several ways. For example, nurs-
ing faculty can meet with faculty from another pro-
gram and identify common IPE and CP competencies 
that address each program’s outcomes, and develop 
a collaborative learning activity to facilitate meeting 
those outcomes.

All health professionals recognize the need for 
teams of providers to work collaboratively toward 
collective health care goals and improved patient out-
comes. Nursing, medicine, and many other health pro-
fessions have noted their commitment to collaborative 
IPE and CP care (Jones & Philips, 2016). Providing 
nursing students with diverse opportunities can only 
enhance their ability to work in teams by understand-
ing the variety of roles represented in health care.

Organizing Interprofessional Education 
and Collaborative Practice Experiences
The individual competencies organized under each of 
the four core competency domains can be thought of 
as behavioral learning objectives and can be linked to 
learning activities and assessments of interprofessional 
effectiveness (IPEC, 2011). To reiterate, the founda-
tion of IPE and CP is teamwork and communication. 
Therefore nursing students should be given ample op-
portunities to interact and engage in teamwork learning 
experiences with a variety of health care professionals or 
paraprofessionals to practice collaborative, team-based, 
patient-centered care. Placing students in a variety of 
interprofessional CP experiences will facilitate the stu-
dents’ ability to achieve the four IPEC core competen-
cies. Ensuring that each faculty and program have the 
opportunity to have input into what works for his or her 
respective college or school has the greatest potential 
in overcoming any logistical challenges. Changing the 

SAMPLE DISCUSSION QUESTIONS FOR STUDENTS
■	 How did you address issues around communication 

and safety during the scenario?
■	 How did your team work together?
■	 Did you feel mutual support?
■	 Was there a team leader?
■	 What communication or teamwork skills did you use 

to communicate with one another?

To the team leaders
■	 Can you walk us through the thought process around 

the medical management of your patient?
■	 What might you do differently next time?
■	 What are two to three main takeaways from this 

scenario?

TIMELINE OF ACTIVITY
■	 60-minute training presentation – by facilitators
■	 30-minute emergency simulation – by simulated pa-

tients and facilitators
■	 5-minute small group debriefing – by facilitators
■	 20-minute large group debrief – by facilitators
Pre-Work for Students: Variable based on the training pre-

sentation, could include readings or reviewing a PowerPoint 
presentation for the didactic portion of the program.

COORDINATION NEEDS: BEFORE EVENT
■	 Recruit faculty members to be facilitators and simu-

lation specialists to help construct the emergency 
situation.

■	 Determine event date and reserve two rooms for the 
training and the simulation.

■	 Develop training presentation, emergency environ-
ment, and simulated patient scenarios.

■	 Gather materials needed for the simulation; faculty 
and simulation support staff at your institution may 
be able to assist.

■	 Advertise the event to students and gather a list of 
students planning to attend.

■	 Order any food or other supplies for event (as 
needed).

■	 Email students an event reminder with date, time, and 
location close to event date. In your communication 
with students before the event, leave out information 
about the emergency simulation to maintain the ele-
ment of surprise.

■	 Print any handouts for students and attendance sheet 
to track student participation (as needed).

Adapted from http://www.nln.org/docs/default-source/default-document-library/ipe-toolkit-krk-012716.pdf?sfvrsn=2

B O X   11 . 4
ACTIVITY EXEMPLAR TITLE: EMERGENCY TRAINING (Continued)
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culture of noncollaboration can be a challenge, but the 
addition of IPE in accreditation standards and guide-
lines of most health education professions has been 
helpful and will continue to move organizations toward 
a culture of collaboration. The following sections con-
tain examples of how faculty can create interprofes-
sional learning opportunities for nursing students.

Natural Interprofessional Relationships

“Natural” interprofessional relationships refers to pair-
ing nursing students with one or more students from 
medicine, pharmacy, occupational and physical ther-
apy, physician assistants, diet and nutrition, and social 
work health care education programs. For the most 
part, these students are in program plans of study that 
include didactic and experiential clinical experiences 
with patients with chronic and episodic health care 
needs, and therefore are most likely to naturally engage 
with nursing students on the clinical unit. For these 
partners, interprofessional teamwork can be demon-
strated in the classroom and in clinical and simulated 
learning environments and can done in community 
sites. Some ideas include the following:

■	 Develop an interprofessional case study with 
partners from other disciplines. Have students 
work in teams to discuss how each profession 
might manage the care of the patient, creating an 
interprofessional plan of care.

■	 Invite an interprofessional team of experts to in-
teract with students, either face to face or online, 
and explain their role in the delivery of patient 
care. Although such a learning experience can be 
designed and offered to a single student discipline, 
providing such an experience to students repre-
senting multiple disciplines is more powerful.

■	 Implement a simulated case study regarding a 
clinical incident or disaster preparedness with an 
interprofessional team of students. Providing op-
portunities to practice teamwork, communication 
skills, and clinical decision making in a simulated 
environment is a low-risk learning experience and 
will help students build confidence with imple-
menting these skills in the clinical environment.

■	 Engage nursing students with other members 
of the health care team in a rounding experi-
ence on the clinical unit. If possible, have the 

students complete a patient assessment together 
and jointly present findings during a debriefing 
experience after the rounding activity.

■	 Work with students from multiple disciplines to 
host a health or science fair in the community. 
Students can conduct a community assessment to-
gether and work in teams to plan and deliver health 
promotion activities to both adults and children 
living in the community. Students can then debrief 
on how each of their professions approaches com-
munity engagement and what they learned from 
working with individuals from other programs.

Designed Interprofessional Relationships

“Designed” interprofessional relationships refers 
to pairing nursing students with one or more of the 
groups of students enrolled in law, psychology, biologi-
cal and chemical science, radiological science, music, 
art, theater, or business programs. For these partners, 
interprofessional activities that foster teamwork might 
be limited to the classroom setting with the potential 
simulation, clinical, or service-learning experience. 
Some ideas include the following:

■	 Develop a case study with partners from other 
disciplines. Have students form interprofessional 
teams to discuss management of the scenario de-
scribed in the case study. Students should discuss 
their respective professional roles and responsi-
bilities. As a team, define how their professions 
intersect in managing the scenario.

■	 Invite students from multiple professions to at-
tend a common classroom experience to form 
teams to work on team-building skills using such 
block-building exercises as Zoom, Paper Chain 
building, or Lego. During debriefing have the 
students describe the techniques they employed 
during the group process.

■	 Develop a simulation case study with partners 
from other disciplines on disaster preparedness, 
having students practice teamwork and commu-
nication skills in interprofessional teams.

■	 Design a community service learning or joint 
clinical opportunity. Have students collaborate 
on an interprofessional care plan or project ac-
tivity. Confer a joint postconference and discuss 
the tenets of teamwork and communication.
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■	 Work with a local senior center, school, or 
after-school program. Have the students de-
velop and provide an age-appropriate teaching 
program. Debrief with the students on how 
each member approached the topic and the ef-
fectiveness of teamwork and the use of com-
munication skills.

Student Considerations with With 
Interprofessional Education and 
Collaborative Practice
Students are not immune to the challenges of organi-
zational culture change. For some students, engaging 
in IPE and/or CP is a change from what they previ-
ously experienced and for others, it might be con-
trary to their beliefs and understanding of the role of 
the nurse in health care. It is important to create an 
orientation program for students and include the ra-
tionale and expectations for IPE and CP learning ex-
periences. Incorporating the concepts of IPE and CP 
into the curriculum is not an add-on; it is a teaching 
strategy. Among the curricula of health professions 
programs, there are common foundational concepts to 
be applied to the delivery of patient care. Beginning 
with this common core of knowledge provides the in-
tersection on which to build interprofessional learning 
experiences for students. Teaching strategies for IPE 
are much like general teaching strategies and those 
principles outlined in Chapter 16.

SUMMARY

The need for safe, quality, patient-centered care re-
mains consistent. As previously described, the use of 
a team approach to care can meet these needs and 
provide the care that most providers are interested 
in doing. Therefore students who are engaged in in-
terprofessional learning experiences and who have 
ample opportunities to practice effective commu-
nication skills in team-based approaches will have 
the greatest potential to affect patient-centered care 
through their practice upon graduation. After gradu-
ation from interprofessional learning environments, 
these students can evolve into practitioners who have 
a repertoire of collaboration and teamwork skills with 
the hope of avoiding traditional silo approaches to 
health care delivery.

It is important to note that many IPE leaders are 
examining the correlation between patient outcomes 
of the Triple Aim and interprofessional teamwork 
(Brandt et  al., 2014). The WHO (2010) warns that 
institutions of higher education must create and 
support a climate of IPE and CP to ensure future 
health care workers are qualified for practice. Reeves, 
Perrier, Goldman, Freeth, and Zwarenstein (2013) 
noted that given the complexity of patients, providing 
IPE opportunities for students is an investment in the 
future. The very essence of the nurse’s role makes him 
or her central in the delivery of care. It is for these 
reasons that nurse educators develop IPE and CP 
learning opportunities as a way to prepare students 
to practice in a collaborative health care delivery 
system. Corbridge, Tiffen, Carlucci, and Zar (2013) 
concur that IPE experiences are key to improving 
communication among team members and provide 
students the opportunity to collaborate and engage in 
shared decision making. Efficient and effective inter-
professional teamwork and collaboration practice are 
key to providing and promoting health and treating 
patients (Cox & Naylor, 2015).

Reflecting on the Evidence

1.	 What evidence supports the need to engage 
nursing students in interprofessional teams 
when delivering patient care?

2.	 What strategies can you use in your academic 
environment to create IPE and CP learning op-
portunities? Who can you identify as potential 
academic and clinical partners in establishing 
such learning opportunities?

3.	 When designing an IPE or a CP program for 
your curriculum, what challenges would you 
anticipate needing to address to successfully 
implement the program? What factors exist 
within the environment that can be helpful in 
supporting program implementation?

4.	 What elements would you include in a plan de-
signed to evaluate the effectiveness of your IPE 
and CP program? What is the value of creat-
ing a systematic evaluation plan for IPE or CP 
activities?
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1212
SERVICE LEARNING
Developing Values, Cultural Competence, 
and Social Responsibility
CARLA MUELLER, PhD, RN

F  or more than two decades, agencies and com-
missions concerned with higher education and profes-
sional preparation (American Association of Colleges 
of Nursing, 2008a; Campus Compact, 2017; National 
Service-Learning Clearinghouse, 2010; Pew Health 
Professions Commission, 1998) have recommended 
that educational programs include experiences that re-
quire civic engagement and community involvement. 
Institutions of higher education and their schools of 
nursing are therefore seeking opportunities for stu-
dents to develop moral judgment, civic responsibility, 
cultural competence, and global awareness, in addition 
to the basic professional skills set forth in the curricu-
lum. More recently, the Quality and Safety Education 
in Nursing (QSEN) initiative that started in 2005 and 
the Institute of Medicine (IOM, 2010) report The 
Future of Nursing: Leading Change, Advancing Health 
have also promoted education in cultural competency 
in both undergraduate and graduate education. Service 
learning, a structured component of the curriculum in 
which students acquire social values through service 
to individuals, groups, or communities, is one way to 
provide opportunities for students to develop these 
values. Service offers opportunities for learning that 
cannot be obtained any other way. As such, a service 
experience may be one of the first truly meaningful 
acts in a student’s life. Service learning uses reflective 
learning to connect learning with students’ thoughts 
and feelings in a deliberate way, creating a context in 
which students can explore how they feel about what 
they are thinking and what they think about how they 
feel. As it does so, it becomes an integral part of stu-
dents’ education. This chapter explains how service 

learning can contribute to these outcomes in under-
graduate and graduate nursing curricula.

SERVICE LEARNING

Service learning evolves from a philosophy of education 
that emphasizes active learning that meets academic 
learning objectives while also directed toward goals of so-
cial responsibility and civic engagement. Service learning 
is not merely volunteerism, nor is it a substitute for a field 
experience or practicum that is a normal part of a course. 
Service learning is not the same as a nursing clinical ex-
perience because the focus of the activity is on meeting 
both the needs of the host community and those of the 
nursing curriculum. However, student learning is not ig-
nored. Service learning offers a way in which students 
can develop academic knowledge in real world settings 
in addition to leadership skills, cultural competence, 
and a sense of civic responsibility congruent within the 
tenets of social justice and social change (Barnes, 2016; 
Battistoni, 2017; Foli, Braswell, Kirkpatrick, & Lim, 2014; 
Taylor, Pruitt, & Fasolino; 2017). Both the recipient and 
the student benefit from the experience.

Service learning is an educational experience in 
which students participate in a service activity that 
meets the needs of multiple stakeholders in the profes-
sional and community environment within the frame-
work of a specific credit-bearing course or a program 
of study. Service learning focuses on developing social 
values rather than providing a discrete type of experi-
ential education. Service learning is also defined as a 
way of connecting academic learning with service that 
meets actual community needs; it provides concrete 
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opportunities for students to learn new skills, think 
critically, and test new roles in situations that encour-
age risk taking and reward competence.

Service learning is a component of broader educa-
tional goals to promote civic engagement. Civic en-
gagement involves individual and collective actions 
to address areas of societal concern. Civic engage-
ment may include direct (person to person) service-
learning projects and indirect service (affecting the 
community but not working directly with individuals) 
or community-focused research. Like service learning, 
civic engagement involves structured activities that re-
quire the student to work with a community to solve a 
problem, but unlike service learning, the focus of the 
activity is to promote civic responsibility and develop-
ment for citizenship.

Often the terms service learning and experiential 
learning are used interchangeably, but they are distinct 
entities. Experiential learning includes hands-on work 
and has the learning of work-related skills as its major 
goal. Traditional nursing clinical experiences are an 
example of experiential learning. In contrast, service 
learning involves work that meets actual community 
needs, has as one of its goals the fostering of “a sense 
of caring for others,” and includes structured time for 
reflection. Service learning balances the need of the 
community and the learning objectives of the students. 

Community agencies are true partners in design, im-
plementation, and evaluation of the experience.

Service learning expands the learning environment 
for students and faculty. It is community based and 
population focused and therefore provides opportuni-
ties for students to act locally to solve social problems 
(Taylor, Pruitt, & Fasolino, 2017). Although a number 
of similarities are present, key differences exist be-
tween traditional learning and service learning. These 
differences are summarized in Table 12.1.

Colleges and universities may engage in service 
learning differently because of different institutional 
missions and traditions. Some universities embrace 
service learning as a philosophy, some as part of 
their spiritual mission. Others embrace it as part of 
their commitment to civic responsibility or as a way 
to foster community partnerships. Regardless of how 
universities embrace service learning, it must do the 
following:

	 1.	 Be connected to program and course learning 
outcomes and promote learning

	 2.	 Systematically evaluate educational benefits of 
the experience

	 3.	 Be experiential, not observational
	 4.	 Allow students to use skills and knowledge 

when engaging in activities that address hu-
man and community needs via structured or 

TA B L E   1 2 .1
Differences Between Traditional Learning and Service Learning

 Traditional Learning Service Learning

Location Classroom Classroom, community

Teacher Professor Professor, preceptor or facilitator, patients

Learning Activities
Writing

Collaboration with the community partner
Writing

 Examinations Examinations

 Passive Active

 Authoritarian Shared responsibility

 Structured Reflective

 Compartmentalized Expansive, integrative

 Cognitive Cognitive and affective

 Short-term Short-term and long-term

Reasoning Deductive Inductive

Evaluation Professor Professor, preceptor or facilitator, community 
partner, self-assessment by students
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unstructured opportunities for student learn-
ing and development

	 5.	 Provide time for guided reflection in discus-
sion, writing, or media

	 6.	 Develop a sense of caring, cultural awareness, so-
cial responsibility, health advocacy, global aware-
ness (see Chapter 13), and civic engagement

	 7.	 Involve activities that have real meaning for the 
participants and promote deeper learning

	 8.	 Address problems that are identified by the 
community and require problem solving

	 9.	 Promote collaborative learning and teamwork
10.	 Embrace the concept of reciprocity between the 

learner and the person, organization, or com-
munity being served

Service learning may be a separate course within the 
college curriculum or integrated as a thread throughout 
multiple courses. The trend is toward the latter. Faculty 
members intentionally and strategically plan to incor-
porate service-learning experiences as part of a course. 
When it is integrated into existing courses, it is impor-
tant that it not be added as an “additional” course re-
quirement. Instead, it should be a learning activity that 
replaces one or more learning activities previously used 
and takes a similar amount of time to complete. Credit 
should be given for the learning and its relation to the 
course, not for the service alone. The service activity 
must match course content and enhance learning by al-
lowing application of the theoretical principles taught 
in the classroom setting. At some colleges and uni-
versities, courses with a service-learning component 
are identified in the course catalog as having an op-
portunity for service learning. At the same time, some 
colleges allow students to select an alternate learning 
activity if they do not wish to participate.

THEORETICAL FOUNDATIONS OF 
SERVICE LEARNING

Kolb’s (1984) theory of experiential learning has 
been widely used as a theoretical basis for designing 
and analyzing service-learning programs. Reflective 
observation about the experience is essential to the 
learning process. It links the concrete experience to ab-
stract conceptualizations of that experience. Learning 
is increased when students are actively engaged in 

gaining knowledge through experiential problem solv-
ing and decision making (Battistoni, 2017). Use of re-
flection is built on the work of Kolb (1984) and Dewey 
(1916, 1933, 1938). In service learning, reflection is 
both a cognitive process and a structured learning ac-
tivity (Brown & Schmidt, 2016). Effective reflection 
fosters moral development and enhances moral deci-
sion making. Moral decisions involve an exercise of 
choice and a corresponding willingness to accept re-
sponsibility for that choice (Gilligan, 1981).

Delve, Mintz, and Stewart (1990) developed a 
service-learning model based on theories of moral 
decision making and values clarification. Their model 
includes five phases of development: exploration, clar-
ification, realization, activation, and internalization. 
It illustrates that service learning is developmental, 
providing students with an opportunity to move from 
charity to justice as they become more empathetic. 
Without that empathy and caring, the student will not 
come to recognize the members of the patient popu-
lation as valued individuals in the larger society and 
as sources for new learning (Delve et al., 1990; Taylor 
et al., 2017).

The pedagogy of service learning has powerful 
flexibility. It can be based on subject matter or on 
learning process; it can connect theory and practice; it 
integrates several different approaches to knowledge 
and uses of knowledge; it encourages learning how 
to learn; and it can focus on a wide range of issues, 
problems, and interests (Taylor et  al., 2017). It also 
lends itself to problem-based learning and case study 
methodologies.

OUTCOMES OF SERVICE LEARNING

Service learning in the curriculum provides oppor-
tunities for students to attain personal, professional, 
and curriculum goals. It also contributes to the overall 
educational experience of the college or university and 
thus provides benefits to the institution as well. Finally, 
this benefits the community in which it occurs and the 
clients it serves.

Benefits to Students
A review of the literature on the outcomes of service 
learning reveals that students benefit in multiple and 
integrated ways (Taylor et  al., 2017). Benefits can  
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include personal and professional development and 
mastering course outcomes.

Direct participation in this activity assists with so-
cialization into the profession, introduces new tech-
nical or professional skills, increases motivation to 
learn, encourages self-directed learning, facilitates 
acquisition of leadership skills, and promotes prepara-
tion of nurses who are capable of serving as advocates 
for social justice (Foli et al., 2014; Taylor et al., 2017). 
Several schools of nursing have integrated service-
learning components into the freshman experience as 
a way to introduce nursing students to the role of the 
nurse (Baumberger, Krouse, & Borucki, 2006). It can 
also be an opportunity for interprofessional learning 
and developing collaborative relationships with other 
professions (Temple & Mast, 2016). Although the 
majority of service learning occurs in undergraduate 
programs, graduate programs in nursing are increas-
ingly exploring community engagement to further 
develop students’ leadership skills, sense of responsi-
bility, understanding of health care issues, and cultural 
competence in addition to enhancement of their criti-
cal thinking skills and learning of academic content 
(Bryant, Matthews, & DeClark, 2017; DeBonis, 2016; 
Sheikh, 2014; Van Hoover, 2015).

Service learning has been found to provide a more 
thorough understanding of “self ” and provides insight 
into personal strengths and weaknesses (Taylor et al., 
2017). It also has been found to contribute to the de-
velopment of personal vision, moral sensitivity, clarifi-
cation of values, and spirituality.

Service learning facilitates academic inquiry by 
connecting theory and practice, enhancing disciplin-
ary understanding and understanding of complex ma-
terial, bringing greater relevance to course material, 
and helping students generalize their learning to new 
situations on a continuum of focus from individuals 
to families and communities within a broader con-
text of care (Barnes, 2016; O’Neill, 2016; Taylor et al., 
2017). Service-learning experiences also develop 
critical thinking, communication, collaboration, 
leadership, and professional skills. McGahee, Bravo, 
Simmons, and Reed (2017) found that baccalaureate 
students participating in physical assessment service 
learning project involving Special Olympics athletes 
with a wide range of ages, physical, social and devel-
opmental levels enhanced students’ skill in physical 

assessment and affective development. Nontraditional 
RN-BSN students in a hybrid program had improved 
self-evaluation of leadership skills and interest and 
social justice after one 5-hour service learning ex-
perience (Barnes, 2016). Graduate students engaged 
in service learning improved in knowledge and un-
derstanding of health care issues, research ethics and 
methods, advocacy regarding health policy and social 
justice, and cultural competence (Bryant et al., 2017; 
DeBonis, 2016). The social effect of service learn-
ing includes the development of civic responsibility, 
increased orientation to volunteerism, increased po-
litical and global awareness, development of cultural 
competence, and improved ethical decision making 
(Richard, Keene, Hatcher, & Pease, 2016). Students 
also learn the value of community health promotion 
and awareness of mental health nursing (Brown, 2017; 
Townsend et al., 2016).

Benefits to Faculty
Identifying benefits to faculty is key to obtaining buy-
in because of the time commitment involved. Even 
though faculty may not be on site with students directly 
supervising the service activities, significant faculty 
time commitment is required to plan the assignment, 
obtain community partners, read student journals, and 
facilitate reflection sessions. Faculty who link service-
learning activities in their courses with their research 
and service interests have increased commitment to 
continuing its use. Some universities have adopted 
the Boyer model of scholarship, which enlarged the 
scholarship perspective to include teaching, service, 
and practice, in addition to research. By enlarging the 
scholarship perspective, Boyer (1990) believed that 
there would be a stronger connection between univer-
sities and the communities they served (Chapter  1). 
This scholarship model facilitates integration of ser-
vice learning into the faculty member’s academic role 
and promotion and tenure requirements. To maximize 
impact of involvement in service learning on their ten-
ure and promotion portfolio, faculty should promote 
scholarship and transformation of knowledge by mea-
suring effectiveness of service learning in courses they 
teach, documenting outcomes and discussing results 
publicly. Increasing visibility of integration of service 
learning into their courses and students’ service learn-
ing working by leading discussions at their university, 
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presenting at professional conferences, and publishing 
in scholarly journals enhances credibility as an expert 
teacher. Submission for competitive extra mural grants 
to support continued scholarship related to service 
learning would also strengthen the promotion and ten-
ure portfolio (Gallagher, Planowski, & Tarbell, n.d.).

Benefits to the Institution
Service learning also has institutional benefits. These 
include invigoration of the campus educational culture, 
development of a strong sense of campus community, 
increased institutional visibility, enhanced appeal to 
potential donors, and retention of students. It invigo-
rates the campus culture by increasing students’ en-
gagement in their own learning, revitalizing faculty, 
and allowing faculty to mesh service projects with 
research interests. The interdisciplinary nature of ser-
vice learning helps the campus regain a strong ethos of 
community, keeps students and faculty more engaged 
in the life of the college, and contributes to student re-
tention. When service-learning experiences are timed 
early in the program, for example as a freshman-year 
experience, the student retention rate can be increased 
because students develop self-efficacy and an under-
standing of the field of study. Increased institutional 
visibility contributes to increased student recruitment 
by providing a visible link between the community and 
the institution and by providing a perception of access 
to higher education to community members who have 
not believed higher education to be within their reach. 
Service learning enhances the institution’s appeal to po-
tential donors by providing a direct link between the 
college and the community, and it appeals to donors 
interested in community service educational reform 
(Pellietier, 1995).

The mentoring environment that is created among 
students, faculty, staff, administration, and the broader 
community becomes a “complex ecology of higher 
education … that can provide knowledge, support, 
and inspiration” (Daloz, Keen, Keen, & Parks, 1996). 
Service learning also provides a real-world learning 
environment in the community that facilitates transfer 
of knowledge and transition to the practice environ-
ment (O’Neill, 2016). A smooth transition to practice 
and increased use of community and public health 
settings were key recommendations for nursing edu-
cation in the IOM (2010) report. The new alliances 

formed between academic institutions and community 
service agencies and organizations eliminate or mini-
mize the traditional separation between the “gown and 
the town”.

Benefits to the Community
The community also benefits when colleges and uni-
versities include service learning and civic engage-
ment outcomes in their academic programs. For 
example, Reising et al. (2006) found that as a result of 
a service-learning project in which nursing students 
conducted hypertension screening and health coun-
seling, 1 year later the community recipients had made 
modifications in their health-management behaviors 
such as diet change and weight loss. In another service- 
learning course, students in a nursing research course 
established partnerships with community organiza-
tions to develop research proposals, some of which led 
to submission for grant funding (Bryant et  al., 2017; 
Rash, 2005). Benefits to the community may also in-
clude students’ increased understanding of health care 
issues and advocacy (DeBonis, 2016; O’Neill, 2016; 
Townsend et al., 2016) and an interest in working in a 
wider range of work settings.

Benefits to the Health Care System
Although traditional service learning has occurred in 
community settings, it can also occur within a tradi-
tional acute care setting. Service learning benefits the 
nursing staff because the ideas for projects are initi-
ated by the staff based on their needs and priorities 
and implemented in collaboration with the students, 
resulting in the development of meaningful outcomes 
such as evidence-based patient care protocols and 
guidelines and improved patient-care outcome mea-
sures. Hospitals working toward Magnet status can use 
these projects to provide support for their application 
for Magnet recognition.

INTEGRATING SERVICE LEARNING 
INTO THE CURRICULUM

The Pew Health Professions Commission (1998) identi-
fied service learning as a key competency for programs 
educating health professionals. National organizations 
such as the American Association of Colleges of Nursing 
(2008b, 2011), the National League for Nursing (2012), 
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and the IOM (2010) have noted that undergraduate 
and graduate nursing curricula should prepare nurses 
to practice in diverse settings that are global in nature. 
The IOM (2010) report also advocated interprofessional 
learning to facilitate a smooth transition to the work-
place, where working as part of an interprofessional 
group is a key skill. Service learning lends itself to inter-
professional endeavors, and the interprofessional nature 
of the endeavor can enrich and change the experience. 
Interprofessional education through service learning 
improves students’ perceptions of interprofessional prac-
tice and increased their awareness of role competencies 
and respect for the other disciplines involved (Temple & 
Mast, 2016).

Community-based service learning is increasingly 
being integrated into nursing courses (Taylor et  al., 
2017). Some service-learning endeavors are part of 
a larger consortium. An example is the Community-
Campus Partnerships for Health (CCPH), an in-
dependent nonprofit organization that organized 
the Partners in Caring and Community: Service-
Learning in Nursing Education project. The Partners 
in Caring and Community project works with teams 
of nursing faculty and students and their community 
partners to facilitate the integration of service learn-
ing into nursing education curricula, increase the un-
derstanding and support for it in nursing education, 
and disseminate new knowledge and information 
about best practices and models of service learning 
and nursing education (CCPH, 2017). The CCPH 
website (https://www.ccphealth.org) provides links 
to participatory institutions and a wide variety of 
information.

Support Structures
Faculty support is important to cultivating success. 
Support begins with campus and school administrators 
who value service learning and will commit resources 
to its implementation in the curriculum. Although 
universities have embraced service learning, they have 
been slow to implement support systems needed for 
effective implementation (Schmidt & Brown, 2008). 
Faculty can organize a faculty service-learning com-
mittee or advisory board to provide needed support. 
This group could be an invaluable advocate of ser-
vice learning as a teaching tool (Gallagher et al., n.d.). 
The committee can establish faculty handbooks and 

guidelines for service-learning courses, sponsor lunch-
and-learn sessions on service learning for particular 
departments or the entire college, develop webinars, 
ensure that faculty receive continuing education units 
for attending service-learning workshops, and or-
ganize faculty development opportunities regarding 
service learning pedagogy (American Association 
of Community Colleges [AACC]). This committee 
also encourages the development of interdisciplinary 
professional relationships and provides an avenue for 
sharing ideas, successes, and failures.

The goal of planning is to work for sustainabil-
ity of service learning throughout the curriculum. 
Funding can be obtained from the community, from 
grant funding available locally and nationally, and of-
ten from the college or university itself. Although ser-
vice learning is not expensive, it does require time for 
planning and course development and the person-
nel to make the arrangements. A number of colleges 
and universities have a service-learning office or co-
ordinator. Staff from this office provide assistance 
in structuring the program, identifying community 
partners, and placing students according to mutual 
needs.

Integrating service-learning experiences into the 
curriculum requires careful planning. The experi-
ence must be developed and resources acquired before 
the course is offered. Identifying enthusiastic faculty 
champions and faculty development is key to success.

Challenges
Some of the challenges to implementing service 
learning result from ordinary budgetary constraints 
in higher education. Multiple departments and pro-
grams compete for limited resources. Those beginning 
a service-learning initiative may need to search for 
external funding sources and rely on the goodwill of 
faculty members willing to spend extra time learning 
about service learning and then incorporating it into 
their courses without extra compensation.

Institutions that lack a dedicated service-learning 
office may struggle with organization and effective 
evaluation strategies. When funding issues prevent the 
establishment of a service-learning office, a service-
learning council composed of faculty members from 
each department on campus can provide direction 
for faculty development, coordinate student learning 
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activities with community agencies, evaluate service-
learning experiences, and facilitate the sharing of 
information.

Convincing faculty members to adopt service 
learning as an effective pedagogical device can also be 
a challenge. This resistance is understandable because 
of the time and effort involved in incorporating it into 
courses. Faculty members involved in service learning 
often serve as the best change agents as they extol the 
benefits of service learning, including increased stu-
dent engagement in the learning process and increased 
sense of collegiality because of their intradisciplinary 
and interdisciplinary activities.

Challenges encountered by faculty include time 
constraints; students’ commitments to work and fam-
ily; and students’, faculty’s, and community partners’ 
heavy workloads. Community partners may struggle 
with orienting new students each semester and with 
the lack of students during summer break. There are 
also challenges when service learning experiences 
last more than one semester or students taking mul-
tiple courses with service-learning components are 
to remain at the same community agency to increase 
continuity.

Planning Development for Faculty New to 
Service Learning
Planning for a change to service learning begins with 
faculty development that may be available from the 
academic institution, workshops, and independent 
study. These resources will help faculty obtain essen-
tial information about how to design and implement 
service learning. Development should include an ex-
ploration of the meaning of service and its place in the 
educational arena. It is important that faculty under-
stand that service learning does not compromise aca-
demic rigor; instead it enriches and extends learning 
(Gallagher et al., n.d.). Faculty should be educated on 
the differences between shallow and deep experience 
and the importance of collaboration with the com-
munity agency. Training should also emphasize that 
the practical considerations involved in planning in-
clude establishing good relationships with community 
agencies, identifying the types of experiences suitable 
for the course content, finding agency representative 
supervisors, structuring the types of activities, iden-
tifying the time commitment involved for students, 

and collaborating with the agency in scheduling the 
activities.

Preparation links the service-learning activities 
to specific learning outcomes and prepares students 
to perform the activities. Reinforcement should be 
given that the service needs to be challenging, engag-
ing, and meaningful to the students, and it must focus 
on meeting an actual community need that students 
can perceive as important and relevant to their own 
development.

Preparation also includes finding agencies for stu-
dent placement. Students involved typically work in 
voluntary not-for-profit community or public tax-
supported service agencies and organizations that 
provide services that meet people’s actual needs. 
Agencies and programs are selected on the basis 
of their congruence with the academic program or 
course and student goals and objectives. Faculty must 
also assess the agency’s capacity for students and de-
termine that the students’ abilities are a match for the 
agency’s needs.

Although careful planning prevents many prob-
lems, faculty members should be prepared for the un-
expected and some loss of control. Occasionally the 
needs of community agencies change (e.g., because of 
funding cuts or receiving a grant), there may be con-
flicts between agencies’ needs for services and students’ 
schedules, or there may be dissatisfaction. Sources of 
dissatisfaction may include students’ perception of in-
equality of time investment between groups, failure of 
the reality of the situation to match expectations, and 
problems in communication. Regular communication 
with community partners and students will help catch 
problems in their initial stages. Faculty members may 
need to intervene to prevent the escalation of problems 
and to renegotiate expectations.

Faculty development provides an explanation of 
a new pedagogy for many and establishes a common 
definition and a sound knowledge base. Faculty will 
need to rethink their role as sole transmitter of knowl-
edge as they move to a facilitation and guidance role. 
This role change may be uncomfortable and awkward 
at first. Consultants can be an invaluable aid in this 
early development process, and many campuses have 
offices of service learning that can provide or assist 
with faculty development. It is also helpful for fac-
ulty to make contact with faculty in other colleges to 
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identify what others have been doing and how they 
felt during the initial process. The internet can be a 
means of making contact with other faculty involved 
in service learning. The internet can also be a source of 
information about starting service-learning programs, 
sample course descriptions, syllabi, electronic mailing 
lists, faculty involved in service learning, funding re-
sources, and best practices. Some of the most widely 
recognized internet resources are:

Campus Compact: https://compact.org
Service Learning in Nursing: https://compact.org/

resource-posts/service-learning-in-nursing/
Corporation for National and Community Service: 

https://www.nationalservice.gov
Learn and Serve, National Service-Learning 

Clearinghouse: https://gsn.nylc.org/clearinghouse

Developing Placement Sites
During the development process, faculty should be 
provided assistance in developing placement sites. 
Anstee, Harris, Pruitt, and Sugar (2008) presented a 
process model for incorporating service learning into 
an academic class. The six stages of their model were 
“(a) establishing community collaboration, (b) part-
nering in the classroom, (c) student training, (d) deliv-
ering the service, (e) returning to the classroom, and 
(f) reporting to the stakeholders” (p. 599). Selecting a 
placement site and establishing collaboration within 
the community are important early steps.

It is important to match the type of community or-
ganization and service with the institutional mission 
of the college when service-learning experiences are 
being planned. Before making plans regarding ser-
vice placements, faculty should conduct a community 
needs assessment and develop a resource inventory, 
either informally through personal and telephone con-
tact or formally through surveys or needs assessments. 
Community agency staff are invaluable in determin-
ing where students are needed the most and what the 
greatest need is. Allowing community partners to con-
trol the identification of the service helps ensure that 
projects meet agency needs. Involvement of agency 
staff in the planning process also helps educate com-
munity agencies about service learning. Community 
advisory boards often help ensure continual contact 
between agencies, students, faculty, and staff and 

ascertain evolving community needs. Student safety 
is also an issue, and the agency and school have a re-
sponsibility to choose sites that are appropriate for the 
students’ safety needs. Development of an informed 
consent form and exploration as to whether the orga-
nization carries liability insurance for volunteers en-
hances clarity of responsibility and minimizes student 
risks. Gallagher et  al. (n.d.) provide sample forms to 
assist faculty who are new to service learning.

Once placement sites have been determined and 
projects are finalized, preceptors must be identified 
and dates for student orientation and initial meetings 
must be planned.

Communication With Students and 
Preparation for Service Learning
Once service-learning experiences have been planned, 
students must be engaged. Faculty can use groups such 
as the student nurses’ association, student government, 
the student life office, and campus publicity mecha-
nisms (e.g., newspaper, radio station, online learning 
system bulletin boards) to inform students about ser-
vice learning. Often courses or service-learning com-
ponents of courses are open to students from a variety 
of disciplines, and faculty should distribute the course 
announcements widely. Service learning’s best pro-
moters are its own students, who attract other students 
by word of mouth.

Once student placements and focus of the service 
have been selected, preparation must extend to the 
classroom setting. Conceiving of service learning as 
simply a matter of mutually beneficial service ignores 
the important concept of readiness for the encounter. 
Radest (1993) introduced the idea of solidarity: “the 
name of my relationship to the stranger who remains 
unknown—only a person in an abstract sense—but 
who is, like me, a human being. Solidarity is then a 
preparation for the future and at the same time a 
grounding in the present” (p. 183). Sheffield (2005) 
noted that “Radest’s concept of solidarity develops 
into a disposition toward democratic interaction and 
service” (p. 49) and that academic preparation for the 
encounter is essential. Preparation develops a sense of 
understanding in students that gives increased mean-
ing to the service and a realization that the strangers 
are much like them, further developing the sense of 
solidarity.
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Preparation should include exploration of social is-
sues and an introduction to the service environment 
and the people who will be encountered. It can take 
the form of reading materials from the agency, reading 
text-based materials, exploring material available on 
the internet, or viewing films and should be accompa-
nied by discussions to prepare students for the service 
experience. Preparatory classroom activities should 
have an overall goal of enhancing understanding and 
helping the stranger become familiar. Sheffield (2005) 
noted that “academic preparation not only under-
girds the particular service activity, but also advances 
solidarity generally for future encounters with future 
‘strangers’ and develops a habit of readiness to interact 
open-mindedly with others” (p. 52). Preparation also 
brings participants a greater understanding of diver-
sity, the ability to embrace and celebrate differences, 
and a realization of their ethical responsibility to con-
nect with others in the community. Sheffield (2005) 
notes that “without that understanding, service degen-
erates into volunteerism where act rather than connec-
tion is the focus” (p. 52).

Written project descriptions, contact information, 
and a schedule of initial meetings should be available 
for students on the first day of class for students to se-
lect from. Organization before the start of the semester 
ensures that students get started on projects promptly 
and are likely to complete projects within the semester 
time limit.

Students must be prepared for the service-learning 
experience with appropriate content knowledge and 
skills, understanding of learning objectives, timeline 
for the experience, project guidelines, and information 
about the community organization. It may be helpful 
for the faculty member to have a faculty mentor ex-
perienced in service learning attend class to help field 
student questions and concerns.

Planning Learning Activities
Service learning can be used as an experientially based 
pedagogy to bring excitement and vitality to the class-
room, to assist community members in need while 
at the same time learning from them, and to provide 
students with information and experiences through 
which they can engage in critical reflection about so-
ciety’s needs and one’s responsibility to the commu-
nity. During faculty development, faculty currently 

involved in service learning can provide examples of 
how they have implemented this pedagogy. They can 
then facilitate faculty identification of additional op-
portunities that may be discovered from a number of 
sources. Faculty may identify appropriate situations 
for service learning from their own service activities in 
a wide variety of community agencies. Opportunities 
may also be suggested by friends, colleagues, agency 
personnel, or students, or they may be found in the 
professional or secular literature. When faculty have 
identified potential service-learning experiences that 
seem to be appropriate for the course, discussions and 
negotiations are held with the agency staff.

Legal issues also need to be considered when plan-
ning service activities. Any time a student performs 
service off campus in conjunction with coursework, li-
ability issues can arise. Faculty should seek legal coun-
sel from the college or university regarding activities 
with potential liability, just as legal counsel is sought 
when contracts with clinical agencies are established. 
Institutional review board approval should be sought 
if students are collecting data as a part of their service-
learning projects.

Student activities are planned so that they relate to 
the course objectives and content (Gallagher et al., n.d.; 
Phillips, Bolduc, & Gallo, 2013). Community agencies 
offer many opportunities for students to collaborate 
with the agency to fulfill unmet needs. Some service 
experiences will involve assessment, others work in 
ongoing programs, and still others work on develop-
ment and implementation of new programs or services. 
During the final phase of the service experience, stu-
dents who have developed new programs should work 
with agency partners to establish plans for sustainabil-
ity. Students should compile materials to facilitate this 
continuation. Although the community agency should 
be an active partner throughout the activity, a summary 
meeting with the stakeholders should be held to close 
the service experience.

EXAMPLES OF IMPLEMENTING 
SERVICE LEARNING IN  
THE NURSING CURRICULUM

The nursing literature provides a wealth of examples for 
ways to integrate service learning into the curriculum. 
Types of agencies and programs that could be used for 
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nursing students engaged in service learning include 
working with underserved and vulnerable popula-
tions with different forms of impairment or disability, 
preventive health and health care facilities (both free-
standing and mobile), social welfare agencies, child and 
adult day care programs, Head Start, Meals on Wheels, 
senior centers, youth services, a center serving teenage 
parents, a mission for homeless parents or individu-
als reentering the community after incarceration, civic 
leagues, drug education programs, and groups or com-
mittees related to health disparities or health policy.

Undergraduate students can provide health, social, 
and developmental screenings; create health-related 
handouts for parents; read safety storybooks to chil-
dren; and assist with classroom activities. Health pro-
motion activities such as education on tobacco use can 
help reduce the prevalence of cigarette smoking (Bassi, 
Cray, & Caldrello, 2008). In another example, work-
ing in partnership with a sheriff ’s department, stu-
dents conducted health assessments, participated in 
case findings, and provided health education (Fuller, 
Alexander, & Hardeman, 2006).

Graduate family nurse practitioner students can 
work in freestanding or mobile health clinics focus-
ing on impoverished or underserved populations, 
provide sports physicals for students, and provide pri-
mary health care and education at a clinic located at 
a homeless shelter. Graduate midwifery students have 
developed enhanced curriculum for midwives in Haiti, 
policies and training for their communities such as 
pregnancy self-care, well baby care, or limiting the use 
of restraints on pregnant and laboring women or youth 
in correctional facilities (Van Hoover, 2015). Doctoral 
students could provide health policy or research as-
sistance for professional or nonprofit organizations 
(Bryant et al., 2017).

Service learning can also be integrated into faith-
based curricula and faith-based nursing practices 
(Brown, 2009). In one service-learning project, sev-
eral Catholic Charities programs were targeted for 
service experiences, including an emergency shelter 
for battered women and their children, an addiction 
recovery treatment center for economically disadvan-
taged individuals, food pantries, and an inner-city 
school counseling service. Initially the Department 
of Nursing focused on students’ ability to apply the-
oretical knowledge during the service experience. 

However, Herman and Sassatelli (2002) report that as 
the program evolved, it embraced Brackley’s (1988) 
challenge to have the “courage not to turn away from 
the eyes of the poor, but to allow them to break our 
hearts and shatter our world” (p. 38). They also incor-
porated Dorr’s (1993) emphasis on the importance of 
not only feeling for economically disadvantaged indi-
viduals but also discovering what it means to be with 
them. Faculty and students found that companionship 
with economically disadvantaged individuals dur-
ing the service experience encouraged understanding 
of what it means to be humanly weak and powerless 
(Herman & Sassatelli, 2002). Brown (2009) reported 
that a faith-based service-learning experience reduced 
mental illness stigma in an underserved community 
and increased students’ understanding of mental 
health problems and substance abuse. Because of the 
decreased stigma, patients reported greater willingness 
to seek treatment and use community resources.

Global Awareness Through Service 
Learning
Global service-learning programs support global citi-
zenship, provide an understanding of diverse cultural 
communities, enhance cultural competency, and pro-
mote a paradigm shift to global citizenship and global 
health care (Brown, 2017; Burgess, Reimer-Kirkham, 
& Astle, 2014; Smit & Tremethick, 2017; see also 
Chapter  13). Global citizens “identify not primarily 
or solely with her own nation but also with commu-
nities of people and nations beyond the nation-state 
boundaries” (Abowitz & Harnish, 2006, p. 675). Global 
citizenship expands the boundaries of social justice 
concerns beyond one’s own city, state, and nation 
and aids in understanding of the “interdependence 
and interrelationships of local, national, and interna-
tional issues across the world’s population” (Velliaris 
& Coleman-George, 2016, p. 4). McKinnon and Fealy 
(2011) believe that global service-learning programs 
should be built around the Seven Cs of Best Practice: 
“compassion, competence, curiosity, capacity build-
ing, courage, creativity, and collaboration” (p. 95). 
Collaboration is key to foster partnership and avoid 
cultural and linguistic misunderstanding. Despite col-
laboration, challenges may occur because of the lack of 
culturally appropriate educational materials and chal-
lenges with communication (Brown, 2017).
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Not all students will continue to do international ser-
vice, but after an international service learning experi-
ence, they “better understood cultural differences and 
barriers to providing care and support to patients from a 
different culture” (Kohibry, 2016, p. 10) and could apply 
this information to multicultural patients in their prac-
tice area. This improves health care quality and safety.

Adapting Service Learning for Distance 
Education
Service learning has traditionally been structured as 
a part of an on-ground nursing program. However, 
as more and more programs move in whole or in part 
to distance education, consideration must be given to 
service-learning experiences for this student population.

Service learning for distance learning students can 
occur in a number of ways. First, the online student can 
identify a community partner in his or her local com-
munity for a service experience and take advantage 
of online learning technologies. For example, faculty 
teaching a hybrid RN to BSN leadership course used 
service learning to enhance the collaborative teaching–
learning relationship and leadership skills (Barnes, 
2016). An asynchronous forum allowed discussions 
with opportunities for reflection. Descriptions of agen-
cies and service projects used by on-campus students 
were posted online to help distance education students 
find comparable experiences within their own com-
munity. Faculty members worked collaboratively with 
students to finalize arrangements with those agencies.

Second, students enrolled in an online program 
could travel to an international site for a service learn-
ing experience together with other students enrolled in 
the course (whether online or on-ground).

Third, the service could become e-service learning. 
This would overcome the traditional time and geo-
graphical boundaries and allow students to conduct 
indirect service to the community. E-service learning 
provides opportunities for engagement, skill building, 
and practical experience that might otherwise be lim-
ited or lacking in an online course (Waldner, McGorry, 
& Widener, 2012). E-service learning requires both the 
student and the community partner to have access to 
technology (chat rooms, email, videoconferencing, 
Skype, wikis, or discussion boards), but it removes the 
traditional geographical boundaries. Best practices for 
e-service learning include providing training on any 

technology that will need to be used, creating clear 
written communication of expectations between stu-
dents and community partners, scheduling meeting 
times to enhance communication, and maintaining 
faculty engagement throughout the service learning 
experience (Bandy, 2017; Waldner et al., 2012). With 
use of these guidelines, service learning opportunities 
can be expanded to distance education students.

Best Practices
■	 Active engagement that includes meeting signifi-

cant community needs
■	 Reciprocity so that students, faculty, and com-

munity partners are empowered and act both as 
teachers and learners

■	 Collaboration with the community agency so that 
agencies select the project ideas that best meet 
their needs and will have the best outcomes for 
the community of interest

■	 Exposure to diversity to enhance students’ cul-
tural competency

■	 Systematic evaluation of the experience by faculty, 
students, and community partners and incorpo-
ration of feedback to improve the experience

■	 Celebration and dissemination of service-learning 
successes and scholarly activity

Incorporating Reflection
Reflection is a critical and essential aspect of service 
learning that further differentiates it from volunteerism, 
community service activities, and nursing students’ 
clinical experiences. Richard et  al. (2016) character-
ized reflection “as the hyphen between ‘service’ and  
‘learning’ ” and noted that it is what distinguishes ser-
vice learning from volunteerism or community service 
(p. 1). Reflection must be an active, persistent, thought-
ful, and intentional consideration of the service activ-
ity that includes the student’s behavior, practice, and 
achievement. Within the reflective process, students 
must respond to basic questions such as “What am I 
doing?”, “Why am I doing it?”, and “What am I learn-
ing?” They also should critically examine their actions, 
feelings, and thoughts. During this examination and 
while responding to the questions posed, students con-
template, think, reason, and speculate about their ser-
vice experiences (Brown & Schmidt, 2016).
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Reflection is a learning tool that serves to maximize 
students’ highly individualized learning experiences 
by linking the service experiences with the learning 
objectives established for the course and curriculum. 
Reflection combines cognitive and affective activities 
in a way that bridges the gap between the service expe-
rience and the course.

Reflection also provides opportunities for students 
to improve their self-assessment skills and have in-
sights that help build on their strengths. Because re-
flection and self-assessment are skills that require 
development, many students new to service learning 
find faculty facilitation and journaling helpful with the 
reflective process (Brown & Schmidt, 2016).

One common approach to stimulate reflection is 
to have students keep a journal or engage in directed 
writing that faculty read and respond to frequently 
throughout the course. Journals allow students to re-
cord thoughts, observations, feelings, activities, ques-
tions, and problems encountered and solved during 
the service-learning experience. If students are work-
ing on a service-learning project as a team, a team 
journal can be used to promote interaction between 
team members on project-related issues and to intro-
duce students to different perspectives on the proj-
ect (Brown & Schmidt, 2016). The team concludes 
its work with a collective reflection on the service 
learning. Students often have difficulty initially with 
separation of event observation and reflection and 
integration of course concepts. To assist the process, 
Brown & Schmidt (2016) recommend use of a mul-
ticolumn journal with observations, course concepts, 
and reflection in separate columns. It is recommended 
to grade journals as satisfactory/unsatisfactory instead 
of using points or letter grades to decrease students’ 
fear of expressing their ideas and their perception of 
being judged. Use of a journal grading rubric helps 
students to more clearly understand journal expecta-
tions and provide consistency in faculty grading. The 
rubric can include assessment for linking prior knowl-
edge/feelings/values with new knowledge/feelings/
values, examples of transformation in perspectives and 
behaviors, and committing to future actions that im-
prove practice (Brown & Schmidt, 2016).

Service learning provides opportunities for stu-
dents to work with a multicultural, underserved sector 
of society that has a variety of needs and challenges 

and are deemed disadvantaged in some way—be it 
through social class, race, ethnicity, sexual orientation, 
ability, or any combination of these. Generally, those 
providing service have more advantages than those 
they are serving, so concerns about racism and other 
biases, injustice, power, and oppression should figure 
prominently in postservice discussions. Effective re-
flection regarding multicultural service learning can 
provide a transformative experience that reinforces 
caring and social responsibility and has the potential 
to create long-term social change.

Reflection is most effective when it is continuous, 
connected, contextual, and challenging. Continuous 
reflection involves reflection before, during, and af-
ter the service-learning experience. Connecting ser-
vice learning with classroom learning assists students 
to develop a conceptual framework for their service 
project and to apply concepts and theories learned in 
class to the experience. Faculty responsibilities include 
designing reflection activities, coaching students dur-
ing reflection, monitoring students’ reflections, and 
providing feedback (Brown & Schmidt, 2016). Faculty 
may need training to effectively mentor students in re-
flective thinking, and this should be included in initial 
development opportunities. Faculty who want ideas on 
reflection activities can find a wealth of information 
available on the internet.

Reflection must be appropriate for the context and 
setting of the experience. Some service-learning expe-
riences lend themselves to formal methods of reflec-
tion, such as written papers with a writing prompt with 
a specific focus, whereas others are best suited to infor-
mal discussions where students can share exemplars, 
what they have learned, and the connections they have 
made. Smit and Tremethick (2017) reported that their 
study showed that students who participated in an on-
line discussion had a higher level of reflective thinking 
and discussed a wider variety of topics than students 
who completed a written reflection. Other informal 
methods include poems, songs, videos, and artwork.

Whether formal or informal methods are used, 
reflection should challenge students to think in new 
ways, question their assumptions, and formulate new 
understandings and new ways of problem solving 
(Brown & Schmidt, 2016).

Including service partners in the reflective dialogue 
enhances communication and increases the depth and 



230	 UNIT II  CURRICULUM AS A PROCESS

breadth of learning. Without an emphasis on dialogue 
between individuals and community partners, reflec-
tion becomes one sided, focusing on the isolated views 
and perceptions of the individual student without 
coming to an understanding of each person’s perspec-
tive (Brown & Schmidt, 2016). Keen and Hall’s (2009) 
study noted that this dialogue across boundaries of 
perceived differences that happened during the service 
experience and in reflection exercises was the core ex-
perience, not the service itself.

Portfolios can be developed to organize materials 
related to the service-learning project and document 
accomplishments and learning outcomes. Other re-
flective activities include small-group discussions 
and presentations that relate the service experience 
to classroom concepts, introduce students to differ-
ent perspectives, and challenge them to think critically 
about the service experience. It is helpful for faculty 
to pose a few questions to guide the discussion, but 
students should also be allowed to freely discuss and 
reflect on ideas and issues. In such discussions, stu-
dents often disclose expectations and myths about 
the service experience. Themes that may emerge dur-
ing reflections include social analysis of community 
needs, health disparities, and the importance of civic 
responsibility. A journal or final reflective paper based 
on the writing done during the semester can provide a 
comprehensive description of students’ learning.

Bringle and Hatcher’s (1996) guidelines help clarify 
the nature of effective reflection activities in a service-
learning course. Effective reflection activities:

1.	 Link the service-learning experiences to the 
learning objectives

2.	 Are designed, structured, and guided by faculty
3.	 Are planned so that they occur across the span 

of service-learning experience
4.	 Permit faculty feedback and assessment of prog-

ress and learning
5.	 Foster the clarification and exploration of values

Debriefing
After the experience, debriefing is essential to rein-
force classroom theory, allow students to share differ-
ing experiences, and reinforce the sense of solidarity 
that was developed. Debriefing adds to the intentional 
nature of the service experience and facilitates a  

dialogue between students who may have been placed 
in different locations throughout the community. 
Debriefing can be combined with an evaluation of the 
service experience. Community partners can also be 
engaged in the debriefing experience and share their 
views of outcomes of the experience and what effect 
the service learning had on the agency in which the 
students served.

Evaluation
After the completion of service learning, the com-
munity partner, faculty, and students should evaluate 
the usefulness of the service project in meeting their 
needs, the strengths and areas for improvement of 
the service project, and student performance. Faculty 
should evaluate student outcomes and the contribu-
tion of the experience to overall curriculum goals. 
Evaluation of students’ achievement is based on the 
students’ learning and not merely on their experience 
or participation in the service activities. Faculty, the 
agency supervisor, and students’ self-assessment pro-
vide the evaluation data.

Many faculty administer preservice and postservice 
surveys that measure students’ attitudes toward com-
munity service and civic responsibility and toward 
their coursework. Such instruments not only help fac-
ulty evaluate their students and assess the usefulness of 
service learning but also help students see how much 
they have learned and how their attitudes may have 
changed because of their service-learning experience. 
In addition to the short-term course evaluation, a sys-
tematic long-term follow-up of students helps deter-
mine any additional learning that may have occurred 
after the course is completed.

SUMMARY

The ultimate goal of providing opportunities for civic 
engagement, development of cultural competence, 
leadership, advocacy skills, and service learning in 
institutions of higher education and their schools 
of nursing is to develop a more caring society, foster 
advocacy for social justice, and increase the focus on 
global health care. Students, schools, and the com-
munity benefit when service learning is a part of the 
curriculum. Service-learning experiences have the ben-
efits of increasing retention of academic material and  
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fostering global awareness and a sense of social respon-
sibility within participants. After service-learning expe-
riences, students are often inspired to continue to work 
for social justice as engaged citizens in their communi-
ties. Although integration of service learning into the 
curriculum requires faculty development and thought-
ful planning, service learning is a win–win–win situa-
tion for the college, the students, and the community.
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13 GLOBAL HEALTH AND CURRICULAR 
EXPERIENCES
MARY E. RINER, PhD, RN, CNE, FAAN

T  his chapter addresses global health education 
from multiple curricular perspectives to support nurse 
educators in developing students’ knowledge, skills, 
and attitudes for providing care in an increasingly 
globalized world community. By integrating global 
perspectives into nursing education, students will be 
better prepared to address cultural issues important to 
providing care to diverse populations, whether it is for 
newly arrived persons in their local community or in 
an international community. The chapter introduces 
the concept of global health, offers strategies to assist 
nurse educators in preparing themselves for including 
global health learning experiences in their teaching, 
and provides information about how to advance global 
health thorough curricular and education abroad 
experiences.

GLOBAL HEALTH

Introduction
Global health is “an area for study, research, and prac-
tice that places a priority on improving health and 
achieving health equity for all people worldwide” 
(Koplan et al., 2009, p. 193). Global health is further 
described as “those health issues that transcend na-
tional boundaries and governments and call for ac-
tions on the global forces that determine the health 
of people” (Kickbusch, 2006, p. 561). International 
health, on the other hand, indicates a relationship be-
tween two or more countries focused on one or more 
health issues of mutual concern.

The benefit of including global health learning ex-
periences in nursing education is to develop a nursing 

workforce prepared to provide high-quality care that 
is culturally appropriate for each person in a health 
care organization or community setting. An important 
aspect explored in a seminal Health Affairs article by 
Betancourt, Carrillo, and Park (2005) called for fo-
cused cultural competence education as a potential 
strategy for addressing health inequities.

Providing culturally appropriate care may mean 
the student cares for individuals who have different 
cultures, perspectives, orientations, and lifestyles dif-
ferent from his/her own, either in the student’s home 
country or in another country where the student may 
visit or live. Students also need to develop competence 
in being a team member with health professionals who 
may have grown up in another country and migrated, 
either voluntarily or because of hostile conditions 
that created unsafe environments for them and their 
families. Nurses, as members of their local community, 
need to be informed and engaged citizens to ensure a 
civil and peaceful environment that honors all resi-
dents of the community.

Global Health Competencies
It is beneficial to understand the resources available 
to guide the development of students’ global health 
knowledge, skills, and attitudes. Competencies for 
health professions developed by the Consortium of 
Universities in Global Health (CUGH) include those 
specific to nursing and more generic competencies 
for interprofessional use. In addition, the Association 
of Schools and Programs of Public Health developed 
a competency model for use with local and global 
populations. These competency categories are useful 
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for developing individual courses, certificates, or 
global health undergraduate and graduate programs 
(Box 13.1).

The National League for Nursing (NLN, 2013) de-
veloped Nurse Educator Core Competencies for aca-
demic educators. These competencies provide the 
foundation for the Certified Nurse Educator (CNE) 
examination also developed by NLN and available at 
several sites internationally. Although the competen-
cies were designed with a focus on the United States, 
they have been used internationally to guide devel-
opment of graduate programs in nursing education, 

including Liberia in West Africa (Beyan, 2017, per-
sonal communication).

Within the international nurse and midwife educator 
communities, the World Health Organization (WHO) 
has developed Nurse Educator Core Competencies 
(WHO, 2016) and Midwife Educator Core Competencies 
(WHO, 2013) that represent agreement on important 
knowledge, skills, and attitudes across countries, cul-
tures, and types of programs. Box 13.2 lists the major 
domains under which specific competencies are identi-
fied for nursing.

Global Perspective in Higher Education
The benefits of global learning further the purpose 
of a liberal arts education. Using a consensus process, 
the American Association of Colleges & Universities 
(AAC&U) asked faculty from across the United States 
to develop a rubric of indicators for global learning. 
These indicators include global self-awareness, per-
spective taking, cultural diversity, personal and social 
responsibility, understanding global systems, and ap-
plying knowledge to contemporary global contexts 
(AAC&U, n.d.). These indicators can be tailored for 
use in developing learning experiences within a class 
period, a threaded case that extends across multiple 
classes, a course, or to integrate global learning into 
an entire curriculum. They are also useful in general 
education course requirements that are part of a nurs-
ing program.

B O X   1 3 .1
GLOBAL HEALTH COMPETENCIES FOR 

HEALTH PROFESSIONS PROGRAMS

The Consortium of Universities in Global Health (CUGH) 
initially developed nursing competencies to guide cur-
riculum development.

The major areas of nursing specific competencies 
include:

■	 Understanding the global burden of disease
■	 Health implications of migration, travel, and 

displacement
■	 Social and environmental determinants of health
■	 Globalization of health and health care
■	 Health care in low-resource settings; and health as 

a human right and development resource
(Wilson et al., 2012).
Subsequently another task force of CUGH devel-

oped interprofessional competencies applicable across 
health professions that focus learning on key aspects of 
global health. Within each category are specific outcome 
statements useful in developing and assessing learning 
experiences.

The eight overarching competencies are:
■	 Knowledge, behaviors, skills in population health;
■	 Global citizen; and basic and
■	 Program operation or further reference.
(Jogerst et al., 2015).
Competencies specific to public health that have 

been developed also include:
■	 Capacity Strengthening
■	 Collaborating and Partnering
■	 Ethical Reasoning and Professional Practice
■	 Health Equity and Social Justice
■	 Program Management
■	 Socio-cultural and Political Awareness
■	 Strategic Analysis
(Association of Schools and Programs of Public 

Health, n.d.).

B O X   1 3 . 2
DOMAINS OF NURSE EDUCATOR 

COMPETENCIES

Domain 1: Theories and Principles of Adult Learning
Domain 2: Curriculum and Implementation
Domain 3: Nursing Practice
Domain 4: Research and Evidence
Domain 5: Communication, Collaboration, and 

Partnership
Domain 6: Ethical/Legal Principles and Professionalism
Domain 7: Monitoring and Evaluation
Domain 8: Management, Leadership, and Advocacy

From World Health Organization. (2016). Nurse educator core 
competencies. Retrieved from http://who.int/hrh/nursing_
midwifery/nurse_educator050416.pdf
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Many universities and health care agencies have 
developed mission statements that include develop-
ing global competence as an aspect of the curriculum 
or service (Box 13.3). To further the intent of a mission 
statement with a global perspective, a university may 
develop principles or learning goals to guide curricular 
development across the institution. One university in-
cluded a specific undergraduate principle of learning fo-
cused on diversity and how students could demonstrate 
it (Box 13.4). Additionally, the AAC&U has developed 
areas of global learning to be used for developing a pro-
gram or course rubric to assess learning (Box 13.5).

Global Health Perspectives in Schools of 
Nursing
Many schools of nursing have established centers for 
global health that serve to focus and promote interna-
tional initiatives. These often include hosting visiting 

scholars as PhD students and postdoctoral fellows, 
managing student exchanges and study abroad pro-
grams, developing and sustaining partnerships with 
schools in other countries, and facilitating collabora-
tive research partnerships. As knowledge and skill in 
global health become increasingly important, nursing 
schools are finding it crucial to develop strategic goals 
that focus resources for advancing global health and 
promoting global engagement for their faculty and 
students. Increasingly, these initiatives involve collab-
orative efforts with other professions and disciplines to 
promote interprofessional education and practice.

Role of Professional Nursing Associations in 
Advancing Global Health
Professional nursing associations have been involved 
in advancing global nursing education and practice 

B O X   1 3 . 3
EXAMPLE UNIVERSITY MISSION 

STATEMENT WITH GLOBAL FOCUS

Provide a liberal arts education that develops learners’ 
capacity to think freely, critically, and humanely and to 
conduct themselves with honor, integrity, and civility. 
Graduates will be prepared for life-long learning, personal 
achievement, responsible leadership, service to others, 
and engaged citizenship in a global and diverse society.

(Washington and Lee University, n.d.).

B O X   1 3 . 4
UNDERGRADUATE PRINCIPLE OF 

LEARNING RELATED TO DIVERSITY

Understanding society and culture.
Definition: the ability of learners to recognize their 

own cultural traditions and to understand and appreci-
ate the diversity of the human experience

Learners are expected to demonstrate this by:
■	 Comparing and contrasting the range of diversity 

and university in human history, societies, and 
ways of life

■	 Analyzing and understanding the interconnected-
ness of global and local communities

■	 Operating with civility in a complex world

(Gregory, J., 2015).

B O X   1 3 . 5
GLOBAL LEARNING GOALS

■	 Effectively addresses significant issues in the natu-
ral and human world based on articulating one’s 
identity in a global context.

■	 Evaluates and applies diverse perspectives to com-
plex subjects within natural and human systems in 
the face of multiple and even conflicting positions.

■	 Adapts and applies a deep understanding of mul-
tiple worldviews, experiences, and power structures 
while initiating meaningful interaction with other 
cultures to address significant global problems 
(cultural, disciplinary, and ethical).

■	 Takes informed and responsible action to ad-
dress ethical, social, and environmental challenges 
in global systems and evaluates the local and 
broader consequences of individual and collective 
interventions.

■	 Uses deep knowledge of the historic and contem-
porary role and differential effects of human orga-
nizations and actions on global systems to develop 
and advocate for informed, appropriate action to 
solve complex problems in the human and natural 
worlds.

■	 Applies knowledge and skills to implement sophis-
ticated, appropriate, and workable solutions to 
address complex global problems using interdisci-
plinary perspectives independently or with others.

Adapted from American Association of Colleges & Universities. 
(n.d.). Global learning VALUE rubric. Retrieved from https://
www.aacu.org/value/rubrics/global-learning
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(Table  13.1). Some have developed accrediting stan-
dards related to global health for schools of nursing. 
Other organizations have developed position papers 
and toolkits in support of global health or focus on 
preparing nurses educated outside of the United States 
for licensure in the United States.

The Essentials series published by the American 
Association of Colleges of Nursing (AACN) addresses 
global health in baccalaureate and masters programs. 
As one of the program outcomes, the BSN Essentials 
state that programs prepare graduates to “Apply 
knowledge of social and cultural factors to the care of 
diverse populations” (AACN, 2008, p. 12). The MSN 
Essentials state that programs prepare graduates to 
“Synthesize broad ecological, global and social deter-
minates of health…” and “Apply advanced knowledge 
of the effects of global environmental, individual and 
population characteristics to the design, implementa-
tions, and evaluation of care” (AACN, 2011, p. 28). 
(AACN, n.d.) has produced competency statements 
and toolkits for educators seeking to integrate cultural 
learning into undergraduate and graduate learning.

A Vision for Expanding US Nursing Education for 
Global Health Engagement developed by the National 
League for Nursing promotes “excellence in nursing 

education that builds a strong and diverse nursing 
workforce to advance the health of our nation and 
the global community” (NLN, 2017, p. 2). The Vision 
statement recognizes the nurse as a global citizen with 
a commitment to culturally responsive health care, 
both nationally and internationally.

In 2014, the Sigma Theta Tau Nursing International 
(STTI) Honor Sorority established the Global 
Advisory Panel on the Future of Nursing & Midwifery 
(GAPFON) to identify global health care issues, 
specifically related to a voice and vision for nurs-
ing (STTI, 2018). This work was in response to the 
United Nations announcement of the 2030 Agenda for 
Sustainable Development, which provides targets for 
advancing the well-being of people and countries glob-
ally (STTI, 2018). GAPFON sought to align economic, 
social, and environmental pathways for the advance-
ment of global health and to identify how nursing and 
midwifery could take the lead in such endeavors. The 
results of the regional dialogue sessions identified the 
need for global leadership presence as the core issue, 
crossing policy, practice, and education arenas.

The Global Alliance for Leadership in Nursing 
Education and Science (GANES, n.d.) comprises na-
tional associations involved in accrediting schools of 
nursing. They regularly meet to discuss issues of ac-
creditation for further understanding of national envi-
ronments and how they inform accreditation standards.

The Commission on Graduates of Foreign Nursing 
Schools International, Inc. (CGFNS) serves the global 
health care community by providing a comprehen-
sive suite of credential assessment products to meet 
specific needs. The commission’s (CGFNS, n.d.) main 
area of work focuses on assessing preparation of nurses 
educated outside the United States for seeking a state 
nursing license in the United States.

The International Council of Nurses (ICN) is a 
federation of more than 130 national nurses associa-
tions. Through member countries, ICN focuses on ad-
vancing quality nursing care, effective health policies, 
nursing knowledge, and promoting the respect of the 
profession. The ICN hosts a biennial congress that 
brings together leaders from all the member national 
nurses associations to consider areas of advancement 
in nursing. In addition, ICN offers policy and lead-
ership training events to prepare nurses in leading 
country-level initiatives.

TA B L E   1 3 .1
Organizations Involved in Global Nursing 

Leadership

Organization Weblink

American Association of 
Colleges of Nursing

http://www.aacn.nche.edu/

Commission on 
Graduates of Foreign 
Nursing Schools 
International, Inc.

http://www.cgfns.org/

Global Alliance for 
Leadership in Nursing 
Education and 
Scholarship

http://ganes.info/Home.php

International Council of 
Nurses

http://www.icn.ch/

National League for 
Nursing

http://www.nln.org/

Sigma Theta Tau 
International

http://www.nursingsociety.org/

World Health Organization http://www.who.int/en/
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ADVANCING GLOBAL HEALTH 
THROUGH INTERNATIONALIZING 
THE NURSING CURRICULUM

Internationalizing the curriculum refers to varied ap-
proaches and components, including education abroad 
programs, foreign language courses, interdisciplinary 
or area programs, and the provision of programs or 
courses (Bremer & van der Wende, 1995; Robertson, 
2014). A successfully internationalized curriculum em-
phasizes a wide range of teaching and learning strate-
gies designed to develop graduates who demonstrate 
international perspectives as professionals and as citi-
zens (Oxford Brooke University, n.d.). This requires re-
thinking curriculum so that graduates in all academic 
programs are equipped to live and work successfully in 
both local and global communities (Clifford, 2013).

Program Level Changes
Faculty have considerable authority and accountabil-
ity in the design and content of nursing curriculum. 
The curriculum adopted will play a key role in shaping 
learners’ personal and professional values, attitudes, 
and behaviors. It is not only on the subject matter of 
the curriculum but the pedagogical strategies used 
that serve to develop the learner’s global perspective.

Many definitions describe the intent of designing 
curricular experiences to promote development of 

global perspectives. One of the more succinct is from 
the National Association of Foreign Student Advisers 
(NAFSA), an association of professionals in interna-
tional higher education. (NAFSA, n.d.) describes inter-
nationalizing the curriculum as the “intent of infusing 
global knowledge, awareness, and cross-cultural com-
petence throughout the curriculum” (p. 1). The core 
issue for nursing is to focus on a curriculum that in-
cludes global and cultural aspects in a range of courses 
across a program.

An internationalized curriculum needs to be more 
than individual faculty deciding to include learning 
experiences. Ideally, international components are 
threaded into program outcomes and course objec-
tives across the curriculum. An example of how a BSN 
program can thread a global perspective of women’s 
health issues across courses is shown in Table  13.2. 
Although this example demonstrates a focus on one 
population, it is clear that by tailoring broad program 
outcomes to a specific population, faculty efforts allow 
for deeper learning about one population. In a gradu-
ate program, students may focus a scholarship project 
on a specific ethnic population represented in the local 
community to further their knowledge of unmet health 
care needs and issues of access to services. Many com-
munities have more than one refugee/migrant popu-
lation, and faculty will need to teach skills that cross 
multiple ethnicities. Using the idea of concept-based 

TA B L E   1 3 . 2
International Perspective of Women’s Health Threaded Across a BSN Curriculum

Course Learning Objective Types of Learning Resources

Health Promotion Identify incidence of overweight/obesity nationally 
and internationally

Show world maps of the changing 
incidence

Discipline of Nursing Understand nursing discipline within the global 
context

International Council of Nurses 
Statement of the Practice of Nursing

Maternal Health Describe incidence of maternal mortality within the 
United States and globally

United Nations Family Planning

Child Health Childhood immunization rates by country World Health Organization

Mental Health Describe the incidence and treatment of maternal 
depression globally

Journal research

Adult Health Compare and contrast the leading causes of death 
among women of reproductive age by country

World Health Organization data

Leadership and Management Identify issues for managing OB-GYN services for 
immigrant/refugee populations in the local 
community

Clinical nurse managers in local health 
facilities
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learning, learners can learn skills for one population 
that are transferable to additional populations.

Teaching in an internationalized curriculum requires 
educators to develop current knowledge of key health 
conditions affecting communities around the globe and 
in specific countries that may be exemplars in the cur-
riculum. This involves educators accessing resources to 
develop specific knowledge about health conditions of 
global interest and disciplinary knowledge about nurs-
ing and health care in other countries (Box 13.6).

Locally Based Learning Experiences
Communities often comprise more than one ethnic-
ity and may represent countries around the world. For 
nurses to provide high-quality care, they must have 
the capacity to understand, appreciate, and commu-
nicate with individuals whose background is different 
from the nurse’s. Whether the nurse educator is pro-
viding clinical learning experiences in an acute, sub-
acute, or community-based setting, there are a wealth 
of opportunities for learners to engage with interna-
tional patients and populations. Although exposure to 
international communities may happen as part of any 
clinical, the educator who is intentional about devel-
oping learners’ abilities to provide high-quality, cul-
turally sensitive care for people from other countries 
will likely be more successful in achieving curricular 
goals. As a beginning step, faculty may need to extend 
their knowledge of the international populations rep-
resented in the local community. Ways the educator 
can do this include:

■	 Inquiring of facility managers about the eth-
nicity and country background of the patient 
population

■	 Using DataUSA (https://datausa.io/) to learn 
about the demographic profile in the local com-
munity, specifically ethnicities represented

■	 Meeting with community and health care lead-
ers about the international communities they 
serve

■	 Meeting with the school/university community 
liaison

■	 Reading broadly about the nationalities 
represented

■	 Talking with members of the international com-
munity about life in the United States and their 
health

■	 Developing some language capacity to talk with 
people in their native language

■	 Continuing professional education

Learning goals and experiences will be different 
depending on the type of course the educator is teach-
ing. For didactic courses, the learning activities may 
involve readings, online investigations, videos, guest 
speakers, role play, and presentations.

Another strategy is to focus on a single health con-
cern with the goal of promoting learners’ knowledge 

B O X   1 3 . 6
RESOURCES FOR INTERNATIONALIZING 

THE CURRICULUM

American Council on Education. (n.d.). Internationalization  
toolkit: A repository of resources for campus internationaliza-
tion. Retrieved from http://www.acenet.edu/news-
room/Pages/Internationalization-Toolkit.aspx

Association of American Colleges & Universities. (n.d.). 
Resources for campus internationalization. Retrieved from 
https://campusinternationalization.org/about/
curriculum/

Association of American Medical Colleges. (2015). 
Assessing change: Evaluating cultural competence educa-
tion and training. Washington, DC: Association of 
American Medical Colleges. Retrieved from https://
www.aamc.org/initiatives/diversity/425472/as-
sessingchange.html

Helms, R. M., & Tukibayeva, M. (n.d.). Internationalization 
in action: Internationalizing the curriculum, part  1—
Individual courses. American Council on Education. 
Retrieved from http://www.acenet.edu/news-room/
Pages/Intlz-in-Action-2013-December.aspx

Robertson, J. (2014). Internationalizing the curriculum 
at home: Creating global citizens locally. Orlando, FL: 
Valencia College. Retrieved from http://events.
valenciacollege.edu/event/internationalizing_the_
curriculum_at_home_creating_global_citizens_lo-
cally_4872#.Wkp581WnE_M

The Forum on Education Abroad. (2015). Standards of 
good practice. Retrieved from https://forumea.org/
resources/standards-of-good-practice/

The Forum on Education Abroad. (2013). Guidelines 
for Undergraduate Health-Related Programs Abroad. 
Retrieved from https://forumea.org/resources/
standards-of-good-practice/standards-guidelines/
undergraduate-health-related-programs-abroad/

Unite for Sight. (n.d.). Ethics and photography in developing 
countries. Retrieved from http://www.uniteforsight.
org/global-health-university/photography-ethics
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of the issue from a global perspective. For example, 
maternal mortality is considered a key indicator of 
how well a community is able to support its residents. 
By exploring maternal mortality patterns in countries 
with varying income levels, learners can begin to un-
derstand the linkage of poverty with health. On the 
other hand, by showing maps of countries of the world 
of longevity and country income, students can learn 
that high-income countries may not have the highest 
longevity. This can be followed by readings and discus-
sions about the social determinants of health and how 
they influence health and well-being.

For a learning goal involving issues of acculturation 
of a local refugee community, the instructor might use 
a multipronged approach. This can include experi-
ences that allow students to learn the history of how 
the ethnic group came to settle in the local commu-
nity and about the refugee camp where the individuals 
stayed before coming to the United States, the condi-
tions in their home country that caused them to leave, 
and the experiences from the refugees through in-
person presentations or videos.

It is important for the educator to assess the out-
comes of his/her teaching efforts in promoting learner 
competence in caring for international populations. 
The instructor can identify specific outcomes targeted 
for the course, the learning experiences the students 
will engage in, and evidence that supports learner 
achievement of the outcomes. Box  13.7 provides an 
example based on inclusion of the program goal of 
students developing deep knowledge about the health 
needs of a local Burmese refugee population. For ex-
ample, an educator whose intent is for learners to 
demonstrate cultural sensitivity in providing holistic 
nursing care to Burmese individuals, families, commu-
nities, and populations may discuss decision-making 
patterns among traditional Burmese families. Evidence 
of learning could involve discussing a learner’s clinical 
experience in postconference about how a decision for 
further treatment of a young woman was jointly made 
with her husband and extended family (Kercood & 
Morita-Mullaney, 2015).

A range of resources are available to guide the edu-
cator in developing an internationally focused learning 

B O X   1 3 . 7
PROGRAM LEARNING OUTCOMES TAILORED TO A CLINICAL LEADERSHIP COURSE

■	 Program learning outcomes tailored to a clinical 
leadership course with a significant didactic and clini-
cal component addressing a local Burmese refugee 
population

■	 Stated as the student in process and the student as 
a graduate who will demonstrate the outcomes as a 
nurse

■	 Using critical thinking skills, the student/nurse finds 
and uses a variety of sources of evidence as a basis for 
clinical reasoning and decision making in providing 
care to a Burmese patient, family, or community.

■	 The student/nurse demonstrates cultural sensitivity in 
providing holistic nursing care to Burmese individu-
als, families, communities, and populations.

■	 The student/nurse is a knowledgeable care coordi-
nator who facilitates Burmese patients’ access to 
resources across the continuum of health care envi-
ronments that meet their evolving health care needs.

■	 The student/nurse demonstrates understanding and 
consideration for how the Burmese patient may be 

affected by local health care policy, financing mecha-
nisms, and regulatory issues.

■	 The student/nurse engages in ethical and legal pro-
fessional behavior that is culturally sensitive to the 
Burmese patient.

■	 The student/nurse promotes improved outcomes for 
Burmese patients by using effective communication 
skills with Burmese patients and families, and inter-
professional team members.

■	 The student/nurse provides professional care for 
the Burmese patient across diverse health care 
environments.

■	 The student/nurse demonstrates accountability for 
leading and managing resources within an organiza-
tion to promote quality care and safety for Burmese 
patients.

■	 The student/nurse embraces and employs innova-
tions in information management and technology in 
the delivery of quality care to Burmese patients.

Riner, M ( 2017), BSN Program Outcomes, Indiana University School of Nursing, Indianapolis, IN.
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experience, including developing cultural competence. 
The resources included in Box  13.6 follow best prac-
tices in curriculum development, particularly in de-
veloping assessment strategies while also designing 
the learning experience. For either undergraduate or 
graduate programs, the experience may be a short one 
occurring during one class session that is embedded in 
a semester-long course; for example, a healthy popula-
tions course when discussing specific health problems 
such as heart disease. Or it may be in a semester-long 
global health course. For graduate programs, the issues 
will be more complex clinically and organizationally 
and require deeper understanding of cultural mores, 
community and health care resources available to an 
immigrant or refugee, and knowledge of facilities mis-
sion and resources for serving specific language groups.

EDUCATION ABROAD EXPERIENCES

Education abroad programs involve students engag-
ing in educational opportunities in a country other 
than their own. Traditionally, it involved an academic 
year or semester abroad; more recently, short-term 
programs of a summer semester or a few weeks. Open 
Doors (Institute of International Education, 2017) re-
ported that 325,339 American students received aca-
demic credit in 2015 and 2016, an increase of 3.8% 
over the previous year.

Students benefit in many ways from participating 
in an education abroad program. In terms of global 
citizenship, this may include personal enrichment, 
enlarging the learner’s worldview, developing personal 
confidence in navigating an unfamiliar environment, 
developing new relationships, and developing inter-
cultural communication skills (Dwyer & Peters, n.d.; 
Stone & Petrick, 2013). Benefits extend to future career 
development and may include experiencing a different 
health care system, increasing awareness and interest 
in global issues, and heightening awareness of global 
health security and equity as a component of US fore-
sight policy (Wilson et al., 2012).

Purpose and Program Development
The design of education abroad programs can influ-
ence the type of outcomes achieved (Engle & Engle, 
2003). It is important to develop a clear rationale for 
the type of learning experience, the location, and the 

specific learning goals that will guide the program 
design. Education abroad programs generally have 
cultural competence goals embedded in the global 
learning goals.

Engle and Engle (2003) identify components of 
program design to be considered, including length 
of learner stay; language competence; context of aca-
demic work within learner group or provided at host 
nation higher education institution; types of learner 
housing in terms of home stay, dorms, or commercial; 
provision for guided/structured cultural interaction 
and experiential learning; and guided reflection on 
cultural experience. The level of the program can be 
advanced by longer stays that progress from a few days, 
weeks, or a month to a summer, semester, or academic 
year. Nursing schools have generally found it difficult 
to offer programs longer than a few weeks because of 
curricular design and learner progression practices.

Within the health disciplines, education abroad 
programs often center around learning about an-
other country’s health care system in terms of national 
health insurance, design of delivery, discipline-specific 
roles, and education. This can be done as a course with 
a group of learners or an internship or residency. It can 
include only nursing learners or learners from other 
health-related disciplines.

The trend in health service-learning programs has 
been changing as a result of thoughtful consideration 
of the effect of unprepared learners and unlicensed 
faculty providing care in another country. New stan-
dards are being promoted that recommend learners 
not engage in providing care for which they are not 
qualified and without institutional faculty supervision 
(Melby et  al., 2016; Unite for Sight, n.d.). The Unite 
for Sight organization has developed Global Health 
University, which provides online education programs 
for a wide range of learners planning to go abroad for 
service or mission trips. The approach taken provides 
valuable information that first seeks to do no harm 
(Unite for Sight, n.d.).

Academic Framework
The program goal should leverage the unique oppor-
tunities available within the community and health 
care organization abroad. The program needs to be 
guided by academic policies of the home institution 
and the host instructions. Learners and faculty need 
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to be aware of these policies, the support available to 
ensure they are carried out, and their personal respon-
sibilities for complying with them.

According to Goode (2008), faculty fill a variety of 
roles, including dean of students, logistical coordinator, 
intercultural guide, and academician (Box 13.8). The 
educator needs to be prepared to supervise research, if 
that will be a component of the program. Policies and 
procedures of the home institution and host institution 
for conducting research need to be followed.

Organization Support
Institutional support should ensure that the program 
is adequately funded and staffed. The funding must 
be sufficient for safe and high-quality learning experi-
ences that includes cocurricular experiences that en-
hance the academic learning. The educator needs to 
be qualified and fairly compensated so they have ad-
equate time to develop, deliver, and evaluate the pro-
gram. Funding sources for both students and faculty 
may be available from the school or university office 
of international studies or from grant funding. Faculty 

may need to make a site visit before offering the course 
to learners. This allows the opportunity to meet peo-
ple, visit various learning and community sites, and to 
develop a general sense of the location. Funding for 
this part of program development must also be allo-
cated in advance.

If clinical experiences are included in the pro-
gram, faculty must arrange for supervision of nursing 
students by licensed nurses in the local community. 
Attention needs to be given to the demands placed on 
host health care and educational personnel, agencies, 
and local communities that are involved in arranging 
the visit. Participating in the education abroad pro-
gram may take needed time and energy away from 
other pressing demands of their roles. It may be ap-
propriate to compensate host agencies for their effort.

Partnership Development
Many institutions and schools of nursing have estab-
lished strategic partnerships abroad and invested ef-
fort over many years to ensure sustainability of the 
relationship. When the institution has an international 

B O X   1 3 . 8
ROLES OF FACULTY LEADING STUDY ABROAD PROGRAMS

■	 The dean of students role is something faculty often 
have not been involved with and requires taking on 
a mindset of counselor and a casual demeanor that 
invites students to share difficulties as they arise.

■	 For the logistical dimension, it is very helpful to have sup-
port either within the office or through a contracted on-
site organization to assist with scheduling, housing, and 
transportation. In addition, it is helpful to have a clear 
understanding of how the program will be financed, 

including student fees, coverage of faculty salary and 
expenses, covered costs for in-country host agencies.

■	 The intercultural dimension of operating the pro-
gram involves the faculty developing location-specific 
knowledge and relationships with key individuals in-
volved in supporting the program.

■	 The academic dimension involves the specific learning 
objectives, design of the learning experiences, assess-
ment of learning, and academic mentoring.

Faculty Director Dimension Responsibilities

Dean of Students Student social life, student group dynamics, student mental health, student 
physical health, student safety, and student conduct, including alcohol use

Logistical Attaining university program approval, marketing and recruitment, scheduling, 
administration, staff management, and budgeting

Intercultural Familiarity with the education abroad program sites ahead of time and 
intellectual insights about the culture of the sites to share with students

Academic Course development, teaching, grading, and academic mentoring

Adapted from Goode, M. L. (2008). The role of faculty study abroad directors: A case study. Frontiers: The Interdisciplinary Journal of Study 
Abroad, 15, 149–172.
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strategic partnership, the school of nursing can benefit 
from collaborating with interdisciplinary colleagues 
from their home campus and infrastructure that 
may be in place in the host institution and commu-
nity. Partnerships indicate a mutuality of benefit, and 
nurse educators participating in a partnership need to 
be mindful of equity issues that allow the host coun-
try partner to benefit. There may be times when the 
educator is involved in gaining entry into the com-
munity and establishing a partnership. This needs to 
be attended to with cultural sensitivity and respect. 
Engaging in effective partnership and sustainment 
principles and practices will facilitate a high quality 
educational experience (Riner & Broome, 2014).

Developing Student Learning Outcomes
The student learning outcomes or educational ob-
jectives serve as the guideposts for designing the 
program. They should articulate with the course, pro-
gram, and institutional goals. Process and outcome 
assessment should be conducted regularly to measure 
learning and learner development. Process assessment 
is valuable during the program, as it gives the instruc-
tor feedback on how well the planned activities are be-
ing received by the learners and the local community. 
If adjustments are needed, they can be made as fea-
sible during the onsite portion of the course. Outcome 
assessment allows for decisions about the quality of 
learning achieved, resource use, and fit within the 
range of education abroad experiences offered by the 
institution.

Assessment of learner outcomes is important to 
consider while designing the program. Nurse educator 
research in this area is evolving and has primarily relied 
on small single-class samples, often with instructor-
developed tools. Increasingly, institutions are taking an 
inclusive approach to assessing learner outcomes and 
ask learners from all approved programs to complete a 
common tool. This allows evaluation of the total edu-
cation abroad effort and can identify programs where 
learners assess their learning as greater. One such 
tool is the Global Perspective Inventory (Braskamp, 
Braskamp, Merrill, & Engberg, 2008), which has es-
tablished reliability. Two tools developed for assessing 
cultural competence with established reliability and 
in use over time are Camphina-Bacote’s Inventory for 
Assessing the Process of Cultural Competence Among 

Healthcare Professionals—Revised (1998) and the 
Cultural Competence Self-Assessment Questionnaire 
(Mason, 1995).

Selecting Students and Student Code of 
Conduct
Information about a program needs to be transparent 
and include purpose, eligibility, selection process, and 
financial costs, including for the travel component and 
academic credit. Academic advisors and the faculty 
program director can be helpful in assisting learners to 
think about where in their program of study an educa-
tional abroad experience might best fit. The availability 
of scholarships can increase learner participation, and 
all sources of possible funding can be given to learners 
with application due dates.

Preparation of Students and Predeparture 
Planning
Sessions in advance of departure are useful in prepar-
ing students for academic and social/cultural experi-
ences. These sessions generally include personal safety 
and health issues, including securing overseas travel 
health insurance. Learners also need information 
about getting their passport, visa, and immunizations. 
The faculty may elect to have students book flights to-
gether or have them arrange their own flights with in-
formation on where to meet in country, such as at the 
airport, a hotel, or a university.

Preparing students for the local culture can occur in 
a variety of ways. Some of these include speakers from 
the country, students who previously participated in 
the program, videos, language practice, assignments 
that require research and presentation in class or post-
ing to an online course site, and reviewing key cultural 
norms and expressions of cultural sensitivity. Learners 
need to know the appropriate dress for various ac-
tivities they will engage in, such as a visit to health 
care agencies that may require a laboratory coat, to a 
community agency in casual professional dress, or an 
orphanage where jeans are acceptable. All of these ac-
tivities prepare the learner for demonstrating cultural 
humility.

Security issues may include registering with the 
Smart Traveler Enrollment Program (STEP) on the 
website of the US Department of State (https://step.
state.gov/step). Parents and others need information 
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on how to contact the academic institution in case of 
emergency and they are not able to get in touch with 
the learner. Likewise, the academic institution needs to 
have information on how to contact a learner’s parent/
guardian if needed.

Onsite Arrival
Upon arrival, learners benefit from an orientation to 
living arrangements and the local neighborhood. Time 
to acclimate to the environment may be needed. A re-
view of the details of scheduled activities orients par-
ticipants so they can be prepared for departures, length 
of time away from lodging, types of dress, what they 
will be doing and with whom, and when they will be 
returning each day.

It is important to have clear standards of conduct 
and how violations will be dealt with so that faculty 
and students are clear about the consequences and re-
sulting violations. This needs to occur before depar-
ture and onsite as well.

Onsite Learning Strategies
Learning strategies used during the onsite program 
activate the purpose of the study abroad experience. 
Frequent debriefing sessions after the experience can 
be useful in helping learners reflect on information 
learned from presenters, tours, and walking within the 
community; share emotional reactions; and link read-
ings to experiences.

Journaling about their experiences encourages stu-
dent reflection on activities, their response to them, 
and what they are learning. This can lead to transfor-
mation in their self-perception, deeper insights into 
their experiences, and ways to understand challeng-
ing situations (Mezirow, 2006). When reflection as-
signments are linked to course materials, learners can 
demonstrate the achievement of course learning objec-
tives. Reflection assignments can be designed for dif-
ferent purposes. Reflection prompts that are designed 
for intercultural learning may include the student’s:

1.	 Experience of cultural difference;
2.	 Adjustment during the international experiences;
3.	 Collaboration with people from a different 

culture;
4.	 Experience communicating or speaking the lo-

cal language; and

5.	 Specific skills, knowledge, or abilities they used or 
the new ones they have gained through this inter-
national experience (Root & Ngampornchai, 2012).

A model used in service-learning programs locally 
and globally is the DEAL Model for Critical Reflection 
(Ash & Clayton, 2009). This model engages students in 
clearly describing the experiences to help clarify what 
happened. This is followed by an examination of the 
experience during which the students describe how 
they responded to the situation and how course mate-
rials and goals are linked into the experience. The final 
part is for the student to describe what they learned, 
why it matters, and how they will use the new learn-
ing in the future. Box 13.9 provides phrases for use in 
prompting student reflections.

Additionally, social media has become a popular 
way for learners to communicate in real time about 
their experiences through blogs, Facebook, Instagram, 
and Twitter. Social media can engage those in the home 
community, such as friends, family, student peers, and 
the larger academic community. It is important, how-
ever, for educators to communicate and expect stu-
dents to engage in ethical photography practices while 
abroad. Reputable organizations provide ethical and 
culturally sensitive questions and guidelines for indi-
viduals to consider as they think about what kinds of 
photos to take to document their experience (Unite for 
Sight, n.d.).

B O X   1 3 . 9
STUDY ABROAD REFLECTION PROMPTS

1.	 Describe a service learning–related experience (objec-
tively and in some detail address the questions who, 
what, when, and where)

2.	 Examine that experience (what academic learning oc-
curred; what materials were used such as models con-
cepts or principles; what skills I used or could have 
used)

3.	 Articulate learning (individually; in writing): I learned 
that … I learned this when … This learning matters because 
… In light of this I will …

Data from Ash, S. L., & Clayton, P. H. (2009). Generating, 
deepening, and documenting learning: The power of critical 
reflection in applied learning. Journal of Applied Learning in 
Higher Education, 1, 25–48.
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Postexperience Debriefing
Bringing the class back together a few weeks after re-
turning home can help with reentry shock that often 
occurs, especially when students from the United States 
have visited a health care agency in a low-resource 
community. Students can share responses they receive 
from sharing their experience with friends, family, and 
sponsors who may have made financial contributions 
to their trip. This is often a time of sharing photos and 
review of program highlights. It can be combined with 
submitting final course assignments, such as a paper. 
At this time, students can complete course evaluations, 
surveys from the university, or other tools evaluating 
the program.

INTERNATONAL STUDENTS 
ENROLLED IN COURSES/PROGRAMS 
IN US SCHOOLS OF NURSING

International Students and Fellows
Since the mid-1950s, the United States has been a 
destination of choice for international students and 
has experienced an increasing number of students 
seeking academic degrees and short-term experience 
like postdoctoral studies and research fellowships. 
Reasons given have been the quality of education, a 
welcoming culture, and the prospect of employment 
in the United States after graduation. In recent years, 
while the share of the global market has decreased, the 
actual numbers of students has grown, with over 4 mil-
lion coming to the United States in 2013 (Migration 
Policy Institute, 2016).

Planning for Arrival

The process of applying to a school of nursing generally 
occurs in connection with applying for admission to 
the academic institution and requesting the necessary 
visa documents. Preparing to receive an international 
student involves working with institutions’ interna-
tional office as they have official responsibilities in re-
lation to federal education requirements. Preparation 
also includes ensuring arrangements are made for 
housing; tours and acculturation orientations to the 
school, campus, and community resources; and en-
suring they know how to access educational resources 
like learning centers, the library, writing center, and 
student counseling services. It is important to be clear 

about expectations for the educational experience and 
standards of academic conduct. It is also helpful to 
provide one or more point persons to help them with 
the transition. This may be a student in their program 
and an academic advisor to facilitate progression. In 
short, retention of international students is a joint 
responsibility of faculty, academic advisors, English-
language program staff, and student affairs profession-
als on campus (Mamiseishvili, 2012).

Preparing Course Faculty for Supporting 
International Student Learning

Faculty new to teaching international students will 
want to develop a mindset that welcomes them not 
only to the class but to the program, university, and 
community. Giving attention to acculturation issues 
will help the student adapt to US educational norms 
and practices. The roles and methods employed by 
many US nursing faculty may be unfamiliar to inter-
national students, who are accustomed to teachers 
adopting an authoritarian role and who primarily lec-
ture and hold formal office hours. For nursing faculty 
who adopt a more informal approach, this may need 
to be explained in terms of US egalitarian values. The 
integration of active learning strategies within the 
classroom may be unfamiliar and require additional 
coaching. Pairing the international student with a 
home student can also be helpful in the social adjust 
that may be causing stress. The Berkeley Center for 
Teaching and Learning (2017) provides suggestions 
the educator can use to support international students.

Students from another country may have differ-
ent experiences regarding acceptable behavior or aca-
demic conduct. This can include permissible receiving 
and giving of help with fellow students, citing mate-
rial from another source, and taking examinations. It 
is useful to make expectations clear, provide rehearsal 
opportunities, and make clear what assistance will be 
provided during examinations, such as having a dic-
tionary available to look up an unfamiliar word.

In the United States, critical thinking is highly val-
ued, but in many countries this is a foreign concept. 
Students may need help understanding the value and 
developing the skills needed to be successful (Egege & 
Kutieleh, 2004). Pedagogy like the flipped classroom, 
problem-based learning, and simulation may also re-
quire additional explanation for international students.
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There are a variety of ways students can meet the 
established course goals. Considering how they may 
need to be adapted to make the experience relevant for 
the international student and usable when they return 
home will make the learning experience more valuable 
to the international student. In addition, this can en-
gage home students in learning more about nursing in 
their peers’ country. While maintaining evaluation ex-
pectation, strategies may need to be modified as well. 
International students may need more time to com-
plete an examination, may request prereads of written 
assignments, and can be encouraged to work with a 
coach for presentations.

SUMMARY

In light of an increasingly global world community, 
nursing students need to be prepared to provide cul-
turally appropriate care in local and global settings. 
To guide this work, universities and professional asso-
ciations have developed competencies, guidelines, and 
toolkits that address evolving best practices in this field.

Major ways students are being prepared to care for geo-
graphically diverse populations include internationalizing 
the curriculum including didactic and experiential com-
ponents in their own community. Another way is through 
study abroad programs. These complex programs require 
faculty to engage in professional development to effec-
tively plan, provide, and evaluate the learning experience.

For the educator interested in leading education 
abroad programs, the recent evolution of best prac-
tices, competencies for higher education and the 
health disciplines, and university support provide 
useful guidance to ensure the design of high quality 
learning. By developing experience in this area, the 
educator is positioned to offer learners a rich array of 
learning experiences in global health.
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T   eaching is a complex undertaking that must al-
ways consider the learner, the intended learning out-
come, the environment in which it will occur, and 
how it will be known if learning has indeed occurred. 
Central to these is the learner. The learners who enter 
nursing programs are diverse in every way imaginable. 
They differ from one another in previous education, 
work, and life experiences and in gender, age, eth-
nicity, religion, socioeconomic status, social support 
systems, learning style, language, and technological 
abilities. Each comes with his or her own motivations 
and expectations. Some may appear uninterested in 
the class and may have difficulty achieving the ex-
pected learning outcomes. Adding to the complexity 
of teaching and learning are changing societal demo-
graphics and trends, the constant influx of new infor-
mation in health care, the practice of education, and 
the settings it occurs in. Effective teaching requires 
that faculty continue to learn and use results to bet-
ter assist students in achieving optimal learning out-
comes. Employing research-based principles, such as 
the Chickering and Gamson Seven Principles of Good 
Practice in Undergraduate Education (Jabar & Albion, 
2016) based on relevant educational theories provides 
for a systematic, logical approach to the practice of 
teaching. Added emphasis for this scholarly approach 
to teaching has been provided by the publication of 
nurse educator competencies derived from reviews of 
evidence for best practices in teaching and learning 

(Halstead, 2007; 2019). A theory-driven educational 
practice is foundational for such an evidence-based 
teaching practice as a way to explain the what, why, 
and how of the teaching–learning process. Applying 
educational theories provides a way of understand-
ing these complex learners and the learning processes 
within the context of escalating new information and 
the rapid pace of health care change. This understand-
ing is prerequisite for making decisions regarding what 
concepts and content to include in the curriculum or 
course, sequencing of learning experiences, and de-
termining learner involvement and methods for as-
sessment and evaluation. Taking the time to consider 
various theories and applying them as a regular part of 
the practice of teaching can result in improved learn-
ing outcomes and greater learner engagement. This 
chapter provides an overview of selected teaching–
learning theories, their primary premise, and implica-
tions for use.

LEARNING THEORIES

Learning theories explain the complex nature of the 
interaction of students with their faculty, the learning 
environment, and the subject matter. Learning theories 
are descriptive in that they focus on and describe the 
processes used to bring about changes in either the way 
in which students perform or the way in which they un-
derstand or organize elements in their environment.

Learning theories provide the structure that guides 
the selection of instructional strategies and student-
centered learning activities. Faculty’s beliefs about 
learning provide the assumptions that underlie the 
approaches used in their teaching. Being cognizant of 

*The author would like to thank previous edition’s writers, Melissa 
Vandevier and Barbara Norton, for their contribution to earlier 
versions of the chapter.
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various theories is a prerequisite to effective teaching. 
When choosing which theories to use, faculty must 
consider those that support the school philosophy, 
meet student learning needs, and complement their 
teaching preferences

Learning theories derive from work in a variety 
of fields such as philosophy, educational psychology, 
higher education, and, recently, neuroscience. In this 
chapter the learning theories are categorized by their 
paradigms. These include behaviorist, cognitivist, and 
constructivist views of learning, and those derived 
from humanistic approaches, interpretive pedagogies, 
human development theories, and the emerging field 
of neuroscience. See Table 14.1.

Behavioral Learning Theories
Behaviorism focuses on making changes to one’s 
behavior that are observable. The structure of how 
learning occurs is not emphasized. Changes in behav-
ior occur through a series of learning cues; practice 
and reinforcement are used to achieve learning results 
(Ertmer & Newby, 1993). Reinforcement is an essen-
tial condition for learning, because reinforced re-
sponses are remembered. This was demonstrated in a 
study conducted on 159 students by Gebauer, Janicke 
and Yayacicegi (2012), who found that students who 
opted for pregrading via feedback on a written as-
sessment performed better on the final written pa-
per. The behaviorist approach has been widely used 
in nursing education for more than 50 years (Dolan 
Hunt, 2013).

Premise

The main premise of behavioral learning theories is 
that all behavior is learned; it can be shaped and re-
warded to achieve appropriate and desired ends.

Implications for Nursing Education

Principles of behaviorism are used in classrooms, 
clinical settings, and learning resource centers. The 
organization of instruction is directed by behavioral 
objectives and learning outcomes that can be speci-
fied, and behavior can be observed and measured. 
Behaviorist principles are appropriate for structured 
situations in which the objectives can be clearly estab-
lished in a step-by-step sequence and the desired be-
havior can be defined, quickly learned, and observed.

In the behaviorist paradigm, faculty facilitate the 
learning environment by designing the learning ex-
perience (e.g., simulations, skills demonstrations) and 
offer positive reinforcement through ongoing feed-
back. Faculty’s focus is on what the student is doing 
correctly while making suggestions for improving in-
correct behavior. Student attainment of learning goals 
is monitored by observation of behavior patterns dem-
onstrated over a period.

Students use the behavioral objectives or compe-
tency statements as a guide for what is to be learned. 
Students work to achieve and demonstrate the desired 
behavior and plan the time needed to practice as much 
as necessary to attain the desired behavior. Student 
motivation for achievement is obtained from the tan-
gible rewards that reinforce the desired behavior.

Cognitive Learning Theories
Cognitive learning theories focus on the internal 
learner environment and the mental structures of 
thinking. The roots of cognitivism date back over 
100 years as a way to understand the role of the mind 
in learning. Prior learning, information processing, 
storage retrieval, and activation affect how and what 
is learned (Fressola & Patterson, 2017). The learner is 
actively engaged in making meaning between what has 
been known to what is new (Yilmaz, 2011). Different 
aspects of memory (sensory, working, and long-term) 
all function to process information, but it is the long-
term memory that is best able to retain it for long pe-
riods (Mayer, 2010).

Premise

Cognitive theory focuses on and emphasizes the 
mental processes and knowledge structures that can 
be inferred from behavioral indices. It is concerned 
with the mental processes and activities that medi-
ate the relationship between stimulus and response. 
In cognitive systems of learning, behavior is not 
automatically strengthened by reinforcers; the rein-
forcers provide affective and instructional informa-
tion. The specific focus is on mental processes that 
include perception, thinking, knowledge represen-
tation, and memory, with emphasis on understand-
ing and acquisition of knowledge and not merely on 
acquiring a new behavior or learning how to per-
form a task.
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Information processing is an important aspect of 
cognitive learning. In this theory, memory is viewed 
as a complex organized system in which information 
is processed through three components of the mem-
ory system: sensory register, short-term memory, and 
long-term memory. The goal of learning is to practice 
information for retention in short-term memory so 
that the information will move to long-term memory 
for later recall and use.

Cognitive theories define learning as an active, cu-
mulative, constructive process that is goal oriented and 
dependent on the learner’s mental activities. Learning is 
an internal event in which modification of the existing 
internal representations of knowledge occurs. Learning 
is processing information; it is experiential and formed 
by a person’s experience of the consequences.

Two related cognitive theories with relevance to 
nursing are cognitive load theory and cognitive con-
tinuation theory. Cognitive load theory considers the 
amount of effort required to learn. As the amount and 
complexity increase, cognitive abilities to learn can be 
overwhelmed (Schumacher, Englander, & Carraccio, 
2013). Hammond’s Cognitive Continuation Theory, 
discussed by Cadar, Campbell, and Watson (2005), 
uses continuums to make sense of how judgments and 
decisions are derived. The continuums are composed 
of cognition and task properties. Tasks requiring low-
level cognition can be done rapidly and more intui-
tively. More structured, complex tasks require slower, 
more deliberate, analytical cognitive processing time. 
The middle area of the continuum is called the area of 
quasiratiinality and is where many judgments and deci-
sions are made. It does require some intuition and anal-
ysis. The theory can be helpful in conceptualizing how 
nursing clinical judgment is developed as an ability.

Implications for Nursing Education

In a cognitivist approach to learning, students have ac-
tive rather than passive roles in the instruction and a new 
responsibility for learning. Faculty emphasis is on devel-
oping students in how to think (Torre, Daley, Sebastian, 
& Elnicki, 2006). Students discover meaning by taking 
in, processing, storage organization, and using memory.

Constructivist Learning Theories
Constructivism as a learning theory is based on 
the work of Piaget (1970a, 1970b, 1973), Vygotsky 

(1986/1962), and Bandura (1977). Constructivism 
holds that learning is development (Fosnot, 1996) 
and that assimilation, accommodation, and construc-
tion of knowledge are the basic operating processes 
in learning. A learner constructs new knowledge 
by building on an internal representation of exist-
ing knowledge through a personal interpretation of 
experience; faculty coach and facilitate (Brandon & 
All, 2010). Constructivists believe that learners build 
knowledge in an attempt to make sense of their ex-
periences and that those learners are active in seek-
ing meaning. Learners form, elaborate, and test their 
mental structures until they get one that is satisfac-
tory. In the constructivist paradigm, knowledge 
representation is open to change as new knowledge 
structures are added to the existing foundational 
structure and connections.

Constructivism is also helpful in understanding 
how interactive social situations foster learning. Social 
constructivist views involve both individual cognition 
and social interactions in the learning process.

From this perspective, also known as social inter-
activist, construction of knowledge is enhanced be-
cause of interactions with others (Frank, 2005; Hean, 
Craddock, & O’Halloran, 2009: Vianna & Stetsenko, 
2006). Packer and Goicechea (2000) described this as 
learning via communities of practice. According to the 
authors, learning is constructed in those social types of 
settings. Learner participation and relating is indicative 
of a social constructivist learning environment, which 
includes learning from others and drawing on context 
from the topic of the lessons being studied (Adams, 
2006). The learning environment engages students 
with one another and promotes comfort and safety for 
expression of creative ideas and novel thought (Powell 
& Kalina, 2009). Social learning theory, sociocultural 
learning, and situated (authentic) learning are dis-
cussed as examples of constructivist theories that are 
of interest to nurse educators.

Knowledge is not simply transmitted to learners. 
It is built mentally using both existing knowledge and 
new external information. It is an ongoing, dynamic 
process (Schcolnik, Kol, & Abarbanel, 2006). Teachers 
truly function as facilitators to guide this construction 
(Shi, 2013). Doolittle (2014) builds on this by discuss-
ing constructivism and complexity theory to under-
stand the adaptive nature of learning.
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Sanford, Townsend-Rocchiccioli, Trimm, and 
Jacobs (2010) discusses constructivist, inquiry-based 
online learning modules for nurses (easily adaptable to 
nursing academia) using WebQuests. Principles for the 
WebQuests follow general constructivist ideas: using 
up-to-date, relevant websites that are user friendly, or-
ganize activities that encourage active participation and 
critical thinking to solve issues, make decisions, and 
use clear evaluation methods to determine learning

Hunter and Krantz (2010) used a constructiv-
ist learning approach in a graduate nursing course 
on cultural diversity and competence using student 
group assignments including discussion and reflec-
tion activities. Assignments were structured to require 
reconciling differences and developing awareness of 
others’ views. In both face-to-face and online student 
groups (total n = 76), significant changes were noted 
from pre- to posttest scores on the Campinha-Bacote 
IAPCC-R scale.

Constructivism can also be described using prin-
ciples of chaos and self organization theories to un-
derstand how learners process information. Learning 
is internal but is also connected to the complex infor-
mation coming from organizations and networks. It is 
vital to learning to be current, up-to-date, and able to 
quickly assess the accuracy, quality, and relevance of 
information.

The connectivist approach keeps the highly techni-
cal, socially connected society in mind in constructing 
learning experiences (Kivunja, 2014, p. 89).

Social Learning Theory

In social learning theory as proposed by Bandura 
(1977), learning involves active information process-
ing. Students learn by observing others as models of 
behavior. A key component of this theory is that stu-
dents who believe they can perform well have high 
self-efficacy and will be able to take on complex tasks 
with confidence. The goal of learning is to develop 
self-efficacy. The environment, cognition, and behav-
ior all interact through a series of processes that consist 
of attention (such as complexity and value), retention 
(remembering, coding, mental images), reproduction 
(trying it and observing how it went), and motiva-
tion (compelling reason) to affect learning and per-
formance (Bahn, 2001). Learning is best able to occur 
when accompanied by social interaction (Cydis, 2011).

Premise. The basic premise of social learning theory 
is that people can learn through observation (such as 
role modeling) and that individual mental state (such 
as value perceived) affects all learning.

Implications for Nursing Education. Social learning 
theory, with its emphasis on self-efficacy, is used in 
nursing education to guide teaching–learning strat-
egies such as role playing, simulation, and clinical 
learning experiences to develop students’ self-efficacy. 
Bandura’s theory is also used as a framework for nurs-
ing education research (Lasater, Mood, Buchwach, & 
Dieckelmann, 2015).

Sociocultural Learning

Sociocultural learning theory (SCT) is attributed to Lev 
Vygotsky. Although acknowledging a biological base to 
the human development potential and recognizing cog-
nitive learning theory such as that suggested by Piaget, 
Vygotsky (1986/1962) believes that learning involves (1) 
cognitive self-instruction, (2) assisted learning, and (3) 
the zone of proximal development (ZPD). Assisted learn-
ing requires that a senior learner (adult, teacher) provide 
the learner with the necessary support to allow the learner 
to solve the problem eventually. The senior learner grad-
ually withdraws instruction and coaching as the student 
gains independence. Support includes clues, affirmation, 
reducing the problem to steps, role modeling, and giving 
examples. Real learning occurs in the ZPD, the point at 
which the learner cannot solve the problem alone but has 
the potential to succeed and can do so with assistance. 
The teacher or facilitator must understand what the 
learner has mastered and what comes next.

Premise. The main tenet of SCT is that learning is 
interactive and occurs in a social context. Students 
interact with an expert (faculty, clinician) to assume 
increasing responsibility for mastering the knowledge, 
skill, or attitude. The faculty work with the student in 
the ZPD and provide “scaffolding” or necessary sup-
port while the student is learning and then withdraw 
the support as the student demonstrates mastery.

Implications for Nursing Education. SCT can be used 
in the classroom, online, and in the clinical or laboratory 
setting. To facilitate further learning, faculty recognize 
learners’ zones of proximal development and provide 
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assistance through encouragement, affirmation, role 
modeling, and the breakdown of steps. They support 
students and motivate them to learn through the use of 
innovative teaching strategies such as discourse around 
socially learned traditions (Erdogan, 2016; Phillips & 
Vinton, 2010). Sanders and Sugg (2005) discussed the 
actions of faculty as assisted performance that includes 
feedback and cognitive structuring. The focus is on stu-
dent development through participation with others. 
Faculty must be comfortable in letting learning emerge 
and trust the student when “scaffolding” is withdrawn.

Faculty can encourage student identification of the 
sociocultural nature of their previous learning through 
personal reflection, storytelling, and comparisons be-
tween textbook or clinical examples and their own 
experience. Encouraging students to communicate in 
their own voice in both written and oral presentations 
can serve to both illuminate and enrich individual 
and peer learning. Sanders and Welk (2005) devel-
oped strategies to scaffold student leaning, applying 
Vygotsky’s ZPD (1986). Scaffolding techniques to be 
constructed or gradually diminished based on student 
needs include modeling, feedback, instruction, ques-
tioning, and cognitive structuring.

Group interactions in activities such as exami-
nation of issues from an actual clinical day promote 
sociocultural learning. Debriefings after simulation 
activities provide rich opportunities for feedback and 
learning. Authentic case studies can be used to foster 
questioning, dialogue, and even debate among stu-
dent groups. This may be enhanced if cases are given 
that are complex and contain less than all of the in-
formation needed. Peer and McClendon (2002) noted 
that teachers need to focus on connection-making 
activities, such as peer and reciprocal questioning 
techniques and cooperative learning. Sociocultural 
learning aimed at constructing new knowledge can 
also be used in interprofessional education (Hean 
et  al., 2009; Sthapornnanon, Sakulbumrungsil, 
Theeraroungchaisri, & Watcharadamrongkun, 2009).

Students are responsible for their learning by com-
municating and collaborating with others. This includes 
reflection, sharing, and questioning as ways to learn 
from others. Students participate in the design and eval-
uation of learning. Students may discover the meaning 
by presenting analogies, using and describing prior 
knowledge and experiences, and having dialogues with 

faculty and peers about real-life situations that require 
application of the content. With faculty and peer sup-
port and scaffolding, students can acquire an increased 
self-awareness about what is known and become aware 
of how the new knowledge fits into their existing knowl-
edge structure. Student reflection on the meaning of the 
content and the learning experiences is a process they 
can use to enhance and extend their learning.

Situated (Authentic) Learning and Situated 
Cognition

Situated learning occurs in the context of the actual nurs-
ing practice setting. The goal is to bring the real world 
into the academic setting so that students are better pre-
pared to navigate the complex and often ill-defined en-
vironments in which they will ultimately be employed. 
There is a blending of instruction within actual com-
munities. Students confront issues and solve problems 
in the context of where they are occurring (Edmonds-
Cady & Sosulski, 2012). Rule (2006) notes that these 
situations typically are open ended and require inves-
tigation through multiple sources, collaboration with 
others, and individual and group reflection. An impor-
tant aspect of situated learning is situated cognition or 
thinking embedded in the context in which it occurs 
(Elsbach, Barr, & Hargadon, 2005). Benner, Sutphen, 
Leonard, and Day (2010) note that situated learning is 
the hallmark of nursing education, and in their call for 
transformation of nursing education recommend a shift 
from teaching decontextualized knowledge to teaching 
for a sense of salience and situated cognition through a 
closer integration of classroom and clinical experiences.

Premise. Focusing on real-world situations provides 
opportunities for students to develop skills important 
to practice, including collaboration, clinical decision 
making, communication, and creativity.

Implications for Nursing Education. Faculty design 
learning experiences such as case studies, unfolding 
case studies, role play, simulation, and learning in clin-
ical settings to immerse students in situations they will 
experience in actual nursing practice. Students focus 
on learning for application in clinical practice. There is 
less emphasis on memorization, with increased learn-
ing and practice for synthesizing information for safe 
and quality patient care.
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Cognitive Development Theories
Cognitive development theories focus on the sequential 
development of learning over time. These theorists believe 
that learning depends on student’s maturation, experi-
ences in the real world, and time. Three cognitive develop-
ment theories developed in the 1970s and 1980s of interest 
to nurse educators are the Knowles adult learning theory, 
Perry’s theory of intellectual and moral development, 
and Benner’s theory of learning from novice to expert.

Adult Learning Theory

According to adult learning theory (ADL), adults 
learn in ways that are different from children. Knowles 
advanced the theory in the 1980s and has updated 
it through the years (Knowles, Holton, & Swanson, 
2015). The term andragogy is used to refer to the edu-
cation of adults, in contrast to pedagogy, the term used 
for the education of children. Knowles described adult 
learners as persons who do best when asked to use 
their experience and apply new knowledge to solve 
real-life problems. Adults’ motivation to learn is more 
pragmatic and problem centered than that of younger 
learners. Adults are more likely to learn if they view the 
information as personally relevant and important. The 
basic assumptions about adult learners are that they 
are increasingly self-directed and have experiences 
that serve as a rich resource for their own and others’ 
learning. Their readiness to learn develops from life 
tasks and problems, and their orientation to learning 
is task centered or problem centered.

Four characteristics of adult learners are that they 
lead lives with different roles and responsibilities, they 
tend to learn by participating and negotiating, their 
focus and the meaning they assign to aspects of life 
are continually being refined as they progress through 
life, and they may have some anxiety related to their 
learning (Fressola & Patterson, 2017).The following 
additional characteristics of adult learners have been 
described by Jackson and Caffarella (1994):

1.	 Adults have more and different types of life ex-
periences that are organized differently from 
those of children.

2.	 Adults have preferred differences in personal 
learning style.

3.	 Adults are more likely to prefer being actively in-
volved in the learning process.

4.	 Adults desire to be connected to and supportive 
of each other in the learning process.

5.	 Adults have individual responsibilities and life 
situations that provide a social context that af-
fects their learning.

The learning behaviors of adults are shaped by 
past experiences; their maturity and life experiences 
provide them with insights and the ability to see re-
lationships. Adults are not content centered; adults 
are self-directed and motivation to learn is internal 
(Goddu, 2012). They are problem centered and need 
and want to learn useful information that can be read-
ily adapted. Adults need a climate that enables them to 
assume responsibility for their learning.

Premise. The basic assumptions about adult learners 
are that they are increasingly self-directed and have 
experiences that serve as a rich resource for their own 
and others’ learning. Their readiness to learn develops 
from life tasks and problems, and their orientation to 
learning is task centered or problem centered.

Implications for Nurse Educators. Because adults may 
have anxiety and even fear academic failure, faculty 
must create a relaxed, psychologically safe environ-
ment while developing a climate of trust and mutual re-
spect that will facilitate student empowerment. Faculty 
facilitate, guide, or coach adult learners. Although fac-
ulty assume responsibility for being content experts, a 
collaborative relationship and use of the democratic 
process are essential with adult learners. Faculty can 
design meaningful learning activities so that learning 
transfer becomes a reality. Learning activities should 
stimulate and encourage reflection on past and current 
experiences and be sequenced according to the learn-
ers’ needs. Faculty attend to adult learners’ needs and 
concerns as legitimate and important components of 
the learning process; this helps ensure that their learn-
ing experiences are maximized.

Course materials and learning experiences should 
be sequenced according to learner readiness. Learning 
plans are actually learning contracts established with 
learners. Learning contracts are often used with adult 
learners in formal academic classrooms and staff de-
velopment. Contracts are developed collaboratively 
and should specify the knowledge, skills, and attitudes 
that students will acquire; the means by which students 
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will attain the objectives; the criteria and evidence by 
which they will be judged; and the date for completion 
of the work (Knowles, Holton, & Swanson, 2015).

Learning activities should include independent study 
and inquiry projects that focus on inquiry and experien-
tial techniques Field-based experiences such as intern-
ships and practicum assignments provide experiential 
learning. Reflective journals, critical incidents, and port-
folios are other types of activities that allow adult learners 
to introduce their past and current experiences into the 
content of the learning events. These activities also help 
learners make sense of their life experiences, providing 
added incentive to learn. Evaluation is shared with the 
students and peers; students should have some options 
for selecting the methods of evaluation (Caffarella & 
Barnett, 1994; Fressola & Patterson, 2017).

The use of adult learning principles actively in-
volves students and stimulates the use of a broader va-
riety of resources as students work collaboratively with 
others to achieve their personal learning objectives.). 
Students must be able, with support from faculty and 
peers, to determine their own learning needs and work 
collaboratively in negotiating their learning experi-
ences. Self-directedness and the ability to pace learn-
ing and monitor progress toward completion of goals 
are essential attributes of adult learners.

Theory of Intellectual and Moral Development

New, cognitive pathways are developed in students when 
both their intellect and moral development are consid-
ered (Myers & Beringer, 2010). The theory of intellec-
tual and moral development features an understanding 
of how college students come to understand knowledge 
and the ways in which they develop the cognitive pro-
cesses of thinking and reasoning. William Perry (1970) 
proposed that college students pass through a predict-
able, developmental sequence of positions from simple 
to complex thinking. Learners move from viewing truth 
in absolute terms of right-and-wrong, dualist thinking 
to a more elaborate set of viewpoints. At any point in 
time, however, further development may be halted or 
suspended. Growth is usually not linear and usually oc-
curs in fluctuating surges. Students develop the ability 
to abstract and weigh information to problem solve in 
specific situations. In the end, students understand that 
making a commitment is necessary to become oriented 
to a world of relativism.

Premise. Rapaport (2013) discussed the Perry model, 
noting that students progress through stages of intel-
lectual and moral development. Student growth begins 
with a narrow, dualistic view of the world; develops to 
the point in which knowledge and values are perceived 
as contextual and relative; and finally commits to es-
tablishing a personal identity in a pluralistic world.

Implications for Nursing Education. Findings from 
studies in which Perry’s model was used in nursing 
have particular relevance because of the responsibil-
ity faculty have for preparing graduates with highly 
developed moral and intellectual skills and the ability 
to deal with uncertainty when they provide care in an 
increasingly complex society and health care system. 
Valiga (1988) summarized several variables identi-
fied through research with Perry’s model that relate to 
cognitive development. Variables that pertain to the 
student include age, sex, socioeconomic status, verbal 
fluency, student’s hometown population, educational 
motivation, and learning style preference. Variables 
related to the development and implementation of 
the curriculum and courses include the subject matter 
discipline of the curriculum, the amount of structure 
and flexibility, the degree of challenge and support 
given, the types of course assignments, the nature of 
student–peer interactions, the openness of student–
faculty relationships, and the degree of fit between the 
students’ positions in the Perry model and the learning 
environment.

Valiga (1988) found in her study that at the begin-
ning and at the end of the academic year, most of the 
students were at the dualistic stage. Although some 
showed no change, a few gained almost two positions, 
moving them into the relativism stage.

Faculty using Perry’s model are attentive to de-
veloping not only intellectual capacity but also the 
ethical and moral capacity of the students. Faculty 
develop an open, honest, and supportive partnership 
with students while facilitating intellectual growth. 
Valiga (1988) recommended that faculty design cur-
ricula that require students to have organized experi-
ences with other students who have alternative ways 
of thinking, reasoning, and viewing the world. These 
experiences should be introduced during the freshman 
year. Requiring courses in different disciplines that 
provide gradual degrees of complexity should be part 
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of the curricular design. Interprofessional courses can 
provide the situated learning that blends complexity 
and uncertainty with the collaboration necessary for 
successful clinical practice (Sargeant, 2009).

When using Perry’s theory, students must be will-
ing to be socialized to the college experience and risk 
entering into new experiences with others whose 
backgrounds and views are different from their own. 
Having an open and receptive attitude and a disposi-
tion to become comfortable in revealing aspects of the 
self is important. Students’ being aware of the impor-
tance of their active participation in new and chal-
lenging experiences that will stretch their cognitive 
abilities is beneficial for their development. Students 
can also expect that progression through school will 
bring increased intellectual demands, challenging fac-
ulty expectations, and some disruptions in their sense 
of certainty about their world.

Students who developmentally focus on certainty or 
absolute answers may be stressed to develop answers 
to contextual situations that exist in nursing practice. 
These students may adopt a negative attitude about the 
amount of time and effort required to meet the pro-
gram and course objectives. Thus the context of their 
learning becomes a negative experience in and of itself.

Novice to Expert

As patient acuities continued to increase during the 
past several decades, it was becoming clear that new 
nurse graduates would require ongoing development 
and guidance throughout their early practice and be-
yond. Benner (1984) used the Dreyfuss model of skill 
acquisition to explain the differences of proficiencies 
of nurses at various levels. Benner described these lev-
els as novice (more concrete level of knowledge, needs 
close supervision), advanced beginner (developing 
more working knowledge of practice, more use of judg-
ment, needs overall supervision), competent (increas-
ing working knowledge of practice, mostly able to use 
own judgment), proficient (growing depth of under-
standing of practice and of nursing, responsible for self 
and some others), and expert (authoritative knowledge 
of practice and discipline, responsible for self and oth-
ers, creates new interpretations beyond standards).

Premise. The premise of this theory is that nursing ex-
pertise develops over time. Nurses pass through five 

stages as they fully develop their expertise as nurses. 
Student nurses begin as novices and may progress to 
advanced beginner stages, but it is the experience of 
real-world nursing practice that provides opportuni-
ties for progressive development of expertise.

Implications for Nursing Education. Although the 
novice-to-expert model was developed with practic-
ing nurses in mind, it is relevant to nursing students 
who progress in levels of knowledge and experience 
throughout their nursing program. The educator must 
first understand what level of students they are working 
with, such as those in the first semester versus the final 
semester of the program and what learning and experi-
ences they have had previously. Ways to gather more 
information include reviewing the sequence of the 
curriculum and course descriptions, discussions with 
other nurse faculty who have taught previous courses, 
and querying the students. Throughout the learning 
process, the skills of student self-reflection on what is 
known, what needs to be learned, and how it can be 
learned should be fostered. Continual assessment of 
student performance in didactic and clinical settings is 
necessary to make adjustments to teaching. These ad-
justments could involve reinforcing previous concepts, 
breaking down abstract concepts, or increasing the 
depth and scope of what is being learned and related as-
signments. The novice to expert theory is used to guide 
the development of capstone experiences and orienta-
tion programs, internships, and residency programs.

Humanism
Humanism, sometimes referred to as the human poten-
tial movement, became an important force during the 
1970s as a strong reaction to the excessive use of behav-
iorism and focus on skills development. Humanistic 
psychologists are primarily concerned with motivating 
students for growth toward becoming self-actualized. 
Individual behavior is described according to the per-
son rather than the observer. Humanistic education 
has been defined as an educational practice in which 
the teaching–learning process emphasizes the value, 
worth, dignity, and integrity of all individuals. Two 
humanistic learning theories are relevant for nursing 
education: humanism and caring.

The humanistic approach supports and promotes 
the dignity of the individual, values students’ feelings, 
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and promotes the development of a humanistic per-
spective toward others. Learning is defined as a pro-
cess of developing one’s own potential with the goal of 
becoming a self-actualized person. Proponents of the 
humanistic movement in education include theorists 
such as Combs, Glasser, Kohlberg, Learn, Leininger, 
Maslow, and Rogers.

Premise

Education motivates students to develop their hu-
man potential so that they can progress toward self-
actualization. The central tenets revolve around personal 
growth, growing consciousness, and empowerment.

Implications for Nursing Education

Educators adopting this approach use learning experi-
ences that emphasize the affective aspects of develop-
ment, promoting the students’ sense of responsibility, 
cooperation, and mutual respect. Honesty and caring 
are considered equally important as the learning goals 
that focus on the cognitive and psychomotor domains. 
Humanistic education involves a climate in which there 
is recognition and valuing of individual freedom and 
worth. It may be used in academic courses, continuing 
education courses, staff development programs, and 
personal development seminars and courses.

Faculty create a learning environment that fos-
ters and promotes self-development by establishing 
an informal and relaxed climate. This can be accom-
plished by taking a few minutes at the beginning of 
the first few classes to use “icebreaker” strategies that 
invite students to mingle and become acquainted with 
each other and the teacher. One way to help students 
learn the behaviors consistent with the humanistic 
movement is through modeling. Faculty can model 
the desired behaviors and attitudes that are integral 
components of humanistic education: being a caring, 
empathetic person and demonstrating genuineness 
while being consistently respectful of self and others. 
Faculty’s recognition of themselves as a colearner in 
educational transactions encourages more egalitarian 
student–teacher relationships. Faculty help students 
recognize and develop their own unique potential by 
facilitating their growth process. This may be facili-
tated by praising students’ positive behaviors, asking 
students to draw on and share their own experiences, 
asking questions that enable students to contribute to 

discussions, and elaborating on students’ responses 
and questions.

Students are responsible for their own learning; 
determine their own needs, goals, and objectives; and 
conduct self-evaluations. Students become actively en-
gaged in the learning process, assume responsibility, 
are open to discussion, and are able to use reflection 
and introspection. In addition, students adopt the re-
spectful and caring behaviors modeled by faculty.

Caring

The caring theory, as proposed by Watson (1989), 
integrates within a human science orientation con-
cepts and principles drawn from the humanistic–
existentialist perspective and feminist philosophy and 
from phenomenology. The primary concepts of the 
theory are:

■	 Practice of loving kindness and equanimity
■	 Authentic presence: enabling deep belief of other 

(patient, colleague, family, etc.)
■	 Cultivation of one’s own spiritual practice toward 

wholeness of mind/body/spirit—beyond ego
■	 “Being” the caring–healing environment
■	 Allowing miracles (openness to the unexpected 

and inexplicable life events)

Premise

The main premise of this theory is caring for self and oth-
ers based on a moral, ethical, and philosophical founda-
tion of love and values. It assumes all persons are caring 
(Eggenberger, Keller, Chase, & Payne, 2012). Essential to 
the theory is the use of 10 carative factors that are vital 
in caring for another. The 10 factors include promotion 
of transpersonal teaching–learning; assisting with grati-
fication of human needs; systematically using a scientific 
(creative) problem-solving caring process; humanistic–
altruistic values; promoting and accepting expressions of 
positive and negative feelings; instilling and enabling faith 
and hope; allowing for existential–phenomenological 
spiritual dimensions; cultivation of sensitivity to one’s self 
and other; providing a supportive, protective, corrective 
mental, social, and spiritual environment; and cultivating 
sensitivity to one’s self and others (Watson, 2007). These 
factors move thinking from the more curative realm to 
one in which caring for self and others in the moment is a 
treatment unto itself.
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Implications for Nursing Education. Watson’s theory 
of caring and the practices of caring have been used 
as a model for clinical practice and as a curriculum 
framework. The goal of the caring curriculum is to cre-
ate an educational experience in nursing that is more 
in accord with true education and consistent with the 
professional nursing philosophy and values that are 
an integral part of contemporary nursing practice, re-
search, and education. Caring is active and reflective. 
Reflection is a way to develop further insight (Levy-
Malmberg & Hilli, 2014).

Content and student learning experiences must be 
based on the science of human caring and grounded 
in and derived from the actual reality of lived experi-
ence as ascertained from phenomenology rather than 
merely the content that nurse educators have tradi-
tionally taught or the content as they believe it should 
be. Although theory traditionally has been taught to 
inform practice, in the new models, theory and prac-
tice are viewed as informing each other. A restructured 
focus of learning is based in clinical practice and uses 
content as the substance to actively involve students in 
scholarly endeavors.

Caring theory is also well described in practice. 
Mitchell (2005) lays out the assumptions underlying 
caring theory as used to develop a model of clinical 
practice that considers patient and staff perspectives. It 
can also be used as a framework for nursing leadership 
(Britt Pipe, 2008). Incorporation of caring concepts in 
the curriculum can lay a solid foundation for how fu-
ture practice is perceived and realized.

Faculty who are implementing a caring curriculum 
work to discover ways to eliminate adversarial rela-
tionships with students; faculty also strive to maintain 
open, honest, caring, and supportive relationships. It 
is within this context that faculty create a climate and 
structure that promotes the desired learning environ-
ment. Faculty develop and model the spirit of inquiry 
that helps students develop maturity in their learning 
and cognitive abilities. Students are guided as they ex-
amine information, concepts, and principles and as 
they struggle with uncertainty (Bevis, 1989). The con-
tent selected is basic to what is needed in accord with 
the program’s philosophy and desired graduate out-
comes. Faculty focus their efforts on helping students 
see beyond the information presented to discern the 
underlying assumptions.

To provide students with an in-depth educative 
learning experience, faculty function in different roles 
and become experts in learning and in the subject 
matter. Frequent use of instructional strategies that fa-
cilitate active learning, such as the use of questioning 
and dialogue, is important. Faculty-initiated dialogues 
with students focus on developing the attributes of in-
tellectual curiosity, caring, caring roles, ethical ideals, 
and assertiveness. Dialogues occur within the context 
of a spirit of inquiry and should stimulate and enhance 
faculty and student learning as meanings of the con-
tent are explored.

Students assume responsibility for active learning 
and seek support and guidance from faculty. It is im-
portant that students shift their conception of faculty 
as authority figures to that of colleagues in the learning 
enterprise, because students are expected to function 
as active participants in the decision-making structure. 
Changes in the faculty’s relationship with students pro-
mote an energized climate in which faculty become al-
lies with students. Students’ active engagement in the 
teaching–learning process allows more opportunities 
for faculty to observe increases in students’ self-esteem, 
self-confidence, and competence. Students experience 
an increase in their internal motivation and sense of 
responsibility.

Interpretive Pedagogies
Interpretive pedagogies focus on exploring, decon-
structing, and critiquing experiences. They embrace 
multiple epistemologies, ways of knowing, and prac-
tices of thinking (Diekelmann, 2001). The pedagogies 
are methods to use when the educational emphasis is to 
understand or appreciate the nature of experience. The 
interpretive pedagogies empower the student, decen-
ter authority, encourage social action, and construct 
new knowledge. Two interpretive pedagogies are dis-
cussed here: phenomenology and narrative pedagogy.

Phenomenology

Phenomenology is a philosophy and a qualitative re-
search method nurse educators use to study the lived 
human experience. It is an inductive, descriptive ap-
proach used to explain the phenomenon of the human 
experience (Omery, 1983). Phenomenology is con-
cerned with communicating understandings of mean-
ings of phenomena and offers multiple approaches to 
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examine problems at any system level. It involves re-
flection and discourse through a dialogue of language 
and experience of caring about phenomena from 
which meanings are transformed into themes that cap-
ture the phenomenon that one is trying to understand 
(Van Manen, 1990). When applied in nursing educa-
tion and clinical practice, phenomenology can be used 
to gain understanding of the phenomena that are the 
focus of nursing in clinical practice. The phenomenon 
of concern of nursing includes nurses themselves as 
students and practitioners and, of course, their pa-
tients. The concerns include, but are not limited to, 
human experiences such as pain, suffering, loss, grief, 
and hope (Taylor, 1993).

Premise. Phenomenology offers a way to describe the 
nature of nursing practice in actual practice settings; it 
is a flexible and fluid pedagogy that is situated in the en-
tire universe of professional nursing as viewed through 
a holistic lens. This view enables perception of the ge-
stalt of the lived experience of nurses and patients. The 
physical and social environments merge into a personal, 
intimate, and holistic experience. A phenomenological 
approach establishes a view that shifts the focus from 
a technical skills orientation to one that is concerned 
with the whole human being. Phenomenology has been 
used by nurse scholars such as Benner (1984); Tanner, 
Benner, Chelsa, and Gordon (1993); Bevis (1989); and 
Diekelmann (2001). The goal of phenomenology is to 
understand human experience—the hows and whys in 
which events are experienced.

Implications for Nursing Education. Phenomenology 
can be used in the classroom, in clinical practice, 
and in any other situation in which patients, nurses, 
and nursing students are the phenomena of inter-
est. Faculty and students have unique opportunities 
to gain knowledge and learn new skills from all sub-
jects. Patients, expert clinicians, students, and faculty 
all have a story to unfold. What has been experienced 
can be reflected on as a way of learning new insight 
(Asselin, 2011). Phenomenology clearly acknowledges 
the value of the students in making meaning out of 
stories while promoting trust, creativity, and inquiry. 
These learning experiences have the potential to pro-
mote a more in-depth understanding and enhance the 
caring aspects of students’ clinical practice

When using a phenomenological approach to teach-
ing, faculty select phenomena from professional litera-
ture that is relevant to the course content and explore 
them in the classroom. Faculty can also demonstrate 
ways in which aspects of a patient’s or nurses lived ex-
perience can be elicited through the use of open-ended 
and probing questions. Guest speakers may enhance 
classroom learning experience by sharing their own 
personal knowledge of the lived experience of patients 
or themselves. Faculty can use a variety of teaching–
learning strategies, including clarified nursing per-
spectives, nursing prose, logs, case studies, anecdotal 
recordings, dialogue, fictional and autobiographical 
accounts of experience, responses to art, and artistic 
expression.

In clinical practice settings, expert nurse clinicians 
are active in the learning process. Faculty guide and 
show students how to learn from the expert clinician. 
Faculty assume responsibility for identifying, negotiat-
ing, and collaborating with the expert clinicians who 
guide and mentor students’ learning experiences in 
clinical practice. In addition, faculty initiate discussion 
and debate, offer critiques without judgments, and 
guide the agenda without controlling it. Faculty be-
come listeners and responders and enter into dialogues 
with students. The climate provides opportunities for 
students to become empowered.

The role of the student is to make meaning out of 
information. Students must be self-directive in seeking 
out what they want and need to learn from the expert 
clinician or faculty.

Narrative Pedagogy

Narrative pedagogy uses conventional, phenomeno-
logical, critical, and feminist pedagogies. Narrative 
pedagogy is a commitment to practical discourse in 
which knowledge is gained through the experiences 
of teachers, students, and clinicians. It is the collective 
interpretation of common experience that encourages 
shared learning. It is not intended to replace other 
types of teaching but has true application as a comple-
mentary pedagogy in nursing courses (Walsh, 2011).

A 12-year study produced nine themes from inter-
view texts obtained from teachers, students, and clini-
cians (Diekelmann, 2001). The experience of learning 
and teaching is articulated in the common and shared 
experiences of what is really important in nursing 
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education. The concernful practices of schooling, 
learning, and teaching outlined by Diekelmann (2001, 
p. 57) are as follows:

■	 Gathering: bringing in and calling forth
■	 Creating places: keeping open a future of 

possibilities
■	 Assembling: constructing and cultivating
■	 Staying: knowing and connecting
■	 Caring: engendering community
■	 Interpreting: unlearning and becoming
■	 Presencing: attending and being open
■	 Preserving: reading, writing, thinking, and 

dialoguing
■	 Questioning: meaning and making visible

Ironside (2003) conducted a qualitative study of 
nursing faculty and students to find out what teaching 
(or learning) was like in a narrative pedagogy class-
room. Two themes were discovered. One was think-
ing as questioning to discover what else there is and 
what other ways there are to think of the topic versus 
finding the “best” answer. The other theme related to 
the capacity for preserving uncertainty and fallibility. 
Developing thinking like this in nursing students is 
beneficial, considering the massive amount of incom-
ing information, diverging views, and chaos that de-
fines clinical practice in the 21st century. In another 
qualitative study, Ironside (2006) found that using 
narrative pedagogy encourages dialogue and inter-
pretation in a community of learning. The focus was 
on finding meaning to nursing practice and exploring 
alternate views.

Premise. Narrative pedagogy is the dialogue and de-
bate among and between teachers, students, and clini-
cians that questions both what is concealed and what 
is revealed. We come to know one another through our 
narratives (Brown, Kirkpatrick, Mangum, & Avery, 
2008). The nine themes listed earlier exemplify con-
cernful practices of schooling, learning, and teaching.

Implications for Nursing Education. Faculty construct 
activities for content and skills acquisition through en-
couraging meaning making in students relative to sto-
ries about experience. This can be done through the 
narratives of others—for example, viewing and dis-
cussing a movie, presentation, or a book (McAllister 

et al., 2009). Gazarian (2010) describes how students 
can use digital media to tell their stories. This strategy 
makes use of the visual and musical aspects of com-
puters. Knowledge is developed in context through 
listening and responding to stories and personal per-
ceptions. Sheckel and Ironside (2006) conducted a 
phenomenological study on how student thinking is 
affected by use of narrative pedagogy. A subtheme of 
cultivating interpretive thinking emerged, exemplified 
by students’ discussion of what it meant to be able to 
make their own clinical assignments. Questions and 
discussion around stories enact narrative pedagogy as 
a means for shifting thinking from what is known to 
what is important and needs to be known.

The concernful practices offer a climate of produc-
tive dialogue among and between clinicians, teachers, 
and students. Faculty must develop an understanding 
and skill in using the nine themes of concernful prac-
tices to expose the hidden understandings and pro-
voke new possibilities in nursing education. Faculty 
must also understand the nature of the interpretive 
pedagogies in contrast to and along with conventional 
pedagogy. Faculty will likely engage in personal and 
professional introspection because the nine concernful 
practices will illuminate both positive and negative at-
tributes. Students share the responsibility for discourse 
and deconstruction with clinicians and faculty.

Narrative pedagogy fits well with aspects of con-
structivism, cognitive learning, and social learning 
concepts. It can be helpful as one alternative to lecture 
as students learn and create meaning through story 
sharing (Beard & Morote, 2010).

Neuroscience, Brain-Based, and Deep 
Learning and Multiple Intelligence
In the past, the brain was thought to develop only be-
fore birth and childhood. However, it is now known 
that the brain continues to develop and adapt through-
out life as a result of learning. These changes can be 
observed by neuroscientists through various direct 
imaging techniques. The neuroscience of how one 
learns is expanding as technologies, such as specialized 
nuclear imaging techniques, become available (Bassett 
& Mattar, 2017).

The ability of neural circuitry to change in struc-
ture and function is called neuroplasticity (Kalia, 
2008). Changes in the growth of neural branches and 
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number of synapses are enhanced by learning that fo-
cuses on “the four major areas of neocortex (Sensory, 
back-integrative, front-integrative and motor)” (Zull, 
2006, p. 5). This can be accomplished through learn-
ing that incorporates understanding and compre-
hension, abstract thought, and creative building and 
experimenting. Repetition can speed processing time 
through neural networks. Additionally, emotions serve 
to modify neuron signals and strengthen the orbito-
frontal cortex (involved in executive brain function) 
(Cozolino & Sprokay, 2006; Zull, 2006). Rekart (2013) 
refers the combination of all as the three Ps (pedagogy, 
plasticity, and performance).

The direct connection between learning and brain 
development provides more evidence of the impor-
tance and influence of the teaching–learning process 
that occurs within nursing educational settings. Three 
theories based on concepts of neuroscience are pre-
sented here: brain-based learning, deep learning, and 
multiple intelligences (MI).

Neuroscience is also providing new insight into 
how the brains of young learners may differ from their 
older counterparts. Generation Z and Millennials 
will begin to make up larger portions of the nursing 
student population. Auerbach, Buerhaus, and Staiger 
(2011) conducted a national study and determined 
that the population of young people (ages 23 through 
26) who are entering the registered nursing workforce 
has been steadily rising since 2002. Prensky (2001) has 
dubbed those born after 1980 as “digital natives.” They 
have grown up in a world of 24/7 access to informa-
tion, entertainment, and communication. They use 
technologies constantly to access up to 600 channels of 
TV; surf the internet; play complex, fast-paced, highly 
visual video games; and engage in all types of social 
media. The rapid and ongoing use of such technolo-
gies affects the neuroplasticity of the brain, specifically 
chemical processing and development of some neural 
networks (Prensky, 2001). These learners are used to 
multitasking and moving attention quickly from one 
thing to another. Young learners may also seem impa-
tient at times and are used to immediate results. They 
are used to learning and sharing with others. Nurse 
educators can use educational theories, such as a social 
constructivist approach, to ensure their active engage-
ment. Their short attention span, need for immedi-
ate feedback, and diverse stimulation, in addition to 

their proficiency in using various technologies, can be 
used by nurse educators who incorporate technology 
in their classrooms. This may include internet videos 
or group exercises in which information on the inter-
net must be obtained and used. Revell and McCurry 
(2010) noted the need to adopt the use of technologies, 
such as personal response systems in the classroom, to 
promote the critical thinking, communication skills, 
and engagement of young learners.

Brain-Based Learning

The concept of brain-based learning arose through re-
search in neuroscience, psychology, and biology dur-
ing the past 30 years and focuses on optimal conditions 
for the brain to learn (Connell, 2009; Gulpinar, 2005; 
Jensen, 2008). The field has evolved, as evidenced by 
other names it has acquired, such as nurturing the 
brain, neuroscience and education, and educational 
neuroscience (Petitto & Dunbar, 2009). Complex and 
interconnected functions in the brain work to process 
incoming information from memory or outside senses 
and route for immediate action, elimination, or further 
processing and storage. The way the brain learns is af-
fected by multiple factors, including time of day, nutri-
tion, and stress (Jensen, 2008). Caine and Caine (1991) 
have advanced 12 principles of brain learning. Three of 
these include the idea that the learning brain continues 
to develop patterns and reconstruct itself, emotions are 
essential to pattern development, and learning can be 
enhanced through nonthreatening challenges.

Emotional thought is also related to cognitive func-
tion and involves multiple areas of the brain and several 
processes of decision making, memory, and learning. 
Thoughts trigger emotions and can be influenced by 
external information or body sensations (Immordino-
Yang & Damasio, 2007). Emotions in learning have 
been used to further understand connections such as 
cognitive patterning motivation and actual engage-
ment and effort (Immordino-Yang & Damasio, 2007).

Neuroscience indicates that brains learn differ-
ently at different ages. Working memory capacity 
may be similar for simple tasks, but younger learners 
maintain more working memory when tasks become 
more complex. Inhibitory control (blocking distract-
ing interferences), cognitive processing speed, and 
long-term memory storage may be less than that of 
younger learner peers (Reuter-Lorenz & Park, 2010). 
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This represents challenges for faculty working with 
adult learners who could, potentially, span three or 
four generations. Metaanalytical research conducted 
by Gozuyesil and Dikicl (2014) examined 31 studies 
and the effect of academic achievement using brain-
based learning. The results indicated higher academic 
achievement in those who had been exposed to brain-
based learning.

Gulpinar, Isoglu-Alkac, and Yegen (2015) discussed 
the optimal brain/mind learning environment as one 
of relaxed alertness (feel safe, minimal threats), or-
chestrated alertness (designed experiences to con-
centrate on new information while using memory 
and active processing throughout to solve problems 
and situations). They noted an eight-step process to 
solve problems (from determining the initial prob-
lem to constructing the knowledge and discussing the 
problem).

Gozuyesil and Dikici (2014) noted the main point 
of brain-based learning is that it is meaningful learn-
ing. Learning has been mapped using nuclear magnetic 
resonance imaging but can be assessed using learning 
outcomes. One study they reported indicated that stu-
dents in a course using brain-based learning strategies 
demonstrated greater academic achievement than tra-
ditional teaching methods.

Premise. Learning may be maximized by enhancing 
the conditions under which the brain learns best:

■	 Relaxed alertness: a learning environment of 
high challenge and low threat

■	 Orchestrated immersion of learners in authentic, 
complex, multiple experiences

■	 Active, regular processing of experiences to de-
velop meaning (Gozuyesil & Dikici, 2014)

Brain-based learning is effective in further develop-
ing learning pathways and deeper learning. It encour-
ages a more holistic view of how the brain, body, and 
environment affect learning.

Implications for Nursing Education. Brain-based 
learning is fostered through activities that require 
knowledge construction and connection to previous 
knowledge. Examples include authentic case studies 
that adapt based on new content and initial responses; 
simulation exercises; group projects; in-depth, 

multifaceted exploration of a patient; and reflection 
on how and why decisions are made. Any setting can 
foster brain-based learning that encourages interac-
tion, authentic experiences, and learning challenges 
balanced in a low-threat environment. It is important 
for faculty to create and maintain a learning environ-
ment that engages learners and encourages expression 
of the “how and why” of thinking. As the “orchestra-
tors,” faculty need to design learning experiences that 
help learners make connections. Faculty need to un-
derstand that each learner is unique; learners attend to 
and process information in different ways. It is helpful 
to consider learner diversity and learning style. Faculty 
should work to set the learning environment tone by 
demonstrating caring, valuing, and trust. Enthusiasm 
and organization can be helpful in stimulating student 
motivation to learn. Faculty must also be cognizant 
of how various age differences can affect the learning 
brain with regard to areas such as amount and sequenc-
ing of content and repetition. Having positive feelings 
(emotions) and motivation to learn will increase a 
student’s capacity to take in and process information. 
Coming to class or clinical prepared and well rested 
can positively influence both emotion and motivation.

Deep Learning

Deep learning (versus surface learning) is learning to 
understand and create meaning (Smith & Colby, 2007). 
Learners become more persistent and able to contend 
with more challenging learning situations (Majeski & 
Stover, 2007). Whittman-Price and Godshall (2009) 
discussed deep, strategic, and surface learning. Surface 
learning is usually extrinsically motivated and involves 
memorizing information, often for tests. Deep learn-
ing, in contrast, is intrinsically motivated and involves 
a desire to learn to understand. Strategic learning is a 
combination of deep and surface learning, with stu-
dents being goal oriented and doing what is necessary 
to achieve their goals. According to DeLotell, Millam, 
and Reinhardt (2010), there can and should be deep, 
meaningful connection between students and the 
course content. Categories of deep learning include 
foundational knowledge (understanding the concept), 
application (solving, making decisions), integration 
(making connections), and a human dimension (relat-
ing knowledge gained of self and others, caring, learn-
ing how to learn).



	 14    THEORETICAL FOUNDATIONS OF TEACHING AND LEARNING	 265

Premise. Deep learning is an intentional, intrinsically 
motivated strategy to understand and connect knowl-
edge to create new meaning and actions. Deep learn-
ing is related to cognitive and information processing 
theories in which learning from short-term memory is 
transferred to long-term memory with repetition and 
practice.

Implications for Nursing Education. Deep learning 
can be fostered in classroom or clinical settings that of-
fer the time and space for interactive discourse. Faculty 
can create opportunities for students to learn facts and 
concepts for application in clinical settings. Case stud-
ies, unfolding case studies, and simulation and clinical 
learning experiences facilitate deep learning. Concept 
mapping also promotes deep learning (Hay, 2007) and 
questioning to draw out thinking. Students need to as-
sess their learning regularly and be actively engaged in 
the learning process with peers and teachers. Students 
benefit through a more conceptual understanding that 
fosters meaning and relevance (Clare, 2007).

Multiple Intelligence. Gardner (1983) chal-
lenged the classical view of intelligence and pos-
ited that there is a plurality of intellects. The 
idea of MI began with a preliminary list of 
seven constructs: bodily kinesthetic, visual– 
spatial, verbal–linguistic, logical–mathematical,  
musical–rhythmic, interpersonal, and intrapersonal 
(Gardner, 1993). Two additional intelligences have 
been added: naturalist and existential (Bowles, 2008; 
Moran, Kornhaber, & Gardner, 2006). The eighth is 
naturalist and the ninth is existential intelligence (sen-
sitivity and capacity to delve into deep questions, such 
as life meaning and the hows and whys of what we 
do). People learn using different types of intelligences.

The theory suggests that individuals differ in the in-
telligence profiles they are born with and that profiles 
work in harmony, changing as influenced by experi-
ence and learning throughout life. Incorporating the 
MI in designing and executing instruction enhances 
student learning (Holland, 2007).

Premise. Every human being has a unique intelligence 
profile and expresses the intelligences in varying de-
grees. Although in any one person, one or more of the 
intelligences may be demonstrated at a higher operant 

level than the others, it is in the working together of 
the intelligences that a person solves problems and in-
teracts with the environment. The goal of education is 
to develop all intelligences in a holistic way.

Implications for Nursing Education. Although not a 
prescriptive theory, MI provides a framework for un-
derstanding intelligence that can benefit both students 
and teachers. Faculty can empower students to recog-
nize their own unique gifts to the nursing encounter 
by acknowledging profiles of problem–solving abilities 
that consider more than the narrow range of verbal–
linguistic and logical-mathematical abilities tradi-
tionally associated with intelligence quotient testing. 
MI may be helpful in tapping into student creativity. 
Qualities identified in all of the categories can con-
tribute to an optimal patient encounter in a practice 
profession such as nursing. Because most intelligence 
tests tap only the logical–mathematical and verbal–
linguistic intelligences, students enter nursing with 
documentation that only partially identifies prepara-
tion for nursing. Faculty has the opportunity, using the 
MI theory, to focus on each student’s unique profile 
and to use students’ strengths to enhance contribu-
tions to practice and the profession. Additionally, it 
can be beneficial with under-motivated or struggling 
students as it considers that different people learn dif-
ferently (McFarlane, 2010).

The student can use the MI theory for self-
evaluation and for the evaluation of others. Because 
there is no hierarchy in the MI theory, no intelligence 
is thought to be of higher value than any other. The 
student may enjoy the recognition of untested, un-
documented, yet affirmed abilities that can contribute 
to his or her success in nursing. Students can find di-
rection for vocations within nursing, and other social 
choices, by giving attention to their personal profiles. 
A broader, more comprehensive view of the intelli-
gences that nurses, students, faculty, and other health 
care professionals bring to the learning encounter can 
contribute to greater understanding of potential nurs-
ing interactions. The complexity of MI and individual 
profiles mirrors the complexity of holistic nursing. 
Specific and broadened attention to course and clini-
cal learning goals relative to the constructs in the MI 
theory may contribute to greater student success and 
satisfying professional performance.
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SUMMARY

The main focus of the educational experience is the 
learner as active participant in transaction with the 
teacher, peers, and the larger environment. Students 
are given considerable control over the development 
of learning experiences, and they construct and create 
knowledge. Faculty assume a primary role as designers 
of the learning environment and learning experiences 
in a shared governance approach with students and 
others contributing to the learning climate. Faculty 
continue to learn as they teach, thus evolving in their 
educational philosophy and teaching style.

The learning theories and frameworks presented in 
this chapter provide a guide for faculty to use within 
the four steps of the teaching–learning process. Each 
theory or framework has varying degrees of usefulness 
depending on the faculty’s philosophy about teaching, 
the philosophy that guides the curriculum, the setting 
and climate in which the teaching is to occur, student 
characteristics, and the purpose, nature, and content 

of the course. Within these contextual variables, fac-
ulty need to weigh the advantages and disadvantages 
of each theory or framework and select those that are 
most appropriate.

The shift to the learning paradigm ensures that 
learners will construct and create knowledge and fac-
ulty serve as designers, facilitators, coaches, guides, and 
mentors. For most learning experiences in higher edu-
cation and for nursing in particular, behavioristic prin-
ciples have limited relevance. Current and emerging 
concepts and principles in the neuroscience of learn-
ing—cognitive, humanistic, and adult learning theories 
and Perry’s model for intellectual and cognitive devel-
opment in addition to those included in the interpretive 
pedagogies, patterns of knowing, narrative pedagogies, 
and caring—are consistent with the thrust of a learning 
paradigm to guide nursing education. There is constant 
interaction as faculty create the environment and con-
textual learning experiences and students assume con-
trol over learning through active engagement.

Reflecting on the Evidence

1.	 Nurse educators are seeing increasing numbers 
of technologically savvy, millennial students in 
their classrooms. These students are used to 
being connected to their devices and to each 
other. Many educators are now incorporating 
these technologies into their courses. What 
educational theory or theories can be used to 
explain how and why this affects learning?

2.	 Missildine, Fountain, Summers, and Gosselin 
(2013) found mixed results in a study compar-
ing traditional lecture (n = 53), lecture and lec-
ture capture backup (n = 53) (audio save of 
lecture for student download), and the flipped 
classroom (n = 53) (usual class lecture as 
homework and real-time class for interaction 
and application of learning) on academic per-
formance and student satisfaction. Students in 
the flipped classroom scored higher on course 
examination averages in the flipped classroom 
than in the traditional lecture or lecture and 
lecture capture backup groups, but they were 
less satisfied than those in the other two ap-
proaches. What educational theories explain 
the results of greater academic performance? 

How can educational theory inform the nurse 
educator regarding student engagement and 
motivation?

3.	 Findings and recommendations from the 
Carnegie National Nursing Education Study 
centered around nursing education’s failure 
to continually connect what is being taught to 
prior learning in liberal arts and science courses 
and the need to develop in students integrative, 
multiple ways of thinking as a way to practice 
in today’s dynamic and chaotic health care en-
vironments. What educational theories focus on 
previous knowledge and experience to build new 
knowledge? How would a typical nursing lecture 
be different when using this theory in action?

4.	 The increased complexity and diversity of pa-
tients and the health care system are driving force 
for nurses to be able to adapt, learn, and func-
tion effectively within health care teams. What 
learning theories might the nurse educator use 
in working with students in an interprofessional 
course aimed at improving the quality of health 
care through interdisciplinary communication, 
collaboration, and understanding of roles?
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O  n today’s campuses of higher education, expe-
riences with student incivility are common among 
faculty of various disciplines, and there may even be 
an increasing incidence of incivility among nursing 
students (Johnson, Claus, Goldman, & Sollitto, 2017; 
Luparell & Frisbee, 2014). When preparing a learning 
environment for students and faculty, how can faculty 
ensure that it is one that is safe and productive for all, 
one in which a quality teaching and learning experi-
ence can be provided? This chapter introduces devel-
opmental, legal, and risk-management issues related 
to classroom learning environments and methods 
to minimize student conduct that disrupts learning. 
Instructional strategies are discussed to assist faculty 
in achieving a robust and engaging learning environ-
ment through management of the students’ actions.

Management of actions includes student in-class 
behaviors and extends to out-of-class course-related 
activities, both on- and off-campus internships, clini-
cal and practicum, and online learning experiences. 
Specifically, this chapter explores methods to nurture 
and support learning and describes effective responses 
for situations in which student behavior could disrupt 
the learning environment with an emphasis on (1) 
a continuum of student misconduct, (2) preventive 
strategies, (3) proactive response strategies, and (4) ef-
fective use of campus resources.

The learning outcomes of this chapter include gain-
ing an understanding of problem or disruptive stu-
dent behavior and an understanding of specific steps 

faculty can take to minimize disruptions in the learning 
environment. The content of this chapter is based on case 
law, statutory law, research, and many years of collective 
experience working with college students and college 
student misconduct. As a cautionary note, it is strongly 
recommended that faculty consult with the administra-
tors responsible for student conduct at their institution, 
their immediate supervisor, campus police, and campus 
legal counsel regarding issues specific to their institution.

INCIVILITY IN THE HIGHER 
EDUCATION ENVIRONMENT

Most experienced faculty will tell you that they derive 
pleasure from working with students much of the time. 
However, on occasion, interactions between students 
and faculty may be somewhat uncomfortable, slightly 
challenging, or even distressing. Despite the “ivory 
tower” moniker, the academy, as a microcosm of soci-
ety, is not immune to the problems of society. Incivilities 
of various types and among various individuals can and 
do occur in higher education. However, this is an as-
pect of the teaching role that tends to surprise novice 
faculty and befuddles even experienced faculty.

Both faculty and students report having experi-
enced incivility (Aul, 2017; Mott, 2014; Sauer, Hannon, 
& Beyer, 2017; Thomas, 2015). In the seminal study 
exploring this topic, Lashley and de Meneses (2001) 
found that all faculty who responded to a survey of 
student misconduct in nursing had experienced stu-
dents being late, inattentive, or absent from class, and 
more than 90% reported student cheating as a problem. 
Faculty occasionally experience more serious episodes 
of misconduct, including verbal or physical abuse, albeit 

*The authors acknowledge the contributions of Karen M. Whitney, 
PhD, to previous editions of this chapter.
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less frequently (Clark, Barbosa-Leiker, Gill, & Nguyen, 
2015; Ziefle, 2017). Additionally, incivility in the online 
learning environment is becoming increasingly com-
mon (Clark, Werth, & Ahten, 2012; DeGagne, Choi, 
Ledbetter, Kang, & Clark, 2016). Stress in both faculty 
and students has been identified as contributing signif-
icantly to uncivil behavior in nursing education (Clark, 
Danh, & Barbosa-Leiker, 2014; Rawlins, 2017).

Although the majority of this chapter addresses 
how student misbehavior can be managed, it is im-
portant that faculty have an appreciation for the over-
all context in which misconduct and incivility occur. 
Student misconduct and incivility rarely occur in a 
vacuum. In both the general workplace and in nursing 
education, experts suggest that incivility is reciprocal 
in nature (Altmiller, 2012; Porath & Pearson, 2012). If 
student misbehavior is viewed as a form of communi-
cation, it necessitates that we view it in a broader con-
text that includes student interactions with faculty and 
the learning environment.

There is evidence to suggest that faculty play a piv-
otal role in establishing classroom behavioral norms 
and also may contribute to the problem in a variety 
of ways. In another landmark study, Boice (1996) con-
cluded that faculty are the most crucial initiators of in-
civility in the classroom. Poor teaching skills may lead 
to student frustration and misbehavior. Additionally, 
lack of instructor willingness to address classroom inci-
vility sends a message that such behavior is acceptable.

Furthermore, students sometimes experience inci-
vility at the hands of faculty and clinical agency staff 
(Aul, 2017; Del Prato, 2013; Martel, 2015; Mott, 2014; 
Thomas, 2015). Example behaviors that students may 
identify as uncivil on the part of faculty and staff can 
be found in Box 15.1.

Although it is tempting to focus on student mis-
conduct and incivility from a narrow perspective, it 
is prudent to avoid doing so. Poor student behavior 
and incivility, although never appropriate, may be 
influenced by a broad spectrum of variables, includ-
ing stress levels and lack of general civility within the 
environment Additionally, lack of teaching acumen 
by faculty may serve to increase student stress and 
frustration. Although this chapter provides a starting 
point for managing misbehavior and incivility when 
it occurs in the classroom, the thoughtful educator 
should consider multiple variables when considering 

how to best prevent and manage conduct problems in 
the classroom environment.

A CONTINUUM OF MISCONDUCT

In considering student conduct, one size does not fit all. 
It is important to examine each incident in terms of the 
behaviors observed and reported. It is also vital to use 
a framework from which to evaluate student behavior. 
With few exceptions, institutions of higher education 
develop policies or documents to support and inform 
expectations of civil behavior and conduct; these are 
described in many ways, such as a student code of con-
duct, an honor code, student rights and responsibilities, 
or some other variation. These policies provide the filter 
through which one takes a set of observed and reported 
behaviors and considers the extent to which a specific 
situation may or may not violate a code of conduct.

For purposes of analyzing student behaviors, all 
behaviors fall within one or more of the following 
three categories: (1) annoying acts, (2) administra-
tive violations, and (3) criminal conduct (Fig.  15.1).  

B O X   1 5 .1
UNCIVIL FACULTY BEHAVIORS

■	 Unresponsive to student needs
■	 Targeting students, attempting to weed out
■	 Setting students up to fail
■	 Encouraging students to leave program
■	 Unprofessional behavior
■	 Defensive behavior
■	 Verbal abuse: berating, belittling, yelling, name 

calling
■	 Threatening failure
■	 Favoritism, unfair treatment
■	 Rigid expectations for perfection
■	 Scare tactics
■	 Violations of due process
■	 Arrogance
■	 Making unannounced course changes

Altmiller, G. (2012). Student perceptions of incivility in nursing 
education: Implications for educators. Nursing Education Perspectives, 
33(1), 15–20; Del Prato, D. (2013). Students’ voices: The lived 
experience of faculty incivility as a barrier to professional formation 
in associate degree nursing education. Nurse Education Today, 33, 
286–290. https://doi.org/10.1016/j.nedt.2012.05.030; Mott, J. 
(2014). Undergraduate nursing student experiences with faculty 
bullies. Nurse Educator, 39(3), 143–148. https://doi.org/10.1097/
NNE.0000000000000038.
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It is possible that a single behavior, such as stealing a test, 
can be both an administrative violation and criminal 
conduct. It is also possible that a behavior repeated over 
time, such as interrupting a lecture, can be considered 
both an annoying act and an administrative violation. 
Occasionally a lecture disruption might be annoying, 
but the behavior moves from annoying to a violation of 
campus policy if the disruptions persist after the student 
has been counseled that the behavior exceeds reason-
able limits. Regardless of where the behavior may lie 
on the continuum, it is critically important to create a 
teaching approach wherein faculty are in a position to 
observe student behaviors objectively. The focus should 
be on actions and not on emotion, rumor, or innuendo. 
Furthermore, it is important that faculty remain cogni-
zant of student behaviors and their potential effect on 
learning to consider at the earliest opportunity the ex-
tent to which student actions fall within this framework. 
Awareness is the first step in managing the learning 
environment. Box  15.2 lists examples of student mis-
conduct that fall within the categories of annoying acts, 
administrative violations, and criminal conduct.

Annoying Acts
Annoying acts are behaviors that may not be desired 
but do not violate an administrative code of conduct. 
Annoying acts are usually included in the institution’s 
policy informing the student of behaviors that are or are 
not expected of the student. Student conduct policies 
can address poor interpersonal communication skills, 
such as monopolizing class discussion, and discourte-
ous, abrasive, aggressive, or hard-to-get-along-with be-
haviors. Annoying acts may also include poor time- or 
life-management skills, entering class late or leaving 
class early, or repeated excuses for poor performance.

Individual faculty perception plays a role in iden-
tifying annoying acts, and what exactly constitutes 
improper behavior, such as use of cell phones and 
texting during class, may not be viewed the same by 
both faculty and students alike. Nonetheless, faculty 
are in a position to interpret behaviors relative to usual 

classroom norms and the professional norms of a dis-
cipline and thus make informed judgments about be-
haviors that fall outside of those norms.

From a student developmental perspective, ad-
dressing annoying behaviors in the learning environ-
ment offers a tremendous opportunity to assist the 
student toward professional comportment. It is impor-
tant for the educator to be mindful of the manner used 
to communicate with a student regarding annoying 
behaviors. In confronting students regarding annoying 
behaviors, faculty are keeping small problems small 
and possibly avoiding an escalation of behaviors along 
the continuum. The risk-management level is low, 
but over time these types of behaviors can escalate. 
Although these behaviors are at the more benign end 

A Continuum of Student Behaviors

Annoying
acts

Administrative
violations

Criminal
conduct

Fig. 15.1  ■  A continuum of student behaviors.

B O X   1 5 . 2
EXAMPLES OF STUDENT MISCONDUCT IN 

THE CLASSROOM

ANNOYING ACTS
■	 Sleeping in class
■	 Talking in class
■	 Discourteous or inappropriate comments
■	 Being uncooperative or disengaged
■	 Arriving late to class or leaving early
■	 Poor hygiene
■	 Distracting eating or drinking
■	 Texting or using social media during class

ADMINISTRATIVE VIOLATIONS
■	 Dishonesty; false accusations or information; forg-

ery; alteration or misuse of any university docu-
ment, record, or identification

■	 Disorderly conduct
■	 Actions that disrupt the academic process
■	 Failure to comply with directions of authorized uni-

versity officials
■	 Cheating, plagiarism, fabrication

CRIMINAL CONDUCT—ALSO CAN BE 
CONSIDERED ADMINISTRATIVE VIOLATIONS

■	 Threats of violence against self or others
■	 Actions that endanger one’s self or others in the 

university community
■	 Physical or verbal abuse
■	 Possession of firearms
■	 Conduct that is lewd, indecent, or obscene
■	 Intimidation, harassment, stalking
■	 Alcohol or drug possession or sale
■	 Theft
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of the continuum, it is best to document any observed 
behaviors and interactions with students regarding 
their conduct.

The key in responding to annoying behaviors is 
to keep grounded in the learning experience, even 
though the behavior is annoying to you. When talk-
ing with students about annoying behaviors, focus 
on the importance of the learning environment and 
on the goal of meeting or exceeding the course learn-
ing objectives. You are not simply asking the student 
to be polite or thoughtful; you are exploring with the 
student how his or her behavior is not serving him or 
her, you, or the rest of the learning community. Often 
students are startled to learn that their behavior may 
be negatively influencing others’ perceptions of them. 
Based on these authors’ experience, it is most likely 
that once faculty have met with a student who displays 
annoying behavior, brought these behaviors to the at-
tention of the student, and suggested new behaviors, 
no further misconduct will occur. In fact, coaching 
sessions can often lay the foundation for a productive 
teaching–learning–mentoring relationship.

From a professional educational standpoint, it is 
important to note that left unchecked, these annoying 
acts may subsequently manifest themselves in the pro-
fessional workplace. Clearly and consistently holding 
students accountable for their actions has an immedi-
ate effect on the individual as a learner and a future 
effect on the individual in his or her professional life. 
Though it is tempting to consider them rather incon-
sequential, annoyance behaviors—and any follow-up 
with students in response to them—should be docu-
mented. Repeated infractions and ongoing patterns of 
improper behavior can provide valuable insight into a 
student’s willingness to incorporate constructive feed-
back in his or her professional development.

Administrative Violations
Administrative violations are behaviors that violate an 
administrative code of conduct. Administrative viola-
tions include a variety of behaviors that significantly 
disrupt the learning process, such as acts of intimida-
tion or harassment. These behaviors may be motivated 
by a desire to gain an academic advantage through 
scholastic misconduct, such as cheating, plagiarism, or 
fabricating results. Because codes or policies of student 
conduct are unique to each institution, it is strongly 

recommended that faculty acquaint themselves with 
their institution’s code to know when a student may 
have violated policy. Chapter  3 further discusses the 
ethical issues related to academic dishonesty.

From a developmental perspective, there may be an 
opportunity to assist the student, but this will depend 
on the incident and the student’s disposition and at-
titude for change. For instance, an incident involving 
an alcohol-impaired student coming to an on-campus 
class that has a zero tolerance for such behavior would 
limit faculty’s ability to work with the student in a 
coaching capacity. If faculty have reason to believe 
that a student has violated the campus student code, 
the best approach is to document the faculty’s observa-
tions, when reasonably possible talk with the student, 
and engage the student to fully understand the situ-
ation. If after talking with the student it continues to 
appear that a violation has occurred, then documen-
tation of the student’s behavior should be referred to 
the appropriate administrative officer as prescribed by 
campus policy.

It is important to communicate with the student 
regarding any allegations of misconduct. When con-
fronting students regarding possible violations, the 
sooner you confront the student, the better. It might 
be advisable to contact your department chair to assist 
you in talking with the student. When you confront 
the student immediately, you avoid an escalation of 
behaviors along the continuum. The risk-management 
level is moderate, but over time these types of behav-
iors can escalate and increase the administrative sever-
ity and the possibility of the behavior violating local, 
state, or federal law. These behaviors should be docu-
mented, as should interactions with students regarding 
their conduct. Faculty should expect that the incident 
will be referred to the appropriate administrative office 
for disciplinary review.

Criminal Conduct
Criminal conduct can be characterized as behaviors 
that violate local, state, or federal criminal law. Criminal 
conduct includes a variety of behaviors that signifi-
cantly disrupt the learning process, such as threats or 
acts of violence, stalking, intimidation, harassment, 
possession of firearms, drugs, alcohol, or theft. Because 
local and state laws can vary and the application of the 
law to college populations can vary as well, it is strongly 
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recommended that faculty acquaint themselves with 
the practices at their institution. It is also recommended 
that faculty discuss these legal issues with their depart-
ment chair and colleagues so that they become familiar 
with the historical context and institutional practice.

Title IX of the Education Amendments of 1972 
prohibits discrimination based on sex, including 
harassment and the continuum of sexual violence. 
Historically, Title IX has been enforced inconsistently 
on campuses across the nation, with the issue often 
clouded because of drug or alcohol use by those in-
volved. Guidance in the application of Title IX states 
that sexual violence “refers to physical sexual acts per-
petrated against a person’s will or where a person is in-
capable of giving consent (e.g., due to the student’s age 
or use of drugs or alcohol)” (United States Department 
of Education, 2014). Although recently there have 
been discussions about the exact manner in which ac-
cusations against students should be handled, in gen-
eral the statute calls for definitive steps to be taken by 
school administrators to end sexual harassment and 
violence (Ellman-Golan, 2017). To promote a safe 
learning environment and comply with Title IX, fac-
ulty should act on and report all suspected incidents 
of sex discrimination or violence in a timely manner, 
regardless of whether the victim chooses to report the 
incident to law enforcement.

From a developmental perspective, acts that are de-
termined to be criminal allow very little opportunity 
to assist the student and should be quickly relegated 
to campus and local law enforcement personnel for in-
vestigation and disposition. For instance, an incident 
involving one student threatening to injure a fellow 
student limits faculty’s ability to work with the student 
in a coaching capacity. If faculty have reason to believe 
that a student has acted criminally, the best approach 
is to document their observations and immediately re-
port the observations to the appropriate campus law 
enforcement personnel.

When criminal conduct is suspected, it is important 
for faculty to inform their immediate supervisor (e.g., 
department chair) of the incident and contact campus 
law enforcement. Each situation will dictate the fac-
ulty’s role regarding any further engagement with the 
student regarding her or his behavior. In many cases, 
the student’s faculty may know the student well and 
could become a vital resource as to the most construc-

tive approach to take with the student to minimize any 
threat of violence or disruption to the student and to 
the greater learning community. The risk-management 
level is high, and all exchanges with the student should 
be carefully coordinated with campus law enforcement 
and the campus office responsible for student conduct 
to limit an escalation of criminal conduct.

The campus administration may further hold the 
student accountable for an administrative violation 
of the student code of conduct after an investigation 
of the alleged behavior. It is important to understand 
that a university or college cannot and should not 
insulate the student from being held accountable 
for criminal actions. These behaviors should be well 
documented. Faculty should expect that the incident 
will be referred to the appropriate administrative unit 
for disciplinary review. Pursuing a single incident 
through multiple levels of the university and pursu-
ing both criminal and administrative action is not 
considered double jeopardy; rather, it is a result of 
multiple jurisdictions properly responding to a single 
behavior.

PROACTIVE RESPONSE STRATEGIES

With an emphasis on preventing inappropriate behav-
ior altogether, this section describes a series of actions 
that faculty can implement when managing a learning 
environment. These strategies can be applied to learn-
ing in a conventional classroom, in off-campus settings, 
and in online learning environments. It is also recom-
mended that faculty within a department discuss these 
strategies and adopt common practices when practical. 
Students will notice common practices from class to 
class, which may help reinforce these strategies.

Forewarning in the Course Syllabus
An important first step in managing the learning envi-
ronment is taking early action to prevent problematic 
behavior (Clark, 2017a). This can be done in a variety 
of ways, including being attentive to creating a climate 
of civility from day one of class. Novice faculty tend to 
assume that college students intrinsically understand 
professional behavioral expectations of them. This 
may be a false assumption. It is imperative that appro-
priate behavior be explicitly described, both in the syl-
labus and on the first day of class.
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In the course syllabus, faculty should express their 
goals and expectations for the learning environment. 
The program or institution may also have specific ex-
pectations or policies that faculty are required to insert 
into syllabi. The syllabus is a performance agreement 
between faculty and students. As such, it is an op-
portunity to express the ground rules and guidelines 
for engagement. This is the time that faculty should 
outline student behaviors that matter most to them as 
educators, including expectations for interpersonal in-
teractions. Faculty should keep the discussion positive 
and indicate the behaviors they wish to see demon-
strated by students. Faculty should also connect these 
behaviors to the achievement of the learning outcomes 
established for the course. Alternatively, some faculty 
(e.g., Clark, 2017b) advocate for the cocreation of 
classroom behavioral norms with the students them-
selves. With guidance from faculty, students can have 
a voice in what they expect from one another and how 
they will hold one another accountable to maximize 
learning for all.

For example, if students arriving to class on time 
and remaining through the entire class period is an im-
portant component of the learning environment, then 
express this expectation in the syllabus and indicate 
the rationale for this expectation. For all expectations, 
it is also recommended that faculty provide students 
with a way to manage these expectations. If a student 
knows that he or she will not be able to arrive at a class 
on time, what should the student do? Should the stu-
dent not attend at all? Should the student call faculty in 
advance of the class and discuss the need to arrive late? 
Is there a place (e.g., the back row of the class) that has 
been designated as an area where students who arrive 
late or must leave early should sit so they do not dis-
rupt the learning of others?

Clearly stating expectations in writing to students 
from the first day together helps students understand 
the behaviors faculty expect from the outset. This 
approach also provides faculty with a guide in case 
a student acts in a manner that has been previously 
determined unacceptable. As instructors, faculty are 
in a position to set standards that students must meet. 
These standards may be both academic and behav-
ioral. The key is that they are clearly expressed and 
consistently expected of all students. Three types of 
suggested text are offered for your consideration in 

Box  15.3. The examples offered are suggestions and 
should be customized to support the established cul-
ture and values of your particular program and uni-
versity or college.

Reviewing the Institutional Code of 
Conduct
With expectations clearly outlined in the syllabus, the 
first class meeting of the semester is a time to give added 
meaning to the importance of the course behavioral ex-
pectations by emphasizing them in class. In addition to 
sharing faculty expectations particular to the course, it 
is also appropriate to inform students about any poli-
cies that the institution has established to guide student 
conduct. It is recommended that faculty briefly address 
the sections of the institutional student conduct policy 
that have meaning for the specific learning objectives of  
the course. This is the time for faculty to describe their 
expectations and interpretations of the code. It is also 
appropriate for faculty to provide positive examples of 
the behavior they wish to see exhibited by the students 
and engage the students in a discussion about these 
expectations. One exercise is to ask the students to 
describe annoying or disruptive behaviors they have 
seen from their fellow classmates in other classes and 
to talk about how important it is that each person 
agree to not act in a manner that disrupts learning in 
the classroom.

Being Transparent
Another way in which faculty can minimize prob-
lematic behavior is to be as transparent as possible 
with students regarding development of assignments 
and rationale for decision making and grading. Open 
communication about how the course has been de-
veloped and how decisions have been made serves 
to decrease student perceptions that an instructor’s 
actions are arbitrary or even malicious. Students 
potentially may respond disruptively when they dis-
agree with grading decisions, when they receive an 
unsatisfactory clinical grade, or when they receive 
a failing grade for a course, particularly if the stu-
dent perceives that the grading decisions are unfair 
(Rawlins, 2017). Perceptions that an instructor acts 
in an arbitrary manner, especially where grades are 
concerned, may result in a student misbehaving out 
of frustration.
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Establishing a Trusting and Caring 
Environment
As a measure to prevent incivility, faculty should de-
velop immediacy skills that help demonstrate caring 
for students. For example, instructors who exhibit 
behaviors such as smiling, making eye contact, ap-
propriate vocal inflections, and active listening tend 
to experience fewer forms of discourteous or disrup-
tive behavior by students (Weger, 2018). Additionally, 

a trusting relationship between student and faculty is 
essential to creating an environment in which students 
can mature professionally (Shanta & Eliason, 2014). 
Faculty frequently need to deliver critical feedback that 
is constructive in nature. It is false to assume that stu-
dents understand the well-meaning and professional 
motives behind providing such feedback; they are of-
ten unprepared to receive feedback that is not wholly 
positive. Consequently, it is beneficial to elucidate the 

B O X   1 5 . 3
EXAMPLES OF TEXT FOR THE SYLLABUS

TEACHING–LEARNING PHILOSOPHY
My expectation is that you are a self-motivated learner. By 
the end of the semester you will have invested your time, 
energy, and resources to complete this course and I want 
you to be successful. My responsibility as your instructor 
is to provide a context and environment that supports 
your learning through mindful, intentional curriculum 
that guides your investigations and learning. I expect you 
to be an involved, active member of this learning commu-
nity who will contribute with thorough preparation, active 
discussion participation, and timely participation in course 
activities. I further expect that you will treat everyone, in-
cluding the instructor, with respect and civility. Learning in 
this course takes place through lectures, readings, written 
analysis, reflective discussions, critical reflection, and writ-
ten assignments.

CLASS EXPECTATIONS
This course will be most successful when all participants 
commit to developing a learning community in which the 
beliefs of all may be discussed in an open, civil, and un-
derstanding environment. Everyone will be expected to 
consider multiple perspectives, engage in critical reflec-
tion, and take intellectual risks built on one’s confidence 
in the course content. Class activities will focus on criti-
cal analysis of (1) course readings, (2) case study sce-
narios, (3) group work, and (4) research findings. Your 
personal experiences are important but require critical 
reflection and analysis. Hence the ability to interact with 
the material in a personal and self-reflective manner is 
essential.

PROFESSIONAL EXPECTATIONS
Becoming a professional is not simply a matter of possess-
ing a degree. Becoming a professional is agreeing to a set of 
standards of behavior now, as a student, that models the 
behavior that will be expected of you once you complete 
your professional program.

1.	 Be on time. Arrive 10 minutes before your expected time 
and be prepared to begin class or laboratory. Leave with 
plenty of time in case you encounter delays.

2.	 Be present every day! Your instructor has created spe-
cific lesson plans with the expectation that you will be 
present every class day. On what should be a rare oc-
casion, it is imperative that if you are unable to keep 
your commitment, you contact your instructor as soon 
as possible. Ask the instructor about the best way to  
communicate with them. Write down his or her email or 
phone number and have it with you at all times.

3.	 Be professional! Maintain a professional attitude and 
be positive! You never get a second chance to make a 
first impression.

4.	 Know what is expected of you every day. Read your syl-
labus. Note all course obligations on your calendar and 
check your calendar daily.

5.	 Leave your cell phone off and out of sight. Focus on be-
ing present in the class and with your work.

6.	 Collegiality. Now, as a student, and in the future, as a 
professional, you will interact with and work extensively 
with your peers and colleagues. Work to be a positive 
influence and a productive colleague to your peers. 
Demonstrate value and appreciation for all others by 
treating them respectfully.

7.	 Ethics. As a student, learn and reflect on the ethical ex-
pectations of the profession and begin reflecting on your 
current daily decisions within an ethical context. Realize 
that the decisions and choices you make every day build 
on your ability to make decisions and actions on behalf 
of others you will be responsible for in the future.

8.	 Collaboration. As a professional you will collaborate 
with patients, family members, and other professional 
colleagues in providing care. As a student today you will 
be expected to collaborate in a positive, civil, and mutu-
ally beneficial way that will build your skills and under-
standing of working with groups of people to achieve a 
common goal.
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purpose of constructive feedback in students’ profes-
sional development. A sample script for initiating this 
discussion can be found in Box 15.4. Once the under-
lying basis of trust has been established, a more con-
ducive environment is created for the give and take of 
constructive feedback.

Providing Effective Behavioral Feedback
Students often are unaware of how their behaviors are 
perceived. In a trusting environment in which the stu-
dent’s professional development is a priority, faculty 
have a responsibility to provide concrete and specific 
feedback regarding behaviors that may impede a stu-
dent’s progress. A template for crafting such a discus-
sion has been shared elsewhere (Luparell, 2007) and 
may be found in Box  15.5. It is important to note 
that the script provides students with the choice to 
continue the behavior or not, based on whether they 
are concerned with the outcomes of their behavior. 
Students almost always choose to discontinue the an-
noying behavior. However, if the behavior continues, 
you will need to address it more assertively by request-
ing unequivocally that it stop.

Know Who to Contact for Consultation
Sooner or later, faculty will need to seek consultation 
regarding a student’s behavior. There are important 
legal underpinnings that must guide faculty when ad-
dressing student misbehavior. See Chapter 3 for a more 
detailed discussion of the legal implications associated 
with disciplinary action for student misbehavior. In 
particular, students retain their constitutional rights 
of free speech and due process, and these rights must 
be considered when addressing student misconduct. 

However, most novice nurse educators are not well 
acquainted with the legal aspects of education. For this 
reason, it is important to seek assistance from knowl-
edgeable individuals at the outset.

Every college or university has designated individu-
als who respond to issues regarding student behavior. 
There are no consistent titles or standardized creden-
tials, and every institution, through its history, context, 
mission, vision, values, and goals, has constructed in-
dividualized approaches to how student behavior is 
managed. It is best if faculty reacquaint themselves 

B O X   1 5 . 4
ELUCIDATING THE ROLE OF TRUST IN 

GIVING CONSTRUCTIVE FEEDBACK

Providing you with feedback on your performance and 
progress is a crucial component of this course. Although 
that feedback often will be positive and address your 
strengths, at times I may need to share constructive feed-
back that focuses on areas that are not as well devel-
oped. I am willing to trust that you want this feedback to 
meet your educational goals. I ask that you trust that my 
sole motivation for giving you this feedback is to help you 
be successful in your development.

B O X   1 5 . 5
SAMPLE SCRIPT FOR GIVING FEEDBACK 
RELATED TO PROBLEMATIC BEHAVIOR

Hi ______,
Thank you for coming in to see me. Remember the 

first day of class when we talked about the role of trust in 
giving feedback? I have some feedback to share with you 
now that may be a bit difficult to hear. Please remem-
ber that I’m sharing it with you so you can successfully 
meet your goal of becoming a competent nurse. When 
you do __________, it leaves me with the impression that 
______.

If I have that impression, it’s likely that others may 
have it as well. If you are okay with people drawing this 
conclusion about you, then keep on doing what you are 
doing. If you are not comfortable with people potentially 
drawing this conclusion, you may want to consider a 
change.

The following is an example of the script put to use 
with a student who does not put good effort into com-
pleting postclinical paperwork:

Hi Mary,
Thank you for coming in to see me. Remember the 

first day of class when we talked about the role of trust in 
giving feedback? I have some feedback to share with you 
now that may be a bit difficult to hear. Please remember 
that I’m sharing it with you so you can successfully meet 
your goal of becoming a competent nurse. When you 
turn in your clinical packet so insufficiently completed, it 
leaves me with the impression either that you really don’t 
understand what is going on with your patient or that 
you are a bit of a slacker. If I have that impression, it’s 
likely that others may have it as well in response to this 
quality of work. If you are okay with people drawing the 
conclusion that you really don’t understand what you are 
doing or that you are a slacker, then keep on doing what 
you are doing. If you are not comfortable with people 
potentially drawing these conclusions, you may want to 
consider a change.
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annually with the key people on campus who should 
be consulted regarding student behavior concerns. 
Consultants can include staff from such offices as the 
dean of students, counseling, advising, student health 
services, student ombudsman, student advocate, fac-
ulty professional development, student affairs, student 
life, human resources, or the campus police. Faculty 
are encouraged to inquire of their faculty colleagues 
and administrators as to which offices and staff have 
provided helpful counsel in the past, depending on 
the student situation. Faculty should also know who 
is responsible for administering the institutional stu-
dent code of conduct. It is helpful to have established 
a working relationship with these individuals in ad-
vance of contacting them with a particular student 
concern. The key point is that, as instructors, faculty 
are supported in responding to student conduct in the 
classroom and have the institutional support of other 
professionals with specialized expertise in handling 
student issues.

Know When to Call for Consultation
Just as important as knowing who to call for consulta-
tion is knowing when to call for consultation and when 
to refer an unresolved matter to others. Quite often 
faculty dwell on an unresolved matter with a student 
much longer than necessary, which is distracting to the 
teaching and learning experience for the entire class. 
Let us assume that during the first class a faculty mem-
ber has outlined the behaviors that are expected from 
her or his students to facilitate learning. Let us further 
assume that discussion of behavioral expectations also 
included identification of the student conduct code, 
with statements detailing how the code provides in-
stitutional support for the faculty’s expectations. If the 
faculty member has outlined student behavior expec-
tations in the syllabus, met with the student, and made 
the student aware that his or her behavior is not meet-
ing the standard that has been set for the class, and the 
student either refuses or is unable to change the be-
havior to meet the expected standard, then the faculty 
member should immediately consult with others, such 
as the department chair, to identify other ways to work 
with the student or to request a referral to another of-
fice on campus. As mentioned earlier, the timing of a 
referral also depends on the unique circumstances and 
the continuum of behaviors observed. If at any time 

faculty feel their safety or the safety of others is at risk, 
then campus law enforcement should immediately be 
contacted. If, on the other hand, faculty are responding 
to an annoying act, then they may wish to meet with 
the student on repeated occasions to address a variety 
of issues that are adversely affecting the student’s aca-
demic success.

Documentation and Communication
It is important for faculty to keep notes of student be-
haviors that have been observed. Faculty may observe 
behaviors that are not desired but that do not violate 
the established classroom standard or the campus stu-
dent code. One reason to note these “below the radar” 
behaviors is that they can escalate to a level that would 
ultimately violate the classroom standard or the campus 
student code. At that point, it would be helpful when 
faculty meet with a student to be able to note the specific 
patterns of behaviors observed. Students are often sur-
prised faculty have taken note of problematic behaviors 
and want to talk with them about their conduct.

Keeping personal notes may also be helpful if fac-
ulty need to refer an incident to others. The infor-
mation important to document includes time, day, 
and place where the behavior was observed. It is also 
important to use descriptive and not evaluative state-
ments. To say that the student was “rude” is not help-
ful, but to document that “the student has arrived late 
to four of the last six classes, which disrupted the class 
lecture when the student attempted to locate a seat in 
class” is helpful, because it is specific and allows the 
faculty to talk with the student in a way that focuses on 
student behaviors and not on how the faculty may feel 
about those behaviors.

There is often a misunderstanding among faculty 
and staff throughout colleges and universities regard-
ing documentation and communication of students’ 
behaviors and students’ privacy rights. These misun-
derstandings center around an interpretation of federal 
legislation called the Family Educational Rights and 
Privacy Act (FERPA). Pursuant to FERPA (United States 
Department of Education, 2017), faculty and staff may 
and, in fact, should share information about a student 
when a “legitimate educational interest” exists. Matters 
of classroom management, student conduct or miscon-
duct, and behaviors of concern fall within a legitimate 
educational interest. The Department of Education 
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acknowledges there is a balance between students’ rights 
to privacy and the university’s responsibility to ensure 
stability and public safety. As such, the institution may 
disclose a student's educational records without the stu-
dent's prior written consent under the FERPA exception 
for disclosure to school officials with legitimate educa-
tional interests.

Therefore you should communicate with your de-
partment chair when you become aware of possible 
student behavioral concerns. It is good practice to keep 
the department chair updated as to any documenta-
tion, meetings, or other actions regarding student be-
havior issues.

Discipline as an Educational Experience
Faculty may want to simply eject a student from a class, 
because the faculty is offended, annoyed, or feels that 
the student has acted in a disrespectful manner, but it is 
vitally important for faculty to frame their interactions 
with the student within an educational framework. 
Setting standards of conduct within a learning envi-
ronment is part of the educational and professional 
preparatory experience. Students learn that there are 
standards of conduct and consequences to not meeting 
these standards, which contributes to their preparation 
for their postdegree work. Developing the discipline 
and focus to arrive to class on time will contribute to 
students’ ability to effectively complete work-related 
duties and helps increase their understanding of the 
importance of collegiality, connectedness, and team-
work as a means toward achieving a quality working 
environment. The integrity required to ethically com-
plete laboratory work by submitting only the results 
that they have personally calculated and not use the 
work of other students is the same integrity that will be 
required of graduates when they are in the workforce 
completing work-related reports.

Responding to Student Misconduct
When faculty have reason to believe that a student 
may be acting inappropriately, there are six steps to use 
when responding to allegations of misconduct:

1.	 Gather and document information. The infor-
mation should objectively describe the student’s 
actions and note the date, time, and others who 
were present.

2.	 Engage and confront the student about behaviors 
observed. At the earliest time possible, meet with 
the student privately to discuss the behaviors 
that have been observed. This meeting will in-
form the student of faculty concerns, allow the 
student to express his or her perspective on the 
situation, and provide an opportunity for the 
student to understand how the behavior affects 
others and is disrupting the learning outcomes 
of the course. The script provided earlier in the 
chapter may be helpful here.

3.	 Focus on the behavior. Faculty should always fo-
cus on what the student did and not be swayed 
by ancillary aspects, such as the extent to which 
one knows or likes the student or the student’s 
academic record. For instance, high-achieving 
students are just as likely to plagiarize as average 
students. It is important to be consistent in what 
is expected from students.

4.	 Outline required new behaviors. The purpose of 
meeting with the student is to first explore with 
the student concerns about her or his behavior. If 
after talking with the student the concerns remain 
valid, then the second goal of the meeting is to 
discuss with the student how the behavior should 
change in the future. Working with the student to 
change any annoying acts provides the greatest op-
portunity for a collaborative discussion between 
the student and the faculty. Any administrative 
violations of the code of conduct should be docu-
mented and forwarded to the appropriate admin-
istrative office and, depending on campus policy, 
may be followed up administratively in addition to 
actions the faculty has discussed with the student. 
All criminal conduct should be immediately for-
warded to the appropriate campus office and may 
limit faculty’s ability to outline new behaviors.

5.	 Outline consequences of compliance and noncompli-
ance. Faculty interactions with the student should 
conclude with the hope that the student will de-
cide to make different choices and will choose to 
comply with the standards that faculty and the 
campus have established. However, it is also im-
portant to be clear with the student that, should 
he or she fail to comply and continue to disrupt 
the learning environment, there will be additional 
follow-up that may include further sanctions.



280	 UNIT III  TEACHING AND LEARNING

6.	 Refer unresolved or risky cases to other campus 
resources. If at any time faculty are working with 
a student and it comes to their attention that 
the student’s misconduct is not being resolved 
as planned, or if there is evidence that the inci-
dent may escalate in terms of level of disruption 
or safety to either the faculty or other students, 
the situation should automatically be referred to 
other campus resources.

CAMPUS RESOURCES

As stated previously, it is recommended that faculty 
become familiar with the services, programs, and per-
sonnel who staff their institution’s campus support 
resources before they actually need their assistance. 
Campus resources can include counseling services, 
student health services, police, department chair, dean 
of students, and services for students with disabilities. 
Depending on the history and context of the institu-
tion, there may be other support services, including 
campus ministries and specialized centers for spe-
cific populations of students, such as women; people 
of color; or gay, lesbian, or transgender students. 
Regarding behaviors of concern that rise to the level of 
safety for individuals or groups, universities have in-
creasingly established formal committees that convene 
to conduct a broad review of a student’s behavior to 
coordinate a comprehensive and organized response. 
Coordination of a team of professionals who can work 
together to assess threats and identify problems is pre-
ferred to individual faculty working alone. It is best 
to have multiple offices come together on a case-by-
case basis and form a team to assess the situation and 
achieve the desired results. One easy way to develop 
relationships with these support services is to invite 
personnel from one or two of these offices to present 
introductory information about their offices to faculty 
within the nursing program and to explore how and 
when students should be referred as a part of the pro-
gram’s faculty professional development activities.

IMPLICATIONS FOR PRACTICE

Novice faculty are frequently unprepared for the di-
verse challenges that arise in classroom management. 
It is important to recognize early that you are likely to 

experience some degree of student misconduct in your 
teaching career. Thus it is wise to consider in advance 
how you might respond in specific situations. Working 
with students effectively and managing the classroom 
learning environment in a manner that meets or ex-
ceeds the learning objectives of the course requires 
instructors to consider how they will approach the 
management of the learning environments for which 
they have accepted responsibility. Faculty may find it 
helpful to consider their emotional assets as discussed 
in Goleman’s (2005) work on emotional intelligence. 
His work is a helpful guide for developing the faculty’s 
role as a learning facilitator and developing strategies 
for engaging students in interventions regarding their 
conduct.

Additionally, because it is tempting to ignore inap-
propriate behavior and avoid or delay having difficult 
conversations with students, it may be helpful for fac-
ulty to consider various ethical imperatives that serve 
as a compelling rationale for action. For example, most 
nursing education programs have established objec-
tives or standards related to professional behavior. 
Additionally, we are reminded in the Code of Ethics 
for Nurses (American Nurses Association, 2015) not 
only that “nurses maintain professional, respectful, 
and caring relationships with colleagues” (p. 20) but 
also that educators are responsible for ensuring that 
our “graduates possess the knowledge, skills, and 
moral dispositions that are essential to nursing” (p. 
28). When students consistently behave inappropri-
ately, there is an argument to be made that they do not 
meet the standard of professionalism.

Unwillingness or inability to address poor behav-
ior may have more far-reaching implications than have 
previously been acknowledged. Horizontal violence 
and disruptive behavior are unfortunate phenomena 
in health care and have been linked to negative patient 
outcomes (Institute for Safe Medication Practices, 
2013; Olson & Stokes, 2016; Shanta & Eliason, 2014). 
Faculty frequently express concern that poorly be-
having students may subsequently behave poorly as 
practicing nurses, and evidence exists to support this 
concern. For example, physicians who have been dis-
ciplined for unprofessional behavior may be more 
likely to have displayed problem behavior as students 
(Fargen, Drolet, & Philibert, 2016). Specific to nursing, 
Luparell and Frisbee (2014) conducted a large national 
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study to explore nursing faculty knowledge of poorly 
behaving or uncivil students who went on to demon-
strate uncivil or unprofessional behavior as practic-
ing nurses. One-third of the faculty respondents (n = 
1869) reported knowing of a former badly behaving 
student who went on to demonstrate bad behavior in 
practice.

When managing the learning environment, faculty 
are setting both learning and behavioral expectations. 
In setting these expectations, faculty must also moni-
tor and evaluate how these expectations are fulfilled. 
As such, faculty’s own self-awareness becomes impor-
tant when considering the extent to which students 
meet the standards that have been set. It is important 
that faculty observe themselves and recognize their 
feelings as they engage with students. As the instruc-
tors, faculty have administrative power over the stu-
dent and the responsibility to act civilly, objectively, 
and consistently.

To effectively manage the learning environment, 
faculty need to appropriately and effectively manage 
their own emotions. Nursing faculty have reported 
experiencing negative emotions when subjected to 
student incivility, including feelings of decreased 
self-esteem, a loss in their confidence as teachers, 
resentment related to the time involved in docu-
menting student misconduct incidents, and a loss 
of motivation to teach (Sprunk, LaSala, & Wilson, 
2014; Walker, 2014). It is paramount that faculty be 
cognizant of their own feelings about students and 
their personal responses to student misbehavior. Of 
course, the ultimate responsibility of faculty is to find 
ways to manage their emotions so that they do not 
interfere with the learning environment. Feelings 
such as fear, anxiety, anger, and sadness can cause 
faculty to avoid engaging students. Failing to engage 
or confront students limits faculty ability to man-
age the learning environment. These feelings can 
also skew faculty observations of student behavior. 
If a faculty member believes that a student is acting 
inappropriately and remains reluctant to engage the 
student in a discussion about these behaviors, the fac-
ulty’s feelings may be an underlying issue that needs 
to be addressed as well. Campus faculty teaching and 
professional development services can be a valuable 
resource in assisting faculty to develop strategies for 
effective student conferences.

As faculty engage with their students in learning 
experiences, a key to effective management is main-
taining sensitivity to others’ feelings and concerns and 
the ability to consider others’ perspectives. Awareness 
of possible generational and cultural differences in 
understanding of and response to behavioral expecta-
tions and consequences may assist faculty in engag-
ing with students in a positive manner. Additionally, 
perceptions of what constitutes uncivil behavior may 
vary among students and faculty (Kisner, 2014). When 
confronting a student about behavior and how it ap-
pears that the behavior is disrupting the learning en-
vironment, appreciating the differences in how people 
perceive and respond to situations will be helpful 
when communicating with students about what con-
stitutes appropriate behavior in the learning envi-
ronment. These differences in perceptions between 
faculty and students further illustrate the importance 
of faculty being explicit about the behaviors that are 
expected of students at the very initiation of the learn-
ing experience.

Online teaching includes a number of misconduct 
and incivility issues that may manifest in particular 
ways because of the lack of face-to-face interaction 
among participants. Faculty can integrate increased 
social presence and instructor–student interaction 
within completely online courses through a variety of 
means, including the use of short videos or podcasts 
prepared by the instructor so that students may see 
and hear the instructor actually discuss course con-
cepts, timely discussion forum responses to student 
postings, and emails to students to provide individu-
alized feedback or encouragement. Online instructors 
are encouraged to address incivility in the learning 
environment promptly and to hold offenders account-
able (Clark, Ahten, & Werth, 2012).

THE FACULTY–STUDENT LEARNING 
RELATIONSHIP

Faculty often seek deeper understanding of what  
their rights and responsibilities are as instructors and 
what rights and responsibilities students have as learners. 
Rights and responsibilities are guided by constitutional 
law, state law, and institutional policy. Private and public 
colleges and universities have been treated differently by 
the courts, in that private institutions are seen more as 
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private corporate entities and public institutions are con-
sidered to be agents of the government (Kaplin & Lee, 
2014). Regardless of the type of institution, see Box 15.6 
for an example of the rights and responsibilities that are 
generally held as good practice when working with stu-
dents in a learning setting.

If an institution or program does not have clearly 
established expectations for the behaviors of students 
and faculty, these policies should be developed (Clark, 
2017a, 2017b). In addition to faculty development 
activities, student development activities should be 
provided by the institution to assist students in cop-
ing with the multiple stressors many are facing in their 
lives and to help students identify appropriate and in-
appropriate behaviors.

Lastly, when contemplating the consequences of 
student incivility directed at faculty, program lead-
ers should contemplate the general well-being of 
the faculty workforce. Student incivility has been 
linked to decreased faculty job satisfaction and in-
tent to leave (Frisbee, 2013; Sprunk et  al., 2014). 
Additionally, evidence suggests that more than a few 
nursing faculty have left teaching positions because 
of unpleasant interactions with students (Luparell & 
Frisbee, 2014).

SUMMARY

Faculty have more contact time with students than 
anyone else in the educational setting. Faculty are the 
key to developing quality learning environments that 
allow for the civil exchange of information and ideas. 
Faculty and administrators must be able to recognize 
the early warning signs of student misconduct, such 
as unhealthy obsessions and specific verbal clues—
expressions of hopelessness, direct or indirect threats, 
or suicidal language—and then report them. Working 
with a team of campus professionals and faculty to 
effectively engage troubled students is a critical aspect 
to classroom management. When a student is strug-
gling in a class or is affected by drugs or alcohol or 
by financial or relationship problems, faculty are often 
instrumental to successfully assisting students. When 
a student’s behavior interferes with the educational 
process or campus safety, the institution can consider 
a range of options in response. This chapter provided 
some insight into those options.

This chapter provided a brief summary of develop-
mental, legal, and risk-management considerations of 
student misconduct and learning. Additionally, spe-
cific actions were presented that can be used to reduce 
in-class disruptions and maintain a well-managed 
learning environment, allowing both the instructor 
and students to meet their learning objectives in a 

B O X   1 5 . 6
CONDUCT GUIDELINES AND GRIEVANCE 

PROCEDURES FOR STUDENTS

Students have the right to:
■	 Expect confidentiality of personal information 

(with exception of directory information)
■	 Appeal any university status (e.g., scholastic suspen-

sion, financial aid suspension, conducts sanction)
■	 File a grievance against appropriate university em-

ployees or processes
■	 Voice dissent of university decisions and processes
■	 Have support to pursue changes to university policy

Faculty have the responsibility to:
■	 Provide students with timely information regard-

ing important aspects of the course, including stu-
dents’ obligations and responsibilities concerning 
both academic and personal conduct

■	 Be prompt and well prepared for class meetings 
and be timely and fair in grading assignments 
and exams

■	 Refrain from considering personal information 
such as race, religion, age, and political beliefs in 
matters of academic evaluation

■	 Be available to students and post liberal office 
hours at hours convenient to students

Students have the responsibility to:
■	 Be prompt, well prepared, and regular in attending 

classes
■	 Submit honest representations of one’s own work 

and in a timely fashion
■	 Act in a respectful manner toward other students 

and instructors in a way that does not detract from 
the learning experience

■	 Respect the personal and property rights of others
■	 Meet the course and behavior standards as defined 

by the instructor
■	 Seek assistance from the instructor and other ap-

propriate student resources as needed
■	 Enjoy and participate in university programs

Adapted from the Montana State University Conduct Guidelines and 
Grievance Procedures for Students. Retrieved from http://www.
montana.edu/policy/student_conduct/ and http://www.
montana.edu/deanofstudents/studentrights.html
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civil manner. The goal of this chapter is to help future 
faculty gain an understanding of problem or disrup-
tive student behavior, in addition to an understanding 

of specific steps and available professional resources 
one can use to minimize disruptions in a learning 
environment.

CASE STUDIES FOR FURTHER DISCUSSION
The following three case studies illustrate the con-
tinuum of student misconduct behaviors, the de-
velopmental opportunities, and the instructional 
management risks that faculty may experience when 
managing the learning environment.

Annoying Acts

The Situation: Alexandra. Alexandra is a first-
semester student who wants to talk with you before, 
during, and after class, often about personal, non–
course-related items. Alexandra appears emotionally 
needy and does not seem to have any friends in class. 
Lately she has started interrupting others during in-
class discussion. The other students don’t listen to 
her and have asked not to be in her laboratory group.

At the point that Alexandra’s behavior begins to dis-
rupt your ability to lecture in class and the students’ 
ability to learn, you need to meet with her. At the end 
of one class session you ask her to come to your of-
fice. During your meeting with Alexandra, you let her 
know that you value her as a student and that you have 
enjoyed getting to know her but that recently you have 
noticed that she has begun interrupting students dur-
ing class discussion. You ask her about her studies and 
how she feels the class is progressing. She mentions 
that she is having a tough time making friends in her 
program and does not know what to do and that at 
times she feels very alone and isolated. You let her know 
that her comments are valuable but that she also needs 
to allow other students to be heard. You point out that 
listening is a part of learning and that you would like 
her to wait and allow her fellow students time to make 
their points in class. You also let Alexandra know that 
making friends is important, and studying in groups 
is helpful to learning. You suggest that Alexandra talk 
with a counselor at the campus counseling center to 
gain some ideas on how to develop these friendships on 
campus. As a follow-up to your meeting, you set a time 
to meet in 3 weeks to talk about her work in class and 
her overall progress in the program.

Administrative Violations

The Situation: Adam. It is the middle of the se-
mester, and it has become common for Adam to 
dominate the conversation in class. He has often 
become angry and visibly agitated, and he uses 
incendiary language when interacting with other 
students. He is constantly challenging the mate-
rial you present. When he is not present, the class 
is more productive and more relaxed. You realize 
that you have avoided talking with Adam about his 
behavior. You talk with him, describe his behaviors 
in class, and talk about how you would like him to 
participate in class discussion in the future and the 
importance of working cooperatively with his fel-
low students. Adam begins to argue with you and 
refuses to consider your request that he reflect on 
his own conduct. He blames other students who 
have “disrespected” him. During the next class, 
Adam’s behavior escalates and is disruptive to the 
point that you are not able to cover the material 
planned for that day. You decide to forward a re-
ferral to your department chair for review and ad-
vice as to next steps.

The department chair receives your documenta-
tion and informs you that two other faculty have sent 
similar reports about Adam over the past year. The 
department chair contacts the dean of students’ of-
fice and forwards all three referrals for review and 
action. Adam’s lack of cooperation makes it difficult 
to approach him developmentally, and his response 
pushes the situation to a level that violates adminis-
trative policies. The risks to manage are increasing 
as well, which makes it important to involve other 
campus offices.

The department chair, associate dean, and you 
meet with Adam. A behavioral contract is drawn 
up between the department chair and Adam. Adam 
agrees to adhere to the standards set in your class, 
and his conduct is being referred to the dean of stu-
dents for administrative review as a violation of the 
student code of conduct.
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A  dopting teaching strategies to promote student 
engagement and active learning is a vital component 
of the faculty role. An abundant amount of research 
shows that students who are engaged in active learning 
are more likely to meet learning outcomes (National 
Survey of Student Engagement [NSSE, 2016]) and ap-
ply the concepts in the practice setting (Kinzie, 2017). 
However, a study of a subset of nursing students who 
participated in the NSSE study found that under-
graduate nursing students do not perceive themselves 
as being engaged in student-centered and interactive 
pedagogies, compared with students in other academic 
disciplines (Popkess & McDaniel, 2011). This creates 
a challenge for nursing faculty in terms of providing 
learning experiences that capture students’ interest 
and engage them in active learning. This chapter pro-
vides evidence for the benefits of student engagement 
and offers a description of specific teaching strategies 
to promote active learning that can be used across all 
levels of nursing education and in a number of learn-
ing environments.

STUDENT ENGAGEMENT

The theory of student engagement has its roots in 
Astin’s (1999) theory of student involvement. The 
words engagement and involvement have become syn-
onymous in the educational literature over time. The 
main premise is that highly involved students are 
more likely to learn academically and develop person-
ally. There are five basic elements of the theory. First,  

involvement and engagement refer to the investment of 
physical and psychological energy in learning. Second, 
involvement and engagement occur along a contin-
uum with different degrees of involvement at varying 
times. Third, involvement and engagement have both 
quantitative (e.g., hours studying) and qualitative (e.g., 
measurement of comprehension) aspects. Fourth, the 
amount of student learning is directly influenced by 
the quality and quantity of student involvement and 
engagement. Finally, the effectiveness of education is 
directly related to increasing students’ involvement 
and engagement in the learning process.

Student engagement is based on Chickering and 
Gamson’s (1987) seven principles of good practice in 
undergraduate education. According to Chickering and 
Gamson, if educators are able to facilitate student learn-
ing through these principles, students are more likely to 
meet learning outcomes. These principles are (1) encour-
age contact between students and faculty, (2) develop rec-
iprocity and cooperation among students, (3) encourage 
active learning, (4) give prompt feedback, (5) emphasize 
time on task, (6) communicate high expectations, and (7) 
respect diverse talents and ways of learning.

Different types of student engagement activities 
produce a variety of learning outcomes, emphasizing 
active participation in the learning process. For exam-
ple, students who have frequent interaction with fac-
ulty are most satisfied with their learning experience 
and show greater learning outcomes (Strati, Schmidt, 
& Maier, 2017). Students are more likely to be able 
to cope with the stresses of academic life if they are 
engaged in academic support systems (Gale, Ooms, 
Newcombe, & Marks-Maran, 2015). Student engage-
ment can easily be gauged through direct observation 

*The author acknowledges the work of Connie J. Rowles, DNS, RN, 
in the previous editions of the chapter.
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and measurement of a variety of academic engagement 
activities, such as the number of hours studying, meet-
ing course competencies, and student satisfaction sur-
veys (National Survey of Student Engagement, 2017).

The student engagement theory is applicable to 
nursing education because it directs attention away 
from the subject matter and teaching technique toward 
the motivation and behavior of the student, taking into 
account its application to nursing practice. This is in 
line with transformational teaching, today’s view of the 
psychology of learning, wherein it is the responsibility 
of the student to be active and engaged in the learning 
process, and the nurse educator uses a variety of teach-
ing and learning experiences to become a facilitator 
or guide in the education process (Benner, Stuphen, 
Leonard, & Day, 2010; Day et  al., 2017; Phillips & 
Stalter, 2016). Active learning, a foundational compo-
nent of Astin’s (1999) theory based on Chickering and 
Gamson’s (1987) seven principles of good practice in 
undergraduate education, is fundamental to student 
learning and requires student engagement.

The Evidence for Student Engagement
Evidence for the effect of engagement in higher educa-
tion on student learning has been established through 
the NSSE (2016). In 17 years, surveys from 1600 col-
leges and universities in the United States and Canada 
have measured “student participation in programs and 
activities, providing estimates of how students spend 
their time and what they gain from attending college” 
(NSSE, 2016, p. 6). Student engagement behavior is as-
sociated with desired outcomes of colleges. Results of 
the annual NSSE (2016) report of 517,000 students’ en-
gagement were categorized into five quality indicators.

First, academic challenge illuminated the relation-
ship between emphasizing higher-order learning and 
courses that students perceive as focusing on more com-
plex topics, challenging their thinking skills. Second,  
learning with peers, or collaborative learning, en-
hanced student success by facilitating incentives to 
learn, shared comprehension of material, and support 
from peers. Third, experiences with faculty affected 
students’ cognitive growth, development, and reten-
tion. Effective teaching practices included courses 
taught with clarity and organization and student feed-
back that is prompt and formative. Fourth, the campus 
environment showed that student interaction with a 

variety of individuals on campus, such as student ser-
vices, academic advisors, and administrators, have a 
positive influence on learning outcomes. Fifth, high-
impact practices (learning community, service learn-
ing, or research with a faculty member) were found to 
increase knowledge, skills, and personal development, 
and students who used these practices stated that they 
were more satisfied with their educational experience. 
Lastly, topical modules (additional questions on topics 
of interest) showed that academic advising promoted 
student persistence and success through guiding stu-
dents to programs and events that promote engage-
ment. Learning with technology, the final module, 
showed that use of technology was positively related to 
student engagement and higher-order learning.

In a large-scale study of 1,887,781 community col-
lege students’ engagement (Community College Survey 
of Student Engagement [CCSSE], 2015), a number of 
benchmarks were established showing the relationship 
of engagement to learning outcomes. First, active and 
collaborative learning led to students learning based 
on their participation in class, interacting with other 
students, and learning outside of the classroom. In 
addition, learning was correlated with the number of 
terms enrolled and credit hours completed. The sec-
ond benchmark, student effort, showed that students 
who spent the time necessary to learn content (time 
on task) were able to apply themselves to the learning 
process. The third benchmark, academic challenge, in 
which students engaged in challenging intellectual and 
creative work such as evaluation and synthesis, were 
most consistently associated with positive academic 
outcomes such as persistence, grade point average, and 
degree completion. The fourth benchmark, student–
faculty interaction, measured the extent to which 
students and faculty communicate about academic 
performance, career plans, course content, and as-
signments, revealing that students had broad effective 
learning and persistence toward achievement of their 
educational goals. Lastly, the benchmark for support of 
learners demonstrated that students performed better 
and were more satisfied with their learning at colleges 
where their success was valued and where positive 
working and social relationships existed among vari-
ous demographic groups.

The engagement literature reveals four research 
perspectives for organizing teaching strategies  
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(Zepke & Leach, 2010): (1) engaged students are in-
trinsically motivated and want to achieve their learning 
objectives autonomously or with others; (2) students 
and teachers engage with each other and respond to 
learning when the environment is creative, active, and 
collaborative; (3) institutions provide support that is 
conducive to learning with welcoming institutional 
cultures providing a variety of support services; and 
(4) students work together with their institution to 
develop social and cultural learning as active citizens. 
These evidence-based perspectives can be helpful in 
designing and adopting teaching and learning strate-
gies for student engagement and active learning.

Adopting Teaching Strategies for Student 
Engagement
Faculty are influenced by a number of variables 
when selecting teaching strategies for active learning 
(Phillips & Vinten, 2010). Based on Everett Rogers’ 
(2003) diffusion of innovations model, faculty are 
more likely to adopt teaching strategies that are com-
patible with their teaching needs, values, and experi-
ences; whether they can be “tried out” before they are 
adopted; and whether it is more advantageous to stu-
dents’ learning needs than other teaching strategies. 
This evidence-based study sheds light on some of the 
variables that influence educators in adopting teaching 
strategies and can be taken into consideration when 
faculty are adopting them for student engagement and 
active learning.

TEACHING STRATEGIES

Bloom’s revised taxonomy (Anderson & Krathwohl, 
2016) can be used to categorize teaching strategies to pro-
mote student engagement. The knowledge dimension 
(or the kind of knowledge to be learned) is composed 
of four knowledge types: (1) factual, (2) conceptual, (3) 
procedural, and (4) metacognitive. Factual knowledge re-
fers to the basic content students must know to be famil-
iar with a discipline or to solve problems in it. Conceptual 
knowledge refers to the relationships between the basic 
fundamentals within a larger configuration that enable 
them to function together. Procedural knowledge refers 
to skills, techniques, and methods needed for specific 
disciplines. Metacognitive knowledge is the awareness of 
one’s own cognition in addition to cognition in general. 
Table 16.1 has knowledge dimensions, definitions, and 
exemplar teaching strategies.

Learning objectives and outcomes for the knowledge 
types can be created using the six cognitive process di-
mensions of Bloom’s revised taxonomy: (1) remember, 
(2) understand, (3) apply, (4) analyze, (5) evaluate, and 
(6) create (see Chapter 10).

Examples of select teaching strategies for stu-
dent engagement are listed alphabetically in the four 
knowledge types (Anderson & Krathwohl, 2016) in 
the following sections and may be used across class-
room, laboratory, clinical, and online environments. 
Specific teaching strategies for simulations may be 
found in Chapter  18, technology-supported learning 

TA B L E   1 6 .1
Knowledge Dimensions of Revised Bloom’s Taxonomy

Knowledge 
Category

Definition Exemplar Teaching Strategy

Factual Basic content students must know to be familiar 
with a discipline or to solve problems in it

Lecture, peer learning, seminar, and small or large group 
discussions

Conceptual Relationships between the basic fundamentals 
within a larger configuration enabling them to 
function together

Argumentation, debate, structured controversy, cooperative 
learning and group assignments, mind mapping and 
concept mapping, flipped classroom, role play

Procedural Skills, techniques, and methods needed for 
specific disciplines

Algorithms, demonstration, games, imagery and mindfulness, 
poster, self-learning modules, writing

Metacognitive The awareness of one’s own cognition in 
addition to cognition in general

Case study, interprofessional education, portfolio and 
e-portfolio, problem-based learning, questioning and 
Socratic questioning, reflection and journal writing

Anderson, L. W. & Krathwohl, D. R. (Eds.), (2016). A taxonomy for learning, teaching, and assessing: A revision of Bloom’s taxonomy of educational objectives. 
New York, NY: Longman.
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activities in the connected classroom may be found in 
Chapter 19, teaching at a distance in Chapter 20, and 
teaching online in Chapter 21.

Factual Knowledge
Factual knowledge represents the basic elements stu-
dents must know to be acquainted with a discipline 
or solve problems in it. This knowledge is acquired 
through a combination of lecture, peer learning, semi-
nar and small- or large-group discussions, and team-
based learning (TBL).

Lecture

A lecture is an oral presentation bridging verbal 
communication with writing and newer media tech-
nologies to provide flexible, adaptable, robust, and 
contemporary methods to deliver content. Lecture is a 
teaching tool used by an educator to provide learning 
content using overarching themes that organizes mate-
rial in an interesting way.

Teaching Tips. Students learn in various ways, so it is a 
good practice to add activities to the lecture that stimu-
late all learners. Increased student participation can be 
achieved if there are a variety of novel activities offered 
during the lecture, such as videos, case studies, audio pod-
casts, or student-led mini lectures. Use of visual aids, elec-
tronic handouts, electronic feedback systems, and study 
guides allow students to follow the sequence of the lecture. 
Student engagement and active learning can be enhanced 
by prelecture assignments such as group assignments, in-
terprofessional activities, e-book readings, and online mod-
ules, as seen in the flipped classroom pedagogical model  
(see the section Flipped Classroom later in this chapter).

Advantages and Disadvantages. Lecturing is a time-
efficient strategy for covering complex material, raising 
further student questions that lend themselves to other 
teaching strategies, but maintaining student concentra-
tion during the lecture may be challenging. When pre-
sented without student-engagement activities, lectures 
may cause a decrease in student involvement in learn-
ing. Also, it may be time consuming for faculty to de-
velop novel activities and resources for students.

Evidence. See Cavanagh (2011), Friesen (2011), and 
Hong and Yu (2017).

Peer Learning

Peer learning is a reciprocal learning activity whereby stu-
dents share mutually beneficial knowledge, ideas, and ex-
periences, allowing learning to move from independent to 
interdependent methods. These strategies typically work 
best with small groups and can be used online or in class.

Teaching Tips. A clear connection must be made be-
tween the objectives and the strategy, or students will 
think the activity is not a good use of their time. Create 
a possible list of topics or allow students to choose 
what they are interested in to promote active student 
learning. Creating relevance to the learning objectives 
will increase student learning. Informal meetings be-
tween faculty and students may help clarify and struc-
ture questions used to promote in-class discussion.

Advantages. Peer learning provides a point of reference 
from which to explore concepts from multiple points 
of view, including theoretical and practical; promotes 
reflection and critical analysis; activates truth seeking; 
enhances affective learning and caring; and increases 
contextual learning. Many strategies may be used, includ-
ing student interest groups, peer review of student work, 
group tests, digital storytelling, and peer mentoring.

Disadvantages. Peer learning requires faculty to focus 
continually on the relevance of peer assignments because 
students may feel as if they are not learning what they 
need to know from their peers. Faculty may need to as-
sist learners to focus or refocus on concepts being dis-
cussed throughout the course. Student evaluation may 
be challenging if not all students are participating equally. 
And quiet students may need encouragement, whereas 
assertive students may try to monopolize the group. 
Guidelines are necessary for the learning activities.

Evidence. See Carlson et  al. (2017), Palsson, 
Martensson, Sweene, Adel, and Engstrom (2017), and 
Nygren and Carlson (2017).

Seminar and Small or Large Group Discussions

A seminar is a meeting for an exchange of ideas in 
some topical area; it may also mean a guided discus-
sion of concepts. Interprofessional assignments can 
enhance student engagement and active learning, but 
a clear connection of the seminar discussion to the 
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course objectives is necessary, or students may per-
ceive the seminar as an inefficient use of their time. 
This structure can be completed in the classroom or 
online, synchronously or asynchronously.

Teaching Tips. Energy, creativity, and planning by the 
teacher and the students are required for effective use 
of a discussion strategy. Clear guidelines are needed 
so a vocal person (student or teacher) does not domi-
nate the discussion. Student preparation time may be 
reduced by having students rotate as discussion facili-
tators so the individual student is responsible for in-
depth preparation of only a few topics. The teacher is a 
part of the group, sometimes acting as a participant, a 
consultant, or the leader.

Advantages. Discussion format allows for active stu-
dent engagement with content. Collaborative, coop-
erative learning; peer sharing; and dialogue facilitate 
comprehension and practical application of concepts. 
It allows teachers to act as role models for concept 
clarification and expert problem solving. Articulation 
improves in discussion, as do thinking skills. Limited 
development time is required for teachers, but planning 
is still necessary to ensure effectiveness. Discussion 
does not typically require additional supplies such as 
handouts or audiovisuals, and students can learn group 
problem-solving techniques.

Disadvantages. The structure requires that students 
possess adequate knowledge for active discussion and 
comprehension. It may require a great amount of stu-
dent preparation time or may allow a student to “slip 
through” without sufficient knowledge or thinking 
skills. Students may require instruction in how to par-
ticipate in seminars.

Evidence. See Forrester and Huston (2014); 
Henningsohn and Dolk (2014); and O’Neal, McClellan, 
and Jarosinski (2016).

Team-Based Learning

In TBL, teams of students are created to enhance 
student engagement and the quality of learning out-
comes. Students may work in teams online or in class. 
Interprofessional teams enhance active learning and 
student engagement.

TBL groups must be properly formed and man-
aged. Students are accountable for the quality of their 
individual and group work and must receive frequent 
and timely feedback. Team assignments must promote 
both learning and team development (Alvarez-Bell, 
Wirtz, & Hui, 2017).

Teaching Tips. Keep group sizes at five to seven partic-
ipants. Students stay in the same team for the duration 
of the course. Students are expected to prepare before 
the start of class and join their team at the beginning 
of class time. Set clear expectations for grading, with a 
rubric for either individual or group grades.

Advantages. A TBL strategy can be used in large 
classes to give students the actual experience of work-
ing in a team. The group becomes accountable for 
learning and increases student involvement in course 
content.

Disadvantages. TBL requires shifts of roles of faculty 
and student. It involves faculty time to learn the tech-
nique, and students need orientation to a different way 
of learning. Student scheduling issues may complicate 
group assignments. TBL may increase student stress if 
group conflict occurs.

Evidence. See Fatmi, Hartli, Hillier, Campbell, and 
Oswald (2013); Miles, Larson, and Swanson (2017); 
and Ofstad and Brunner (2013).

Conceptual Knowledge
Conceptual knowledge uses interrelationships among 
the basic elements within a larger structure that enable 
them to function together. The main forms of concep-
tual knowledge teaching are argumentation, debate, 
structured controversy, and dilemmas; cooperative 
learning, collaborative learning, and group assign-
ments; mind mapping and concept mapping; flipped 
classroom; role play; and simulation.

Argumentation, Debate, Structured Controversy, and 
Dilemmas

Techniques focusing on argumentation, debate, struc-
tured controversy, and dilemmas engage the process of 
inquiry or reasoned judgment on a proposition aimed 
at demonstrating the truth or falsehood of something. 



	 16    STRATEGIES TO PROMOTE STUDENT ENGAGEMENT AND ACTIVE LEARNING	 291

These techniques involve the construction of logical 
arguments and oral defense of a proposition and 
require the recognition of assumptions and evidence 
and use of inductive and deductive reasoning skills. 
They allow identification of relationships.

Teaching Tips. Argumentation and similar strategies 
work best on issue- or topic-related assignments for 
conceptual knowledge. For the purpose of forming 
productive debate teams, it is helpful for students 
to know one another. Faculty should introduce the 
basic topics and structure the debate format early 
in the course to allow students adequate prepara-
tion time. Debate teams usually consist of five stu-
dents: two students debate for the topic, two debate 
against the topic, and the fifth acts as the moderator. 
Debates follow a specified format, including opening 
comments, presentation of affirmative and negative 
viewpoints, rebuttal, and summary (Fuszard, 2004). 
Encouraging students to debate the opposite of their 
personal opinion may increase student learning. This 
format may be completed online or in the classroom. 
Interprofessional teams will enhance student en-
gagement and active learning. These in-class strate-
gies may be well suited for the flipped classroom (see 
the section Flipped Classroom later in this chapter).

Advantages. Argumentation techniques help students 
develop analytical skills and the ability to recognize 
complexities in many health care issues. They broaden 
student views of controversial topics, and these tech-
niques develop communication skills and increase stu-
dents’ ability to work in groups.

Disadvantages. Argumentation techniques require 
a fairly high level of knowledge about the subject on 
the parts of both those presenting the debate and the 
audience. They may require teaching students the art 
of debate. The technique requires increased student 
preparation time. It can create anxiety and conflict for 
students because of the confrontational nature of de-
bate, and students without adequate public speaking 
skills may also have increased anxiety. There is a high 
time cost for students to work in groups.

Evidence. See Arrue, Unane, and Merida (2017); Choe, 
Park, and Yoo (2014); and Fuszard (2004).

Cooperative Learning, Collaborative Learning, 
and Group Assignments

Teams of learners work on assignments and assume re-
sponsibility for group learning outcomes. This can be 
implemented in the classroom or online.

Teaching Tips. Design meaningful assignments that 
can be accomplished by small groups. A group of 
three to five heterogeneous (in ability, gender, eth-
nic status, experience, etc.) students is ideal. Teach or 
verify groups’ understanding of team roles and group 
process; assign or ask group to designate a “leader,” 
“recorder,” “reflector,” “reporter,” and other roles as 
necessary. Structuring the group with students who are 
not homogenous may increase the potential for greater 
student learning. Allow adequate time for reporting 
and processing of group work.

Advantages. Cooperative learning and similar ac-
tivities promote active and reflective learning and 
encourage teamwork. They provide opportunity for 
students to become accountable for their own and 
others’ work; group dynamics skills can be used. 
Large learning assignments and projects can be ac-
complished efficiently.

Disadvantages. Students may resist frequent use of 
group assignments. There is a possibility that not all 
students will participate equally. Student scheduling 
issues may complicate preparation of group assign-
ments, and student stress may increase if group con-
flict occurs.

Evidence. See Forrester and Huston (2014); Noohi, 
Abaszadeh, and Maddah (2013); and Suwantarathip 
and Wachadee (2014).

Mind Mapping and Concept Mapping

Mapping strategies involve learning complex phenom-
enon by diagramming the concepts and subconcepts. 
Mind mapping puts the central concept in the center of 
the page with related concepts surrounding the main 
concept. Concept maps are visual–structural diagrams 
that help students organize diverse elements of a larger 
topic. They are good for group assignments, especially 
interprofessional groups with divergent conceptual 
knowledge.
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Teaching Tips. Mapping strategies can be used to en-
hance conceptual knowledge and retention of learning 
outcomes. This teaching method is frequently used in 
clinical settings but is also effective in the classroom 
and online. Students can organize patient data before 
entering an actual patient encounter and then add to 
the map correlating new and existing data to better 
understand the clinical presentation of the patient. 
Grouping specific class content can also provide stu-
dents with examples of mind mapping. Concept map 
software may be helpful when using this technique. 
Concept mapping can be an effective strategy for stu-
dents with many learning styles.

Advantages. Mapping strategies encourage better un-
derstanding and recall of complex phenomena and 
are especially effective in stimulating long-term recall 
of like concepts. They require active involvement by 
the students in designing the maps to enhance con-
ceptual thinking processes. They help students recog-
nize similarities and differences among concepts, help 
clarify relationships between concepts, help link new 
information with information previously learned, and 
help students organize information and relate theories 
to practice. They enhance problem-solving skills. The 
method appeals to the visual learner. Software is avail-
able for mapping assignments.

Disadvantages. Mapping strategies may take longer 
initially until both faculty and students understand 
how to organize the concepts. They may not appeal 
to concrete or auditory learners. Both faculty and stu-
dents may need to learn how to use mapping before 
this method can be used effectively.

Evidence. See Daley, Morgan, and Black  
(2016); Harrison and Gibbons (2013); Ho, Kumar, and 
Velan (2014); and Rosciano (2015).

Flipped Classroom

The flipped classroom is a pedagogical model whereby 
students conduct significant preclass preparation, and 
traditional in-class time is reserved for discussion and 
problem solving of the relevant topics. The model is 
used in a number of health professions’ education to 
address the gap between didactic education and clini-
cal practice performance. It employs asynchronous 

learning activities such as preclass video lectures, pod-
casts, interactive online modules, reading assignments, 
practice problems, and the use of technology-based 
resources. In the classroom, interactive, group-based, 
problem-solving, teaching and learning strategies are 
used to empower students to apply essential content 
to course objectives, often related to nursing practice.

Teaching Tips. Structure the activities of the flipped 
classroom in detail ahead of time. Use a variety of asyn-
chronous or synchronous learning activities outside 
of the classroom to keep students interested. Provide 
ways for students to be held accountable for preclass 
work that has been completed. Bridge the didactic 
content with application to practice during the in-class 
sessions. Provide postclass reflection activities for stu-
dents to connect the asynchronous and synchronous 
learning for application to practice.

Advantages. The flipped classroom allows student to 
be prepared for in-class conceptual knowledge and 
thinking and learning activities and their applica-
tion to practice. Content can be selected to meet the 
learning needs of the students. Students can work at 
their own pace in self-directed and/or group preclass 
assignments. A variety of teaching and learning ac-
tivities, particularly digital learning activities, lend 
themselves well to addressing students’ various learn-
ing styles. Peer interactions are improved, and there 
is an increase in student–faculty interactions. Recent 
research indicates that the flipped classroom model 
is gaining popularity and showing improved student 
learning and satisfaction.

Disadvantages. The flipped classroom may provide 
challenges to faculty who are accustomed to tradi-
tional lecture-style teaching. Faculty development op-
portunities may be needed to learn about the flipped 
classroom pedagogical model. It requires time to 
structure in-class and classroom activities and requires 
ongoing assessment of teaching and learning, there-
fore faculty workload must be taken into consider-
ation. Students may not like the extra work required 
outside of the classroom. More rigorous pedagogical 
research is needed regarding the learning outcomes of 
the flipped classroom, in addition to recent increased 
research studies.
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Evidence. See Burden, Carlton, Siktberg, and 
Pavlechko (2015), Harmon and Hills (2015), and Njie-
Carr et al. (2017).

Role Play

Role play is a dramatic approach in which individu-
als assume the roles of others. It may be scripted, un-
scripted, spontaneous, or semistructured interactions 
that are observed by others for analysis and interpreta-
tion of learning outcomes. This strategy can be used in 
class or online.

Teaching Tips. Faculty need to plan thoroughly for 
role play, but they also need to be prepared to monitor 
and modify student actions and reactions if necessary. 
Situations that involve conflicting emotions provide 
good scenarios for role playing. Typical organization 
of the role play involves briefing, setting the stage, and 
explaining the objectives, which is usually the short-
est stage; running, acting out the role play, which may 
take from 5 to 20 minutes; and debriefing, discussion, 
analysis, and evaluation of the role-playing experience, 
which may last 30 to 40 minutes or more.

The debriefing is the most important stage of the 
role play, so students can clarify actions and alterna-
tive decisions can be explained, observation skills can 
be enhanced, and other interpersonal reactions can be 
anticipated. Video or audio recording of the role play 
may aid in the debriefing stage. The technique works 
best with small groups of students so those who are not 
involved in the role play can become active observers. 
Students should be encouraged to respond naturally 
to the role play and avoid insincere acting. Criticism 
should be directed to the behaviors exhibited in the 
role play and not to specific students.

Advantages. Role play increases observational skills, 
improves decision-making skills, and increases com-
prehension of complex human behaviors. It provides 
immediate feedback about the interpersonal and  
problem-solving skills used in the role play and pro-
vides a nonthreatening environment in which to try 
out unfamiliar communication and decision-making 
techniques. Role play is good for adult learners because 
of the connection to real-life situations and active par-
ticipation. It does not generate extra costs, because 
props, handouts, and so on are typically not used.

Disadvantages. Students may be reluctant to partici-
pate if they do not feel as if it reflects real-life situations 
and is seen as simply play acting. There is a high time 
cost for faculty to develop scenarios. Faculty who like 
to be in charge of the learning environment may be 
frustrated by this method. Stereotypical behavior can 
be reinforced, and role play can be a costly use of class 
time if it is not planned appropriately.

Evidence. See Lewis et  al. (2013), Rao and Stupans 
(2012), and Ulrich, Gillespie, Boesch, Bateman, and 
Grubb (2017).

Procedural Knowledge
Procedural knowledge involves how to do something, 
methods of inquiry, and criteria for using skills, algo-
rithms, techniques, and methods. Teaching strategies 
relating to procedural knowledge are algorithms, dem-
onstration, games, imagery and mindfulness, posters, 
self-learning modules, simulation, and writing.

Algorithms

Algorithms are a step-by-step approach for clinical de-
cision making based on evidence. This refers to any 
course in which frequent practice is required for stu-
dent mastery of content, in which rules aid in problem 
solving, or in which the content can be broken into 
concrete stages. This strategy may be completed online 
or in class and is well suited for peer or interprofes-
sional learning in pairs or groups.

Teaching Tips. Assess content for appropriate use of al-
gorithms as a teaching strategy. Develop an algorithm 
and accompanying student explanations of how to use 
it. Allow 6 to 8 hours for the development of the first 
algorithms. Additional algorithms on similar content 
typically take less time to develop.

Advantages. An algorithm shows students how to 
“spot” the most relevant information for problem solv-
ing; it develops reliable, complex problem-solving abili-
ties even in novice students and decreases the amount 
of one-on-one instruction often required when teach-
ing problem-solving techniques. It is effective in teach-
ing complex procedures that involve many steps. When 
used with case studies, it may enhance learning. It saves 
student time in trying to remember and understand 
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complex phenomena, and it is especially helpful for 
students with little clinical experience. It is effective in 
promoting learning and adherence to best practices.

Disadvantages. The teacher must clearly define the 
steps or students will not be able to complete the 
task accurately. Students may need to be taught how 
to use algorithms in problem solving. The develop-
ment of algorithms can be time consuming for faculty. 
Algorithms cannot substitute for clinical reasoning in 
decision making in practice.

Evidence. See Buchko and Robinson (2012); Fabrellas 
et al. (2013); and Jablonski, DuPen, and Ersek (2011).

Demonstration

Students show learning outcomes through such things 
as projects, presentations, or learning objects, revealing 
to what degree they have met the learning objectives. 
Typically, demonstration is both a learning experience 
for the student and a means of evaluating academic 
progress by the educator. This strategy should be used 
for complex mental or psychomotor skill acquisition. 
It is appropriate for online and in-class assignments 
and is well suited for interprofessional learning.

Teaching Tips. Have students show the steps of the 
process clearly, from start to finish. Ask students to 
go through the process a second time, showing the 
rationale and allowing time for questions. Provide for 
immediate, individual, supervised practice sessions. 
Video recordings may be used for student review be-
fore and after the demonstration. Demonstrations 
may be planned, implemented, reviewed, and revised 
through online videos.

Advantages. Visibly showing a process often aids in re-
tention. Complex skills become more understandable 
as a result of the demonstration, and demonstration 
allows an expert to model the skill. Tailored perfor-
mance feedback enhances retention and procedural 
knowledge is enhanced for future problem-solving and 
metacognitive knowledge.

Disadvantages. Students have differing levels of skill-
acquisition abilities. Students who quickly master 
skills may become uninterested while the others are 

practicing. Mastering psychomotor skills is usually very 
stressful for many students and requires adequate fac-
ulty supervision, space, supplies, and equipment to pro-
vide realistic practice sessions. There is a high faculty 
workload involved in supervision of student practice 
times and a high cost of supplies and equipment may 
limit the amount of practice time available to students.

Evidence. See Chang, Chou, Teherani, and Hauer 
(2011), Fakih (2013), and Liu et al. (2017).

Games
An educational game is a learning activity with rules 
involving chance showcasing the players’ knowledge 
or skill in attempting to reach a specific learning out-
come. This strategy may be completed online or in 
class and is suited for interprofessional “icebreaker” as-
signments. Gaming software is available for online use.

Teaching Tips. Use a gaming method for reinforce-
ment of knowledge rather than introduction of new 
knowledge. An open learning environment is cru-
cial to learning with gaming. Faculty must back out; 
the learning is student to student in this method. 
Debriefing after the game is critical so students clearly 
connect the game with the important concepts. If fac-
ulty do not value gaming as a teaching strategy, they 
may unconsciously sabotage the game.

Advantages. Gaming increases student engagement and 
cognitive and affective learning, improves retention, is 
fun and exciting, increases learner involvement, moti-
vates the learner, and can help connect practice expe-
riences to theory. Students can learn from each other 
through the experience of the game; it is good for adult 
learners who take more responsibility for their own 
learning. Learners can receive immediate feedback in a 
learning situation and can also see the immediate appli-
cation of theory to practice. Learning from gaming lasts 
longer compared with learning from traditional lecture.

Disadvantages. Gaming may be threatening to some 
learners who may feel exposed if they are unsure of the 
answer. It may be time consuming and may be costly to 
purchase or develop. It may be difficult to evaluate the 
level of learning achieved through gaming if several 
players are involved. It may require a greater amount 



	 16    STRATEGIES TO PROMOTE STUDENT ENGAGEMENT AND ACTIVE LEARNING	 295

of space. It should have introductory and summary 
sessions, and faculty must set guidelines so the game 
remains educational.

Evidence. See Boctor (2013), Verkuyl, Romaniuk, 
Atack, and Mastrilli (2017), and Verkuyl et al. (2017).

Imagery and Mindfulness

Imagery and mindfulness include mental picturing, 
diagramming, or rehearsal before the actual use of the 
information in practice. The best use is in combina-
tion with other strategies (e.g., with physical practice 
in psychomotor skill acquisition).

Teaching Tips. Create a scenario that mimics a real-
life situation. Use the scenario to demonstrate effective 
use of imagery. Relaxation techniques provide a good 
example of how to use imagery techniques. A support-
ive classroom environment is needed for the effective 
use of this strategy. This technique may be helpful for 
stress reduction for students and its application to 
nursing practice.

Advantage. Imagery and mindfulness techniques pro-
vide superior learning of psychomotor skills when im-
agery is combined with physical practice. It may lead 
to the development of therapeutic and holistic nursing 
skills in practice.

Disadvantages. Individuals have varying levels of in-
nate imagery skills, so some students may need to be 
taught how to conduct imagery. It does not provide a 
substitute for physical practice of a skill. Using imagery 
and physical practice of the skill will require more stu-
dent study time than if only physical practice is used. 
Stress and performance fears may interfere with the 
productive use of imagery. It may require faculty de-
velopment to implement imagery strategy.

Evidence. See Grossman, Deupi, and Leitao (2014); 
Myers (2017); and White (2014).

Poster

A poster is a visual representation of learning out-
comes. This project may be completed online, is well 
suited for peer or interprofessional learning, and pro-
vides opportunities for dissemination of knowledge.

Teaching Tips. Students may need instructions about 
how to design a poster. Clear guidelines of the ex-
pected poster contents and evaluation techniques will 
need to be developed and presented to students. Poster 
quality may be enhanced when artistic concepts are in-
corporated in the poster design. Software is available 
for creating visually pleasing posters.

Advantages. Students can convey complex ideas 
through posters, and making posters can facilitate stu-
dent creativity. Assessment of students’ knowledge can 
be showcased through the use of posters. Students can 
receive feedback from peers and faculty. Students get 
a sense of achievement from producing posters. The 
skills developed in the production of a poster may be 
valuable for students after graduation. Posters can be 
used to showcase student work publicly in professional 
conferences or student poster displays. Evaluation of 
posters by faculty or peers can be completed quickly 
using guidelines or grading rubrics.

Disadvantages. Faculty time is required to develop a 
poster assignment and evaluation techniques. The as-
signment can be frustrating to students who are not 
visual learners.

Evidence. See Rowe (2017); Siegrist, Garrett-Wright, 
and Abel (2011); and Sterman et al. (2013).

Self-Learning Modules

Self-learning modules include information on one 
concept presented according to a few specific objec-
tives in a format that allows skipping a section if the 
student has previously mastered the content. A mod-
ule typically includes self-checks (pretests, posttests) of 
student learning throughout the self-contained mod-
ule. This format is ideal for the flipped classroom pre-
class assignments (see the section Flipped Classroom 
earlier in this chapter) before in-class meetings for 
foundational knowledge.

Teaching Tips. A self-learning module has many dis-
tinct sections. It can be used for a single class period, an 
entire course, enrichment, or remedial learning. Also, 
it may be created online and used in blended learning 
teaching modalities. Students may complete the mod-
ules in preparation for in-class learning objectives.
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Advantages. A module is good for adult learners 
who may have limited study times; it gives stu-
dents options of when and where learning will oc-
cur. Learning can occur without the presence of the 
teacher and is flexible according to learner needs. 
Modules are good for teaching psychomotor skills. 
They have been found to enhance learning over 
combined lecture and discussion methods. It is an 
effective method of learning for intrinsically moti-
vated students.

Disadvantages. Students may procrastinate and not 
complete work in a timely manner. The module may 
be costly in faculty time to prepare and update.

Evidence. See Blair, Rawson, Freestone, and Russell 
(2016) and Mollman and Candela (2017).

Writing

Writing encourages learning through documentation 
of ideas in, for example, scholarly papers, informal 
journals, poems, and letters. Interprofessional schol-
arly writing may increase student engagement and ac-
tive learning for dissemination of knowledge.

Teaching Tips. Teaching students how to write may 
increase the quality of student papers. Structure the 
writing assignment with final grading in mind. Assess 
the paper in its entirety rather than concentrating on 
grammar and style issues. Peer review of drafts may 
stimulate thinking and critiquing skills. Specific grad-
ing criteria decrease the amount of subjective grading. 
Time spent on grading can be decreased with a grad-
ing rubric. Increasing complexity in writing experi-
ences through the curriculum increases the effect on 
stimulating higher-order thinking. Providing flexibil-
ity in topic selection for written assignments recog-
nizes individual student learning needs and empowers 
students. Teacher review of student drafts allows early 
assessment of student thinking and processing of the 
material and allows for early intervention if problems 
are detected.

Many forms of writing can be used, such as jour-
nals, formal papers, creative writing assignments (e.g., 
poems or book reports), summaries of class content, 
letters to legislators and nurse administrators, and 
research critiques. Mentoring, reflection, and time to 

learn the different skills are suggested. Partnerships 
with students, faculty, and librarians may increase in-
formation literacy and online searching skills needed 
for writing academic papers. Writing manuscripts for 
publication involves more advanced academic writing 
skills; additionally, more specific instruction may be 
necessary.

Advantages. Writing stimulates higher-order think-
ing through active involvement with the literature, 
learning to judge the quality of the literature, or-
ganizing interpretation of the literature into logical 
sequences, and learning to make judgments based 
on what was learned. Students can discover their 
own beliefs and values when writing. Nurses write 
in many formats, and writing projects in an educa-
tional setting allows for learning different mediums 
and styles. Knowledge gained from the writing as-
signments can give confidence and helps empower 
students in their own ideas. Writing improves com-
munication skills.

Disadvantages. Grading writing assignments can be 
subjective. Many students may feel unprepared to com-
plete writing assignments, which may lead to students’ 
increased frustration and stress. Students must un-
derstand the importance of learning through writing, 
or writing assignments will be viewed as superfluous 
work. There may be a high time cost for students to 
complete the writing assignments depending on how 
the assignment is structured. There is typically a high 
time cost for teachers to grade. Faculty development 
may be needed before choosing this type of teaching 
strategy.

Evidence. See Beck, Blake-Campbell, and McKay 
(2012); Nevid, Pastva, and McClelland (2012); and 
White and Lamson (2017).

Metacognitive Knowledge
Metacognitive knowledge is knowledge of cognition 
in general and awareness and knowledge of one’s own 
cognition. This strategy can be used in several formats: 
case study, interprofessional education (IPE), portfolio 
and e-portfolio, problem-based learning (PBL), ques-
tioning and Socratic questioning, reflection journal 
writing, and simulation (see Chapter 18).
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Case Study

Case studies represent an in-depth analysis of a real-
life situation as a way to illustrate class content. They 
apply didactic content and theory to real life, simulated 
life, or both. This strategy is well suited for interpro-
fessional or peer-group learning, may be completed 
online or in class, and may be used as a preclass assign-
ment for the flipped classroom (see the section Flipped 
Classroom earlier in this chapter).

Teaching Tips. A well-designed case that illustrates 
the most important learning outcomes is critical to the 
success of learning with this method. Unfolding case 
studies are those that progress or “unfold” over time. 
They can offer real-life clinical situations that are pro-
gressively revealed, allowing students to build on pre-
vious knowledge, connecting theory to practice.

Before the assignment, analyze the case with the 
intent of determining the potential ways in which stu-
dents could analyze the case, but be prepared for stu-
dent questions and comments that previously have not 
been considered (e.g., be able to say, “I don’t know” or 
“I haven’t considered that before,” if necessary). A safe, 
open, nonthreatening learning environment is crucial 
for active student participation.

At the conclusion of the assignment, provide a sum-
mary of the most important points and sources for 
more in-depth study. Assist in students’ comprehension 
of critical concepts with the use of tools such as concept 
maps, chalkboards, flip charts, or PowerPoint slides.

Advantages. Case studies stimulate metacognitive 
knowledge, retention, and recall. Associating the prac-
tical with the theoretical helps many students recall 
important information. Problem solving can be prac-
ticed in a safe environment without the threat of en-
dangering a patient. Case studies are especially helpful 
for adult learners who desire peer interaction, support 
for prior experience, and validation of thinking. An 
experienced nurse can readily devise a case study ex-
ample from actual patient encounters.

Disadvantages. Case studies are more effective when 
used with complex situations that require problem 
solving; they are not appropriate when concrete facts 
are the only content. Developing cases is a time- 
consuming skill for many, and the option of published 

cases should be considered. Case studies require the 
use of good questioning skills by the faculty. Poor 
student preparation may result in less learning. Case 
studies may frustrate students who desire content to 
be presented through more direct strategies such as 
lecture.

Evidence. See Dutra (2013) and Zook, Hulton, 
Dudding, Steward, and Graham (2017)

Interprofessional Education

In IPE “two or more professions learn with, from 
and about each other to improve collaboration and 
the quality of care” (Centre for the Advancement of 
Interprofessional Education, 2017). This strategy can 
be completed online or face to face.

Teaching Tips. Strong leadership is needed with the 
interest, knowledge, and experience to champion IPE. 
Detailed planning is complex and must include orga-
nizational support and equal representation of faculty 
from each professional program. IPE facilitation re-
quires in-depth understanding of interactive learning 
methods, knowledge of group dynamics, enthusiasm 
for IPE teaching and learning, the ability to role model 
and mirror collaborative learning, and flexibility to 
creatively use professional differences within groups. 
IPE evaluation needs to be ongoing to assess for effec-
tiveness and revisions to improve the learning experi-
ence for all stakeholders. Students need to be oriented 
to IPE and its principles, value, and expected out-
comes. Faculty development is needed to understand 
the principles of IPE and how it is embedded into the 
curricula across disciplines (see also Chapter 11).

Advantages. Outcomes have shown to increase knowl-
edge, skills, and attitudes of collaborative skills and 
their application to professional practice. Students will 
learn IPE skills in collaboration to meet workplace de-
mands for collaborative practice teams outlined to im-
prove health systems through calls from professional 
organizations (see Chapter 11). IPEs may increase fu-
ture teamwork and collaboration in the workplace.

Disadvantages. Planning for IPEs takes considerable 
time and energy. Long-term sustainability may depend 
on a few key enthusiasts. Organizers must arrange 
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regular meetings to consider all perspectives of IPE; 
when differences arise between groups, they need to be 
discussed and resolved. Ongoing work among groups 
is required to evaluate, revise, and discuss the IPE. 
Some students may be uncomfortable talking to those 
from other professions, particularly if they do not un-
derstand discipline-specific jargon. Longitudinal re-
search studies are needed regarding the outcomes of 
IPE to improve systems of care.

Evidence. See Lavelle, Attoe, Tritschler, and Cross 
(2017); McKay, Sanko, Shekhter, and Birnback (2014); 
and Thom et al. (2016)

Portfolio and E-Portfolio

A portfolio is a collection of student work showcasing 
learning, achievement, and personal and professional 
development. Documentation of student skills from 
prior courses or life experiences can be used for as-
sessing learning outcomes for a course or program or 
for professional development. This may be completed 
electronically (e-portfolio).

Teaching Tips. Students may need an orientation 
about how to construct a portfolio. A content outline 
should provide the framework for the portfolio but not 
limit student creativity. Assessment of portfolios can 
be complex and difficult. The novice may want to seek 
consultation from experts for assistance. Guidelines for 
portfolio construction and evaluation must be clear.

Advantages. Portfolios typically provide high student 
motivation because they control learning. Motivated 
students typically learn more. Portfolios help educa-
tors understand individual student goals and aspira-
tions. They encourage student reflection on learning. 
Independent, self-confident, and self-directed stu-
dents will excel with this method.

Disadvantages. Portfolios must be combined with 
reflective strategies to encourage student ownership 
of learning. They require alternative ways of think-
ing about the learning process by both educators and 
students. Students with low self-confidence will need 
much faculty assistance. The time involvement may 
be high for students in development of portfolios and 
for faculty in evaluation of portfolios. Unless students 

clearly see the objective of a portfolio, the work in-
volved may be viewed as busywork.

Evidence. See Fu, Hopper, and Young (2016) and 
Garrett, MacPhee, and Jackson (2013).

Problem-Based Learning

PBL uses clinical problems and professional issues as 
the focus for integrating all of the content necessary for 
clinical practice. It is a highly structured and learner-
centered method of teaching and learning. Real-life 
problems are the basis of the initial learning content. 
Learning is student initiated, usually in groups. Faculty 
members are facilitators of student learning. The five 
steps in the PBL process include analysis of problems, 
establishment of learning outcomes, collection of in-
formation, summarizing, and reflection. PBL is usually 
used as an approach to the entire curriculum, rather 
than focusing on separate disciplines or nursing spe-
cialties. This strategy can be completed online or in the 
classroom, and it can be used for interprofessional or 
peer learning.

Teaching Tips. Develop realistic, comprehensive clinical 
problems that will prompt and advance intended learn-
ing outcomes. The case problem presented is typically 
accomplished through several scenes containing com-
plex but realistic information that requires the students 
to process the available information into categories. 
Faculty workload can increase significantly, particu-
larly during the development stages. PBL requires close 
collaboration between various disciplines if the case or 
curriculum is interdisciplinary. Orient students to the 
PBL approach and allow sufficient time for students to 
research the problem and discuss answers. Groups of six 
to nine students are most effective for PBL.

Advantages. PBL fosters active and cooperative learn-
ing. Students use skills of inquiry and metacognitive 
thinking along with peer teaching and peer evaluation. 
The problem can be developed in paper-and-pencil 
or electronic formats. Students often work in teams 
or groups. PBL can be used in interdisciplinary learn-
ing environments to develop roles and competencies 
of each discipline. Contextual learning motivates stu-
dents and increases the ability to apply knowledge in 
clinical situations. It increases student responsibility 
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for self-directed and peer learning and develops flexi-
ble knowledge that can be applied to different contexts. 
This learning method develops lifelong learning skills.

Disadvantages. PBL involves faculty time in develop-
ing the problem situation. Extensive time is needed for 
faculty to learn to use PBL. Students require orienta-
tion to the role of the learner in a PBL setting and must 
work through potential discrepancies in expectations 
and goals for learning. Student learning seems to be 
connected to the effectiveness of the case and the func-
tioning of the group. It is difficult to use as a teaching 
technique when the class size is large.

Evidence. See Choi, Lindquist, and Song (2014); 
Martyn, Terwijn, Kek, and Huijser (2014); and Thabet, 
Taha, Abood, and Morsy (2017).

Questioning and Socratic Questioning

Questioning is an expression of inquiry—an inter-
rogative sentence, phrase, or gesture—that invites or 
calls for a reply. Socratic questioning involves probing 
questioning to analyze an individual’s thinking. This 
strategy can be completed online or in the classroom. 
When using IPE methods, be sure that all students 
know the “language” of the profession and refrain from 
using profession-specific jargon or slang.

Teaching Tips. Allow sufficient time to construct 
thought-provoking questions. Faculty need to be pre-
pared to facilitate the discussion that should follow a 
good questioning period. Student learning is enhanced 
if a preclass assignment that will lead to adequate stu-
dent preparation is designed. Questioning can be used 
spontaneously, as an exploratory strategy, or with 
issue-specific content. An open, trusting classroom 
environment is needed. Design questions to assess the 
various domains of learning. Appropriate phrasing of 
questions is required so that students do not feel de-
meaned by the questioning experience. Peer learning 
can take place with guided peer questioning.

Advantages. Questioning promotes metacognition 
about conclusions to be drawn, increases interaction 
between students and faculty, and promotes discus-
sion from multiple points of view. It allows students 
to discuss concepts from their own experiences and 

discloses underlying assumptions. Questioning in-
creases the articulation of evidence, stimulates students 
to ask higher-order thinking questions, and promotes 
a higher level of problem-solving skills. Learning is 
transferred from the classroom to the clinical environ-
ment and promotes thinking skills to enhance test-
taking abilities.

Disadvantages. Questioning presumes a comprehen-
sive knowledge of content. Preclass preparation by stu-
dent and faculty must be thorough. Students cannot 
rely on a simple recitation of facts.

Evidence. See Carvalho-Grevious (2013), Sahamid 
(2016), and Torabizadeh, Homayunmi, and Moattari 
(2016).

Reflection and Journal Writing

Through this strategy, students detail personal expe-
riences and connect them to learning outcomes. The 
most frequent use of journaling is connecting class-
room theories and curriculum objectives to actual 
practice situations. Oral and written reflections are 
equally as effective. This strategy may be completed 
online and is suited for group, peer, or interprofes-
sional learning assignments.

Teaching Tips. Set clear expectations for journal writ-
ing so that students know what is expected. Using 
different approaches to journal writing (e.g., writ-
ing learning objectives, summary of the experience, 
a diary, and focused argument) may increase student 
interest in the assignment. Thoughtful feedback (not 
necessarily lengthy feedback) from the teacher is im-
portant to student learning. Group discussions about 
the journals and what students are saying may increase 
learning for all students. Using specific thought-
provoking questions in the journal enhances metacog-
nitive thinking. Students may need to be taught how 
to conduct reflective exercises. Reflective journals are 
most often not graded with a letter grade. If so, grading 
rubrics will set clear expectations and provide guide-
lines for grading uniformly.

Advantages. Reflection promotes learning from expe-
riences and helps students learn how to transfer facts 
from one context to another. It encourages students to 
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think about clinical experiences in relation to didactic 
course content. Student-centered learning is especially 
valuable to adult learners. Reflection is helpful in dem-
onstrating how to become a lifelong learner. It stimu-
lates metacognitive thinking and provides a feedback 
loop between teacher and student so teaching empha-
sis can be modified to enhance student learning. It can 
be used for all levels of nursing education.

Disadvantages. Educators may want to revert to the 
expert role rather than concentrating on the students’ 
experiences; student-directed learning may frustrate 
some teachers and may stimulate unresolved conflict 
within some students. Faculty need to direct student 
learning through questioning and discussion that may 
cover topics for which they are not prepared. Students 
may see it as only a required exercise and not take the 
time to make appropriate use of the learning opportu-
nity. There is a high time cost for faculty to construct 
reflection guidelines, read student reflections, and help 
individual students process their reflections; there is a 
high time cost for students to complete reflections.

Evidence. See Carter, Creedy, and Sidebotham (2017); 
Garrity (2013); McMillan-Coddington (2013); and 
Muncy (2014).

SUMMARY

Student engagement is founded on Astin’s (1999) 
theory of student involvement and on the principles 
of Chickering and Gamson’s (1987) seven principles 
of good practice in education. Evidence of the learn-
ing outcomes of student engagement over the years 
can be seen in research conducted by NSSE (2016) 
and CCSSE (2015). Student engagement can be seen 
in a number of quality indicators leading to improved 
learning, which include (1) academic challenge, (2) 
learning with peers, (3) experiences with faculty, (4) 
the campus environment, (5) high-impact learning ex-
periences, (6) academic advising, and (7) learning with 
technology.

Bloom’s knowledge dimensions comprise four ma-
jor types of knowledge: (1) factual, (2) conceptual, 
(3) procedural, and (4) metacognitive. When select-
ing teaching strategies, nurse educators may use this 
framework as a guideline in choosing the appropriate 

strategy for the knowledge dimensions. A number of 
select strategies are listed in this chapter, with the ad-
vantages and disadvantages of each, in relation to the 
knowledge types. The evidence is growing to explicate 
the use of student engagement and active learning 
strategies, and nurse educators will want to be dis-
cerning about the nature of the evidence in choosing 
the best fit for the learning environment to prepare 
graduates at all levels for the complexities of today’s 
health care system.
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T   he United States population has increasingly be-
come more diverse (Devine, 2017). Racial and ethnic 
diversity is rapidly increasing, and these changes will 
have a major effect on the economy, society, and edu-
cation (Van Hook & Lee, 2017). According to the Pew 
Research Center, immigrants and their descendants 
have contributed to over 50% of the nation’s growth 
in the past 50 years. If these demographic trends con-
tinue, by 2065 immigrants and their descendants are 
expected to account for 88% of the US population 
(Passel & Cohn, 2017). With these population projec-
tions, academic institutions will undoubtedly be made 
up of groups of people who are disproportionally rep-
resented among the educationally underserved.

The profound changes in the nation’s demographics 
are creating new realities for nursing faculty. There is 
a need to enhance diversity in the nursing workforce 
and a need to attract students from underrepresented 
groups in nursing. The latest nursing student statistics 
demonstrate that 31.5% of undergraduates and 33.6%, 
32.8%, and 31.2% of all students in master’s, research-
focused doctoral programs, and doctor of nursing 
practice programs, respectively, are from racial and 
ethnic minorities (American Association of Colleges 
of Nursing, 2017a).

Nursing faculty are the least diverse compared with 
other registered nursing positions. Only 13% of all 
nursing faculty come from a diverse and underrepre-
sented racial or ethnic population (National League 
for Nursing [NLN], 2016). That statistic indicates that 
the majority of culturally diverse and minority nurs-
ing students are being taught by nonminority nursing 
faculty, who may not know how to provide the support 

needed for their academic success. Teaching multi-
cultural minority nursing students continues to be a 
challenge for a professoriate that is primarily white 
non-Hispanic (Salvucci & Lawless, 2016). Institutions 
of higher education have been asked by many nursing 
and philanthropic organizations to increase recruit-
ment and strengthen graduation rates of underrepre-
sented groups in nursing. Thus institutions of higher 
education must ensure that nurse educators are aware 
of the effect that a multicultural educational approach 
has on the success of minority and underrepresented 
nursing students.

A large body of social science research indicates 
that higher education is not immune from the ineq-
uities that occur in American society. Most of this 
research focuses on the experiences and outcomes 
of college and university students and indicates that 
Latino/a, African American, and Native American stu-
dents have lower rates of college enrollment and reten-
tion than white non-Hispanic students (Musu-Gillette 
et al., 2017). Nursing faculty must use new approaches 
for increasing the number of minority and ethnically 
diverse nurses by designing curricula and courses to 
meet the needs of all students, developing novel, cul-
turally congruent admission criteria, and initiating 
support systems to ensure student success (Metcalf & 
Neubrander, 2016). Retention and graduation rates are 
major challenges for minority nursing students. These 
students face many barriers that may impede their aca-
demic success (Tabi, 2016).

American colleges and universities showed an in-
crease in overall enrollments in 2017, increasing by 5.1 
million since fall 2000 (National Center for Education 
Statistics [NCES], 2017b). Specific minority groups,  
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including Hispanics and African Americans, also ex-
perienced an increase in enrollment between 2000 and 
2015. The percentage of college students who are black 
increased from 11.7% to 14.1% and the percentage of 
Hispanic college students rose from 9.9% to 17.3%. 
Although these increases in minority enrollments are 
encouraging, the fact is that 80% or more of all col-
lege and university students are white non-Hispanic 
(NCES, 2017a). These statistics are important to nurs-
ing schools as they attempt to recruit, enroll, and retain 
a student body reflective of the community in which 
the graduates will practice.

Although the nation’s student population is becom-
ing more diverse, the majority of full-time faculty po-
sitions in general continue to be filled by white men 
and white women. The demographics and culture of 
academia is distinctly white, heterosexual, and middle 
and upper-middle class. According to the National 
Center for Education Statistics (NCES, 2017b), 49% 
of all university faculty are female, thus reflecting in-
creasing gender equity. In contrast, there have been few 
increases in faculty positions held by racially and eth-
nically diverse individuals. Only 28% of full-time fac-
ulty positions are held by people of color. In addition, 
among full-time tenured faculty at the rank of profes-
sor, only 17% were people of color (McFarland et al., 
2017). White non-Hispanic faculty are more likely to 
be tenured compared with racial and ethnic female mi-
norities. Achieving tenure gives faculty more privilege 
and more power in academic settings (Abdul-Raheem, 
2016). Because white non-Hispanic faculty are more 
likely to be tenured, they possess more power in higher 
education than other faculty of color (Abdul-Raheem, 
2016). Women of color, in particular, continue to be 
underrepresented in academia. For example in fall 
2015, women of color held only 9% of full-time faculty 
positions. Moreover, the percentage of women of color 
declined steadily with rising academic rank. Women of 
color composed 12% of instructors and lecturers, 13% 
of assistant professors, 11% of associate professors, and 
only 5% of full professors (McFarland et al., 2017).

The lack of diversity in academia has implications 
for creating an inclusive learning environment, given 
that biases in academia still exist despite efforts for 
their elimination.

The Institute of Medicine’s (IOM, 2010) landmark 
report on nursing, The Future of Nursing: Leading 

Change, Advancing Health, and the IOM (2015)  
follow-up report, Assessing Progress on the Institute of 
Medicine Report the Future of Nursing, clearly point 
out the need for increasing diversity in the health care 
workforce. The IOM recommends that the country 
double the number of nurses with doctorates; doing 
so will support more nurse leaders, promote nurse-led 
science and discovery, and contribute to better care for 
patients by having more educators in place to prepare 
the next generation of nurses. Increasing the diversity 
in academic programs will increase diversity in the 
workforce and prepare students for civic engagement 
and global understanding.

The purpose of this chapter is to provide guidance 
about creating a learning environment for nursing fac-
ulty, staff, and students that embraces inclusivity. The 
chapter begins with a definition of multicultural and 
inclusive education and describes how faculty can cre-
ate an inclusive environment for teaching and learn-
ing. The chapter also offers strategies for creating 
culturally responsive academic programs, curricula, 
and courses, with examples of instructional strategies 
and approaches essential to addressing diversity in the 
classroom and across the curriculum.

MULTICULTURAL EDUCATION

Multicultural education refers to teaching practices 
that promote educational equity among all students 
and improves their academic outcomes. Multicultural 
education strengthens the educator’s awareness of the 
effect of culture on learning and promotes academic 
success for all students, including minority and under-
represented students (Banks & Banks, 2013). A mul-
ticultural approach to teaching incorporates values, 
beliefs, and perspectives of students from different 
cultural backgrounds. According to Banks (2013), all 
students—regardless of their defining characteristics 
such as gender, sexual orientation, social class, eth-
nicity, race, or cultural characteristics—are entitled to 
have an equal opportunity to learn. In a discussion on 
the importance of multicultural education, Douglas 
(2015) adds that effective multicultural education 
should disrupt, challenge, and reinterpret the estab-
lished curriculum. Multicultural education shares the 
same premise of addressing student learning outcomes 
and success as cultural competence does in addressing 
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health disparities. Table 17.1 describes the differences 
between these two concepts.

Multicultural education has challenged educators 
and educational administrators to consider equal-
ity and inclusion for the benefit of all students. Banks 
(2013) outlined what he called the five dimensions of 
multicultural education. These dimensions include (1) 
content integration, (2) knowledge construction, (3) 
equity pedagogy, (4) prejudice reduction, and (5) em-
powering school culture and social structure. Although 
not developmental, these five critical components 
of multicultural education emphasize planning and 

action steps in empowering cultural groups in the class-
room setting. For example, content integration can be 
used by opening the classroom to dialogue, providing 
opportunities for students to learn diverse perspectives 
(e.g., non-Western) and supplying opportunities for 
reflection that can greatly enhance students’ learning, 
which ultimately can support the provision of quality 
care. Prejudice reduction occurs when the teacher uses 
learning activities that help develop positive attitudes 
toward culturally diverse groups.

Faculty must first develop cultural knowledge, 
cultural sensitivity, and skills, and become culturally  

TA B L E   1 7.1
Multicultural Teaching and Teaching for Cultural Competence

 Multicultural Teaching Teaching for Cultural Competence

Focus Creating curriculum and using instructional strategies and 
material to support diverse students (e.g., equity)

Assisting students to learn about their own 
values, beliefs, and attitudes and those of 
individuals from other cultural backgrounds

Process Developmental, a continuum Developmental, a continuum

Knowledge 
Assessment

Takes cultural background and attitudes, learning styles, 
biases, prejudices, and needs into account in planning for 
teaching and learning

Takes cultural background, attitudes, values, 
and beliefs into account to promote 
cultural understanding

Learning 
Environment

Focuses on learning for diverse students, equity pedagogy
Promotes respect for and among all students
Ensures instructional materials are free of bias; facilitates use 

of extracurricular activities to assist student learning

Focus on varied aspects of culture in relation 
to patient care

Promotes understanding and respect for all 
human variations

Ensures inclusion of content about various 
cultures

Instruction Allows student more responsibility and choices for learning
Uses multiple ways of conveying information to facilitate 

student understanding

Promotes understanding
Uses multiple strategies and approaches to 

facilitate knowledge acquisition

Teaching 
Strategies

Groups, instructional media, games, journals, 
ethnographies, guest speakers, panels, role play, 
textbooks, simulations, articles, discussion, reflection

Role play, games, vignettes, case studies and 
groups, media, popular books, visits to 
museums and other community settings, 
panels, interviews, storytelling, experiential 
immersion, exchange experiences, service 
learning, ethnographies, workshops, 
educational programming, engagement

Assessing 
Progress

Observe student engagement
Curriculum and program review
Course evaluation

Measurement of knowledge of cultural 
concepts (e.g., cultural awareness and 
cultural sensitivity, cultural competence), 
course evaluation, student evaluation of 
extent of perceived cultural competence

Evaluation Student evaluation of course and instruction
Faculty and student self-evaluation
Peer evaluation of faculty; evidence of inclusive teaching
External review of curriculum for multicultural education
Student and alumni review of curriculum and instruction

Testing (multiple choice), writing, role playing 
discussions, simulation, abilities to provide 
appropriate cultural care
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competent themselves. Nursing faculty play a pivotal 
role in determining student success. They must be re-
ceptive to understanding their own biases and preju-
dices when teaching minority or underrepresented 
nursing students. Their assumptions about how mi-
nority students learn and their intellectual capabilities 
can undermine students’ academic success. Nurse edu-
cators should engage in introspection that will expose 
personal prejudices and stereotypes. To do otherwise, 
may affect their teaching methodology and affect the 
student’s ability to learn (Sedgwick, Oosterbroek, & 
Ponomar, 2014).

Cultural Knowledge
Cultural knowledge is the attainment of factual in-
formation about different cultural groups. Cultural 
knowledge goes beyond just knowing about a person’s 
culture based on stereotypes. It involves an under-
standing of the person’s central cultural characteristics, 
such as language, family structures, beliefs, values, and 
practices. Acquiring cultural knowledge is essential 
to colleagues, teachers, and students (Kuper, 2014). 
Having cultural knowledge is important for faculty 
and students in the classroom and in clinical areas. 
Faculty can plan assignments for students to assess 
their own cultural knowledge. There are a variety of 
conceptual models and frameworks that faculty can 
use to assist students in acquiring cultural knowledge. 
For example, Giger and Davidhizar (2017) developed 
a transcultural assessment model that includes six cul-
tural components: communication, time, space, social 
organization, environmental control, and biological 
variations. This model can be applied to any client or 
student of any culture. Such a model can help students 
learn about themselves and other individuals by us-
ing these components as a framework for assessment 
and for special assignments and points of reference in 
less formal conversations. Additional models designed 
for nursing are Leininger’s (1993) cultural care theory, 
Purnell’s (2013) model for cultural competence that 
includes an organizing theory, and Campinha-Bacote’s 
(1999) model, the process for cultural competence 
and delivery of health care services, which incorpo-
rates cultural knowledge, awareness, skill, desire, and 
encounters.

As knowledge is shared and as students seek to 
learn about specific cultural groups, faculty can ensure 

that students have knowledge of the concept of het-
erogeneity (e.g. variety, diversity, and differences in 
subgroups) as contrasted with the concept of homo-
geneity (sameness). Although there is a tendency 
to classify individuals within an ethnic group as one 
group, the truth is that there are “multiple culturally 
similar group” but not culturally homogeneous ethnic 
subgroups” (Aponte, 2009). An understanding of the 
differences must be manifested through the manner in 
which questions are phrased. The underlying point is 
to not make assumptions; in making cultural assess-
ments, faculty should ask open-ended questions rather 
than direct questions. They should also recognize that 
cultural diversity and heterogeneity exist even among 
students who are thought to share the same culture.

Cultural Understanding, Cultural Knowing, 
Cultural Sensitivity, and Cultural Skills
Cultural understanding is the recognition that there 
are multiple perspectives, multiple truths, multiple 
solutions, and multiple ways of understanding others. 
Cultural understanding requires a willingness on the 
part of nursing faculty to see the student’s worldview 
that reflects his or her values, norms, expressions, 
rites, and even taboos and myths. Faculty must shed 
any semblance of ethnocentrism or the notion that 
their own cultural beliefs and ways of life are superior 
to that of the student’s. Although it is rare to find a 
person who does not have a small degree of ethnocen-
trism, it is important for nursing faculty to “recognize 
internalized ethnocentrism so that it may be kept in 
rein” (Sánchez, 2013, p. 101). Both faculty and students 
must develop insights and learn that “one culture does 
not fit all.” To assess students’ cultural understanding, 
faculty should plan activities that have the potential for 
students to demonstrate an understanding of different 
cultures. In addition to clinical practice, students can 
actively engage in activities that highlight cultural un-
derstanding and cultural competence. A student who 
has an appropriate cultural understanding will recog-
nize when values, beliefs, and practices of individuals 
are not compromised. Cultural knowing or person-
ally knowing and recognizing the effect culture has 
on student learning is essential to producing positive 
student outcomes. Carper (1978) identified four fun-
damental ways or patterns of knowing. These patterns 
include empirical knowing, esthetic knowing, ethical 
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knowing, and personal knowing or personal meaning 
that incorporates cultural knowing. Although empiri-
cal, esthetic, and ethical knowing patterns are impor-
tant, personal knowing that includes cultural knowing 
is important to nursing education. The nurse faculty 
must consider the nursing student in his or her totality 
in the learning environment, a totality that includes the 
individual cultures of both the faculty and the student. 
To achieve cultural knowing, the nurse educator must 
first know him- or herself. Cultural knowing requires 
that the nurse faculty acknowledge the importance of 
culture to nursing education outcomes.

Cultural sensitivity develops as faculty and stu-
dents come to appreciate, respect, and value cultural 
differences. Because cultural sensitivity is not easily 
developed through classroom learning activities, an ef-
fective strategy is using clinical exchange experiences 
in a different part of the city or in different areas within 
the United States . Here, students have an opportunity 
to establish personal relationships with people who are 
from socioeconomic classes or cultural groups that are 
not the same as theirs. As a follow up to these experi-
ences, faculty can provide leading questions or points 
that will help students feel comfortable engaging in 
conversations. Cultural sensitivity is closely tied to the 
development of cultural competence. In fact, cultural 
sensitivity “serves as a foundation for cultural com-
petence” (Yilmaz, Toksoy, Direk, Bezirgan, & Boylu, 
2017). To develop cultural sensitivity, an individual 
must be open minded, accepting with a nonjudgmen-
tal attitude, and have a positive self-concept.

Cultural skill relates to effective performance when 
dealing with culturally diverse individuals. According 
to Campinha-Bacote (2002), cultural skill focuses 
on psychosocial, cultural, and physical assessments. 
Cultural skill is the ability to gather cultural data and 
use it effectively to achieve outcomes. It is the abil-
ity to get culturally relevant information and use the 
information when interacting with culturally diverse 
individuals (Denton, Esparza, Fike, Gonzalez, & 
Lundquist-Denton, 2016). For example, skill develop-
ment in the area of communicating with others can be 
enhanced through the use of interviews and visual me-
dia, the latter of which can be shown in segments and 
as time permits for discussion and evaluation of the ef-
fectiveness and ineffectiveness of the communication 
or interview techniques. Faculty can provide feedback 

and permit students to self-assess after select student 
activities that highlight culture. Evidence of skill de-
velopment will be exhibited when beliefs, values, and 
practices are integrated into plans; when communi-
cation is effective; and when appropriate assessments 
and interventions are made. Cultural competence is by 
nature a skill evidenced through skill sets. See Box 17.1 
for select student activities that highlight and increase 
cultural understanding, cultural knowing, cultural 
sensitivity, and cultural competence.

Cultural Competence
A goal of the nurse educator is to recruit, retain, and 
graduate diverse nursing students to meet the specific 
health care needs of the increasingly diverse patient 
population (Harris, Rosenberg, & O’Rourke, 2014). 
Because faculty are role models and cultural agents, 
they must possess necessary knowledge, skills, and atti-
tudes to facilitate inclusive teaching and guide students 
to provide culturally competent care. Nursing educa-
tion provides a “rich environment for nursing faculty 
to teach and role model cultural competency,” though 
doing so presents many ongoing challenges (Gibbs & 
Culleiton, 2016). It is equally important for faculty and 
students to have an awareness and understanding of 
their personal beliefs and how these may affect teach-
ing and learning and patient care. See Table 17.2 for a 
tool to assess personal cultural competence.

B O X   1 7.1
CULTURAL UNDERSTANDING AND 
CULTURAL COMPETENCE STUDENT 

ACTIVITIES

■	 Cultural food buffet
■	 Case studies
■	 City tours
■	 Cultural self-assessment
■	 Cultural rounds
■	 Discussion groups
■	 Diversity portfolio
■	 Immersion experiences
■	 Movie analysis
■	 Music potpourri
■	 Museum visits
■	 Photomontage of cultural scenes
■	 Role playing
■	 Values clarification exercises
■	 Vignettes
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Cultural competence has been defined as “the 
process in which the healthcare provider continu-
ously strives to achieve the ability to effectively work 
within the cultural context of a client, individual, 
family, or community” (Campinha-Bacote, 2002, p. 
54). Purnell and Paulanka (2008) defined cultural 
competence as developing an awareness of one’s own 
existence, thoughts, and environments without let-
ting it influence others from different backgrounds; 
demonstrating awareness and understanding of the 
patient’s cultural background; respecting and accept-
ing cultural differences and similarities; and providing 
congruent care by adapting it to the patient’s cultural 
health care beliefs, values, and norms. Purnell (2013) 

identified the progression from cultural incompetence 
to cultural competence to include unconscious cul-
tural incompetence, or not being aware that cultural 
knowledge is absent; conscious cultural incompetence, 
or being aware that knowledge is lacking; conscious 
cultural competence, involving a concerted effort to 
learn about cultures; and unconscious cultural compe-
tence, which includes automatically providing cultur-
ally competent care (p. 15). Campinha-Bacote, Yahie, 
and Langenkamp (1996) defined cultural competence 
as “a process, not an end point, in which the nurse 
continuously strives to achieve the ability to effectively 
work within the cultural context of an individual, fam-
ily, or community from a diverse cultural and ethnic 

TA B L E   1 7. 2
Assessing Personal Cultural Competence

Ask specific questions relating to each of the attributes.

Awareness Am I aware of my personal biases, stereotypes, and prejudices toward cultures that are different from my own? 
To what extent am I aware?

Am I aware that a limited English proficiency does not equate to ignorance or low intellectual capacity?

Knowledge Do I have factual information of the similarities and differences between and among varying cultural groups, 
specifically regarding their health care practices, beliefs, and traditions?

Understanding Do I understand that there are a variety of cultural factors that may contribute to why my students, peers, 
classmates or patients may react the way they do? To what extent do I understand?

Do I understand that there is a difference between race and ethnicity?

Sensitivity Am I sensitive enough to convey to others that I appreciate, respect, and value their cultural differences? To 
what extent do I demonstrate sensitivity?

Cultural 
Interaction

Do I make deliberate efforts to make personal contact with individuals who are from a cultural group different 
from my own? Do I read books, articles, watch movies, or eat ethnic foods different from my own? Do I 
intellectually reflect on what I saw, read, heard, or ate? To what extent?

Do I take advantage of exchange programs in my school such as study-abroad programs or mission trips that 
would take me to environments of people within my community that have a culture different from my own? 
Do I frequent cultural establishments in my community?

Do I solicit information about individuals’ cultural celebrations?

Cultural Skill Do I possess the skill sets to communicate effectively with my patients when I conduct a cultural assessment 
and a physical assessment that will provide evidence that I am appropriate, efficient, and safe? To what 
extent?

Cultural 
Competence

Do I demonstrate competence to the extent that I could in my teaching about or in giving patient care? Identify 
the following outcomes that provide evidence of:

 ■	 Facilitating or providing safe and satisfying care that respects the values, beliefs, and health practices of the 
patient.

 ■	 Integrating cultural beliefs, values, languages, and health practices of others in assessment plans and actual 
care

 ■	 Examining the influence of culturally tied beliefs and practices on individual health care needs

 ■	 Meeting cultural needs of individuals and their families

 ■	 Incorporating cultural aspects of health and illness during assessments and communication, and in actual 
care

 ■	 Applying national standards to facilitate the provision of appropriate care to individuals and families
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background” (pp. 1–2). This implies that one continu-
ously strives to achieve, therefore it can be considered 
to be both developmental and a journey.

In addition, cultural competence has been de-
scribed as existing on a continuum. Each provides a 
beginning point for faculty as they direct efforts to 
facilitate cultural competence understanding among 
students. Burchum (2002) identified eight attributes 
of cultural competence: cultural awareness, cultural 
knowledge, cultural understanding, cultural sensitiv-
ity, cultural interaction, cultural skill, cultural compe-
tence, and cultural proficiency. Likewise, Lister (1999) 
identified seven terms classified as a taxonomy: (1) 
cultural awareness, (2) cultural knowledge, (3) cultural 
understanding, (4) cultural sensitivity, (5) cultural inter-
action, (6) cultural skill, (7) cultural competence.

Wells (2002) proposed a model of cultural com-
petence that incorporates two phases: cognitive 
and affective. The cognitive phase involves acquir-
ing knowledge, whereas the affective phase relates to 
changes in attitudes and behaviors. Both of these are 
considered developmental. In viewing the concept on a 
continuum, there is progression from lack of or limited 
knowledge to cultural knowledge and then awareness. 
Characteristics of the affective phase are the develop-
ment of cultural sensitivity, cultural competence, and 
cultural proficiency. The components of cultural com-
petence are similar in each of these models.

Preparing a culturally competent graduate is a 
goal of all nursing programs. To achieve this goal, in-
struction and activities should be directed toward the 
meanings, development of cultural confidence, attri-
butes, assessment, instructional strategies, resources, 
and evaluation. Courtney-Pratt et al. (2015) state that 
engaging nursing students in educational activities 
that increase their understanding of and commitment 
to cultural competence is important in nursing curri-
cula and that the learning experiences must include a 
range of strategies to produce positive outcomes.

THE INCLUSIVE LEARNING 
ENVIRONMENT

Learning environments can be unequal power spaces, 
but when faculty adopt an “inclusive excellence” frame-
work, they view everyone in the academic program or 
course as a resource on the topic at hand while at the 

same time recognizing that students’ perspectives will 
vary based on their personal experience with the topic 
(Bleich, MacWilliams, & Schmidt, 2014). Inclusive 
learning environments are places in which thought-
fulness, mutual respect, multiple perspectives, varied 
experiences, and academic excellence are valued and 
promoted. This is largely because of the fact that the 
faculty and students work together to create and sustain 
an environment in which everyone feels safe, supported, 
and encouraged to express her or his views and concerns. 
Inclusive learning environments occur intentionally and 
involve teaching strategies that take into consideration 
the needs of students from diverse backgrounds, learn-
ing styles, and intellectual abilities. Inclusive learning 
environments make students feel valued and respected 
(Center for Teaching Innovation, 2017). In the class-
room, content is presented in a manner that reduces all 
students’ experiences of marginalization and wherever 
possible helps students understand that individual ex-
periences, values, and perspectives influence how they 
construct knowledge in any field or discipline.

To create an inclusive learning environment, every-
one in the school is responsible for making students 
feel welcome and comfortable. In an inclusion en-
vironment, there must be mutual respect, a sense of 
trust, appreciation of diversity, equitable rewards and 
recognition, access to opportunity, and cultural com-
petence. Managing dynamics that go beyond fitting 
in if one is different from the majority to messages of 
belonging and safety are crucial. The admission of di-
verse populations of students to schools of nursing di-
rectly affects factors such as the learning environment 
of the educational unit (campus wide and in the school 
of nursing), the social environment, and recruitment 
and retention. Therefore concerted efforts must be 
made to direct interventions that will have positive ef-
fects for all students.

Because most of the interaction among students 
and faculty occur in the classroom and clinical agen-
cies, faculty must be prepared to create a learning en-
vironment there that is sensitive to the dynamics of 
student interaction, to recognize and manage micro-
aggressions and gender and linguistic biases, and to 
understand racial and ethnic differences in students’ 
learning style. See Chapter 2 for a discussion on learn-
ing styles. Refer to Box 17.2 for strategies to create a 
welcoming and inclusive classroom.
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Classroom Dynamics
Culturally competent education must be integrated in 
the nursing curriculum and be evident in the class-
room (Marzilli, 2016). Minority nursing students face 
multiple barriers to successful program completion, 
including inadequate emotional and moral support 
(Loftin, Newman, Dumas, Gilden, & Bond, 2012). One 
of the major barriers to learning for minority students 

is fear of participating in class and experiencing rejec-
tion from their classmates. In the classroom, faculty 
must be aware of students’ backgrounds and response 
patterns and how classroom norms and rules are forms 
of power. Faculty must also develop awareness of their 
own biases and responses to culturally diverse stu-
dents. Faculty members who understand the barriers 
that minority students face and the effect of culture on 
their own teaching are better prepared pedagogically to 
address it in their students. Capitalizing on the oppor-
tunity from the beginning to create a welcoming envi-
ronment will neutralize to a great degree the stress that 
comes with the feeling of not belonging. A caring peda-
gogy makes allowances for behaviors that are exhibited 
by students in the classroom even during moments of 
silence. It is especially important to stay learner driven 
and therefore student centered. This calls for an astute 
awareness of the adaptations that may be needed while 
simultaneously complementing participatory learning.

Microaggressions
The term microaggression was coined by Chester M. 
Pierce in 1978 after the Civil Rights era to bring attention 
to racist behavior that is subtle, stunning, often automatic, 
nonphysical insults directed toward minorities, especially 
people of color, lesbian, bisexual, gay, transgender, and 
queer (LBGTQ) people, and women (Harwood, Choi, 
Orozco, Browne Huntt, & Mendenhall, 2015). Sue et al. 
(2007) refined the term to mean “brief and commonplace 
verbal, behavioral, or environmental indignities, whether 
intentional or unintentional, that communicate hostile, 
derogatory, or negative racial slights or insults toward 
people of color” (p. 271). In addition to race, they are re-
ported to be perpetuated on the basis of gender, sexual 
orientation, religious beliefs, and ability status. Refer to 
Table 17.3 for examples of microaggressions. The effect of 
continuing microaggressions to exclude racially diverse 
or minority students is real. At the University of Illinois 
Urbana–Champaign, an interdisciplinary research team 
developed an instrument to understand the extent of ra-
cial microaggressions experienced by students on campus 
(Harwood et al., 2015). The study reported that 39% of 
minority students felt uncomfortable on campus because 
of their race. They also reported feeling uncomfortable in 
classrooms and labs and uneasy in their academic depart-
ments. Fifty-one percent (51%) said that they had expe-
rienced some form of microaggression in the classroom 

B O X   1 7. 2
STRATEGIES TO CREATE A CULTURALLY 
INCLUSIVE TEACHING AND LEARNING 

ENVIRONMENT

■	 Make meaningful connections. Learn something 
about the students. Reach out to them and ask if 
they need help. Assign regular meeting times (stand-
ing appointments) for the students on a weekly ba-
sis. Inform the students that you are available to 
meet with them individually if they want.

■	 Include some information about your own cultural 
origin and any cross-cultural teaching and learning 
experiences you may have had over time.

■	 Increase relevance of lectures and assignments. 
Connect assignments with student experiences.

■	 Ask students what form of address they prefer. 
Take care to pronounce and to spell the name cor-
rectly. Use inclusive language that doesn’t assume 
Western name forms. Family name, not last name; 
given name, not Christian name. Students from more 
formal educational cultures, where status differ-
ences related to age or educational qualifications 
are important, might be uncomfortable addressing 
teaching staff by their given names. A compromise 
can be for students to use your title and given name 
(e.g., Professor Marie, Dr. Ivan).

■	 Be careful with the use of humor. The students may 
not understand your humor and believe that it is 
directed at them. Assign a mentor as a role model. 
Utilize ethnic role models if possible.

■	 Make nursing attractive. Use minority nurse im-
ages and culturally sensitive wording in written 
materials.

■	 Establish supportive networks of nurses and faculty 
from minority backgrounds as a support for minor-
ity students.

■	 Identify peer minority nursing students that can 
serve as mentors to incoming students.

■	 During silences, ask students to write down anony-
mously what they are feeling at the moment and 
why. Point to the similarities and differences be-
tween the responses to elicit discussion.
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(Harwood  et  al.,  2015). In another study, Milkman, 
Akinola, and Chugh (2014) found that there is much ra-
cial bias among university professors. The implications of 
these studies indicate that educators need to think about 
any method of verbal exchange so as to eliminate state-
ments that might be perceived as microaggressions.

When microaggressions occur, faculty or anyone 
present has the responsibility to manage the incident. 
The goal is to preserve the dignity of those involved:

■	 Be open to discussing, exploring, and clarifying 
what is felt and seen. In other words, “pay atten-
tion to the tension.”

■	 Do a check-in. Watch body language and indica-
tions that students have checked out. This will do 
much to engender trust and positively seal a car-
ing relationship.

■	 Offer a simple “I’m sorry,” which is all that may 
be called for in many instances.

■	 Reduce ambiguity and uncertainty, and make the 
invisible visible.

■	 Use the opportunity to educate all members of 
the community. Education holds one of the pri-
mary keys to combating and overcoming the 
harm that microaggressions deliver.

■	 Indicate at the outset that anyone present could 
unintentionally or intentionally commit these 
acts, especially through the language we use.

Managing the situation when one is involved as 
either the target or perpetrator requires particular 
acumen. Sometimes the microaggression is used in 
the form of a compliment, such as “can you imagine 
that someone of your ethnicity is as smart as you 
are?” As the target of the microaggression, students 
may be left with the question “did I really under-
stand what he said?” Faculty and students can be 
open to exploring the possibility that one has acted 
in a biased fashion and controlling defensiveness. 
This involves suspending interpretation of behavior 
for those who challenge views and becoming aware 
of values, biases, and assumptions about human 
behavior.

If faculty or students are working in a team when 
microaggressions occur, they should manage the 
process, not the content. This occurs by acknowl-
edging the accuracy of statements when appropriate, 
helping individuals see the difference between inten-
tion and effect, encouraging individuals to explore 
how their feelings may be saying something about 
them, and enlisting the aid of others on the team by 
asking them what they see happening. When cour-
age shows up, it is important for faculty to recognize, 
validate, and express appreciation for the individual’s 
willingness to take a risk and to hold a courageous 
dialogue. By doing so, faculty model healthy rela-
tionship behaviors.

TA B L E   1 7. 3
Examples of Microaggressions

Culture and 
Learning Statement or Behavior Perceived Meaning of Statement

Ethnicity and 
Race

When I look at you, I don’t see color.
There is only one race: the human race
Being ignored in the classroom
Where were you born?
Where are you from?

Denial of individual’s racial and ethnic experiences
Denial of individual’s ethnic and cultural being
Denial that racism or white privilege exists
Students from certain cultural groups are not valued
There is an implied assumption that a person of color is 

foreign born or not a US citizen

Gender Anyone can succeed, man or woman, if he or she 
works hard.

Getting an academic scholarship is easy for you 
because you are a double minority—a woman, 
and a woman of color.

No acknowledgment of unfair benefits because of gender

Implied that achievements are not academically based

Ability You are so articulate. You are a credit to your race 
and community.

People of color may perceive this statement as negative 
and demeaning rather than positive and uplifting.
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GENDER AND LINGUISTIC BIAS

Everyone is capable of bias and therefore is not and 
cannot be all knowing and completely objective. It 
is possible to act in prejudicial or biased ways while 
sincerely believing that prejudice or biased think-
ing is personally rejected. People may be sincere in 
their rejection of biased thinking, yet their beliefs 
may be deeply engrained. Stereotypes once absorbed 
may influence behavior without awareness or in-
tent (Nordell, 2017). Thus for faculty, understand-
ing their own biases and their students’ beliefs and 
biases is a component of cultural due diligence and 
a prerequisite to establishing an inclusive learning 
environment.

In a class with diverse students, it is prudent and 
necessary for faculty to be attentive to responses by 
anyone in the class that may be perceived as dismis-
sive or minimizing. Unconscious bias plays a part in 
the way faculty and students are perceived by others. 
Faculty and students can determine their biases by 
taking assessment tools, which can be a springboard 
for getting in touch with personal subconscious bi-
ases in a safe manner. The results can be transfor-
mative in terms of self-awareness. One source that 
helps develop self-awareness on personal biases is 
Harvard’s Project Implicit. This site has online tests 
that are easily accessible at https://implicit.harvard.
edu/implicit/education.html. Promoting equity in 
teaching also means that teachers are aware of sub-
conscious biases and differential treatment. As psy-
chologist Claude Steele’s (2010) research indicates, 
even the fear that one will be judged according to ex-
tant stereotypes can depress academic performance. 
Examples of bias include gender bias and reactions 
to students who are culturally and linguistically 
diverse.

Research on gender bias in classrooms has supported 
tendencies for teachers to interact with one gender 
more than another (Association for Supervision and 
Curriculum Development [ASCD], 2017). Specifically 
in classrooms with predominantly majority students, 
there is a tendency for teachers to interact with white 
male students more than they interact with women 
and men of color. With this awareness, teachers should 
make concerted efforts to provide equal treatment by 
engaging all students. This includes the quiet student 

who speaks up infrequently. Deliberate actions can be 
taken to accomplish this by devising a system for en-
gaging students regardless of gender or ethnicity. One 
frequently used technique is placing index cards in an 
accessible manner where individuals can write their 
comments or questions anonymously or using the 
anonymous comment component of a learning man-
agement system survey tool. This provides insights on 
where students are struggling with concepts or have 
concerns that must be addressed.

With increasing numbers of male students in nurs-
ing programs, gender dynamics become important, 
and it is essential to deploy gender-neutral language 
unless specificity of gender affects the lesson being 
taught or the point being made. Gender-neutral lan-
guage should also be reflected in examinations and any 
testing materials. (See Chapter 25.)

A discussion on gender bias must also include 
recognizing the need for improving LGBTQ cultural 
competence in nursing students. Gallup News (2017) 
reports approximately 10 million Americans (4.1%), 
who identified as LGBTQ in 2016. Those numbers 
have increased from 9 million (3.5%) Americans who 
identified themselves as LGBTQ in 2012. According 
to those statistics, approximately 0.3% of Americans 
are transgender. Healthy People 2020 (2013) cites a 
shortage of health care providers who are culturally 
competent in LGBTQ issues; this lack of cultural 
competence and discrimination still exists in nursing 
schools. Orgel (2017) found that nursing curricula 
continue to include very little content on LGBTQ. 
Cultural competence education that focuses on in-
corporating LGBTQ content in the nursing curricu-
lum is effective in decreasing bias and prejudice and 
improving knowledge and attitudes among nursing 
students. Some strategies to incorporate this content 
in the curriculum may include group discussions, 
LGBTQ-related clinical experiences, inviting panels 
of LGBTQ individuals to the classroom, analysis of 
LGBTQ literature and/or film reviews, and case stud-
ies. Simulation exercises and role playing may also 
increase knowledge of LGBTQ-specific issues and re-
duce bias and prejudice.

Faculty may also have a bias for students who are 
culturally and linguistically diverse. In fact, language 
differences are a key source of discrimination on the 
part of faculty, students, and patients, causing students 
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for whom English is not their first or only language 
to feel devaluated (Smith & Smyer, 2015). English as a 
second language (ESL) students must be able to learn, 
write, take tests, and communicate with classmates and 
patients in two languages, first translating the concepts 
or communication into their own language and then 
back into English. For many ESL students, academic 
failure results from poor performance on multiple 
choice examinations as a result of tests that contain lin-
guistic errors (Moore & Clark, 2016). If a student has 
an accent, challenges in communications may arise be-
tween the ESL student and other students or between 
the ESL student and faculty; class participation that re-
quires verbal responses may be a challenge. In such sit-
uations, faculty may refer students to accent-reduction 
or modification programs. Freysteinson et  al. (2017) 
reported favorable results for nursing and health care 
administration students who participated in a 12-week 
accent-modification program. Findings indicated that 
the students perceived significantly higher self-esteem 
and overall competence in communicating after the 
accent-modification program.

Assumptions and beliefs undergird all interactions 
with others. For example, nonverbal behaviors such 
as frowns, furrowed brows, and intense concentra-
tion may not be deliberate behaviors; instead, their use 
may be related to efforts to try to capture what is being 
voiced by the student, and faculty and students should 
seek to understand the meaning of the behavior rather 
than make assumptions about it. Unless clarified, these 
nonverbal behaviors may have an effect on students’ 
future participation in discussions and classroom in-
teractions. They may refrain from participation or not 
respond to or ask questions because of the panicky feel-
ings they may experience at having to speak in class.

There are techniques that faculty can use to fa-
cilitate communication with ESL nursing students. 
Faculty can pay attention to techniques that are used 
for questioning, for example, asking “why” and “how” 
questions, and encouraging and requesting students to 
“take risks” at no cost and to explore “possibilities.” An 
additional way to engage students in language use is 
to use a learning activity that requires them to write a 
question related to the assignment each week and ask 
them to read the question in class or small peer group. 
This activity has a high potential for opening dialogue, 

decreasing shyness, and enhancing community build-
ing with the class.

Furthermore, faculty must be willing to address 
students’ affective issues that influence their feel-
ings about English. Choi (2016) identified challenges 
encountered by students for whom English was not 
their first language. These challenges included com-
municating in English using nursing care language, 
failure of the nursing school to recognize the need for 
additional faculty, the new social surroundings these 
students face, and their feelings of isolation. Nursing 
students for whom English is a second language face 
psychosocial challenges related to isolation along 
with having to fulfill their traditional roles at home 
(Olson, 2012), Opportunities should be provided 
for informal conversations outside of the classroom. 
Choi (2016), in her description of a proactive nursing 
support program for ESL students, included the use 
of bimonthly group gatherings organized by faculty 
mentors. These gatherings not only provided a venue 
for social interaction but also explored a number of 
nursing education issues such as effective communi-
cation methods in clinical settings. Having students 
attend group gatherings provides a forum for students 
to openly discuss issues and concerns in a support-
ive nonacademic environment. As a result, students 
have increased confidence in their abilities and may 
participate more frequently informally and increase 
participation in more formal classroom activities, in-
cluding discussions.

Faculty must also be aware of students’ use of voice 
registers. Joos (1967) found that it is socially accept-
able to go down one register in the same conversation, 
but to drop two registers or more in the same conver-
sation is to be socially offensive. Faculty must be sensi-
tive to the subtleties in student vocalizations and the 
voice registers they use. For example, in some cultures, 
it may be appropriate to be what might be considered 
by the dominant culture as “soft spoken” or “loud.” The 
vocal tone used can also be offensive and a barrier to 
effective communication. In their study on how vocal 
tone contributes to the identification of unspoken in-
tentions, Hellbernd and Sammler (2016) found that a 
person’s vocal tone can reveal intentions and thus af-
fect interpersonal communication. Refer to Box 17.3, 
Tips on Managing Bias in the Classroom.
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DEVELOPING INCLUSIVE 
EXCELLENCE IN ACADEMIC 
INSTITUTIONS, PROGRAMS, 
CURRICULA AND COURSES

To meet the needs for diversity in nursing education 
and to prepare a workforce that is representative of 
the diversity of patients to be served, administrators, 
staff, and faculty must build a culture of inclusivity at 
the institutional level and within the school of nurs-
ing and develop academic programs that embrace the 
strengths of all members of the academic community. 
Additionally, the school must be able to recruit, re-
tain and graduate a diverse student body and support 
a culture of inclusivity in its programs, curricula, and 
courses.

Governmental and Legislative Issues
To ensure a culture of inclusivity for minority nursing 
students at the university level, the federal govern-
ment has created policies and legislation that sup-
port accessibility and affordability for students of all 
backgrounds. Organizations like the American Nurses 
Association (ANA) and American Association of 
Colleges of Nursing (AACN) monitor federal poli-
cies closely and may even establish their own federal 
policy agenda. For example, AACN has established 
its Federal Policy Agenda, which focuses on priority 
areas that include higher education and the nursing 
workforce in addition to nursing research and models 
of care (AACN, 2017b). Within the higher education 
focus, AACN’s agenda addresses the importance of 
diversity in education as a means to affect the class-
room and professional environments. Diversity in the 
workforce further ensures that patients will receive 
culturally appropriate and sensitive care. Multicultural 
education in nursing requires that nursing faculty be 
aware of how legislation can affect nursing students 
and nursing education in general. Nursing faculty can, 
thus, monitor state and federal policies and become 
involved in advocacy for students and the nursing 
profession.

One example of legislation that has positively af-
fected nursing students and nursing education is 
the Title VIII Nursing Workforce Reauthorization 
Act. This act provides the largest source of federal 
funding for nursing education. This funding is es-
sential for universities and colleges that educate reg-
istered nurses who will be practicing in rural and 
medically underserved communities (ANA, 2017). 
Major grant programs within the Title VIII Nursing 
Workforce Reauthorization Act include Advanced 
Education, Workforce Diversity, Comprehensive 
Geriatric Education, and Nurse Education Practice 
and Retention grants. Title VIII also provides funding 
for the Nurse Education Loan Repayment Program 
through the National Nurse Service Corps and the 
Nurse Faculty Loan Program.

Another example of legislation that has had a 
positive effect on nursing education is Title IX of the 
Education Amendments of 1972 (Taylor, 2016). Title 
IX was passed in 1972 and mandates equal treatment 
of all students, regardless of gender, if educated at an 

B O X   1 7. 3
TIPS FOR MANAGING BIAS IN THE 

CLASSROOM

■	 Do a cultural self-assessment to ascertain personal 
subconscious biases.

■	 Develop awareness of how you interact with minor-
ity, culturally diverse students.

■	 Use a system to engage students, such as index 
cards for anonymous comments/questions.

■	 Use gender-neutral terms when describing the 
nurse in class or in examinations.

■	 Refer students to accent-reduction classes if 
needed.

■	 Find university learning assistance resources for 
students, such as a writing center.

■	 Be careful with your own nonverbal communication.
■	 Recognize student’s nonverbal communication. 

For example, nods do not mean understanding 
or agreement; furrowed brows may mean deep 
concentration.

■	 Frame discussion questions in an open manner 
that allows multiple answers.

■	 Create a study guide for students.
■	 Provide an outline of your lecture that focuses on 

the main points.
■	 Allow students enough time to respond to ques-

tions; wait 12–15 s for a reply.
■	 Recognize that voice register and vocal tone are im-

portant and at times not clear (speaking softly) or 
are offensive.
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institution that receives federal financial aid. This 
legislation eliminates gender-based discrimination 
and ensures that all students have access to a quality 
education. According to Kilpatrick (2018), Title IX 
changed education by allowing both sexes to enroll 
in the courses they want regardless of gender stereo-
types, women to earn more degrees, and women to 
win at sports. Title IX also increased the number of 
women university professors and gives legal protec-
tion against discrimination to women who attend 
school while pregnant. This protection has also been 
extended against sexual assaults on campus. As a result 
of this legislation, Title IX requires that all institutions 
who receive federal funding designate a compliance 
coordinator who investigates infractions and imple-
ments guidance and regulations (Taylor, 2016). Under 
Title IX, any person harmed by the university’s failure 
to comply with the law may sue the school.

Institutional Values
Developing a culture of inclusivity begins at the institu-
tional level and is made visible through explicit values 
for diversity and inclusivity; practices and procedures 
that support recruitment and retention of faculty, staff, 
and students from underrepresented populations; and 
policies that hold no tolerance for acts of discrimina-
tion. Whereas a diverse culture is open to a variety of 
perspectives, beliefs, cultures, religions, and sexual ori-
entations, an inclusive culture brings this variety into 
the decision-making structures, academic programs, 
and classrooms; embraces it; and removes barriers 
to full engagement in the mission of the institution 
(Bleich et al., 2014).

Bleich et al. (2014) identified six strategies that 
accelerate the development of an inclusive organi-
zation: (1) improve admission process; (2) reduce 
invisibility of underrepresented faculty, staff, and stu-
dents; (3) create communities of support and ensure 
that promotion and tenure structures are balanced; 
(5) eliminate exclusion; and (6) stand against token-
ism. Additionally, colleges and universities and their 
schools of nursing must have statements about their 
commitment to diversity and inclusivity and specific 
campus conduct policies and procedures for discrim-
ination related to age, gender, race, color, national 
origin, disability, and veteran status, among other 
factors.

Academic Programs
According to Sherbin and Rashid (2017), diversity and 
inclusion are often lumped together, and most assume 
that the two words mean the same thing. Diversity 
means that there is representation of minority popu-
lations, whereas inclusion involves actually attracting 
diverse talent and encouraging active participation. 
To establish inclusive learning environments at the 
school level, administrators and faculty can first as-
sess their current environmental support for inclu-
sion. Inclusive academic programs also have programs 
to support recruitment, retention, and graduation of 
underrepresented students. In an effort to ensure that 
diversity and inclusion occurs for all students, colleges 
and universities have an office of diversity. This of-
fice provides services and resources for minority and 
underrepresented faculty, staff, and students. Services 
are provided to persons with disabilities; LGBTQ per-
sons; persons of disadvantaged economic status; and 
first-generation, nontraditional, or international stu-
dents. This office also monitors compliance with the 
laws that govern colleges and universities in relation 
to diversity and inclusion and establishes benchmarks 
across the university or college to measure the progress 
made regarding diversity and inclusion. The office of 
diversity is a good resource for nursing students and 
nursing faculty. Nurse faculty may see that there is a 
need to refer a student to the diversity office if they 
are, for example, dealing with immigration status is-
sues or are having difficulty in enrolling at the univer-
sity. Students who feel that they are experiencing bias, 
harassment, or discrimination should also be referred 
to the office of diversity. Returning veterans might also 
find the diversity office helpful in providing resources, 
guidance, and assistance they may need to be suc-
cessful. The office of diversity is usually led by a chief 
diversity officer or a dean of diversity. Table 17.4 pro-
vides information on services that support an inclusive 
academic environment.

Recruitment

The changing US demographics and persistent health 
inequities highlight the need for the nursing profes-
sion to identify and implement best practices to recruit 
individuals from diverse racial and ethnic back-
grounds and to ensure that these individuals graduate  
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from nursing school. Thus nursing programs have 
a responsibility to recruit and retain men, LGBTQ 
people, first-generation college students, minorities, 
persons with disabilities, and those from disadvan-
taged backgrounds (Relf, 2016). Successful recruit-
ment requires that the schools of nursing to cultivate 
relationships with prospective students and sources 
for prospective students such as school counselors, 
advisors at community colleges, and staff at poten-
tial feeder schools (NursingCAS, 2017). Recruitment 
of underrepresented minority students can begin 
as early as grade school at a time when students 
are making career choices. These programs involve 
sharing information about nursing as a career such 
as “shadow a nurse” activities or clubs that focus on 
nursing careers. Another strategy is for nursing pro-
grams to develop articulation agreements with high 
schools so that the students can transition to nurs-
ing programs once they graduate (Colville, Cotton, 
Robinette, Wald, & Waters, 2015). These articulation 
agreements will establish partnerships or academic 
transition programs between high schools, BSN, and 
graduate programs that streamline the curricula to 
facilitate admission and progression in the next level 
of academic preparation.

Financial support and scholarships dedicated to 
underrepresented minority students also aid in re-
cruitment. In a study of second-degree minority or 
disadvantaged accelerated nursing students, DeWitty, 

Huerta, and Downing (2016) found that competing 
priorities of finances and family responsibilities were 
the greatest challenges that these students experienced. 
The study also found that faculty support was the 
primary facilitator for program completion. Brooks-
Carthon, Nguyen, Chittams, Park, and Guevara (2014) 
found that mentorship and academic and psychosocial 
support were associated with increased enrollment 
and graduation for students participating in these pro-
grams. They also noted that only 20% of nursing pro-
grams in their study reported having diversity pipeline 
programs.

Program admission criteria can also affect recruit-
ment efforts. Admission requirements that depend 
solely on academic achievement may restrict minor-
ity student application and acceptance rates and limit 
the school’s opportunities for having a more diverse 
student body. Across the country, nursing schools are 
rethinking the admission process and are implement-
ing holistic admission criteria that focus on personal 
qualities, professional skills, and experiences in addi-
tion to evidence of academic achievements. The goal 
of the holistic admissions process is to admit diverse 
students who will excel academically and have those 
qualities needed for success in the work environment 
(Glazer et al., 2016). Holistic admissions criteria may 
include interviews, essays, academic readiness, and 
potential for success as a student and professional 
(Urban Universities for Health, 2014).

TA B L E   1 7. 4
Services to Support an Inclusive Academic Program

Advertising 
Materials

Should be recruitment and diversity friendly; brochures, leaflets, pamphlets, bulletins, and websites should 
reflect diversity by using minority nurse images.

Advertisement materials are frequently examined as students and their family and faculty are searching for a 
school or seeking employment.

Campus and 
Nursing 
Programs

Should promote services that are needed by diverse populations. Academic and student services should be 
welcoming and reflect the potential population for the campus or school.

Provide a variety of services, including mentors and peer tutors, time-management sessions, writing centers, 
inviting study areas, libraries, and equipment with representative population holdings.

Enact gender-neutral and culturally appropriate language in policies.
For recruitment and retention, provide faculty role models, diverse staff and student populations (including 

men). Provide academic services inclusive of mentors and peer tutors.

Classroom Should be designed for multipurpose use and diverse ways of learning; movable tables, chairs, and desks are 
useful for peer-to-peer interaction and small-group work.

Social 
Environment

Plan events to bring students of diverse populations together for socialization and learning. Bring prominent 
and renowned speakers from a variety of ethnic groups and special program offerings.



318	 UNIT III  TEACHING AND LEARNING

Retention

Once underrepresented minorities are admitted, nurs-
ing schools must also have programs in place to en-
sure student success. Barriers to success include lack 
of financial support, decreased family support, lack of 
English proficiency, lack of cultural competence, poor 
preparation for college, insufficient basic technology 
skills, nonresponsive academic advising, and lack of 
role models. Success programs seek to help students 
overcome these barriers. Success programs can include 
early identification of students at high risk for failure, 
mentoring, advising, study skills and test-taking skills 
programs, peer tutoring, use of social workers, writ-
ing centers, and empowerment sessions. Persistence 
and perseverance have been noted as powerful as-
pects of students’ completion of a nursing program  
(Nadeau, 2014).

Preparation for Graduation and Transition to 
Practice

As students approach graduation, other strategies can 
be employed to prepare them for transition to practice. 
Licensing or certification examination preparation 
courses are helpful in preparing students to pass these 
examinations. Capstone courses, internships, and elec-
tive courses can prepare students for the realities of em-
ployment. Residency programs have proved successful 
in facilitating transition to practice and retention in 
the employment setting (Trepanier, Mainous, Africa, 
& Shinners, 2017). In addition to affecting transition 
and retention of graduates, residency programs have 
been found to provide greater employee satisfaction 
compared with those who did not participate in a resi-
dency program (Van Camp & Chappy, 2017). Courses 
within the curriculum focus on leadership, career, and 
professional development and prepare students to be 
lifelong learners and active members of professional 
nursing organizations.

The Curriculum
Diverse cultural content should be integrated through-
out the curriculum. The multicultural model designed 
by Banks (2013) can be adapted to all levels of the 
curriculum. As Banks (2015) suggests, instructors 
must move beyond the initial level of integrating cul-
tural artifacts such as names and holidays to an inte-
grative level where students obtain more substantive 

information about cultural groups. Educators should 
make concerted efforts to exhibit attitudes of posi-
tive portrayal of diversity and indicate that diversity is 
valued. Exposing students to various cultural norms, 
health beliefs, practices, and a balanced assignment of 
reviewing articles and research written or conducted by 
faculty of color and members of the LGBTQ commu-
nity or covering topics of concern to the marginalized 
are feasible first steps in diversifying the curriculum.

The expected curricular outcomes should be clearly 
identified and should guide didactic content, student 
assignments, and evaluation. In this way, students’ 
progress toward cultural competence can be moni-
tored and assessed as students move through the cur-
riculum. The curriculum provides a framework for 
mapping and a set of criteria for evaluation. The results 
of the evaluation should exemplify the attainment of 
specific knowledge, skills, and attitudes.

Course Design
A thorough course analysis is a significant component 
of multicultural course transformation. The modifica-
tion itself can present in various ways. A first step is to 
determine what the faculty wants the students to learn. 
The next step is to identify the expected outcomes 
and determine the course content. For example, after 
articulating that one goal for a course is to increase 
knowledge of bias and ethnocentrism as it relates to 
the study of various cultural groups, a faculty member 
may determine that the course’s content includes vari-
ous examples of cultural groups. However, the course 
may not facilitate opportunities for open and equitable 
exchanges of ideas and values. Therefore the transfor-
mative work may begin in the area of instruction for 
classroom and clinical practice.

Syllabus
Multicultural inclusion must be evident in the design 
of the course syllabus. The content is an essential ele-
ment in the design of the syllabus. There are, however, 
other elements to consider, such as the tone conveyed, 
the opportunity for multiple perspectives, teaching ac-
tivities appealing to diverse learners, and the extent to 
which the learning objectives aim at diversity. The syl-
labus should be welcoming and convey inclusiveness 
in tone and not be merely a list of rules and regula-
tions important to the course. Because the syllabus is a  
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contract with accompanying legal ramifications, faculty 
should ensure that the language used shows respect for 
differences and equity of opportunity (see Chapter 10). 
Most syllabi have references to disability services and 
sexual harassment and bullying policies, but often reli-
gious observance policies are missing. Having a religious 
observance policy in place and including it prominently 
in the syllabus sends a tangible cue of respect for all reli-
gious holidays, given that most college campuses follow 
the Christian calendar. The policy should indicate that it 
is the student’s responsibility to inform the faculty mem-
ber of religious holidays that conflict with any examina-
tions, project due dates, or assignments so that other 
reasonable arrangements can be negotiated. By doing 
so, students get practice for the work world, where such 
responsibilities will be theirs as well (Box 17.4).

Course Materials and Instructional 
Resources
As educators choose instructional resources to sup-
port teaching and learning, they should pay careful, 
close attention to implicit and explicit cues, wording, 
stereotypes, or generalizations. This also may mean 
that a variety of materials, articles, and media should 
be used to make up for deficits of limited information 
and examples in textbooks. Faculty should also exam-
ine teacher-made course materials for inclusion, exclu-
sion, and bias. For example, course syllabi, handouts, 

worksheets, and evaluation instruments may inadver-
tently be written with culture or gender bias.

Additionally, special documentation such as books 
and web resources that include photos or illustrations 
may not include adequate racial, ethnic, or gender rep-
resentation. To facilitate the availability of more unbi-
ased instructional materials, evaluation and feedback 
should be provided to authors, with suggestions to in-
clude content that supports a transformed curriculum.

Learning Activities
When students and faculty engage, four cultural en-
counters are involved: being a student, being a faculty 
member, learning in the academic institution or clini-
cal practice setting, and being in a given country or 
region. If alliances are formed in a mutually respect-
ful way, learning takes place in a bidirectional manner. 
Systems then can be developed to ensure that students 
have opportunities to engage in learning activities with 
peers from different racial and ethnic groups, peers 
with age or sexual orientation variations, and peers 
who are both male and female. In addition to student 
interaction, a diverse mix of experts from the commu-
nity can be used for classroom activities as appropriate. 
These individuals, experts in their own right, are of-
ten willing to be involved in the education of students. 
Faculty should take advantage of the willingness of 
these individuals and use them to enhance inclusivity.

In the classroom, learning activities should be 
planned to facilitate knowledge acquisition and inter-
action and collaboration of diverse groups of students. 
Because all encounters are cultural encounters, each 
of these variations brings different experiences and 
perspectives. In other words, in the classroom faculty 
must move from lectures to activity and variety that 
promote an opportunity to interact with each other, 
seek understanding, and establish respect for diverse 
ways of learning, opinions, beliefs, and attitudes.

As cultural agents and role models, faculty can take 
actions that bridge gaps between students’ cultures of 
origin and the campus culture. The implication here is 
to provide a variety of learning activities that appeal to 
varying styles of learning and for students to under-
stand how their own learning style preferences affect 
their learning. There is evidence that cognitive and 
psychological traits affect learning styles, academic 
performance, and the engagement of students.

B O X   1 7. 4
EXAMPLE OF A RELIGIOUS OBSERVANCES 

POLICY FROM UNIVERSITY OF NORTH 
CAROLINA SCHOOL OF NURSING

The School of Nursing recognizes and respects that many 
religions have days of the year and celebrations they 
honor. By University policy, students are authorized up 
to two excused absences each academic year for religious 
observances required by their faith. To assure reasonable 
accommodations and appropriate alternative assign-
ments, when a student needs to miss classes, exams, 
clinical experiences, and/or written assignments due to a 
religious observance, he/she must notify the course coor-
dinator in writing about the conflict 2 weeks in advance 
of the date requested or as soon as possible if the date 
occurs within the first 2 weeks of the semester.

Reprinted with permission from University of North Carolina 
Chapel School of Nursing.
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Using a variety of strategies and learning opportu-
nities is particularly helpful to promote cultural un-
derstanding and competence (see also Chapter  16). 
Faculty can assign students to write short papers de-
scribing themselves and then reflect on the descrip-
tions. Encouraging students to accept invitations from 
individuals from a different ethnic or cultural group 
to special events such as weddings, graduations, par-
ties, and rite-of-passage ceremonies can broaden 
perspectives.

Students and faculty should take advantage of pro-
grams both on campus and in the community. When 
faculty accompany students, they can encourage a 
shared, common experience whereby faculty can talk 
individually with students and explain what the stu-
dent is seeing, learning, and possibly experiencing. 
Faculty can make a list of cultural events and establish-
ments such as ethnic restaurants and special museums 
to share with students.

Promoting reflection among students increases 
self-awareness. Faculty can engage students by design-
ing written assignments such as journaling logs or 
learning diaries. Requiring students to include a self-
reflection section in their written clinical assignments 
after each clinical experience can also have value in 
promoting cultural competence and understanding. 
Personal letters written by and for the student have a 
dual purpose of addressing personal fears, feelings, as-
sumptions, and expectations about a planned experi-
ence or about different racial and ethnic or age groups 
and later reflecting on the identified written content in 
preparation for writing a major paper. The connecting 
link between the initial letter and the reflection could 
be a service-learning experience. Students can read the 
letters after the experience and reflect on the initial let-
ter in terms of similarities to and differences from their 
previous thoughts, feelings, and assumptions, thus 
providing an avenue for deeper reflection, meanings, 
and considerable learning. Refer to Box 17.2, Strategies 
to Create a Culturally Inclusive Teaching and Learning 
Environment.

Clinical Practice Courses
Emphasis should be placed on inclusive teaching and 
learning not only in classroom settings but also in clin-
ical practice settings. As attention is given to making 
curricular and content changes, opportunities must 

also be provided for clinical practice so that knowl-
edge is reinforced, skills are developed, and changes in 
attitudes occur (see also Chapter 18). Although many 
studies identify barriers and facilitators to successful 
completion of nursing school by minority students, 
these barriers focus on academic factors in the class-
room and fail to include the clinical education experi-
ences of minority students. In an integrative review of 
perceived barriers and facilitators to clinical education, 
Graham, Phillips, Newman, and Atz (2016) found that 
minority students experience significant barriers in 
the clinical setting. These barriers include negative 
interactions between minority students and nursing 
clinical faculty, minority students and their peers, and 
minority students and nursing personnel. The review 
also found evidence of perceived and covert racism 
and discrimination in the clinical settings. Lack of 
attention on the educational clinical experiences of 
minority students is significant because clinical educa-
tion has been found to be the most important factor 
in the development of nursing skills and knowledge 
(Sedgwick, Oosterbroek, & Ponomar, 2014). Other 
studies concur that students participating in clinical 
experiences in a different cultural context required 
higher levels of emotional support to enable them to 
perform at the expected levels (Graham et al., 2016).

Communication is an important skill in clinical 
practice. To address the diversity of communication 
approaches, faculty can encourage students to actively 
observe different ways of communicating by summa-
rizing news articles, watching television programs, 
and listening to the local news. When doing so, faculty 
should direct students to observe eye contact and men-
tion that faculty and students with a Eurocentric back-
ground prefer eye-to-eye contact and often view others 
who do not look them in the eye as dishonest. Faculty 
can also use video clips with examples of communica-
tion interactions between health care team members 
and develop opportunities to practice different com-
munications styles through the use of simulations and 
interprofessional simulations with the health care team 
members.

Helping students develop culturally appropriate 
therapeutic communication skills is equally important. 
Harvey, Robinson, and Frohman (2013) emphasize the 
importance of communication skills and highlight 
that the development of conversational strategies and 
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patterns can aid all students in performing at the ex-
pected level. The authors note, however, that it can be 
difficult for students to change lifelong cultural ways 
of communication to meet the expectations of other 
cultures.

When selecting clinical placement sites, faculty 
should plan to use both inpatient and community-
based facilities. Faculty should make concerted efforts 
to ensure that one in every five patients selected for 
student clinical learning experiences is from a different 
cultural group. Checklists or databases can be estab-
lished for students and faculty to monitor and track 
the gender, age, racial and ethnic makeup, and socio-
economic status of patients assigned for care. When 
using these tracking systems, faculty should take the 
time to explain the systems being used and the ratio-
nale for their use with students.

By visiting urban areas or specific cultural districts, 
faculty can provide opportunities for students to view 
areas of the community that are different from their 
own and conduct an organizational climate audit as 
part of their assignment. For example, grocery stores, 
storefronts, houses of worship, health clinics, and 
businesses could be among the destinations. Often 
manufacturing plants and waste sites may be close to 
housing communities of the underserved. Students 
can be directed to books, movies, and stage plays that 
depict an image of life as experienced by varied cul-
tures. To make these worthwhile experiences, faculty 
can assist students in developing focus points that can 
direct their observations, conversations, and discus-
sions before and after the experience.

Immersion Experiences
Immersion experiences are another beneficial ap-
proach to integrate content, engage students, and af-
ford opportunities for reflection and the development 
of cultural competence. Faculty can use immersion ex-
periences in several ways. One experience can be ser-
vice learning with agencies that serve culturally diverse 
populations or those that have a specific patient popu-
lation (see Chapter  12). The benefits of immersion 
experiences are multifaceted. For example, Kohlbry 
(2016) measured cultural competence constructs in 
pre- and posttest nursing students who participated in 
international service-learning immersion experiences 
and found that the immersion experiences fostered 

cultural competence in nursing students. The study 
found that a teaching strategy using immersion experi-
ences contributed to the students’ “cultural encounters, 
knowledge, skills, awareness, sensitivity, self-efficacy 
and understanding of cultural barriers.” Conroy and 
Taggart (2016) also found that undergraduate and 
graduate nursing students who enrolled in a cultural 
immersion study abroad program indicated in their 
reflection assignments that they found the experience 
to be transformational in living and learning from the 
Chinese people (see also Chapter  13). Another form 
of immersion is the use of ethnographies. Ethnography 
refers to a written presentation of qualitative descrip-
tions of human social information based on fieldwork. 
It offers a close examination of social and cultural phe-
nomena and allows for collection of data through an 
immersion experience in the natural setting. Freedman 
(2015) used ethnography in a cross-cultural food 
choice research study to acquire a deep understand-
ing of cultural backgrounds and specificities of food 
choices among Japanese people. This study suggests 
that ethnography is an excellent method in identifying 
phenomena that has cross-cultural implications. The 
use of ethnography facilitated achieving an intimate 
familiarity with the local food culture.

Online Courses
Online learning is an established method for providing 
nursing education in the United States. Online courses 
can offer quality instruction to remote students, reach 
underserved populations, respond to the diverse 
learning styles of and paces at which students learn, 
break down barriers of time and space, and give ac-
cess to students with different languages and cultures. 
The challenge for nurse educators who teach online 
courses is including culturally responsive learning 
through course design and creative culturally sensitive 
learning activities (Wozniak, 2016).

Recognizing that instructional design cannot be cul-
turally neutral is a first step in the process of developing 
culturally sensitive online course materials and re-
sources. Web users worldwide develop cultures through 
the exchange of ideas, working together on projects, 
and even by developing relationships with other us-
ers of the web (Matusitz, 2014). The same applies to 
students enrolled in online learning because culture 
is discernible in online content and communication, 
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most especially in online discussions and email com-
munications. Clear norms and netiquette (network eti-
quette) must be established at the outset of the course 
to indicate key principles such as respect for diversity. 
Identified five digital tips for including culturally re-
sponsive activities in online courses. These include 
(1) making the learning environment social and safe 
through creative active exchanges and presentations 
using technology tools such as voice thread, (2) using 
e-portfolios that promote “peer learning and cultural 
understanding” through personal essays along with 
photos of the students (faculty can do likewise), (3) en-
gaging students through digital storytelling that might 
provide a personal story through presentation technol-
ogy, (4) developing games and simulations that create 
the reality of the real world, and (5) using digital badges 
that recognize cultural respect and reward achievement 
as a form of credentialing students in areas such as 
leadership, communication, and teamwork.

The roles of the student and the instructor in an 
online course may raise cultural issues. For instance, 
in some cultures it is considered inappropriate for stu-
dents to question the instructor or the knowledge being 
conveyed in the course. The cocreation of knowledge 
and meaning in an online course, coupled with the in-
structor’s role as an equal player in the process, may be 
uncomfortable for a student from this type of culture. 
Conversely, a student whose culture is more commu-
nal and in which group process is valued may feel un-
comfortable in a course where independent learning is 
the primary mode of instruction.

Faculty can devise strategies to facilitate cultural 
engagement in online classrooms. For example, faculty 
can employ approaches to help students understand 
cultural differences such as discussing before the first 
days of class the cultural differences in online class-
room dynamics in the United States in comparison 
with other cultures. Also, to enhance open commu-
nication in the online classroom using developmental 
approaches such as structured group exercises, permit-
ting students to present written assignments verbally 
in small groups and progressing to the point at which 
the fear of participating in discussions is overcome 
have been reported as highly successful in achieving 
this aim. Online courses and experiences have the ad-
ditional potential for linking classrooms for the pur-
pose of establishing cultural exchanges through the 

use of virtual experiences. Additionally, faculty teach-
ing online courses can facilitate students’ awareness 
of their own beliefs and those of others by using peer 
review learning strategies that provide more depth to 
individual learning. Online surveys and journals are 
two strategies for prompting these discussions (see 
also Chapters 21 and 22).

Evaluation of Learning Outcomes
One of the most important responsibilities of the nurse 
educator is to ascertain whether students are achieving 
the course or program learning outcomes. Nursing ed-
ucation has come under public scrutiny to demonstrate 
accountability for the quality of the programs and en-
sure the competence of the practitioners who graduate 
from the nursing programs. With this increased focus 
on accountability and competence, assessment and 
testing practices are major responsibilities of the nurse 
faculty who must ensure that all learning assessments 
are fair, appropriate, and equitable to all groups being 
assessed (Oermann & Gaberson, 2014). When evalu-
ating underrepresented minority students, faculty 
must follow best practices in evaluation, such as hav-
ing specific learning outcomes, providing opportunity 
for learning and practice, and providing clear guide-
lines for evaluation. For diverse nursing students, par-
ticularly those whose primary language is not English, 
testing and evaluation can become major challenges to 
their academic success. Much of the difficulty for these 
students centers around the inability to communicate 
in English, orally and in writing. For some of the mi-
nority students, academic failure results from poor test 
performance, especially on multiple-choice examina-
tions that frequently contain linguistic errors (Moore 
& Clark, 2016). As evaluation strategies, tests, written 
work, and clinical performance must be developed 
with the diversity and language abilities of the students 
in mind (see also Chapters 22, 23, and 24).

If an assessment is biased, the validity of the test and 
assessment scores for all students comes into question. 
Faculty must recognize that low test scores for a person 
with a disability may be because the student needed 
more time and not because of lack of knowledge. 
Likewise, nurse faculty must recognize that minority 
students who are given linguistically biased assess-
ments may have lower scores than their nonminority 
nursing student peers (Oermann & Gaberson, 2014).
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Teacher-made tests often are a source of uninten-
tional multicultural bias. Faculty should review these 
tests to remove any gender or cultural stereotyping; to 
avoid the use of American slang, idioms, or regional 
colloquialisms; and to use language that would be un-
derstood by all students to test fairly (Moore & Clark, 
2016). If tests are biased because of poorly written 
questions, faculty evaluation of student competence 
will be distorted (Hicks, 2011).

One way to avoid these test errors is to have col-
leagues take the teacher-made test; often colleagues 
can provide new insights because they have a fresh set 
of eyes and are more likely to find test construction er-
rors and/or linguistic bias. Linguistic modification of 
test questions has been found to increase the chances 
of minority student academic success (Moore & Clark, 
2016). Linguistic modification is a process by which 
the language load of test items is reduced semantically 
and syntactically while the content and integrity of the 
items are maintained. For highly vulnerable students, 
every test becomes a test of language proficiency. To 
a greater degree than their native English–speaking 
peers, nonnative English speakers must process the 
language of tests and negotiate the cultural expecta-
tions embedded in them.

When faculty write tests, they must consider word 
frequency, word length, sentence length, and linguis-
tic structures such as passive voice constructions, long 
noun phrases, long question phrases, prepositional 
phrases, conditional clauses, and constructions that are 
negative, abstract, or impersonal. According to Bosher 
(2009), there are two common biases in assessment 
of student learning: cultural bias and linguistic bias. 
Cultural bias refers to test items that contain references 
to a particular culture and that will be answered in-
correctly by minority students. Linguistic bias occurs 
in poorly written questions that may require sentence 
completion, include items asking for priority actions 
without bolding or highlighting, or use clauses and 
unclear wording. All of these occurrences can have 
an adverse effect on a student’s test scores, their self-
worth, and ultimately their successful matriculation 
in a program. When evaluating written work, faculty 
must consider the needs of students for whom English 
is not the first language and provide opportunities for 
students to receive feedback and review of their work 
before grading. Doing so will require extra faculty  

effort, but the reward will be in seeing that the mi-
nority nursing student is succeeding. Grading rubrics 
should be used to clarify the elements of the written 
work that will be evaluated.

Clinical performance evaluation of nursing stu-
dents is an important teaching responsibility of nurs-
ing faculty. Evaluation of students in the clinical arena 
depends on having clearly stated learning outcomes 
and opportunity to practice. Part of the problem with 
using clinical tools that are based on course learning 
outcomes is that these course learning outcomes may 
be broad and abstract and may have little connec-
tion to the clinical behaviors needed to demonstrate 
success or failure in the clinical setting (DeBrew & 
Lewallen, 2014). When evaluating students from di-
verse cultures, faculty must take into consideration the 
challenges involved when any student is giving care 
to a patient who is from a different culture from their 
own. In a qualitative study of faculty decision making 
in passing or failing a student in the clinical setting, 
DeBrew and Lewallen (2014) found that some of the 
faculty attempted to explain inappropriate student 
clinical behavior as being a result of cultural differ-
ences in communicating with clients. The authors con-
cluded that deliberate, intentional, reflective practices 
will ensure that students are being evaluated appropri-
ately. Faculty should develop a clear perspective on the 
benefits of clinical evaluation to faculty, students, and 
patients. Refer to Chapter 26 for more on clinical per-
formance evaluation.

SUMMARY

The increasing enrollments of diverse student popu-
lations in nursing programs provide opportunities for 
educators to be engaged in changes and to use current 
knowledge of multicultural education, equity peda-
gogy, and life experiences of diverse students to cre-
ate a rich learning environment so that all students 
have an equal chance to achieve academically and 
professionally. The lack of faculty diversity in aca-
demia also has implications for creating an inclusive 
learning environment devoid of bias. Faculty must 
possess the knowledge, skills, and attitudes to facili-
tate inclusive teaching and guide students to become 
culturally competent. Best practices must be imple-
mented to recruit and retain individuals from diverse 
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racial and ethnic backgrounds, first-generation stu-
dents, persons with disabilities, men, and LGBTQ 
people. Faculty must develop curriculum and course 
requirements that explicitly state goals for cultural 
competence. Given that all encounters are cultural 
encounters and therefore teaching opportunities, fac-
ulty must develop inclusive learning environments 
in which all students are welcome, learn from each 
other, become empowered, manage differences, avoid 
bias, and learn to provide culturally competent care 
to their patients.

The use of teaching–learning strategies that incor-
porate concepts of equity, inclusiveness, and active 
engagement can also affect positive learning. Cultural 
competence may be used as an exemplar for apply-
ing some of the principles of multicultural education 
while at the same time facilitating an understanding 
of its value in quality care. By exemplifying cultural 
competence as a process or a journey, both academic 
leaders and students will realize that lifelong learning 
is inherent and a requirement for teaching, learning, 
and preparing graduates to work in a society that in-
cludes multiple diverse groups.

Principles of inclusive excellence suggest faculty 
give consideration course components including: 
managing the environment, content, instructional 
strategies, assessment of student knowledge, and class-
room dynamics. This is particularly important as long 
as there are power inequities as in the workplace, the 
world, and academia.
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Reflecting on the Evidence

1.	 How can faculty assess their own readiness to 
develop and implement a multicultural and in-
clusive curriculum?

2.	 How do institutional values affect recruitment 
practices, curriculum, and diversity policies of 
the school of nursing?

3.	 How do instructional strategies and course con-
tent and resources contribute to the prepara-
tion of culturally competent nursing graduates?

4.	 What is the government’s role in building a cul-
ture of inclusivity at the institutional level? What 
implications does that role have in providing a 
multicultural education to nursing students?

5.	 What are some characteristics of an inclusive 
learning environment?

6.	 How can faculty use the aforementioned char-
acteristics to build a culture of inclusivity in the 
school of nursing?

7.	 What are some barriers to learning and suc-
cessful program completion experienced by 
minority nursing students?

8.	 Are instructional materials appropriate for a 
multicultural curriculum? To what extent do text-
books support inclusiveness? Are course materi-
als reflective of diversity? Are tests free of gender, 
culture, religious, and ethnic bias? Can course 
policies be implemented fairly for all students?

9.	 To what extent do I:
a.	 support diverse learning styles in my 

classroom?
b.	 seek to incorporate evidence-based teach-

ing strategies?
c.	 encourage discussions from various 

perspectives?
d.	 embrace inclusivity in my pursuit of pedagogy?
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T   he health care system is ever changing and the 
continued focus by the Institute of Health Improvement 
(IHI) on the Triple Aim challenges faculty to prepare 
students for future roles aimed at improving patients’ 
experience of care, improving the health of populations, 
and reducing per capita costs of health care (Berwick, 
Nolan & Whittington, 2008; Boller, 2017). Consequently, 
faculty must prepare graduates to practice in a health 
care system that emphasizes a culture of safety and qual-
ity, is patient centered, and includes community and 
population-based care. Graduates need to use techno-
logically advanced skills for evidence-based practice and 
must attain competencies needed to practice as mem-
bers and leaders of interprofessional health care teams. 
Clinical learning occurs in actual health care environ-
ments and laboratory settings where students apply ac-
quired knowledge and theory, use problem solving skills 
to make sound clinical decisions, and acquire profes-
sional values necessary to work as competent and ethical 
nurses in a variety of established and evolving practice 
environments.

Clinical experience is central to nursing education 
curriculum and is a significant time and resource in-
vestment for students, faculty, and health care agen-
cies. Recent studies demonstrate that reliance on a 
traditional model of clinical education, featuring a 
faculty member designated to supervise and evaluate 
a group of students who are each assigned to care for 
one or two patients in an acute care setting, may not 
offer the intended opportunity to develop proficiency 

in nursing (McNelis et al., 2014). Consequently, nurse 
educators are rethinking learning activities to include 
a variety of strategies, methods and environments 
(Forber et  al., 2016; Ironside, McNelis, & Ebright, 
2014; Patterson, Boyd & Mnatzaganian, 2017).

The purpose of this chapter is to describe the en-
vironments for clinical teaching and learning and tra-
ditional and new teaching methods and models that 
facilitate learning in a variety of environments. The 
chapter will address how the curriculum relates to 
clinical teaching and discuss the roles and responsibili-
ties of clinical teachers.

CLINICAL LEARNING ENVIRONMENT

The environment for practicum experiences may be 
any place where students interact with patients, their 
families, and populations for purposes such as acquir-
ing needed cognitive skills that facilitate clinical reason-
ing and decision making, in addition to psychomotor 
and affective skills. The practicum environment, com-
monly referred to as the clinical learning environment 
(CLE), is an interactive network of forces within the 
clinical setting that influence students’ clinical learning 
outcomes. The environment also provides opportuni-
ties for students to integrate theoretical nursing knowl-
edge into nursing care, cultivate clinical reasoning and 
judgment skills, and develop a professional identity 
(O’Mara, McDonald, Gillespie, Brown, & Miles, 2014; 
Patterson, Boyd, & Mnatzaganian, 2017). The CLE in-
troduces students to the expectations of the practice en-
vironment and the roles and responsibilities of health 
care professionals. To accomplish these outcomes, a 
variety of experiences are required in multiple settings. 

*The author acknowledges the work of Lillian Gatlin Stokes and Gail 
Kost in the previous editions of this chapter.



	 18    TEACHING IN THE CLINICAL SETTING	 329

These settings may be special venues within schools of 
nursing or within acute care settings or communities. 
It is essential that practice environments be supportive, 
allow application of theory to practice, and promote de-
velopment of a positive professional identity so that stu-
dents will develop the qualities and skills and attributes 
needed to become competent and caring professionals 
(Flott & Linden, 2015; Forber et al., 2016; O’Mara et al., 
2014). The following section describes these settings. 
Included among these are practice-learning centers 
such as learning labs, acute and transitional care, and 
community-based environments.

Understanding the Clinical Environment
The clinical environment is vital to nursing education 
and includes settings where nursing care is provided or 
influences health policy. Common environments in-
clude hospitals, clinics, long-term care organizations, 
homecare agencies, and community-based health care 
organizations. The increase in enrollment has created 
the use and expansion of other clinical environments 
such as schools, workplace clinics, and neighborhood 
social service agencies such as homeless shelters and 
food banks. Skill/clinical resource laboratories are an 
important aspect of the CLE and often include the 
opportunity for simulation-based experiences (SBE). 
The CLE has been described as a place where students 
synthesize the knowledge gained in the classroom and 
make applications to practical situations. A number 
of forces affect expected learning outcomes, including 
the availability of staff for supervision and coaching 
and the degree of student-centeredness exhibited by 
the clinical teachers (Forber et al., 2016). Additionally, 
opportunities available for students to pursue indi-
vidual learning outcomes define the effectiveness of 
the clinical environment (Forber et al., 2016). The ex-
tent to which the clinical environment values nurses’ 
work and provides an adaptive culture that embraces 
innovation, creativity, and flexible work practices is 
another important aspect that sets the stage of effec-
tive learning (Forber, et al., 2016). These forces, cou-
pled with the need to adjust to an environment that 
requires an integration of thinking skills and perfor-
mance skills, often result in increased anxiety among 
students. Creating a supportive clinical environment 
involves comprehensive orientation of students to the 
environment, ensuring they are prepared to perform 

necessary skills, and encouraging the development of 
clinical reasoning (Flott & Linden, 2015). Creating an 
environment that welcomes students, promotes learn-
ing, and facilitates praxis—the application of theory 
to practice—ensures learners have the opportunity to 
become competent nurses (Flott & Linden, 2015).

Traditionally, clinical rotations have consisted of 
short blocks of time spent on a unit caring for a patient 
or two, mostly performing nursing skills with little or 
no time dedicated to focus on integration of theory, 
application of critical thinking, and clinical reasoning. 
Often there was minimal focus on providing feedback 
or effective evaluation of the interventions performed. 
Additionally, the activity of the CLE can often focus 
on the operational aspects of the unit, resulting in an 
emphasis on completing tasks and maintaining unit 
schedules. Nursing staff are expected to meet pro-
ductivity goals and are caring for patients who are ex-
tremely ill with multiple health care needs in complex 
and dynamic organizations. Nurses intuitively want to 
be good role models and nurture students but often do 
not have the time to do so. Faculty must balance the 
operational needs of the unit with the importance of 
ensuring that students receive feedback and have the 
opportunity to focus on daily learning goals related to 
clinical reasoning, socialization into the profession, 
and clinical course outcomes.

Regardless of the location of the practice setting, fac-
ulty and staff should provide an environment in which 
caring relationships are evident. The clinical practice 
environment should be a place where students feel that 
they are accepted and their contributions are appreci-
ated by individuals with whom they interact (Flott & 
Linden, 2015). Attributes of staff, such as warmth, sup-
port in obtaining access to learning experiences, and 
willingness to engage in a teaching relationship, are 
considered essential aspects of a positive CLE.

Clinical Learning Resource Centers
Initial teaching and learning of psychomotor, cog-
nitive, and affective skills in nursing education has 
traditionally begun in a laboratory setting or clini-
cal learning resource center. The clinical learning 
center is used at several stages of students’ learning 
to foster a nonthreatening and safe learning environ-
ment. These centers encourage guided experiences 
that allow students to practice and perfect a variety of 
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psychomotor, affective, and cognitive skills, such as 
critical thinking and clinical reasoning, before mov-
ing into complex patient environments. Recently, de-
liberate practice theory has emerged as a theoretical 
framework to guide the organization of clinical re-
source centers.

Deliberate practice theory purports the learner 
needs repetitive practice to develop the level of mastery 
to ensure their skill proficiency is adequate to perform 
on actual patients in the clinical setting. Performance 
feedback by someone who is a master of the skill is the 
defining characteristic of deliberate practice (Gonzalez 
& Kardong-Edgren, 2017). Once the learner demon-
strates mastery of the skill in a decontextualized situ-
ation using a task trainer, faculty should contextualize 
the use of the skill in a simulated patient care situation. 
Deliberate practice theory recognizes the phenomenon 
of skill decay, which occurs when there is a long gap 
in time between initial mastery of the skill and actual 
use of the skill in patient care. Integration of deliberate 
practice requires periodic practice and review of skills 
with feedback to ensure skill mastery is maintained 
(Gonzalez & Kardong-Edgren, 2017). Simulation is 
one example of a teaching method used in the practice 
learning center. This method is increasingly used to 
evaluate knowledge acquisition and psychomotor skill 
sets (Oermann, Kardong-Egren, & Rizzolo, 2016).

Simulation-Based Experiences
The International Nursing Association for Clinical 
Simulation and Learning (INACSL) defines simulation-
based experiences (SBEs) as “A broad array of structured 
activities that represent actual and potential situations 
in education, practice and research. These activities al-
low participants to develop or enhance knowledge, skills 
and/or attitudes and provide an opportunity to analyze 
and respond to realistic situations in a simulated envi-
ronment.” (INACSL Standards Committee, 2016).

The explosion of SBEs as a standard clinical learn-
ing activity is evident in the literature (Foisy-Doll & 
Leighton, 2018), and a robust multisite study validates 
the use of this modality in clinical education (Hayden, 
Smiley, Alexander, Kardong-Edgren, & Jeffries, 2014). 
This study included 10 prelicensure sites and used a 
three-group quasiexperimental research design. Study 
participants also rated how their learning needs were 
met in both simulation and in the clinical environment. 

Study results found no significant differences between 
all groups among assessment measures. The study vali-
dates simulation as high-quality clinical learning expe-
rience that can be used to replace a significant number 
of traditional clinical hours when rigorous standards 
are met to ensure the quality of SBE use, Alexander 
et al. (2015) validated best educational practices. Each 
state’s board of nursing regulates the use of SBE, de-
termining the number of SBE clinical hours that can 
be used as a component of clinical education. Faculty 
need to access, know, and follow their state’s regulatory 
requirements regarding SBE.

The National Council of State Boards of Nursing 
(NCSBN) has published guidelines for using SBE in 
prelicensure nursing programs that provide faculty 
and administrators information to use when preparing 
and planning for successful use of simulation as a clini-
cal experience (Alexander et  al., 2015). Additionally, 
INACSL has established, regularly updated, and pub-
lished standards addressing guidelines for the mul-
tiple aspects of SBE: prebriefing, scenario design and 
implementation, debriefing practices, operations, and 
evaluation (INACSL Standards Committee, 2016). 
Adherence to the INACSL standards ensures SBEs 
meet the intended clinical education outcomes and 
promote quality evidence-based learning in simulated 
clinical environments (see also Chapter 19).

Virtual Clinical Learning Environments
Given the challenges of finding sufficient clinical ex-
periences for students and the advancement of virtual 
technology, faculty are incorporating virtual clinical 
experiences made possible by online technologies that 
can create virtual clinical environments (Andersen 
et  al., 2018; Duff, Miller, & Bruce, 2016) that virtu-
ally simulate specialty hospitals units such as intensive 
care communities, neighborhoods, and home envi-
ronments. Virtual simulations create opportunities 
for clinical experiences to practice critical thinking, 
clinical reasoning, communication, and teamwork 
as a member of the interprofessional team (Peddle, 
Bearman, & Nestel, 2016). Virtual patients are pre-
sented to individual or teams of students. Learners 
interact with a virtual environment and authentic clin-
ical scenarios for the purpose of managing a patient 
problem. The computer-based technology supports 
clinical experiences that are flexible, reproducible, can 
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be disseminated across a larger number of students, 
and permit access at times when traditional clinical 
environments are unavailable. Early research indicates 
virtual patient SBE can be meaningful and produce 
positive learning outcomes when the activities are well 
designed and sequenced appropriately and the scenar-
ios facilitate authentic interaction between the student 
and the patient (Duff, Miller, & Bruce, 2016; Padilha, 
Machado, Ribeiro, & Ramos, 2018; Peddle, Bearman, 
& Nestel, 2016).

Virtual reality featuring haptic technology is emerg-
ing as a method to help student practice and develop 
fundamental psychomotor skills, such as Foley catheter 
insertion (Butt, Kardong-Edgren, & Ellertson, 2018). 
Students don virtual reality headgear and custom hap-
tic technology to practice and master skill performance 
using game-based learning principles (Butt et al., 2018). 
This system of skill acquisition allows students to prac-
tice and maintain skill proficiency over time. Medicine 
and surgery have used haptic technology successfully 
for several years. As the technology is developed, it 
will likely become ubiquitous as a clinical education 
method to ensure students can perform skills safely 
before applying them in actual patient care situations.

Telehealth
The National Council of State Boards of Nursing 
(2017) posits the expansion of telehealth is a grow-
ing model of care that addresses provider shortages, 
expanded payment systems, and the use of employer 
and retail health clinics. Nurse educators have used 
telehealth as a clinical learning experience over the 
past decade. The virtual clinical practicum (VCP) is 
designed to provide a live synchronous clinical expe-
rience to nursing students from a distance. Students 
gain clinical experience and practice skills and clini-
cal judgment using telehealth technologies in which 
students observe a nurse taking care of a patient in 
a clinical setting without going to the actual clinical 
site, or as a registered nurse in masters and doctoral 
programs who are learning to provide the primary 
care. The students can interact with the nurse, other 
members of the interprofessional team, and the pa-
tient using telehealth technology. The VCP process is 
developing as a potential solution in response to lim-
ited clinical practice sites and limited access to clinical 
experts and for specific populations, such as acute care 

pediatric patients. VCP provides needed clinical learn-
ing opportunity, especially in rural areas. As the use of 
telehealth increases, specific competencies are begin-
ning to be identified to ensure the care delivered is safe 
(van Houwelingen, Ettema, Kort, & Ten Cate, 2017). 
The use of telehealth as a clinical experience should 
include preclinical experiences that address telehealth 
skills such as triaging, assessing patient condition us-
ing telehealth technology, managing complex situa-
tions via videoconferencing, and collaborating and 
communicating with patients and other disciplines 
(van Houwelingen, Moerman, Ettema, & Kort, 2016).

Acute and Transitional Care Environments
Acute and transitional care environments provide 
clinical experiences for undergraduate and gradu-
ate students preparing for advanced practice roles. 
Experiences in these environments enable under-
graduate students in particular to exemplify caring 
abilities and practice the use of cognitive, psychomo-
tor, and communication skills as they interact with 
patients and their families. These environments have 
become increasingly complex. A sentinel multisite 
study found that the complexity relates to factors 
such as extensive use of technology (e.g., electronic 
health records), rapid patient and staff turnover, high 
patient acuity, and complex patient needs (McNelis 
et al., 2014). These sites are suitable for learning ex-
periences that focus on providing care in complex 
clinical settings, and faculty must consider the level 
of the student, the focus of the experience, and the 
increased risk to patient safety when students have 
clinical assignments in these units. Acute care CLE 
are recognized as appropriate for midlevel and senior 
students because of the acuity of patients and the 
complex environment. Faculty should match the level 
of the student, and beginning students will likely have 
better learning outcomes when early experiences em-
phasize stable and predictable workflow (Hansen & 
Bratt, 2017).

Clinical Cases, Unfolding Case Studies, 
Scenarios, and Simulations
Simulated experiences that provide opportunities 
for students to integrate psychomotor, critical think-
ing, and clinical reasoning decision-making skills 
are equally valuable in assisting students to critically 
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evaluate their own actions and reflect on their own 
abilities to apply theory to practice. The use of the 
high-fidelity Human Patient Simulator (HPS) is one 
example of using realistic scenarios to prepare stu-
dents for clinical experiences, substitute for unavail-
able or unpredictable clinical experiences, or enhance 
clinical experiences in a safe environment. The use of 
HPS enhances the application of classroom theory to 
the practicum environment (Hansen & Bratt, 2017). 
Students’ learning with the HPS method can be en-
hanced, patient care can be optimized, and patient 
safety can be improved. Additional benefits may in-
clude enhanced learning in a risk-free environment, 
promotion of interactive learning, repeated practice 
of skills, and immediate faculty or tutor feedback (see 
Chapter  19 for additional discussion). Point of care 
cases, unfolding case studies, and scenarios are helpful 
in preparing students for clinical experiences, provide 
opportunity for students to encounter the trajectory of 
illness for patients across multiple settings (e.g., acute 
care, rehabilitation facility, and home), and allow for 
intentional design of clinical learning aimed at bridg-
ing the gap between classroom and practice (Benner, 
Sutphen, Leonard, & Day, 2010; McNelis et al., 2014).

Community-Based Environments
The health care delivery system and implementation 
of the IHI Triple Aim is continuing to shift nurs-
ing practice from acute care hospital environments 
to the outpatient and community settings. These 
changes have resulted in care provided through the 
medical home model (Mullins, Skemp, & Maas, 2016; 
Sebastian et al., 2018; Wros, Mathews, & Voss, 2015) 
and an increased use of community agencies such 
as ambulatory, long-term, home health, and nurse-
managed clinics; hospice; homeless shelters; social 
agencies (e.g., homes for battered women); physicians’ 
offices; health maintenance organizations; and work-
site venues and summer camps.

The use of technology such as video conferencing, 
wireless remote communication, information systems, 
and online courses has made it possible for clinical ex-
periences in a community-based environment to oc-
cur at a distance. The transition to community-based 
teaching requires the faculty to ensure that learning 
opportunities available in the clinical placement allow 
the student to achieve the learning objectives. Faculty 

must adapt clinical learning experiences and incor-
porate skills used to develop competency with new 
technology and modify teaching methods (Bisholt, 
Ohlsson, Kullén Engström, Sundler Johansson, & 
Gustafsson, 2014). Additionally, faculty must adapt to 
methods of clinical supervision such as being acces-
sible by mobile phone and texting.

Establishing appropriate and sufficient learning 
experiences in the community may be difficult and 
challenging. These challenges often relate to eco-
nomic constraints and the changes in nurse staffing 
patterns, with a resultant lack of time for professionals 
to facilitate skill development and serve as role mod-
els. These challenges may require faculty to be creative 
in their use and selection of resources within these en-
vironments and to consider establishing partnerships 
with the service agencies. Using community-based 
settings creates opportunity for critical thinking, un-
derstanding the health care system, and development 
of communication skills. Faculty can provide other 
experiences using simulation or the clinical learning 
laboratory to assist students to develop proficiency in 
skills traditionally performed in the acute care setting.

Learner-Centered Clinical Education 
Environment
Every health care environment and specific unit within 
these environments has a culture. The culture of the 
immediate environment affects teaching and learning 
(Flott & Linden, 2015; Forber, DiGiacomo, Deavidson, 
Carter, & Jackson, 2015). For example, the culture or 
patterns of actions and behaviors of the health care 
professionals can be observed in their attitudes, inter-
actions, teamwork, and commitment to quality and 
safe patient care. Staffing levels, acuity of patients, 
anxiety of staff, and workload can influence these ac-
tions and behaviors. These aspects of the culture of the 
environment can in turn influence the time staff has 
to devote to students. The culture of the environment 
may also result in behaviors related to lateral violence. 
Lateral violence is often observed, witnessed, and ver-
balized by students. These verbalizations provide an 
opportunity for faculty to implement strategies and 
assist students with processing what they may be see-
ing, hearing, and feeling, and thus lessen the effects 
of these behaviors on students’ learning. For example, 
faculty can hold debriefing sessions, listen to students’ 
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perceptions, and make concerted efforts to balance 
students’ feelings and thoughts by using appropri-
ate strategies to soften, yet not deny, the reality of the 
culture.

Selecting Health Care Environments
Regardless of the practice environment, faculty are re-
sponsible for selecting appropriate CLEs within health 
care agencies and other organizations such as schools 
and social service agencies. Faculty must be aware of 
what particular systems are in place within the pro-
gram to negotiate contracts that are congruent with the 
philosophies of the school of nursing and the agency 
and those that specify the rights and responsibilities of 
both. Determinations must be made about regulation 
and accreditation status, adequacy of staff, the patient 
population for needed experiences, expected course 
outcomes, and if the practice model is compatible for 
intended uses and curriculum needs. In addition, the 
adequacy and availability of physical resources (e.g., 
conference space) for students and faculty should be 
determined.

Finding a practice environment that meets all speci-
fied needs is becoming a challenge because of factors 
associated with the delivery of health care. For example, 
rapid patient turnover often means faculty must select 
available patients rather than those who best meet stu-
dents’ learning needs. This limitation in patient avail-
ability can create opportunities for faculty to be creative 
in the manner in which learning experiences are se-
lected and teaching strategies are used. Regardless of 
the limitation, the role of the faculty is to assist students 
in making learning connections focused on application 
of content presented in the classroom to clinical prac-
tice. Dual clinical and classroom assignments for fac-
ulty may assist in making those necessary connections 
between clinical and classroom. “The very strength of 
pedagogical approaches in the clinical setting is itself 
a persuasive argument for intentional integration of 
knowledge, clinical reasoning, and skilled know-how 
and ethical comportment across the nursing curricu-
lum” (Benner et al., 2010, p. 159). Thus faculty have a 
significant role in helping students make the necessary 
connections between clinical and classroom experi-
ences as they learn to think and act like a nurse (Jessee 
& Tanner, 2016) in spite of limitations for clinical learn-
ing in the health care environment.

Building Relationships With Personnel 
Within Health Care Agency Environments
The ability of the clinical faculty to facilitate students’ 
learning can be enhanced when an effective working 
relationship is established within the clinical agency. 
Effective relationships begin with effective communi-
cation, which must be practiced in an ongoing man-
ner to maintain relationships and facilitate learning 
(Forber et  al., 2016). This requires having an under-
standing of the environment and the roles of the in-
dividuals within the environment, adapting teaching 
approaches to the situation, and establishing relation-
ships aimed toward enhancing the educational experi-
ence. These elements do not exist in isolation but are 
patterned to dovetail with or complement other roles. 
Information should be shared continually, clearly, and 
consistently about goals, competencies, and expected 
outcomes; the level of students; practice expectations; 
the clinical schedule; and related information. Such in-
formation enables staff to assist with identification of 
appropriate experiences for students.

Inasmuch as clinical faculty have the primary re-
sponsibility for teaching and guiding students in the 
clinical environment, others often assist in the pro-
cess. Therefore the sharing of expectations with the 
staff is critical. Ensuring an orientation to the practi-
cum environment and having students engage with 
staff early in the clinical experience promote positive 
student–staff interaction and provide opportunities 
for role clarification and the development of col-
legial relationships. A consistent demonstration of 
awareness of the mission and values of the agency 
through actions that are inherently respectful is cru-
cial. Follow-up communication provides an avenue 
for those within the practice environment to keep 
abreast of changes.

CLINICAL PRACTICUM EXPERIENCES 
ACROSS THE CURRICULUM

Understanding the Curriculum
The curriculum, composed of a series of well-organized 
and logical entities, guides the selection of learning ex-
periences and clinical assignments, organizes teaching–
learning activities, and informs the measurement of 
student performance. The manner in which the cur-
riculum is organized guides the planning of learning 
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experiences in a logical, rational sequence. The cur-
riculum is designed to build on prior knowledge and 
to reinforce the application of learning. Although this 
description of curriculum relates to process, this does 
not preclude faculty’s use of creative and innovative 
methods in clinical environments. Creative methods 
have a high potential to motivate students and facilitate 
construction of knowledge to be applied in practice. 
Studies focused on perceptions of both clinical instruc-
tors and students indicate understanding the whole 
curriculum is a critical aspect of clinical instruction 
(Benner et al., 2010; Bisholt et al., 2014; Forber et al., 
2016; O’Connor, 2015). As students progress and en-
gage in varied practicum experiences, it is faculty’s re-
sponsibility to interpret the curriculum and to describe 
the relationships between program outcomes, course 
competencies, and practicum experiences (Fletcher & 
Meyer, 2016).

Understanding the Student
Clinical experiences provide opportunities for stu-
dents to practice the art and science of nursing, which 
enhances their ability to learn. To maximize these ex-
periences, faculty must have full knowledge and un-
derstanding of each student (see also Chapter 2). The 
nursing student population is culturally diverse and 
includes members of varied age groups, many ethnic 
and racial groups, and an increasing number of men. 
This population is also likely to include persons with 
(or without) prior degrees from a variety of disciplines 
and those who possess many different health care ex-
periences and technological skill levels. In addition, 
students differ in their learning styles, levels of knowl-
edge, and preferences for learning experiences; there-
fore faculty must make concerted efforts to balance the 
students’ learning needs, interests, and abilities when 
selecting clinical experiences without losing sight of 
the curriculum and expected competencies and out-
comes. Making an assessment of knowledge, culture, 
and skills of the learner can facilitate creating a posi-
tive, learner-centered experience for students (Thomas 
& Asselin, 2018). Completing a baseline assessment 
helps the faculty determine the students’ beginning 
competencies related to knowledge, cognitive habits, 
critical thinking, clinical reasoning, decision making, 
and psychomotor and affective skills needed for learn-
ing in the CLE.

Selecting Clinical Practicum Experiences
Practicum experiences refer to all activities in which 
students engage in the practice of nursing. Such experi-
ences are essential for knowledge application, skill de-
velopment, and professional socialization. Practicum 
experiences are selected and planned to provide stu-
dents with opportunities to work across settings and 
manage care for varied populations with emphasis on 
applying theory content from the classroom to the clini-
cal experiences. Clinical experiences should include an 
emphasis on the nursing roles related to health promo-
tion, disease prevention, managing patients with acute 
and chronic conditions, and palliative and end-of-life 
care. Selection of practicum learning experiences re-
quires all faculty to be knowledgeable about teaching 
and learning in the clinical environment and have a 
sound understanding of the curriculum, the learners, 
and the learning environment. Clinical faculty should 
have in-depth understanding of course outcomes and 
know the competency evaluation process.

The practicum experiences should also help stu-
dents prepare for outcomes in a progressive, develop-
mental manner. Experiences with patients from diverse 
populations and with different levels of wellness should 
be provided. Faculty should take advantage of oppor-
tunities to use their creative talents, clinical skills, and 
expertise to ensure that all students have opportunities 
to interface virtually or directly with a variety of patient 
populations.

As faculty begin to plan the clinical experience, it is 
essential to determine the goal of the particular clini-
cal experience for that day. For the beginning student, 
focused clinical experiences in which the student is 
to focus on specific objectives and to achieve spe-
cific competencies incorporating individual learning 
needs requires faculty to create focused, goal-oriented 
learning activities (Fletcher & Meyer, 2016). In a fo-
cused clinical learning activity, instead of providing 
all required care for one or two patients, students can 
focus on becoming proficient at a particular skill by 
practicing that skill for several patients. For example, 
students may interview several patients to work on 
communication skills, perform vital sign assessments 
on multiple patients to develop this particular skill set, 
or focus on learning standards of care in a specialty 
area. Organizing learning experiences allowing stu-
dents to assign and delegate care or give and receive 
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reports are other examples of focused clinical learn-
ing activities. The purpose of focused clinical learn-
ing is to design clinical learning experiences, focusing 
on repetitive practice related to a particular skill set. 
Focused experienced should integrate students’ indi-
vidual learning needs and focus on course outcomes 
(Cook, 2016).

Other learning goals may emphasize facilitating 
students’ ability to synthesize information, integrate 
didactic and clinical knowledge, develop clinical rea-
soning and judgment skills, and plan care for groups 
of patients (Benner et al., 2010; Cook, 2016). Here, as-
signments that involve planning care for patients with 
complex needs and for multiple patients are appro-
priate. These integrative clinical experiences prepare 
students for transition to practice and typically occur 
toward the end of the program.

The selection of experiences should be consistent 
with the desired course and curriculum outcomes, 
which may be multiple and specific to the nursing 
program. For example, the expected outcomes for stu-
dents in an undergraduate degree nursing program 
are different from those for students in a graduate de-
gree program. Therefore the learning experiences and 
clinical environment that are selected and the practice 
opportunities that are offered to students should be 
congruent with the program outcomes.

Interprofessional Clinical Education
Learning to collaborate with the many health care 
groups involved in patient care is increasingly be-
coming a fundamental competency expected of all 
health professionals. Through interprofessional clini-
cal learning experiences, nursing students can learn 
to work collaboratively with a variety of health disci-
plines (Grace, McLeod, Streckfuss, Ingram, & Morgan, 
2016). Therefore students should be provided with 
opportunities to work as members of interprofessional 
teams and in practice environments where practice 
models are used for joint planning, implementation, 
and evaluation of outcomes of care. The goal of in-
terprofessional education is to foster development of 
teamwork competencies while enhancing contribution 
to each profession (Ketcherside, Rhodes, Powelson, 
Cox, & Parker, 2017; Selleck et al., 2017).

Interprofessional simulations may assist students in 
health care disciplines such as nursing, medicine, phar-

macy, and respiratory therapy to learn about the clinical 
management of a variety of patients. Several recent stud-
ies demonstrate interprofessional simulations improve 
knowledge, skills, and attitudes essential for collabora-
tion in patient care (Palaganas, Brunette, & Winslow, 
2016). Through shared learning, development of skills 
critical to collaborative communication and team func-
tioning, and shared knowledge creation, interprofes-
sional clinical education leads to trust and thoughtful 
decision making (Grace, et al., 2016; Ketcherside et al., 
2017; Palaganas et al., 2016; Selleck et al., 2017).

Nursing faculty are increasingly participating in 
teams and designing interprofessional clinical courses 
and learning experiences. Successful course develop-
ment and implementation depend on faculty’s com-
mitment to the goal of interprofessional practice and a 
wide range of additional factors. For example, educators 
must demonstrate professional respect and role clarity. 
Educators must also have the ability to secure clinical 
facilities and develop schedules for clinical experiences 
that are compatible with the concurrent coursework 
and curriculum progression in each discipline. Other 
factors include identification of content and experi-
ences with similarities, differences, and overlaps, and 
clarification of autonomy and role interdependency. 
Success depends on the ability to identify philosophical 
similarities and differences in clinical practice and to 
establish clear communication through avenues such as 
frequent interdisciplinary clinical conferences.

An expected outcome of interprofessional education 
is increased future collaboration among professionals 
(Selleck et al., 2017). The assumption is that students 
who are taught together will learn to collaborate more 
effectively when they later assume professional roles in 
an integrated health care system. Rewards and benefits 
of interprofessional practice and education include 
clearer understanding of roles and better employment 
opportunities for graduates. The long-term outcome is 
improved access to care, quality care, and increased pa-
tient satisfaction and safety (see also Chapter 11).

Evaluating Experiences
Students are required to demonstrate multiple behav-
iors in cognitive, psychomotor, and affective domains. 
Consequently, clinical faculty must evaluate students 
in each of these areas. The evaluation must be both 
ongoing (formative evaluation) to assist students in 
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learning and terminal (summative evaluation) to de-
termine learning outcomes. Constructive and timely 
feedback, which promotes achievement and growth, is 
an essential element of evaluation. For a discussion of 
clinical performance evaluation, refer to Chapter 26.

Scheduling Clinical Practicum Assignments
Although faculty schedule clinical practicum experi-
ences to promote learning, there is ongoing dialogue 
about the best way to schedule experiences, with em-
phasis placed on the length of the experiences (hours 
per day, number of days per week, number of weeks 
per semester), the timing of the experiences in relation 
to didactic course assignments, and student needs. 
Faculty should consider course goals related to both 
theory and clinical courses and integration of theory 
content with clinical experiences when making sched-
uling decisions.

When the learning goal is to integrate students into 
a clinical setting or when the students are working 
with a preceptor, students may work the same shift as 
the nurse with whom they are paired. Many acute care 
hospitals have an 8-hour shift option, whereas others 
have only 12-hour shifts. Giving students the oppor-
tunity to work the 12-hour shift affords the full scope 
of practice in any given nurse’s day. Students are able 
to quickly see and experience the role of the nurse. 
Rossen and Fegan (2009) conducted a small study of 
senior nursing students in a second degree program 
working a 12-hour shift and found that benefits in-
cluded that students felt accepted by staff, had better 
socialization, and experienced a realistic work envi-
ronment. Disadvantages included decreased teaching 
time from the faculty. Although a shorter clinical day 
allows for skill acquisition, there is little time for the 
development of extensive critical thinking, clinical 
reasoning, and evaluation of care. It is equally impor-
tant that students be exposed to the unit’s structure, 
operations, and culture.

Although results of research about outcomes and 
student satisfaction with timing and scheduling of 
clinical experiences offer some guidance, faculty also 
must consider additional variables such as availabil-
ity of patients, clinical facilities, course schedules, and  
student needs. Scheduling is frequently influenced by 
the desire to have concurrent classroom and clinical 
experiences so that knowledge can be transferred and 

applied immediately. Clinical scheduling can be fur-
ther complicated by the need to coordinate schedules 
of students from more than one school of nursing. 
Thus ideal scheduling may not be a reality.

EFFECTIVE CLINICAL TEACHING

The roles and responsibilities required for clinical 
teaching are many and complex. Clinical teachers must 
understand the curriculum, use teaching skills to facili-
tate learning, interact with the staff in the clinical set-
ting, and model expert nursing care. Effective clinical 
teaching uses multiple instructional techniques and 
teaching tactics to develop and adapt to the environ-
ment in which students have opportunities. The clini-
cal instructor must facilitate relationships with staff 
and patients while implementing activities aimed at 
fostering mutual respect and support for students with 
each other while they are achieving identified learning 
outcomes. Faculty who teach in practicum environ-
ments are the crucial links to successful experiences for 
students and also work collaboratively with the nurs-
ing staff and administration to ensure patients involved 
with student learning receive safe and quality care.

Research about clinical teaching over time con-
sistently indicates that effective clinical teachers are 
clinically competent, communicate clear expectations, 
are approachable, and can coach students through 
difficult patient situations (Thomas & Asselin, 2018). 
Additionally, students indicate effective clinical teach-
ers have knowledge of the clinical environment and 
curriculum, make clinical learning enjoyable through 
supportive actions, express empathy, and communicate 
passion for the profession (Reising, James, & Morse, 
2018). Making clinical learning enjoyable involves 
helping students connect theory to practice and apply-
ing clinical reasoning while using a patient-centered 
approach to addressing problems (Cook, 2016; Forber 
et al., 2016).

Being knowledgeable and being able to share prac-
tice wisdom with students in clinical settings is es-
sential. Such knowledge includes an understanding 
of the theories and concepts related to the practice of 
nursing. Equally important is an ability to convey the 
knowledge in an understandable manner.

Effective clinical teaching requires educators to 
coach students as they learn clinical reasoning and 
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judgment. Clinical reasoning is a “complex process that  
uses cognition, metacognition, and discipline-specific 
knowledge to gather and analyze patient information, 
evaluate its significance, and weigh alternative ac-
tions” (Simmons, 2010, p. 1151). Clinical judgment 
is the outcome of the clinical reasoning process and 
is defined as “an interpretation or conclusion about 
a patient’s needs, concerns or health problems and/
or the decision to take action (or not), and to use 
or modify standard approaches, or to improvise 
new ones as deemed appropriate by the patient’s re-
sponse” (Tanner, 2006, p. 204). Clinical reasoning 
occurs when an individual has the ability to reason 
about the details of a particular clinical situation and 
identify what is salient (Benner et al., 2010; Tanner, 
2006). Effective and efficient clinical reasoning is 
derived from knowing the patient, grasping baseline 
data, and understanding the patient’s response to the 
situation at hand (Tanner, 2006). Clinical reasoning 
requires knowledge, skills, and abilities grounded in 
reflection. Taking time to reflect about a situation af-
ter a difficult or challenging clinical situation is an 
essential clinical teaching strategy. Creating post-
clinical assignments and providing written feedback 
facilitates the habits of reflection that are important 
for developing expert practice.

Beginning students struggle with the ability to 
engage in clinical reasoning required to make sound 
judgments. The novice student does not have the 
ability to identify the subtle or relevant cues seen 
in a patient whose health condition is changing and 
for whom complications are beginning to occur. 
Faculty can assist students in identifying these sub-
tle and relevant cues and start to collaborate with 
other health care professionals to provide the inter-
ventions needed to anticipate potential problems 
and consider the options for eliminating or treat-
ing complications (Box 18.1) (Cappelletti, Engel, & 
Prentice, 2014).

Teaching behaviors that facilitate students’ develop-
ment in higher-order thinking skills include prompts 
to help students recognize the salient cues in a situa-
tion, prioritization, retrieval, and application of theo-
retical and factual knowledge from coursework. Most 
importantly, effective clinical instruction focuses on 
helping students think contextually with intent to 

understand the unique characteristics of the patient’s 
situation at hand (Benner et al., 2010).

Clinical teaching involves using motivational strat-
egies to help students recognize the connections be-
tween classroom and theory while acknowledging 
their development toward attaining course and pro-
gram competencies. Clinical faculty should discuss 
course goals and help student connect to the practi-
cum arena, exhibiting enthusiasm about the profes-
sion, discerning student expectations, establishing 
feedback systems, and trying new and different teach-
ing strategies. Using case studies, meaningful reflec-
tive activities, and other assignments such as concept 
maps helps students connect classroom content as a 
way to prepare students for clinical and can bridge 
the gap between didactic courses and clinical learning 
experiences.

Effective clinical teaching involves the ability to op-
timize the environment to provide meaningful learn-
ing experiences focused on predetermined objectives 
(Fletcher & Meyer, 2016; Nielsen, 2016). Facilitation 
of cooperative learning, active engagement, and the 
use of a variety of methods for learning leads to highly 
effective clinical learning (Fletcher & Meyer, 2016). 
Common examples of cooperative strategies are peer 
teaching and pairing students for student-to-student 
instructions.

Nursing students experience stress and anxiety in 
clinical learning situations. Negative relationships with 
faculty can contribute to anxiety (Sweet & Broadbent, 
2017). The effective clinical teacher recognizes stu-
dents’ need for supportive and professional relation-
ships and develops an interpersonal style that promotes 
a collegial learning environment. Behaviors such as 
showing appreciation for staff and treating students 
with respect, correcting mistakes without belittling, 
and being supportive and understanding of students’ 
concerns are essential clinical teaching behaviors 
(Reising et al., 2018; Sweet & Broadbent, 2017). A posi-
tive environment is significantly influenced by faculty 
who are available, set clear expectations, are approach-
able, and provide frequent formative feedback (Sweet 
& Broadbent, 2017)

The literature points to the importance of build-
ing relationships between students and teachers early 
in the clinical course or rotation. Taking the time 
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to identify each student’s strengths, perceived chal-
lenges, and individual goals creates a positive expecta-
tions and prevents faculty from making assumptions 
and reacting to students’ gaps in knowledge, misun-
derstandings, or poor performance. Unsubstantiated 
assumptions regarding student intent or motivation 
may be perceived by students as being disrespect-
ful and can create unnecessary anxiety. Connecting 
with individual students early in the relationship as-
sists faculty in determining the approach and strate-
gies needed to meet students’ learning needs (Sweet & 
Broadbent, 2017).

Teacher confidence is another factor that enhances 
learning; teachers who lack confidence may create  
a climate that compromises approachability between 
themselves and the students they teach. A part of 
teacher confidence is establishing a foundation of 
nursing knowledge and developing the skills to con-
vey that knowledge to students in an understandable 
frame (Reising et al., 2018). When clinical teachers use 
their nursing and teaching expertise to support learn-
ing, the teacher–student relationship is strengthened. 
Additional characteristics of effective teachers are 
listed in Box 18.2.

Questioning, Coaching, and Giving 
Feedback
Questioning students throughout the clinical day is an 
essential teaching skill to develop. Clinical environ-
ments are busy, and the responsibilities of the clinical 
faculty can create competing priorities. Consequently, it 
can be tempting to give information to students rather 
than ask questions. Giving information may seem like a 
timesaving strategy and is appropriate in circumstances 
involving a safety concern that must be addressed imme-
diately. However, asking empowering questions (Cook, 
2016) that elicit what a student knows allows the student 
to construct their own understanding and facilitates 
critical thinking and clinical reasoning. Questioning 
is an important strategy used to facilitate a transfer of 
knowledge from didactic to practicum (Cook, 2016).

Faculty should be cognizant that the type of ques-
tions can explore a range of salient topics during 
exchanges with students and should begin by ask-
ing questions that identify student’s baseline level of 
knowledge and understanding. Cook (2016) describes 
several categories of empowering questions: clarifying 
questions, such as “can you tell me more about that?” or 
“tell me about the details that led to your assessment”; 

B O X   1 8 .1
CLINICAL REASONING

Diagnosis, Problem, Expected 
Signs and Symptoms Relevant “Cues”

Anticipated Collaborative 
Interventions Anticipated Outcomes

■	 Pulmonary edema ■	 Breath sounds (crackles, 
wheezing)

■	 Coughing

■	 Fio2 % decreased
■	 PaO2 decreased
■	 Shortness of breath
■	 Cyanosis
■	 Tachypnea
■	 Orthopnea
■	 Anxiety
■	 Accessory muscle use
■	 Blood-tinged sputum
■	 Hypertension or 

hypotension 

■	 Semi- or high Fowler’s 
position

■	 Implement call orders 
related to low O2

■	 Using SBAR, contact 
physician to obtain orders

■	 Anticipate the following:
■	 Diuretic (e.g., Lasix)
■	 Chest x-ray
■	 Decrease IV fluids
■	 Give K+ if low 

■	 Decreased shortness of 
breath

■	 Increase Fio2 and PaO2

■	 Normotensive
■	 Increased U/O
■	 No accessory muscle use
■	 Clear breath sounds
■	 No arrhythmias associated 

with low K+ 
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analytical questions, such as “what are the expected 
outcomes related to this decision?”; questions that 
address clinical reasoning in an ambiguous situation, 
such as “what did you notice that created a concern 
for this patient’s progress?”; questions that challenge 
assumptions, such as “is there another possible expla-
nation for this patient’s condition?”; and questions that 
encourage students to develop solutions, such as “from 
what you know, what is the recommended course of 
action?” Benner et al. (2010) recommend asking “what 
if ” questions so the student learns flexible and adaptive 
thinking. Examples of “what if ” questions are: “how 
would the postoperative plan of care need to be altered 
if this patient was diabetic?” or “what if the oxygen sat-
uration dropped to 85%, what would your first course 

of action be?” Faculty should also be mindful of the 
level of the learner and the manner in which questions 
are constructed and should avoid asking questions 
that provoke shame or embarrassment by consistently 
illustrating the student’s deficits or gaps in knowledge. 
Educators can foster a positive climate for questioning 
by inviting questions and role modeling behaviors that 
value inquisitiveness and curiosity.

Coaching students to help them develop clinical 
competency involves a series of steps (Cook, 2016). 
Step one involves anchoring the student in their cur-
rent level of knowledge and understanding by creat-
ing a dialogue that allows the learner to articulate 
what they know and don’t know. Step two involves 
the teacher adding more pertinent knowledge and 
correcting misunderstanding and may involve dem-
onstrating a skill. In step three, the learner applies the 
knowledge or performs the skill, and the teacher may 
need to provide prompts and cues to guide the student. 
Step four involves reinforcing the positive, identifying 
any needed improvements, and encouraging the stu-
dent to reflect on applying what was learned in future 
situations.

Feedback, an essential element in teaching and 
learning, is described as information communicated 
to students as a result of an assessment of an action by 
students (Cook, 2016). Feedback, when properly de-
livered, has a high potential for learning and achieve-
ment. In clinical practice, where assessments need to 
be made about the extent to which clinical competen-
cies are met, clinical faculty have a variety of oppor-
tunities to offer feedback in response to performance 
behaviors relating to psychomotor and cognitive and 
affective actions. Regardless of the action, key con-
siderations should be practiced. These considerations 
are specificity, timing, consistency, continuity, and ap-
proach. Approach is important because of its capacity 
to alleviate anxiety and enhance engagement (Thomas 
& Asselin, 2018).

Because of the variations in needs of students, each 
clinical experience provides opportunities for feedback. 
Creating a culture of feedback requires faculty to pro-
vide formative feedback as a standard practice as soon 
as possible after a skill or task is observed and should 
not be given only at documented, scheduled times for 
formative and summative evaluations. Faculty should 
be cognizant of those actions that require immediate 

B O X   1 8 . 2
CHARACTERISTICS OF EFFECTIVE 

CLINICAL TEACHERS

	 1.	 Create an environment that is conducive to learning 
that requires:
■	 Knowledge of the practice area
■	 Clinical competence
■	 Knowledge of how to teach
■	 A desire to teach

	 2.	 Be supportive of learners. Such support requires:
■	 Knowledge of the learners
■	 Knowledge of the practice area
■	 Mutual respect

	 3.	 Possess teaching skills that maximize student learn-
ing. This requires an ability to:
■	 Diagnose student needs
■	 Learn about students as individuals, including 

their needs, personalities, and capabilities
	 4.	 Foster independence and accountability so that stu-

dents learn how to learn.
	 5.	 Encourage exploration and questions without penalty.
	 6.	 Accept differences among students.
	 7.	 Relate how clinical experiences facilitate the devel-

opment of clinical competence.
	 8.	 Possess effective communication and question skills.
	 9.	 Serve as a role model.
10.	 Enjoy nursing and teaching.
11.	 Be friendly, approachable, understanding, enthusi-

astic about teaching, and confident with teaching.
12.	 Be knowledgeable about the subject matter and be 

able to convey that knowledge to students in their 
practice areas.

13.	 Exhibit fairness in evaluation.
14.	 Provide frequent feedback.
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interaction and those for which feedback can be de-
layed until a short time later—but not too much later. 
Methods must be identified to maintain data for pro-
viding timely feedback discerning both strengths and 
challenges with student performance. Faculty should 
create an efficient system for making brief written or 
electronic anecdotal or mental notes. The delivery of 
feedback can take multiple forms and depends on the 
situation. Face-to-face, time-sensitive, brief confer-
ences (e.g., a few minutes) or electronic conversations 
or dialogue in a private area are examples of options.

Regardless of the method of delivery, guiding princi-
ples must be applied and the learning intent of feedback 
should be provided. Knowing how to give feedback 
regarding clinical performance and written clinical as-
signments is an important element of teaching. One 
method is to point out positive aspects of performance 
along with areas that require improvement. Some situ-
ations may provide an opportune time to role model. 
For example, if a student fails to integrate communica-
tion while performing a procedure, faculty can fill in 
the missing words. Such action may (or may not) alert 
the student to an “aha” learning moment: “I failed to 
communicate….” The faculty interjection could have a 
lasting outcome. See Chapter 26 for information about 
evaluating clinical learning and the delivery of feedback.

Debriefing and guided reflections are forms of feed-
back often used immediately after a clinical experience, 
nursing rounds, simulation, or presentation to deter-
mine the extent to which expectations were met and to 
identify any areas of concern. Structured debriefings 
typically involve three phases (Eppich & Cheng, 2015). 
In phase one, the faculty asks an open-ended question 
that allows the student to describe their feelings about 
the situation at hand. The faculty facilitate the debrief-
ing so the learners transition the conversation from 
discussing feelings to describing facts to objectively re-
view what happened, creating a shared mental model 
of the sequence of events and actions. In phase two, the 
participants analyze what happened and the actions 
that were taken. Accurate application of knowledge and 
appropriate actions that were taken are acknowledged 
and the rationales or thinking behind the actions are 
validated. Misunderstandings are uncovered and cor-
rected through participatory dialogue. In phase three, 
the learners summarize what was learned and make a 
commitment to make improvements in performance 

through additional practice or study. Through the  
debriefing process, the discussion often evolves into 
identifying areas needing improvement. Although 
debriefing sessions generally take place in group set-
tings (e.g., in clinical conferences), it is not uncom-
mon for sessions to occur on a one-on-one basis. 
Faculty may take the lead by posing specific ques-
tions and listening to responses to guide further dis-
cussion. Students assume an active role in debriefing 
sessions and can take the lead in initiating the process 
(Hunter, 2016).

PREPARING FACULTY FOR CLINICAL 
TEACHING

The preparation and development of faculty for clini-
cal teaching require two distinct skill sets: compe-
tence in nursing and competence in teaching (Mann 
& De Gagne, 2017). The process leading to compe-
tency in teaching is not as widely discussed and docu-
mented as the necessary preparation for the role as a 
clinical educator. Studies indicate that the exposure 
of faculty to evidence-based teaching strategies and 
learning theory is minimal (Cooley & De Gagne, 2016; 
Dahlke, Baumbusch, Affleck, & Kwon, 2012; Hinderer, 
Jarosinski, Seldomridge, & Reid, 2016; McNelis et  al., 
2014). Hinderer et  al. (2016) implemented efforts to 
facilitate a reversal in this trend. This collaborative ini-
tiative involving three nursing programs that worked 
together to create a Faculty Academy designed to pro-
vide expert nurses with a structured program and men-
toring. With this program, face-to-face sessions, online 
modules, clinical teaching simulations, and formal and 
informal mentoring were used to ensure the new faculty 
had opportunity to formally learn how to practice the 
role as clinical educator and receive immediate feed-
back. Case scenarios featuring challenging teaching/
learning situations were used to facilitate the process. 
As a result of the clinical teaching simulations, clinical 
faculty reported the academy helped identify and work 
through difficult situations with peer and expert men-
toring support (Hinderer et al., 2016).

Expert clinicians often have a desire to teach in the 
practicum area. Providing the faculty development 
needs of expert clinicians can be challenging. It can be 
very difficult to equip clinicians with teaching skills 
required to be an effective clinical teacher for those 
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faculty who also maintain full-time clinical practices. 
Some have been preceptors, and further instruction, 
coaching, and guidance are required to fully attain the 
skills needed to make the transition to a new role as 
clinical teachers. These individuals should be encour-
aged and provided with information about where and 
how they can engage in activities that will facilitate 
their acquisition of the knowledge and skills required 
for the clinical teaching role. Consistent mentoring 
by experienced clinical faculty is an essential strategy 
for supporting the development of new clinical fac-
ulty (Cooley & De Gagne, 2016; Hinderer et al., 2016; 
Mann & De Gagne, 2017).

Online courses provide needed flexibility for meet-
ing the challenge of educating clinical teachers who 
are making the transition from the role of expert clini-
cian to that of clinical teacher (Hinderer et al., 2016). 
Essential topics to present include teaching–learning 
theory, coaching for critical thinking and clinical rea-
soning, how to deal with challenging students, for-
mative and summative performance evaluation, and 
making patient assignments. Being an excellent clini-
cal nurse does not mean that the nurse will be an ex-
cellent teacher, but continued mentoring and support 
from experienced faculty will increase the likelihood 
of success.

In summary, effective clinical teachers are knowl-
edgeable and know how to convey concepts to stu-
dents in effective ways, are clinically competent, coach 
students to develop clinical reasoning and judgment, 
exhibit interpersonal skills that positively influence 
students’ learning, and establish collegial relationships 
with staff in the clinical environment and other nurs-
ing program faculty. Clinical faculty need to be ori-
ented, mentored to, and provided with theoretical and 
experiential experiences to prepare them for the role. 
As nursing programs increase the reliance on nurses 
from clinical practice to assume clinical educator roles 
as a strategy to address the faculty shortage research is 
likely to continue in this area.

PREPARING STUDENTS  
FOR PATIENT CARE

Teaching for patient care should involve orderly and 
logical actions taken to accomplish particular educa-
tional goals. The actual selection and use of a particular 

strategy should be based on expected outcomes, prin-
ciples of learning, and learner needs. This section fo-
cuses on several strategies commonly used in clinical 
teaching: patient care assignments, clinical confer-
ences, teaching rounds, and written assignments.

Students come to the health care environment not 
really understanding the culture of confidentiality. It 
is imperative that students know and understand the 
Health Insurance Portability and Accountability Act 
of 1996 (HIPAA) privacy and security regulations. It 
is the role of faculty to instruct students on the need 
to implement the HIPAA rules and regulations in all 
patient encounters. They are designed to protect the 
patient’s right to privacy. Students should be informed 
of what they can and cannot do in relation to confiden-
tiality, and these instructions must be enforced.

Patient Care Assignments
Patient care provides students with opportunities 
to integrate, synthesize, and use previously learned 
knowledge and skills. Some nursing courses require 
students to prepare in advance for their clinical expe-
rience. Advance preparation commences with making 
clinical assignments, which may be the responsibility 
of the clinical teacher with input from nursing staff, the 
teacher and student together (especially useful for be-
ginning students), the student alone, the student with 
guidance from the teacher, or the nursing and health 
care staff or preceptors. Allowing students some input 
in selecting clinical assignments encourages them to 
be self-directed and to choose experience on the basis 
of their personal learning needs. Refer to Box 18.3 for 
other suggestions for making assignments.

The selection of clinical assignments by students 
in collaboration with others has several benefits. It 
provides opportunities for students to select experi-
ences that are based on personal learning needs, to 
experience a degree of control over their education, 
and to interact with practicing professionals during 
the process of selecting experiences. The extent to 
which students are permitted to self-select experi-
ences depends on the goals or expected outcomes of 
the program, the philosophy of the specific clinical 
teacher, the availability of resources in the clinical 
environment to assist students (e.g., to answer ques-
tions and provide guidance in patient selection), and 
facility policy.
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Involvement of the clinical faculty is important 
when students select their experiences. For example, 
faculty serve as resource advisers and sources of emo-
tional support, communicate goals and intended out-
comes, assist students in assessing the congruency 

between personal learning needs and course objec-
tives, facilitate planning the experiences, collaborate 
with students as they strive to meet goals, and evaluate 
accomplishments. Making clinical assignments can be 
a challenge for clinical faculty. Novice faculty are often 
at a loss in terms of knowing where to begin. This is 
where mentoring by senior-level or expert faculty is 
helpful.

Strategies for Implementing Clinical 
Assignments
Clinical assignments are an integral part of nursing 
practicum experiences. Several strategies for mak-
ing clinical assignments have been adopted for clini-
cal teaching. The strategy used in clinical instruction 
is often determined by factors such as the skill level 
of the student, the patient acuity level, the number 
of assigned students, and the availability of patients 
and resources, including the availability of technol-
ogy. Traditional and alternative strategies, such as dual 
assignments, multiple assignments, and clinical con-
ferencing, are discussed.

The traditional strategy is one in which nursing 
students are taught in a clinical setting with a varying 
faculty-to-student ratio. Ratios should be determined 
with an aim for facilitating optimum learning, knowl-
edge of regulatory and agency requirements, and con-
sideration of the workflow of the unit or agency. Most 
importantly, consideration of patient safety and qual-
ity care is essential (McNelis et  al., 2014; O’Connor, 
2015). The rationale for these ratios relates to the ef-
fect of increased numbers of students on patient safety 
(O’Connor, 2015). From a student’s perspective, this 
strategy involves the assignment of one student to one 
or two patients. The students assume responsibility for 
the nursing interventions needed in the care of the pa-
tient and may work alone in planning, implementing, 
and evaluating nursing activities.

Alternatives to the traditional method of clinical 
assignment are dual and multiple assignments. The 
dual assignment strategy (O’Connor, 2015) involves 
assigning two students to one patient. This alternative 
is useful when the level or complexity of care is beyond 
the capabilities of one student. Because students must 
work closely to implement care, collaboration and 
communication between the students are requisites for 
effective use of this strategy. Benefits of this strategy 

B O X   1 8 . 3
TIPS FOR MAKING ASSIGNMENTS

New faculty often are at a loss in knowing where to be-
gin. The following tips should assist new faculty to en-
hance their comfort level in implementing this task.

■	 Come to the unit with knowledge of specific stu-
dent needs.

■	 Have an assignment sheet with a list of the students 
for the given day.

■	 Get input from those in charge and from the staff 
nurses.

■	 Talk to the nurse in charge and ask for brief sug-
gestions about the patients on the unit. This simple 
act of communication is one way to build a trust-
ing, supportive relationship with the staff on the 
unit, as they can be very helpful in guiding what 
patients will make for a good assignment.

■	 Make rounds and talk to all of the patients and 
family you plan to care for on the next day. Just 
a few minutes chatting can assist you in deciding 
whether a patient will be appropriate for a student 
nurse.

■	 Obtain patient and family permission, as this may 
prevent early morning assignment changes because 
a patient refuses to have a student.

■	 Consider the specialty of your particular unit. 
Knowing the patient population will help deter-
mine when to make assignments. For example, if 
it is a surgical unit, you may want to make assign-
ments later in the afternoon because patients may 
be admitted late to the unit after surgery. If you 
make an assignment too early, you may risk the 
problem of a patient being reassigned to a differ-
ent unit or discharged.

■	 Be sure that students know who the charge nurse is 
in case the assignments need revision when faculty 
are not available. Establishing a protocol for this 
will lessen frustration among the staff.

■	 Always have a backup plan. Add a couple of extra 
patients to the assignment sheet in case something 
changes when faculty are not available. Create 
some back up observational assignments such as 
shadowing another health care provide such as a 
respiratory therapist or physical therapist. Create 
learning outcomes that focus on collaborative be-
haviors designed to provide patient-centered care.



	 18    TEACHING IN THE CLINICAL SETTING	 343

include improved time management, opportunities for 
collaboration and peer support, and fewer numbers 
of patients for which the faculty is responsible. When 
dual assignments are made, faculty have the responsi-
bility of ensuring that each student understands his or 
her specific responsibility. For 2-day clinical rotations, 
roles may be reversed on the second day of care. Such 
reversal makes it possible for both students to direct 
care to the patient.

The strategy of multiple assignments is useful for 
beginning students and in situations where a limited 
number of patients are available. This strategy in-
volves the assignment of three students per patient. 
Three roles are assumed: the doer who provides the 
care; the information gatherer or researcher who is 
responsible for obtaining information needed for 
the safe care of the patient; and the observer/evalu-
ator who observes the student, the researcher, the 
student–patient interactions, the responses of the pa-
tient to his or her care, and the family members. The 
observer/evaluator also makes suggestions for im-
proving care. As with dual assignments, the roles for 
each student must be clearly defined. Adequate time 
must be made available for collaboration and discus-
sion among students and faculty. There is a lack of 
current evaluation and research addressing learning 
outcomes related to the multiple assignment model, 
and the use of this model may increase with the grow-
ing scarcity of clinical sites. Clinical faculty should 
create a systematic plan for evaluating the efficacy of 
the multiple assignment strategy so adjustments can 
be made as needed.

In summary, faculty, staff, and students play a sig-
nificant role in determining assignments. Assignments 
are made according to a number of factors, including 
course objectives, learner needs, skill level, complexity 
of the clinical environment, and patients’ acuity. The 
assignments may be implemented as solo or multistu-
dent experiences. Each has been considered beneficial 
in enhancing learning.

CLINICAL CONFERENCES

Clinical conferences are group learning experiences 
that are an integral part of the clinical experience. 
The use of clinical conferences in nursing is com-
mon. Conferences can provide meaningful learning 

experiences and excellent opportunities for students to 
bridge the gap between theory and practice. Through 
conferences students can develop critical thinking and 
clinical decision-making skills and acquire confidence 
in their ability to express themselves with clarity and 
logic (Vezeau, 2016).

Successful clinical conferences are planned and 
should be flexible to accommodate group reflection re-
lated to serendipitous learning experiences (O’Connor, 
2015). Plans for conferences should take into consider-
ation the curriculum and the learner. An identification 
of the purpose, topic, process, and discussion strategies 
should be clarified before the conference. Methods to 
assess how and if clinical conferences are addressing 
course and program outcomes are essential if the teacher 
is to be instrumental in bridging the gap between theory 
and clinical practice (Vezeau, 2016).

Types of Conferences
The conferences can include traditional preclinical, 
midclinical, and postclinical conferencing. As a result 
of advancing technology, conferences may take place 
through electronic media and online. As such, the 
rules and regulations related to HIPAA and the Health 
Information Technology for Economic and Clinical 
Health Act apply to clinical groups that use clinical 
conferencing by electronic media, and compliance to 
program agency policy is essential. Student groups 
must be aware of maintaining patient confidentiality 
as the group presents patient data by electronic means. 
Using this form of conferencing is a means of using 
technology while supporting the needs of students. 
Some may be doing clinical assignments at different 
sites, and electronic conferencing brings students to-
gether where debriefing can occur without having to 
travel to a central location.

Traditional Conferences

Preclinical, midclinical, and postclinical conferences by 
nature are small-group discussion periods that imme-
diately precede, occur during, or follow a clinical ex-
perience. Each provides opportunities for discussion. 
In preclinical conferences, students share information 
about upcoming experiences, ask questions, express 
concerns, and seek clarification about plans for care. 
Preclinical conferences also provide opportunities for 
faculty to correct student misconceptions, identify 
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problem areas, assess student thinking, and identify 
student readiness to implement care.

In contrast to preclinical and postclinical confer-
encing, midclinical conferencing is another form of 
gathering students together to provide some form of 
midclinical debriefing. Conducting a midclinical con-
ference may be particularly useful when the clinical 
experience lasts for 12 hours. This gives students an 
opportunity to gather to share pertinent patient in-
formation and plan for further interventions, which 
may include patient teaching and discharge planning. 
This midclinical conference time also may help stu-
dents collectively evaluate the efficacy of prior patient 
interventions. This exchange of data, in the form of a 
midconference, is a method of imparting knowledge 
and sharing common data with the intent of positively 
affecting patient care.

Postclinical conferences provide a forum in which 
students and faculty can discuss the clinical experi-
ences, share information, analyze clinical situations, 
clarify relationships, identify problems, ventilate feel-
ings, and develop support systems. In postclinical 
conferences, there is interaction between the teacher 
and the students that offers both a medium for learning 
and an exchange resulting in meaningful experiences.

Online Conferences

Online conferencing that occurs before or after clini-
cal experiences can assist students to come together in 
a virtual environment to exchange ideas, solve prob-
lems, discuss alternatives, and acquire information 
about issues of clinical care that occurred before or 
during the clinical experience (Gaberson, Oermann, & 
Shellenberger, 2015).

Student and Faculty Roles During 
Conferences
Both students and faculty have specific roles in con-
ferences. Student should be made aware of their role 
as active participants. As such, they should defend 
choices of care, clarify points of view, explore alter-
natives, and practice decision making. A student may 
also assume the role of group leader. Faculty serve as 
conference facilitators by supporting, encouraging, 
and sharing information; posing questions and asking 
for alternative hypotheses; giving feedback; helping 
students identify patterns; and guiding the debriefing 

process. As conferences are facilitated, efforts should 
be made to ask higher-level questions that assist stu-
dents in applying knowledge to clinical situations 
(Vezeau, 2016). Conferences also provide opportuni-
ties for students to apply group processes and develop 
team-building skills.

Evaluating the Conferences
Conferences should be evaluated in light of their effec-
tiveness and goal accomplishment. The teacher should 
obtain and provide feedback regarding the extent to 
which goals were accomplished, the effectiveness of 
the teaching methods or strategies, and the degree of 
learning achieved. The data from the evaluation can be 
used for planning future conferences.

In summary, traditional and electronic conferences 
play a significant role in facilitating students’ learning. 
Conferences afford opportunities for enhancing criti-
cal thinking, clinical reasoning, and decision-making 
skills; for creating new meaning for care issues; and 
for enhancing group process and team-building skills. 
Successful conferences are planned and accommodate 
evolving situations and student learning style and prefer-
ences (Vezeau, 2016). Identifying the purpose, selecting 
topics, selecting teaching methods, and conducting and 
evaluating these methods are all inherent in planning.

COMPLEMENTARY CLINICAL 
EXPERIENCES

Nursing Grand Rounds
The practice of nursing grand rounds is a teaching 
strategy that uses the patients’ bedside for direct, pur-
poseful experiences. These experiences may involve 
demonstration, interview, or discussion of patient prob-
lems and nursing care. Rounds also afford an excellent 
opportunity for the exchange of ideas about patient care 
situations, which may involve clinical faculty, students, 
and staff.

The use of rounds as a teaching strategy requires 
planning. Planning includes obtaining permission from 
the patient and providing information about the nature 
of the rounds and the role the patient will play. After the 
session, patient participation should be acknowledged 
and some form of debriefing should occur, including 
planning for subsequent rounds.
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CONCEPT-BASED LEARNING 
ACTIVITIES

Concept-based learning activities are a type of expe-
rience used recently in clinical education (Nielsen, 
2016). This learning activity is designed to develop 
deep learning and pattern recognition of a particular 
health problem or medical diagnosis. Concepts are 
identified for students to study in the context of the 
patient care environment. Fluid and electrolytes is 
an example of a concept students may explore. Each 
student completes an in-depth assessment of a patient 
with a fluid and electrolyte problem. The pathophysi-
ology, treatment, pharmacology, and patient response 
to care are explored. The faculty facilitates compre-
hensive discussion of each case and directs discussion 
so students begin to see the similarities and differences 
between each patient in an effort to begin to identify 
salient findings related to each case. The faculty help 
students identify unexpected findings in the patients’ 
situation related to the concept being studied and help 
students recognize current or potential complications 
that need to be addressed. Students are not respon-
sible for care but need to address any safety issues 
that emerge as they are assessing their assigned pa-
tient. This activity allows the student to focus on criti-
cal thinking about the concept being studied without 
the distraction of attending to tasks associated with 
general patient care (Nielsen, 2016). Communicating 
the focus of this assignment and learning activity with 
staff are essential to avoid misunderstanding of the 
student’s role on the unit (Nielsen, 2016).

Written Assignments
Written assignments generally complement clini-
cal experiences and are considered to be useful as 
they facilitate development of critical thinking and 
clinical reasoning and reflection that connect class-
room content to clinical practice. Such assignments 
may include short papers, clinical reasoning papers, 
nursing care plans, clinical logs, journals, and con-
cept maps. Written assignments provide opportuni-
ties for students to reflect on clinical experiences, 
communicate with the teacher, identify mistakes 
and negative experiences, and learn from these 
experiences. See Box  18.4 for possible journaling 
questions.

Point-of-Care Technology and Mobile 
Health
Nurses are increasingly using handheld devices, elec-
tronic health records, and other point-of-care technolo-
gies in the clinical setting, and faculty must provide 
opportunities for students to become familiar with their 
use. Simulated electronic health records can be embed-
ded in clinical simulations as preparation for their use in 
the clinical agency or as a substitute for learning when 
agency policy precludes students’ use of them in the 
agency. Smartphones equipped with reference software 
enable access to clinical information; care plans; and 
nursing, procedure, and evidence-based practice guide-
lines and can provide access to skills videos and patient 
teaching materials (O’Connor, 2015). Increasingly, nurses 
are using software applications (“apps”) on a smartphone 
to diagnose, monitor, and teach patients in community-
based settings; students must have experience using these 
point-of-care and mobile health technologies as well. See 
Chapter 20 for information about policies for using tech-
nology in clinical settings.

MODELS FOR CLINICAL EDUCATION

Several models for clinical education are used to educate 
nursing students. These models, alternatives to the tra-
ditional model, include preceptorship, associate model, 
paired model, academia–service partnerships, and ad-
junct faculty joint appointments. These models have 

B O X   1 8 . 4
SAMPLE OF JOURNALING QUESTIONS

■	 How did you feel about your clinical day?
■	 What was the best part of your clinical day?
■	 What did you feel most confident about?
■	 If you could do your clinical day over, what would 

you do differently?
■	 What were you most concerned about as related to 

your patient’s care?
■	 What did you learn today that can apply to future 

patients with similar problems?
■	 What do you need to learn more about?
■	 Describe interactions with other professions. What 

went well? Describe how the interaction was or was 
not patient centered.

■	 Describe any patient quality or safety issues you 
had to address or manage. What goals do you have 
for your next clinical day?
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evolved to increase capacity for clinical placements, 
facilitate development of competency for today’s prac-
tice, manage faculty shortages, prepare graduates to be 
competent for practice, and foster closer ties with clini-
cal agencies (Forber et al., 2016). Given the diversity of 
health care settings, faculty shortage, and the need for 
reduced faculty-to-student ratios, new models serve to 
enhance effective student learning, facilitate develop-
ment of clinical skills, and promote role development.

Preceptorship
Preceptorship is a teaching model in which the student is 
assigned to a nurse who serves as a preceptor. Preceptors 
are experienced nurses who facilitate and evaluate stu-
dent learning in the clinical area during a specified time. 
Their role is intentionally implemented in conjunction 
with other responsibilities related to patient care in the 
clinical environment. The preceptor model is based on 
the assumption that a consistent one-on-one relation-
ship provides opportunities for socialization into prac-
tice and bridges the gap between theory and practice. 
The preceptor model may be used at several levels. The 
use of preceptorships is ubiquitous as a model for gradu-
ate students in advanced practice programs (McQueen, 
Poole, Raynak, & McQueen, 2018). Preceptorships are 
considered particularly useful for senior-level students as 
a strategy to better prepare graduates who are work ready 
on completion of their prelicensure program (Edward, 
Ousey, Playle, & Giandinoto, 2017). Use at these levels 
provides opportunities for students to synthesize theo-
retical knowledge and apply information, including  
evidence-based research, in the practice environment. 
This method is also an excellent way for students to prac-
tice collaboration and socialize into the profession.

Theoretically, the preceptor provides one-on-one 
teaching, guidance, and support and serves as a role 
model. Typically the preceptor, faculty, and student 
form a triad to facilitate the student’s acquisition of 
clinical competencies. The preceptor may be assigned 
to a student on the basis of shared learning needs. 
The preceptor and student meet before the first clini-
cal experience to discuss learning styles and goals for 
competency attainment and the desired outcome of 
the clinical experience. Although faculty have ultimate 
responsibility for the course and students’ learning 
outcomes, the student and preceptor are empowered 
to conduct formative and summative evaluations of 

the student’s clinical performance and learning out-
comes. In the Integrative Clinical Preceptor Model 
(DeMeester, Hendricks, Stephenson, & Welch, 2017; 
Mamhidir, Kristofferzon, Hellström-Hyson, Persson, 
& Mårtensson, 2014), the student assumes a proactive 
role, not only as a student but also as a member of the 
health care team. In this model, the preceptor assumes 
responsibilities as a clinical teacher, mentor, and role 
model, and faculty serve as a role model, facilitator, 
and a consultant for the preceptor and the student.

Preceptors are expected to be clinical experts, to 
be willing to teach, and to be able to teach effectively 
(Nielsen, Lasater, & Stock, 2016; Ward & McComb, 
2017). Benefits that have been derived from preceptor-
ships include enhanced ability to apply theory to prac-
tice, improvement in psychomotor skills, increased 
self-confidence, and improved socialization. Attributes 
of an effective preceptor are listed in Box 18.5.

In a preceptorship, the role of the nursing faculty 
transitions from direct instruction to an emphasis on 
facilitation and evaluation. Preceptors and faculty must 
work in a close relationship). Faculty provide the link 
between practice and education. In providing this 
link, faculty monitor how well the students complete 
assignments and accomplish outcomes. Evaluation is 
a collaborative responsibility of faculty, students, and 
preceptors, but most nurse practice acts require the 
faculty to assume accountability for evaluating the stu-
dent’s attainment of learning outcomes.

The use of preceptors requires planning to ensure 
an understanding of their role. Ideally this is facilitated 

B O X   1 8 . 5
ATTRIBUTES OF AN EFFECTIVE 

PRECEPTOR

1.	 Knowledge of the patient care area
2.	 Effective communication skills (verbal and nonverbal)
3.	 Experience in a particular clinical area
4.	 Ability to relate to health care personnel and client
5.	 Honesty
6.	 Effective decision-making skills
7.	 Genuine caring behaviors
8.	 Leadership skills
9.	 Interest in professional development

Used with permission from Lewis, K. E. (1986). What it takes 
to be a preceptor. The Canadian Nurse/L’infirmière Canadienne, 
82(11), 18–19.
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through strategically planned orientation and follow-
up sessions; some schools of nursing offer workshops 
or courses to orient preceptors to their role (DeMeester 
et al., 2017; McQueen et al., 2018; Ward & McComb, 
2017). These sessions provide a forum for sharing in-
formation related to the philosophical perspectives of 
preceptorship, expected outcomes, teaching strategies, 
and methods of evaluation and are critical for all levels 
of preceptorships. Precepetor orientation, support, and 
ongoing education were shown to be critical elements 
for positive experiences and successful clinical learn-
ing for advanced practice programs (McQueen et al., 
2018). Because roles change for faculty, students, and 
preceptors, all require orientation to new roles (Ward 
& McComb, 2017).

The value of the preceptor model is generally re-
lated to providing students a sense of independence for 
patient care and the ability to develop a professional 
identity. Preceptors and clinical agencies also value 
the preceptor model because preceptors develop ad-
ditional skill sets related to teaching and the clinical 
agency benefits from hiring a well-prepared graduate.

Paired Model
The paired model is designed to pair a student and a 
staff nurse for a practicum experience. It is an alter-
native to the one-patient, one-student model and is a 
variation of the preceptor model. This model is often 
used in combination with the Dedicated Education 
Model and in community-based setting such as an 
ambulatory care center or clinic (DeMeester et  al., 
2017). During the course, each student has a specified 
number of days in a paired relationship. The remain-
ing time is spent acquiring experiences by using the 
traditional model. The staff nurse plans the learning 
experience, and the faculty member oversees the ex-
periences while creating a learning environment for 
students. However, most of the faculty member’s time 
is spent in the traditional role with other students who 
have not been paired. To enhance the effectiveness of 
the paired model, it is essential that the staffing pattern 
be evaluated before assignments are made.

Academia–Service Partnerships
The clinical teaching partnership is a collaborative 
model shared by service and academic settings to 
enhance mutual goals of developing nurses who are 

competent for practice and creating safe practice en-
vironments. Partnerships are also formed to create 
new models of clinical instruction and increase stu-
dent and faculty capacity in nursing programs (Bay & 
Tschannen, 2017; Nielsen, Noone, Voss, & Matthews, 
2013). Although these partnerships take different 
forms, they are established collaboratively and re-
sult in redesigned clinical education experiences for 
students and faculty and for the nurses at the clini-
cal agency. Academic and service partnerships are a 
promising framework to address the nursing faculty 
shortage and ensure new graduates develop new com-
petencies needed to function as leaders and as mem-
bers of an interprofessional team and that they can 
function to full scope of their educational preparation 
(Sebastian et al., 2018).

Academic partnerships provide an infrastructure for 
developing shared goals related to creating optimum CLEs 
that support students, faculty, and agency nursing staff 
and organizational mission. Clinical residency training 
for nurse practitioners is an outcome of academic-practice 
partnerships and allows academic units and clinical agen-
cies to pool resources and strengthen nursing in both set-
tings (Harper, McGuinness, & Johnson, 2017).

In one early partnership model, the service institu-
tion shared the resources of nurses, a clinical nurse spe-
cialist (CNS), and an academic faculty member (Shah 
& Pennypacker, 1992). The CNS serves as an adjunct 
faculty member who provides patient assignments. The 
academic faculty member schedules the experiences. 
Jointly they collaborate in evaluating assignments fa-
cilitating learning experiences and assessing students’ 
performance. Communication is reciprocal and essen-
tial to the success of this model. The faculty member 
shares information about problems that may influence 
students’ performance. The CNS keeps the faculty 
member abreast of current student performance. Both 
schedule conferences to discuss anecdotal records of 
students. This early model shows promise for guiding 
new academic-practice partnerships.

Wros et al. (2015) report that students in their part-
nership model were better integrated into the clinical 
setting and gained an understanding of health care 
environments that focus on underserved populations 
in community-based settings. The model involves a 
faculty in residence who is assigned a provider role in 
a community-based setting. The faculty is assigned a 
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caseload of patients and oversees the continuity of care 
as students rotate to the site and participate in health 
teaching and care coordination activities. Initial find-
ings indicate that in a positive CLE, underserved client 
health outcomes improve and students participate in a 
meaningful clinical experience.

Graduate nurse advanced practice programs rely 
on academic-practice programs as the demand for pri-
mary care providers increases and enrollment grows 
in these programs. Academic-practice partnerships 
will expand as advanced practice nurses provide care 
in hospitals, clinics, retail pharmacies, school-based 
care clinics, long-term care, and in occupational health 
(Drayton-Brooks, Gray, Turner, & Newland, 2017). As 
academic-practice partnerships increase and expand 
in scope, faculty must take the time to participate in 
policy development, designing meaningful and inno-
vative clinical learning experiences, ongoing assess-
ment, and preceptor development (Drayton-Brooks 
et  al., 2017). Working collaboratively with practice 
partnerships provides opportunity to create models of 
care designed to prepare advance practice students to 
practice at the full scope of their licensure.

Adjunct Faculty
Adjunct faculty are health care professionals who are 
employed in the service setting and have a part-time 
academic appointment. Adjunct faculty may assume 
various roles, including those of preceptor, clinical 
teaching associate (CTA), mentor, guest lecturer, and 
supervisor. These individuals may also collaborate on 
research projects. Faculty who are appointed in an 
adjunct capacity are registered professional nurses or 
professionals who are experts in areas such as clinical 
practice, research, leadership, management, legisla-
tion, and law. Robust orientation and faculty develop-
ment that address competencies related to the clinical 
teaching role should be provided for adjunct faculty 
(Mann & De Gagne, 2017).

Dedicated Education Units
Over the past decade, the dedicated education unit 
(DEU) model has been implemented at various uni-
versities across the country. Moscato, Miller, Logsdon, 
Weinberg, and Chorpenning (2007) indicate that 
the “DEU offers a concrete strategy to more closely 
connect nursing units and education programs” (p. 

32). DEUs involve new partnerships among nurse 
executives, staff nurses, and faculty for transforming 
patient care units into environments designed to sup-
port learning experiences for students and staff nurses 
while continuing the critical work of providing qual-
ity care to acutely ill patients. Multiple studies found 
that the DEU model facilitates stronger relationship 
building between nurses in academia and practice, and 
students report significantly more positive learning 
experience compared with traditional clinical place-
ment experiences (Jones, Simpson & Hendricks, 2017; 
Mulready-Shick, Flannagan, Banister, Mylott, and 
Curtin 2013; Rusch et al., 2018).

Universities and colleges are implementing this 
strategy in a variety of ways. The Practice Education 
Partnership (PEP) unit is a hospital-based unit de-
signed to provide the student with a strong partner-
ship between the practice and education settings. The 
PEP model works to incorporate the culture of the unit 
and its clinical specialty into the availability of precep-
tors, level of patient acuity, and other influences on 
the education of the student (DeMeester et al., 2017). 
One of the unique aspects of the PEP model is that 
there is continuity and consistency among precep-
tors, faculty, and students as they partner to learn and 
grow together. Preceptors are coached on preceptor 
competencies by attending a full-day workshop. It is 
at this time that the partnership between the nurse 
and the faculty begins. This partnership is developed 
over time. Ultimately the student learns the role of the 
nurse, and together the student and preceptor provide 
exceptional patient care.

The use of DEUs has increased significantly in the 
past decade (Rusch et al., 2018). Research indicates the 
defining roles and expectations for faculty nurses and 
students is an important aspect of promoting a high 
level of educational quality and opportunity for com-
petency development for students receiving clinical 
instruction in DEUs (Rusch et al., 2018).

Residency Models
Recognizing that prelicensure and advanced prac-
tice programs may not be sufficient for preparing 
nurses for practice in complex health care settings, 
several studies and commissions (Benner et al., 2010; 
Institute of Medicine, 2010; National Academies of 
Sciences, Engineering and Medicine, 2016) report on 
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the need for postgraduate residencies and call for their  
increased use to improve transition to practice and de-
velopment of leadership and population management 
skills. Accreditation and regulatory standards have 
been developed for this approach to residency. The 
American Association of Colleges of Nursing (AACN) 
developed a 12-month program designed to facilitate 
further development of competency and ease the tran-
sition into practice. The AACN piloted six programs in 
2004, and there are now residency programs in more 
than 30 states (Barnett, Minnick, & Norman, 2014).

Several studies have been conducted to examine 
the outcomes of nurse residency programs (Mellor, 
Gregoric, Atkinson, Greenhill, 2017; Spector et  al., 
2018). The findings indicate nurse residency programs 
increase overall confidence and competence particu-
larly in the ability to organize, prioritize, communicate 
effectively, and provide leadership (Spector et al., 2018). 
Residency programs have a statistically positive influ-
ence on nurse retention rates, reduce errors, lower stress 
levels of new graduates, and improve job satisfaction 
(Spector et al., 2018). Further research is needed to de-
termine the influence of postgraduate nurse residency 
programs on patient outcomes (Mellor et al., 2017).

SUMMARY

In summary, several models for clinical education of 
student nurses exist. Alternative models, collabora-
tive in nature, have evolved because of the increasing 
complexity of the health care environment. Among 
these models are preceptorships, the paired model, 
academic-practice partnerships, and increased use 
of adjunct faculty. The nature of each model dictates 
the level of student that would benefit most. The 
paired model has been used for beginning students, 
whereas the preceptorship model is widely used for 
students in the upper level of their program and for 
graduate students. Empirical research on the effec-
tiveness of these models has been sparse; there is a 
need for further evaluation of and research on these 
models in terms of their effectiveness on student 
learning and preparation for the workforce.

Clinical teaching involves student–teacher interac-
tion in experiential clinical situations that take place in 
a variety of complex and often interprofessional prac-
tice environments. These environments may include 

laboratory, acute care, transitional, and community 
sites, including homeless shelters, clinics, schools, 
camps, and social service agencies. Faculty must have 
in-depth knowledge of teaching behaviors that facili-
tate students’ learning and development, have complete 
knowledge of the culture of the practice area, and must 
remain clinically competent. Effective clinical teachers 
are able to plan, facilitate, and evaluate experiences us-
ing instructive, interpersonal, and evaluative strategies. 
These strategies facilitate students’ acquisition of the 
knowledge and skills required to become nurses.

A variety of teaching methods can be used to en-
able students to achieve desired outcomes. Patient as-
signments, clinical conferences, nursing grand rounds, 
concept-based clinical activities, and written assign-
ments are among these. The skill level of students, 
patient’s acuity level, number of students, and patient 
care resource availability will affect the method used. 
Among the models suggested for educating nursing 
students are the traditional approach and alternatives 
to this model, including preceptorships, teaching part-
nerships, and adjunct faculty. Practicum experiences 
prepare students for working in a health care system 
that is evidence based and patient centered. Teaching 
in the practicum setting blends faculty’s clinical exper-
tise with teaching skills to prepare nurses for current 
and future roles in an ever-changing health care system.

Reflecting on the Evidence

1.	 Choose a set of clinical teaching strategies for 
a group of students. What do you need to con-
sider about the student, the setting, and the 
patients to make this decision? What evidence 
for practice will you draw on to make your 
decision?

2.	 What is the role of internet-based teaching and 
learning in clinical teaching? Can clinical prac-
tice be learned in a fully online course?

3.	 What is the state of science about clinical 
teaching? What research questions are being 
asked? What methods are being used? What 
variables are included in the studies?

4.	 What are the best practices that are evidenced 
based?
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S    imulation technology and pedagogy has evolved 
over the past 10 years, pushing the boundaries of ex-
periential learning. Nursing education has moved from 
the first patient simulator, “Mrs. Chase,” delivered to the 
Hartford Hospital Training School for Nurses in 1911, 
to the use of high-fidelity manikins along with artificial 
intelligence and virtual reality. Simulation experiences 
have moved beyond simply teaching and practicing 
psychomotor skills. Simulation is an evidence-based 
contextual-learning teaching strategy that facilitates 
experiential learning and fosters critical thinking and 
clinical reasoning (Dreifuerst, 2012; Forneris et  al., 
2015). Effective facilitation and debriefing of the simu-
lation experience provides an opportunity for educators 
to be meaning makers. In today’s complex, fast-paced 
health care environment—with the demands of high-
quality effective patient care and the growing lack of 
clinical placements for nursing students—simula-
tion has become an effective teaching strategy that 
can replicate practice situations. The challenge now is 
thoughtful integration of simulation across the cur-
riculum (National League for Nursing [NLN], 2015a). 
Simulation offers nurses, students, and health profes-
sionals the opportunity to learn in situations that are 
comparable to actual patient encounters within a con-
trolled learning environment (Doolen et al., 2016) that 
supports the learners’ transfer of classroom and skills 
laboratory knowledge to realistic patient interactions 
(Hellier, Ramponi, Wrynn, & Garafalo, 2017; Johnson 
et al., 2013; Sarasnick, Pyo, & Draper, 2017). Clinical 
simulation technology is becoming increasingly more 
realistic, and nursing programs are making substan-
tial investments in equipment and learning space. As 

simulations and related teaching and learning strategies 
move into nursing programs and evidence supports 
clinical simulations as an alternative to actual clinical 
experiences, nurse educators must be prepared to teach 
using this methodology.

This chapter discusses simulations as an experi-
ential, student-centered pedagogical approach. The 
chapter begins with an overview of types of simula-
tion—the purposes, challenges, and benefits of clinical 
simulations—and concludes with information about 
planning, implementing, and evaluating simulations 
as they are integrated into courses and curricula. The 
chapter emphasizes (1) the types of clinical simula-
tions being developed and implemented in nursing 
programs; (2) challenges and benefits to student learn-
ing, thinking, and practice; (3) simulation theory that 
provides a foundation for steps to consider when de-
veloping and using simulations; and (4) the evaluation 
component to consider when implementing simula-
tions in the teaching–learning environment.

SIMULATION

Simulation is

an educational strategy in which a particular set 
of conditions are created or replicated to resemble 
authentic situations that are possible in real life. 
Simulation can incorporate one or more modalities 
to promote, improve, or validate a participant’s 
performance.

International Nursing Association for Clinical 
Simulation and Learning Standards Committee 

(INACSL, 2016a, p. S44)
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Examples of simulation use include performing ba-
sic life support on a patient simulator to manage a 
cardiac arrest and providing nursing care to a pa-
tient simulator or simulated patient (SP) experienc-
ing shortness of breath. Simulations are used when 
real-world training is too expensive or is not avail-
able, occurs rarely, or puts participants (or patients) 
at unnecessary risk. Simulations provide the oppor-
tunity for students to apply their knowledge within 
their scope of practice, think critically, problem solve, 
make clinical judgments, and care for diverse patients 
in a nonthreatening, safe environment. Incorporating 
simulations into a nursing curriculum as a teaching 
and learning strategy offers nurse educators the op-
portunity to support learners’ educational needs by 
providing them with an interactive, practice-based 
instructional strategy.

Simulation Nomenclature
There are various types of simulations. The terms used 
to describe various aspects of the simulation experi-
ence are described here. The simulation nomenclature 
matrix is categorized by types of fidelity. Fidelity is 
the ability of the simulation experience to mirror re-
ality. The higher the level of fidelity, the more realis-
tic the experience. An important point to remember 
is that realism is interpreted by the learner. Therefore 
the educator must carefully consider the use of the 
learning environment, tools, and other resources to 
enhance fidelity. Fidelity is categorized into three dif-
ferent dimensions: conceptual fidelity—details within 
the simulation scenario are aligned and make sense 
to the learner (e.g., O2 saturation levels match the re-
spiratory effort displayed by the patient simulator); 
physical/environmental fidelity—details of the physical 
space where the simulation scenario unfolds take into 
account the type of environment, noise, smells, use of 
manikins versus an SP, and other props; psychological 
fidelity—details within the simulation experience are 
structured to evoke the emotions, beliefs, and self-
awareness of the participants (INACSL, 2016a).

Levels of Fidelity

Fidelity, or the realism of simulations, is described 
along a continuum—from low fidelity to high fidel-
ity—relative to the degree to which they approach 
reality.

■	 Low fidelity: This type of simulation experience 
includes case studies to educate students about 
patient situations, role playing, and the use of 
a partial task trainer or static manikin (e.g., 
plastic model arm to learn how to perform a 
venipuncture, wound care trainer for wound 
management) to allow students to perform a 
task or skill. Low-level realism is present, but 
principles and concepts can still be learned 
using this type of simulation (Lopreiato et al., 
2016).

■	 Medium fidelity: This type of simulation is tech-
nologically sophisticated in that the participants 
can rely on a two-dimensional, focused experi-
ence to solve problems, perform skills, and make 
decisions during the clinical scenario. These 
manikins provide the ability to auscultate heart 
sounds and breath sounds, but the chest does not 
rise. Some examples include VitalSim Anne and 
VitalSim Kelly.

■	 High fidelity: This type of simulation in-
volves full-scale, high-fidelity human patient 
simulators, virtual reality, or standardized 
patients (actors portraying SPs who have cer-
tain health disruptions). They are extremely 
realistic and provide a high level of interac-
tivity and realism for the learner (Lopreiato 
et  al., 2016). Examples include SimMan 3G, 
SimNewbie, iStan, and a birthing simulator 
called Victoria and her newborn infant, all of 
which permit the student to listen to various 
body sounds and can be programmed to talk 
and to respond to interventions performed by 
the students.

Partial- or Full-Context Simulations

The context of simulations can be partial or full.

■	 Partial-context simulations: These simulations 
use partial task trainers in which a body part, 
plastic model, or partial manikin is used to de-
pict a certain function and on which a student 
can practice a particular psychomotor skill. 
Examples include students practicing specific 
psychomotor skills that are integral to patient 
care, such as inserting urinary catheters or naso-
gastric tubes.
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■	 Full-context simulations: These simulations in-
clude the full context of a scenario, an event, or 
an activity resembling an authentic situation that 
is possible in real life. For example, using a static 
manikin with limited functions, such as VitalSim 
Kelly, to run a simulation scenario involving a 
therapeutic encounter with a physical assessment 
is full context but medium fidelity. High-fidelity, 
full-context simulation provides a simulated 
learning experience using a high-fidelity simula-
tor and immersing the participants in a realistic 
mock code situation or a simulated live birth.

Full-context patient simulations using sophisti-
cated, high-fidelity patient simulators provide a high 
level of interactivity and realism for the learner. Partial 
task training devices such as IV arms and haptic (force 
tactile feedback) IV trainers are used in simulations 
for psychomotor skills. The learner is able to practice 
a skill repeatedly before performing it on a real pa-
tient. The partial task trainers typically ensure a sat-
isfactory rate of achievement of objectives and benefit 
to the participant. Studies have shown that after hav-
ing used these task trainers, participants demonstrate 
a psychomotor skill and use that skill set in the real 
patient environment (Hellier et  al., 2017). Programs 
or courses in which the task trainers are used in-
clude clinical laboratory courses and modules during 
which specific skill sets and goals need to be obtained. 
Another approach to learning is the use of QR (quick 
response) codes (a contemporary two-dimensional 
bar code) that can be scanned and immediately linked 
to a website or online content area for interactive 
practice with skills (Herrington and Wang, 2017).

Types of Simulation
Simulations variously involve simulated participants 
(human role players) (Lewis et  al., 2017), interactive 
videos built on gaming platforms, and manikins to 
teach procedures, decision making, and critical think-
ing in realistic environments (Simones et  al., 2014). 
There are a variety of technology-based simulations to 
support student and novice nurses, such as computer-
based interactive simulations or virtual simulations. 
In addition to types of simulations categorized by the 
equipment or manikin used, there are simulations 
categorized by the type of pedagogy used when imple-

menting the simulations. These types of simulations 
are described in the following sections.

Hybrid Simulations

A hybrid simulation is the combination of a standard-
ized patient and the use of a patient simulator in one 
scenario to depict a clinical event for the learner. For 
example, the simulation scenario may begin with the 
student performing a health history on a standardized 
patient who has just arrived in the emergency depart-
ment after having been involved in a motor vehicle 
accident. As the case evolves, the simulator plays an 
active role in the scenario by enabling clinical symp-
toms (e.g., drop in heart rate or blood pressure) that 
provide the objective physiological responses to re-
flect reality. This is a hybrid simulation because both 
a live standardized patient (i.e., patient providing the 
history) and a simulator (i.e., simulator displaying 
objective vital signs, etc.) are used in the experience. 
A common hybrid simulation in obstetrics involves a 
low-fidelity task trainer with a standardized patient for 
simulations of normal birth or complications such as 
shoulder dystocia. This can be done with a standard 
actor and the pelvis of a birthing simulator or with the 
use of the Mama Natalie, which is a low-cost, wearable 
device that can manually deliver a baby and placenta 
and simulate postpartum complications.

Unfolding Case Simulations

Another type of simulation is the unfolding case. 
Unfolding cases evolve over time in an unpredictable 
manner. An unfolding case may include three to four 
events that build on each other, providing students an 
opportunity to plan care across a clinical event, a hos-
pitalization, a care transition, or the life span (Kopka, 
Aschenbrenner, & Reynolds, 2016). Unfolding cases 
can be used to meet a variety of learning goals:

1.	 To demonstrate hierarchal order so the learner 
can follow the progression of a health problem 
and the related nursing care. For example, the 
first scenario demonstrates the patient being 
admitted with a head injury caused by a fall; the 
learner must conduct a focused neurological as-
sessment. The unfolding case leads to a second 
scenario, in which the patient experiences spe-
cific neurological signs (e.g., severe headache, 
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widening pulse pressure); the learner must use 
additional assessment skills. The third case oc-
curs postcraniotomy and involves care of the pa-
tient after the subdural hematoma is removed.

2.	 To visualize and prioritize the hospital trajectory 
and care of a patient that progresses. For exam-
ple, the patient is admitted through the emer-
gency department, with the learner performing 
an assessment. The second scenario depicts the 
patient being admitted to the progressive care 
unit, and the third scenario is designed for the 
learner to prepare the patient with discharge 
instructions.

3.	 To provide the learner with a view of care transi-
tions, showing the effect of the health disruption 
or disease process and nursing interventions 
required for a particular patient. For example, 
the first scenario depicts a hospitalized patient 
newly diagnosed with chronic obstructive pul-
monary disease (COPD). The second scenario 
progresses to the patient having compromised 
gas exchange related to COPD and being man-
aged at an ambulatory care center. The third sce-
nario depicts end-stage disease with a focus on 
end-of-life care with hospice care.

4.	 To serve as a mechanism to include a variety of 
important assessments and findings where one 
event leads to another. For example, the first 
scenario focuses on hypotension and subtle 
findings of sepsis and the second scenario cen-
ters on the critically ill patient with sepsis and 
hypotension.

Several organizations have developed unfolding 
case studies related to particular topics that are avail-
able at no cost to faculty. Unfolding cases that focus on 
vulnerable populations and address the complexity of 
decision making about their care can be found at the 
National League for Nursing (NLN) site at http://www.
nln.org; unfolding cases related to patient safety can be 
found at the Quality and Safety Education for Nurses 
(QSEN) site at http://www.qsen.org.

Simulated Participants

Simulation can involve the use of human role play-
ers who will interact with the learner in a variety of 
ways. These individuals commonly have been called 

standardized or SPs. Human role players can also por-
tray family members or other members of the health 
care team who interact with the learner, expanding 
the SP role to a simulated participant. The Association 
for Standardized Patient Educators (ASPE) published 
the ASPE Standards of Best Practice that provide an 
understanding of the nature, scope, and function of 
those portraying roles (Lewis et al., 2017). The terms 
standardized patient and simulated patient are used in-
terchangeably and define the individuals who are por-
traying the role of a patient in a realistic and repeatable 
way. However, standardized patients conduct their 
role in a “standard or replicable” manner to give each 
learner the same consistent experience and for reliabil-
ity when evaluating physical assessment skills, history 
taking, communication techniques, patient teaching, 
and types of psychomotor skills or objective structured 
clinical examinations (OSCE).

In Situ Simulations

In situ simulation is a type of simulation that in-
volves training performed in a real-life setting 
where patient care is commonly provided (Kaplan, 
Murihead, & Zhang, 2017; Kelsey & Claus, 2016). 
The aim of this type of simulation is to achieve 
high fidelity by performing the simulations in ac-
tual clinical settings, blending and providing both 
a clinical and learning environment. Typically, the 
simulation-based experiential learning focuses on 
interdisciplinary professional teams. Practicing pro-
fessionals are well versed in their particular field, 
possess a fair amount of experience, and prefer their 
learning to be problem centered and meaningful 
to their professional lives. Adults learn best when 
they can immediately apply what they have learned. 
Traditional teaching methods (e.g., a teacher imparts 
facts to the student in a unidirectional model) are 
not particularly effective in adult learning because 
it is important for adults to make sense of what they 
experience or observe.

Virtual Simulations and Digital Platforms

Simulations can also take place in virtual environ-
ments. Virtual simulation programs can be hosted 
online and accessed using a choice of navigable 
software using learning objectives that vary from 
highly focused technical skills training to broader, 
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case-based patient scenarios that require critical 
thinking and clinical decision making. Increasing 
development in virtual patient simulation is evolv-
ing and allows the learner to interact with the pa-
tient and the virtual environment where the patient 
is responsive to interventions through a digital me-
dia platform. Virtual worlds can be accessed by the 
internet and enables users to interact with each other 
through avatars. In this simulated world, users can 
explore, meet other users, socialize, participate in 
individual or group activities, and create services 
for one another or travel throughout the world. The 
software is a three-dimensional modeling tool that 
attempts to depict reality for the users.

There are other platforms whereby software 
programs replicate clinical practice and respond 
to learner interactions; some provide written feed-
back to the learner with suggestions and evidence 
as feedback. Some popular virtual simulation soft-
ware products available for online nursing educa-
tion include ArchieMD, CliniSpace, Second Life, 
TINA, Virtual Heroes, Shadow Health, and vSim for 
Nursing. Simulation is based on the theory of de-
liberate practice and engages students with the op-
portunity to repeat an activity continually to achieve 
mastery. Simulation through game-based learning 
can be independently performed or moderated, and 
this type of simulation helps prepare students for the 
clinical setting and allows the learner to make deci-
sions and interact with a patient with real-time re-
sponse in a safe learning environment.

There is a growing body of evidence surrounding 
the use of virtual simulation in nursing education. 
Tiffany and Hoglund (2016) used Second Life to 
teach the topics of inclusivity, diversity, and cultural 
awareness, providing a unique opportunity to expe-
rience these issues firsthand through the use of an 
avatar to adopt the persona of a marginalized indi-
vidual—“experiencing what it is like to walk in anoth-
er’s shoes” (p. 115). Using qualitative analysis, themes 
were identified from student assignments. Students 
overall found a new understanding and apprecia-
tion for unique differences in individuals. Schaffer, 
Tiffany, Kantak, and Anderson (2016) used virtual 
simulation to manage the challenge of limited avail-
ability of public health nursing clinical placements. 
Second Life was used to create supplemental family 

health, disaster preparedness, and home safety expe-
riences. Students achieved the learning outcomes yet 
struggled with the technological challenges that can 
accompany virtual simulation environments. They 
concluded that use of Second Life can be an effec-
tive teaching–learning platform when clinical expe-
riences are limited. Kalisch, Abersold, McLaughlin, 
Tschannen, and Lane (2015) studied nursing team-
work using virtual simulation, finding improved 
teamwork scores overall and significant improve-
ment in the areas of trust, team orientation, and 
backup. Foronda et al. (2016) used vSim for Nursing 
in a mixed-methods study to understand students’ 
experiences managing acute medical–surgical pa-
tients. They concluded that the learning experience 
was very positive for students and can extend the 
classroom experience as content preparation to en-
hance and reinforce learning.

Purpose of Simulations
Clinical simulations in nursing education can be used 
for many purposes, for example, as a teaching strat-
egy or for assessment and evaluation or as an avenue 
to encourage interprofessional professional educa-
tion (IPE). Students can be immersed in a simulation 
where they can actually portray the primary nurse, a 
newly employed nurse in orientation, or whatever role 
within the scope of nursing practice that the learner is 
assigned. As programs of nursing adjust their curricula 
to meet the demands and changes in nursing practice 
that limit clinical environment spaces for teaching and 
learning, simulation must be thoughtfully and inten-
tionally integrated to achieve student and program 
learning outcomes.

Simulations as Experiential Learning

The use of simulation corresponds with a shift from 
an emphasis on teaching to an emphasis on learning 
in which the faculty facilitate learning by encourag-
ing students to discover, or construct, knowledge and 
meaning (e.g., active learning approaches; see also 
Chapter 16). Simulation is an example of active learn-
ing whereby students become the center of the teach-
ing and are engaged in the experience as opposed to 
merely consuming the information. Simulation is ex-
periential learning that allows for situated cognition—
or learning in context—a concept at the forefront of 
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contemporary educational reform (Benner, Sutphen, 
Leonard, & Day, 2010). Contextualized learning brings 
classroom and clinical together; simulation engages 
learners with diverse perspectives to reflect and re-
frame the understanding of practice, bringing think-
ing and doing together.

When making a shift in approach from a focus on 
teaching to a focus on learning, student learning out-
comes serve as the framework for the development of 
specific learning activities. For example, both nursing 
students and novice nurses entering professional prac-
tice find it difficult to transfer theoretical knowledge 
into clinical practice. The use of simulation allows stu-
dents to experience the application of theory in a safe 
environment where mistakes can be made without risk 
to patients.

The use of highly realistic and complex simula-
tions may not always be an appropriate educational 
approach. In some situations, beginning students can 
use low-fidelity simulations to work on attainment of 
foundational skills, including effective communica-
tion with patients, psychomotor skill performance, 
and basic assessment techniques. With task trainers or 
standard manikins, students can practice procedural 
skills and caregiving in a safe environment that allows 
them to make mistakes, learn from those mistakes, 
and develop confidence in their ability to approach 
and communicate with patients in the clinical setting. 
In addition, students benefit from the opportunity to 
work with technologically sophisticated equipment, 
such as clinical information systems and hemody-
namic monitoring systems, in the educational setting 
before encountering such equipment in the clinical 
setting.

Advanced practice nursing students benefit from 
high-fidelity simulations that are complex, realistic, 
and interactively challenging experiences that support 
them in developing and practicing leadership abilities, 
teamwork, and decision-making skills. With patient 
simulators, for example, students can practice com-
plex assessment skills in their area of clinical practice. 
Faculty can create scenarios and program equipment 
to simulate serious clinical situations, such as respi-
ratory arrest or aberrant cardiac rhythms, that may 
require an emergent response. Simulations are also 
appropriate to prepare psychiatric nurse practitioners. 
As students respond to these more complex situations, 

they demonstrate their abilities to establish priorities, 
make decisions, take appropriate action, and work suc-
cessfully as part of a team (Reising et al., 2017). Within 
the simulated environment, advanced students also 
can demonstrate application of learning because they 
are no longer merely acquiring knowledge and skills. 
Students learn from the simulated practice without the 
need for faculty stepping in to correct and control the 
situation. High-fidelity simulation affords all students 
the opportunity to experience a baseline set of clinical 
scenarios, including those that are uncommon or rare, 
and to practice skill sets repeatedly until they develop a 
routine and process for safe patient care (Doolen et al., 
2016).

Simulations as a Teaching–Learning Strategy

Nurse educators are recognizing the importance of cre-
ating and implementing teaching methodologies that 
replace inactive, traditional classroom learning envi-
ronments. For example, employing a virtual simulator 
in a flipped classroom can easily bring a clinical con-
text to reading material, or using a virtual simulation 
provides an opportunity to unfold clinical encounters 
in real time. Educators organize students into small 
groups to discuss the patient encounter being unfolded 
on the large classroom screen in real time. Faculty 
pause the patient encounter for students to decide on 
next steps for the simulated care situation. This pro-
cess encourages their use and application of the con-
tent knowledge assigned for that class period as they 
together work in context and build on the simulation 
story with the educator guiding the classroom conver-
sation. Expanding the use of simulation in the class-
room for virtual concept mapping provides another 
opportunity for learning how to examine nursing care 
holistically. As educators guide their classroom con-
versation, they are role modeling their thinking strat-
egy, thereby demonstrating how an expert nurse would 
think through the patient care situation, uncover areas 
of unknowing, and use resources, etc. Learners explain 
their decision making and the basis for their actions 
(Forneris & Fey, 2017a,b).

Nurse educators have used low-fidelity simula-
tion, such as manikins, role play, and case studies, as a 
teaching–learning strategy for decades. The introduc-
tion of high-fidelity simulation (in the form of afford-
able, portable, and versatile human patient simulators) 
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in the late 1990s transformed health care education 
and is now one of the foundational strategies in the 
preparation of health care professionals not only for 
teaching but also for assessment and evaluation, devel-
opment of interprofessional team skills, clinical substi-
tution, and to make up for missed experiences.

Simulations Used for Assessment and Evaluation of 
Learning

Given the widespread use of simulations, there is 
also the potential for using simulations for assess-
ment and evaluation of student learning. Using 
simulation for assessment and evaluation of learn-
ing should be integrated into the larger process of 
planning, implementing, assessing, and evaluating 
learning. Faculty should identify the purpose of the 
assessment or evaluation early in the process to en-
sure that the evaluation is relevant and evaluates the 
learning outcomes for which it is intended. Although 
more traditional forms of assessment continue to be 
employed—for example, pretesting and posttesting 
using multiple-choice tests—simulation-based as-
sessments are being used increasingly in the evalu-
ation process, both in a formative manner, as part of 
an educational activity or training, or in a summa-
tive manner, as part of a graduation or certification 
process.

When simulations are being used for assessment or 
evaluation, the activities fall into two broad categories—
“low stakes” and “high stakes” situations—depending on 
the significance of the evaluation (Oermann, Kardong-
Edgren, & Rizzolo, 2016a). Low stakes assessments are  
formative learning experiences in which the simula-
tion is used by the learner and faculty to mark progress 
toward personal, course, or program learning goals. 
Faculty can use low stakes simulation as a summative 
evaluation (i.e., providing a grade that reflects achieve-
ment of learning). High stakes assessments are a type 
of summative evaluation, but the difference is in the 
consequence to the learner. It is a pass/fail outcome 
with no opportunity for the learner to remediate. Thus 
high stakes activities provide a high-risk evaluation 
and includes licensing and certification examinations, 
credentialing processes, and employment decisions 
(INACSL, 2016a,b; Oermann, Kardong-Edgren, & 
Rizzolo, 2016a,b). Simulation technologies used for 
assessment range from case studies and standardized 

patients (e.g., OSCEs) to haptic task trainers and high-
fidelity human simulators.

As with any type of assessment, faculty must con-
sider the issues of validity and reliability (Oermann, 
Kardong-Edgren, & Rizzolo, 2017). For assessments in 
low stakes or learning situations, construct and con-
current validity should be addressed. Construct valid-
ity is the degree to which an assessment instrument 
measures the dimensions of knowledge or skill devel-
opment intended. Concurrent validity is determined by 
evaluating the relationship between how individuals 
perform on the new assessment (in this case a simula-
tion) and the traditional (standard) assessment instru-
ment. An assessment with high concurrent validity, 
for example, is one in which the learner’s simulator as-
sessment score is comparable to his or her score when 
performing the same examination on a standardized 
patient scored by using a checklist.

Predictive validity is required for simulations used 
in assessments in which licensure, certification, or 
employment is at stake. Determining predictive va-
lidity in high-stakes assessment is a complex process. 
Predictive validity is the extent to which performance 
on a particular simulation predicts future perfor-
mance, such as clinical decision making or psychomo-
tor skills. Evaluating predictive validity requires that, 
in addition to current performance, the clinical skill 
or decision making of specific individuals be tracked 
over time. There has been little research and evidence-
based information specifically focused on quantifying 
the effect of simulation-based assessment activities on 
student or practitioner learning.

Simulations also are being used to assess and evalu-
ate students’ clinical skill competencies and clinical 
decision-making capabilities. OSCEs are clinical ex-
aminations that vary in format but mostly include a 
set period for the student to assess and interact with a 
standardized patient, an actor or actress hired to por-
tray a certain type of patient with a specific diagnosis 
and clinical symptoms. The use of OSCEs has been 
popular since the early 1970s, when they were intro-
duced to nursing education as a means of assessing 
clinical skills. Nursing education continues to explore 
concrete ways to measure clinical performance objec-
tively. Mitchell, Henderson, Groves, Dalton, and Nulty 
(2009) reviewed the range and scope of approaches 
and applications of OSCEs in health education, with 
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recommendations for evaluation best practices in 
nursing education. An important consideration is the 
thoughtful integration of OSCEs into the nursing cur-
riculum to augment other evaluation methods. In a 
follow-up study, Kelly et al. (2016) examined how to 
apply best practices surrounding the use of OSCEs in 
formative simulation. They concluded that best prac-
tice use of OSCE informs how simulation activities 
should be developed and delivered.

When using simulations as an assessment mecha-
nism, the nurse educator should also consider the 
improvement in the use of standardized patients, the 
sophistication of computer-based evaluation tech-
niques, the use of newer physiological electromechan-
ical manikins, and the fidelity of immersive haptic 
devices. Because of these advances, nurse educators 
are now better able to assess learning, promote a bet-
ter educational effort, improve academic courses and 
programs, and ultimately prepare students to provide 
quality, competent, and safe patient care.

Simulations Used in Interprofessional Education

Conventionally, nursing and other health care educa-
tion as a whole is delivered on a uniprofessional basis, 
eliminating the reality of everyday interprofessional 
collaborative clinical practice. Interprofessional educa-
tion (IPE) is bridging that gap. (See Chapter 11.) There 
are many advantages of using simulations to promote 
IPE and interprofessional practice (IPP), including 
breaking down both real and perceived barriers be-
tween different clinical aspects, enhancing interpro-
fessional cohesiveness and awareness, and providing 
an opportunity to develop mutual respect among 
members of an interdisciplinary team. Debriefing dis-
cussions highlight the importance and value of inter-
professional practice, especially when the debriefing is 
well contextualized and facilitated through exposure 
to realistic scenarios.

Simulations Used for Clinical Substitution and 
Clinical Make-up

Simulations are currently being used in clinical settings 
to substitute for real clinical time for various reasons. 
For some schools of nursing, the issue of finding qual-
ity, appropriate clinical sites is a challenge for faculty, 
particularly in specialty areas such as pediatrics or ma-
ternal health Kirkpatrick, Cantrell, & Smeltzer, 2017). 

Nurse educators have substituted clinical time for time 
in the simulation area to provide nursing students 
with appropriate clinical experiences (Larue, Pepin, 
& Allard, 2015). In some instances, schools of nurs-
ing are labeling clinical times as “off-campus” clinical 
for actual experiences in health care institutions and 
“on-campus” clinical when the clinical experience is 
obtained in the simulation laboratory. Simulations are 
also being used for “clinical make-up” days for those 
students missing clinical because of illness, weather, 
or other unforeseen causes. There can be an entire 
“clinical day” set up in the simulation laboratory for 
clinical hours. Some nurse educators use virtual simu-
lations (computer-based learning) that have a debrief-
ing component and scoring to meet clinical make-up 
hours when needed and when the content fits with the 
curriculum needs.

A landmark multisite study done by the National 
Council of State Boards of Nursing (NCSBN) explored 
the clinical competency of new graduates on their 
transition to practice based on their participation in 
either a control group, a group that substituted 25% 
of real clinical hours for simulation, or a group that 
substituted 50% of their clinical hours for simulation 
(https://www.ncsbn.org/685.htm). The study report 
stated,

This study provides substantial evidence that up to 
50% simulation can be effectively substituted for 
traditional clinical experience in all prelicensure 
core nursing courses under conditions comparable 
to those described in the study. These conditions 
include faculty members who are formally trained 
in simulation pedagogy, an adequate number of 
faculty members to support the student learners, 
subject matter experts who conduct theory-based 
debriefing, and equipment and supplies to create a 
realistic environment. Boards of Nursing (BONs) 
should be assured by nursing programs that they 
are committed to the simulation program and have 
enough dedicated staff members and resources to 
maintain it on an ongoing basis.

Hayden et al. (2014, p. S38)

The NCSBN convened an expert panel to evalu-
ate the study findings, previous research, and the 
INACSL Standards of Best Practice: SimulationSM to 
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create guidelines for the use of simulation in prelicen-
sure programs. These guidelines provide faculty and 
program directors with evidence-based information 
to inform preparation and planning for use of simu-
lation in nursing programs (Alexander et  al., 2015; 
NCSBN, 2015). These findings are significant for the 
nurse educator community because too often quality 
clinical sites are difficult to find; health care agencies 
are limiting the amount of practice and procedures 
students can actually perform in the clinical setting; 
and the client census is diminishing in the acute care 
settings such that clinical experiences are limited and 
focus only on the acute care population.

Challenges and Benefits of Using 
Simulations
Simulations can offer nurse educators and health care 
providers a significant educational method that meets 
the needs of today’s learners by providing them with 
interactive, practice-based instructional strategies. 
Implementing and testing the use of simulations in 
educational practice has both challenges and benefits.

Most of the challenges of using clinical simulations 
center on educators’ preparation for using simulations 
and interprofessional simulations. The NCSBN out-
lines the following guidelines for boards of nursing to 
use in evaluating the readiness of prelicensure nurs-
ing programs to use simulation to substitute for tra-
ditional clinical experiences. These guidelines are also 
for use by nursing education programs to assist them 
in establishing evidence-based simulation programs 
(https://www.ncsbn.org/9535.htm).

Before using simulation as a teaching/learning 
strategy, guidelines include the following:

1.	 Commitment has been obtained from the school 
supporting the use of simulation.

2.	 Appropriate facilities are available to conduct 
simulation to include educational and techno-
logical resources to achieve learning outcomes.

3.	 Faculty and simulation laboratory support staff 
are qualified to facilitate and debrief simulations.

4.	 Faculty are prepared to lead simulations.
5.	 The program has processes in place to guide 

best practice in the use of simulation, which in-
cludes use of a theory-based debriefing method, 
training and evaluation of faculty facilitating 

simulation and debriefing, and evaluation meth-
ods for simulation learning.

The benefits of using simulations include:

1.	 Active involvement of students in their learning 
process. By interacting with the simulation, ex-
amples, and exercises, learners are immersed in 
the context of learning and required to use their 
content knowledge to think through the chal-
lenges presented in the learning activity, thus 
moving thinking to a higher order. Decision-
making and critical thinking skills are reinforced 
through this teaching modality.

2.	 More effective use of faculty in the teaching of clin-
ical skills and interventions. In a simulated expe-
rience, faculty members have an opportunity to 
observe students more closely and to allow stu-
dents to demonstrate their potential more fully. 
The debriefing by faculty to uncover student 
thinking and understanding is a powerful learn-
ing tool.

3.	 Increased student flexibility to practice based 
on their schedules. The learner can access the 
simulation at his or her convenience and is not 
required to practice the skills in front of an in-
structor, although that option remains available 
for those who need extra instruction or rein-
forcement. The learner can revisit a skill several 
times in an environment that is safe, nonthreat-
ening, and conducive to learning.

4.	 Improved student instruction. Student instruc-
tion is improved through better consistency of 
teaching; increased learner satisfaction in both 
the classroom and the clinical setting; the op-
portunity for safer, nonthreatening practice of 
skills and decision making; and a state-of-the-art 
learning environment.

5.	 Effective competency check for undergraduates, 
new graduates, or new nurses going through ori-
entation. The simulation experience provides a 
competency check of the participants’ knowl-
edge, skills, and problem-solving abilities in a 
nonthreatening, safe environment.

6.	 Correction of errors discussed immediately. 
Students can learn by being immersed in their 
learning experience, and being debriefed after 
the encounter helps unfold their thinking and 
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rationale behind actions taken or not taken. 
Learners leave the encounter with a clear un-
derstanding of how their knowledge or lack of 
knowledge informed their reasoning.

7.	 Standardized, consistent, and comparable ex-
periences for all students. Educators can create 
consistent, standardized teaching activities so 
that all students in a clinical course can expe-
rience an important clinical event, assessment 
activity, or other essential clinical learning 
encounter.

8.	 Opportunities for collaboration and IPE. This 
provides an avenue for safe and effective pa-
tient care through knowledge and under-
standing of other professionals’ roles and 
skills that all students in a clinical course can 
experience.

As educators are incorporating simulations into 
their courses and into the nursing curriculum, major 
challenges and benefits have been noted. Faculty must 
consider both challenges and benefits as the simula-
tion pedagogy is adopted into courses and the nursing 
curriculum.

PLANNING TO USE SIMULATIONS

Using simulations as a teaching–learning strategy re-
quires advance planning. Planning should consider the 
need for resources, the overall curriculum, preparation 
of the student, and faculty development.

Resources
Operationalizing simulation requires physical space 
and equipment, the use of different types of simula-
tion equipment and technology (such as manikins, 
virtual reality, video conference technology [e.g., 
Skype, Zoom], and electronic health records), fac-
ulty, and support staff. The physical space must be 
large enough to accommodate teaching and learning 
activities, office space for faculty and staff, storage 
space, debriefing space, and, if used, space for video 
recording. Well-resourced spaces may mimic an acute 
care setting or operating room suite. Resources also 
include support staff who assist faculty in managing 
the equipment and supporting the audiovisual and 
simulator technology.

Curriculum Considerations
A needs assessment and analysis should be performed 
to understand the intricacies of the curriculum in gen-
eral and how the specific courses intersect with each 
other. Examining specific course content and the clini-
cal site placements gives a broad overview of the types 
of experiences students are exposed to and how ob-
jectives are met. Further examination of QSEN com-
petencies, national patient safety goals, the NCSBN 
Licensure Examination blueprint, the Institute of 
Medicine Initiatives, and standardized testing results 
can help design and pattern content for simulation. 
In thinking who the learners are, why they learn, what 
they learn, and how they learn, a schematic design for 
each course can be developed to determine how the 
goals of theory, simulation, and clinical are intercon-
nected and where simulation would be appropriate—
both inside the classroom (virtual simulation) or in the 
simulation laboratory.

Preparing the Student
Simulation is likely a learning strategy that is a new 
experience for the student. An important first step in 
successfully preparing the student for simulation is 
pre-briefing. Prebriefing in simulation is an orienta-
tion to the simulation learning experience. Thoughtful 
time spent with the learners before engaging in the 
simulation helps set the stage for successful achieve-
ment of learning outcomes (Rudolph, Raemer, & 
Simon, 2014). Prebriefing activities include reviewing 
learning outcomes; creating a “fiction contract” (i.e., 
agreement that the learner will accept the level of fidel-
ity in the simulation and fully participate despite the 
setting “not being real”); and orienting participants to 
the equipment, environment, manikin, roles, etc.

The main purpose of prebriefing is to establish 
a psychologically safe environment for the learner. 
Setting the stage for a psychologically safe learning 
environment begins before the learning experience 
(Daniels and Onello, 2017). Psychological safety refers 
to the learners’ perception of the learning environment 
and the potential risks for interpersonal interaction. 
Faculty must be intentional about setting the stage for 
a safe learning encounter, yet they cannot dictate the 
nature of safety; the learner must perceive the space as 
safe. Faculty are called to create a learning space that 
provides an opportunity for the learner to take risks 
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with the learning encounter respecting that mistakes 
will be made and these will be met with open, hon-
est conversation and multiple perspectives of thought. 
Preparing the student also includes orienting the stu-
dent to the use of the equipment and to his or her role 
as an active and engaged learner. Students must under-
stand the learning goals, what assignments they should 
complete or information to have at hand during the 
simulation, how the simulation relates to the reality of 
clinical practice, and the significance of the debriefing 
session. If the simulation is being used for assessment 
or evaluation, faculty must be transparent about this 
and provide an opportunity for students to become 
familiar with and use the equipment before the evalu-
ation performance. Clarity surrounding the rubrics 
that will be used to evaluate performance is critical 
(Daniels & Onello, 2017).

Faculty Development
As teachers and learners move away from content-
laden curricula to curricula that emphasize experien-
tial learning, it is critical that nurse educators have the 
requisite knowledge and skills to use simulation to its 
full potential (Forneris & Fey, 2017a).

Educators prepared in the use of simulations are 
essential to the success of integrating simulations 
across the curriculum. However, unlike the tradi-
tional classroom setting, the faculty role when us-
ing simulations is no longer teacher centered but is 
student centered, with the educator assuming the 
role of a facilitator in the student’s learning process. 
The educator’s role during the simulation process 
varies. Lioce, Graham, and Young (2018) discuss the 
evolution of the faculty role in simulation. No lon-
ger is it acceptable to have only one person manage 
all the varied roles required to deliver best practices 
in simulation. Additional consideration should be 
given depending on whether the simulation is be-
ing conducted for learning or evaluation purposes. 
Educators must provide learner support as needed 
throughout the simulation and facilitate or guide 
the debriefing at the conclusion of the experience. 
If the simulation is being conducted for evaluation 
purposes, the teacher’s role changes to that of an ob-
server and rater/grader.

When using simulations for the first time, faculty 
must feel comfortable with the simulations they are 

using. Faculty development on simulation pedagogy 
and debriefing is essential (NLN, 2015a, 2015b). 
Faculty may require assistance with simulation de-
sign, use of the technology, and setting up equip-
ment for the activity. Found that faculty development 
is needed to maintain fidelity in the design, imple-
mentation, and evaluation of simulation programs. 
Operationalizing critical thinking learning within the 
simulation and structured debriefing requires facili-
tation skill.

Simulation is an active experiential teaching strat-
egy, and consideration of the following for faculty de-
velopment is also necessary for delivering best practice 
simulation:

1.	 A firm foundation in experiential learning
2.	 Clear learning objectives for the simulation 

experience
3.	 A detailed design, taking into account that an 

educator facilitates learning (versus tells the 
learner)

4.	 Sufficient time for learners to experience the 
simulation, to reflect on the experience, and to 
make meaning of the experience

5.	 Faculty development in the area of simulation 
pedagogy; the teaching strategy is student cen-
tered, which is a paradigm shift in teaching for 
many

6.	 Strategic ways to quantify and document clinical 
simulation hours toward licensure or certification

7.	 When using IPE simulation, there must be align-
ment of student clinical placements across the 
professions; preparation of all faculty and pre-
ceptors involved; commitment from all profes-
sions to making IPE experiences a priority; and 
adequate financial, human, and space resources. 
(See also Chapter 11.)

Schools of nursing have found it helpful to send 
faculty to an orientation course or develop their 
own orientation to develop faculty for using sim-
ulations in their teaching. These courses include 
information about simulation selection and use, 
curriculum integration, the role of the facilitator, 
and how to conduct the debriefing. Faculty experi-
ence a simulation firsthand as they participate in 
these courses.
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SIMULATION USE

Simulations should be carefully planned. The process 
of selecting, designing, implementing, and evaluating 
a simulation to support learning in nursing education 
is best done using a systematic, organized approach. To 
help nursing educators and researchers in this devel-
opmental process, a simulation theory (Jeffries, 2016) 
was developed to identify the components of the pro-
cess and their relationship to guide the design, imple-
mentation, and evaluation of these activities.

The Simulation Theory
The NLN Jeffries Simulation Theory (Fig.  19.1) as-
sists educators by outlining the steps of simulation 
development, providing a consistent and empirically 
supported model to guide the design and implementa-
tion of simulations and the assessment of learning out-
comes when using simulations (Jeffries, 2016). Within 
the theory, seven concepts that underpin the design, 
facilitation, and evaluation of simulation are outlined 
(Jeffries, Rodgers, & Adamson, 2016).
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Fig. 19.1  ■  Diagram of NLN Jeffries simulation theory. (Jeffries, P. R. [Ed.]. [2016]. The NLN Jeffries simulation theory. Washington, 
DC: National League for Nursing. Used with permission.)
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When developing the scenario, the design features 
are considered within the development process. For ex-
ample, problem-solving components are considered in 
the scenario progression writing. Faculty can consider 
one or two problem-solving components designed in 
the scenario to be implemented by the novice students 
and three or four decision-making components for 
the more advanced student, perhaps to facilitate and 
emphasize prioritization at this level. After the simula-
tion template is completed, it is advised that the sce-
narios be peer reviewed by content experts to ensure 
that evidence-based practices are being incorporated 
into the scenario and to confirm accuracy and that 
the content is up to date. Finally, the scenario must be 
pilot tested with targeted end users so that educators 
can ensure that the scenario is at the correct level for 
the learner and can review the scenario for sufficient 
decision-making points and cues to engage the stu-
dents in the simulation. A simulation template used as 
a guide to develop clinical simulations can be found 
at the Simulation Innovation Resource Center (SIRC) 
website at http://sirc.nln.org/.

IMPLEMENTING SIMULATIONS

Once the simulation is designed, faculty members 
are ready to implement it into the nursing course. 
The following guidelines may be useful to educators 
implementing simulations into their nursing courses:

1.	 Make sure specific objectives match the imple-
mentation phase of the simulation. When faculty 
design a simulation, the objectives and nature 
of the simulation should be clearly defined for 
the students and facilitator. Furthermore, if the 
simulation is designed, for example, around  
the care of an insulin-dependent patient, then 
the scenario should be created using problems 
typically encountered and the problem-solving 
skills needed for that patient’s care. The simula-
tion should focus on the objectives and not on 
potential comorbidities or extraneous issues.

2.	 Set a time limit for the simulation and the de-
briefing encounter and then adhere to it. Too 
often instructors observe that in simulations stu-
dents are immersed for a specific time limit but 
are not able to accomplish all of the assessments 

and interventions the instructor had desired. At 
times instructors may let the scenario proceed 
beyond the specific time frame, but if the simu-
lation is scheduled for 20 minutes, the encoun-
ter needs to be 20 minutes. If students do not 
achieve the objectives desired, the reflective ob-
servation time can be spent on their experiences 
and the meaning they make of them.

3.	 Implement an appropriate orientation of stu-
dents to the simulation labs where they will 
be interacting with the simulators. This is an 
important step to help eliminate the anxiety 
and fear of the unknown associated with ini-
tial exposure to simulation as a whole. It is also 
important to engage in a confidentiality agree-
ment with the students that makes debriefing 
a safe environment for students and faculty, 
and lastly, implement a fiction contract where 
students are expected to treat the simulation 
environment as they would a true clinical 
encounter.

4.	 In undergraduate nursing programs, it is ad-
visable to make assignments so students know 
their specific roles during the simulation. Unless 
developing or testing team leadership skills, stu-
dents need roles (e.g., nurse, observer, family 
member) assigned before encountering the sim-
ulation to bring organization to the experience. 
If roles are not assigned, students waste time 
trying to decide what role to play. In advanced 
practice nursing programs, role delineation may 
be handled by the students. It is conceivable that 
advanced practice nurses can come together to 
determine specific roles and responsibilities. 
This may also be a good topic to investigate dur-
ing debriefing.

5.	 Avoid interrupting the simulated encounter 
when students are trying to problem solve on 
their own. In simulation, the learners function as 
professionals, not as students, so they are asked 
to step beyond their comfort zone and interact 
in the scenario without someone directing them 
how to act. Facilitators should observe a simu-
lation remotely, either behind a one-way mirror 
or via closed-circuit television, so students can-
not see facial expressions, hear comments, or 
see nonverbal gestures. It is best for faculty to 
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conduct the simulation debriefing immediately 
after the simulation event. If this is not done in 
the immediacy of the simulation, actions taken 
or not taken can be forgotten or confused with 
other scenarios.

6.	 Involve a limited number of learners in the 
simulation experience in addition to one or 
two observers or recorders of the encounter. 
Typically, two to six students are each assigned 
a role in the simulation experience. The roles 
within the simulation need to be identified be-
fore and recognized during the simulation. For 
example, students can wear name tags or labels 
and appropriate clothing for particular roles or 
have certain props available to help delineate the 
roles. When an educator has more students than 
are needed to participate in the simulation, these 
students can be assigned an observer role.

7.	 Ensure that the simulation is appropriate for 
the learners’ skill levels and cognitive ability. 
Although a prominent design feature when 
developing simulations is fidelity, simulations 
need to be realistic to the degree that matches 
the learning level of the student group. Early on 
in exposure to the simulation environment, stu-
dents benefit from scenarios that are comparable 
to their didactic learning. Low- or medium-
fidelity manikin and standardized patients with 
basic care needs offer opportunities to focus on 
basic skill and knowledge acquisition. Failure 
and anxiety in the simulation scenario can oc-
cur when the simulation objectives include skills 
or competencies students have not learned (e.g., 
IV management before IV curriculum or altered 
cardiac or lung sounds before cardiac or lung 
modules). As exposure to the simulated environ-
ment increases, learners benefit from a higher 
level of complexity and a mix of fidelity, includ-
ing challenges found in a complex environment 
such as simulated emergent events that involve 
critical thinking, active interaction, teamwork, 
and collaboration with the health care team to 
achieve a common goal. Simulations assist stu-
dents at the application level of learning to prac-
tice their decision-making, problem-solving, 
and team member skills in a nonthreatening 
environment. The environment needs to be 

sufficiently realistic to allow for suspension of 
disbelief so that the transition of knowledge 
from theory to practice can be stimulated. In 
simulation there is no “pretend.” All necessary 
equipment should be available and standards 
and protocols should be followed to mimic the 
clinical setting. If a patient is to take a medica-
tion, the proper steps for administration should 
be used.

8.	 When planning to incorporate simulations into 
the course or curriculum, ensure that faculty de-
velopment is included in the planning. Faculty 
need to know how to conduct a simulation 
and a debriefing session to achieve the desired 
outcomes with the teaching–learning strat-
egy. Faculty need to be prepared to design and 
conduct simulations in the educational setting 
before they are actually placed in the learning 
laboratory or clinical practicum with students 
in a simulation situation. All faculty members 
using this type of strategy in their classroom or 
clinical instruction need to be aware of and clear 
about the purpose of the simulation activity. At 
the end of the simulation, all instructors need 
to include a clear summary and highlights, par-
ticularly if there are several educators using the 
same simulation in a course. Discussion about 
simulations and how to implement them and 
clarity on learning outcomes for the simulation 
are needed and must be agreed on by faculty 
before implementation of the simulation. Clear 
delineation of the objectives of the scenario and 
the debriefing model should be followed by all 
facilitators. A predesigned concept map for each 
scenario can help guide facilitators for consistent 
debriefing.

Evidence-Based Debriefing and Reflection
Debriefing is one of the key design features to consider 
when operationalizing a simulation (see Fig.  19.1). 
Debriefing is a process by which educators facilitate 
learners’ reflection or reexamination of clinical en-
counters (Decker & Anderson, 2015; Dreifuerst, 2012). 
Facilitators face challenges in debriefing, including 
blame setting for performance, statements such as 
“this wouldn’t happen in real clinical,” learners who 
are open with dislike of the learning environment, and 
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learners who are hostile and defensive or who are self-
critical and defeated based on performance. These is-
sues can be avoided with a thoughtful prebriefing, as 
described earlier. Facilitators provide a safe, nonjudg-
mental environment and coach students to reflect on 
what they saw, heard, and experienced.

Three core concepts provide a foundation for un-
derstanding the nature of debriefing: conceptualizing 
learning as meaning making, the cognitive strategy of 
being critical, and engaging learners through purpose-
ful learning conversations (Forneris & Fey, 2017a). 
The challenge with debriefing is to shift the empha-
sis from delivering content to guiding the use of con-
tent through a process of thinking. It is a conversation 
that moves from let me show you how do this to tell 
me how you understand this. Debriefing in the context 
of simulation involves moving beyond the simple ap-
plication of facts and rules to a process of sense mak-
ing. Inherent in sense making is the learners’ ability to 
organize the contextual elements of the surroundings. 
This requires reflection, perspective taking, and exam-
ining one’s biases and beliefs to understand the whole 
of the situation—to be truly critical. Critical pedagogy, 
although not new, is the philosophical foundation that 
underpins and guides many contemporary teaching 
strategies, such as debriefing, that use reflection as a 
core attribute. (See Chapter 14.)

Debriefing encompasses the cognitive domain as-
sessing knowledge, the kinetic domain assessing skill 
and action, and the affective domain—or how the 
learner felt or interacted with the patient or other staff.

The role of faculty in facilitating debriefing is 
to support participants in the reflection process. 
Objectives of debriefing include the opportunity for 
the learners to describe what the experience was like 
for them; this can involve a release of emotional ten-
sion about the experience, a guided review of the pa-
tient and objectives, the identification and sorting of 
thinking, and reinforcement of teaching and correc-
tion of misconceptions. Debriefing is an opportunity 
to reference real-life experiences, normalize behaviors, 
and acknowledge emotions. These conversations take 
more time and should be well planned and structured. 
In the use of theory-based debriefing, debriefing 
should be twice as long as the scenario time and in-
volve active participation from all learners (caregivers 
to observers).

The NCSBN guidelines recommend that faculty 
who are facilitating and debriefing simulation be edu-
cated in a theory-based debriefing method. Theory-
based debriefing methods are varied, and several 
models are used in the simulation setting (Dreifuerst, 
2012; Eppich & Cheng, 2015; Rudolph, Simon, 
Dufresne, & Raemer, 2006; Waznonis, 2014). The 
NLN’s (2015b) vision statement Debriefing Across the 
Curriculum recommends that faculty use evidence-
based resources to develop their skills in debriefing. 
In an effort to assist faculty development in the abil-
ity to guide a reflective conversation, Forneris and 
Fey (2017) developed The NLN Guide for Teaching 
Thinking (Table  19.1). It is a learner-centered ap-
proach involving a three-part conversation structure: 
Context, Content, and Course. The NLN Guide for 
Teaching Thinking lays a foundation for Socratic in-
quiry. Educators can build on this three-part conver-
sation structure when implementing a theory-based 
debriefing method (Forneris & Fey, 2017).

The Debriefing Assessment for Simulation in 
Healthcare (DASH) tool is designed to evaluate and 
develop the debriefing skills of the facilitator. This tool 
evaluates the facilitators’ ability to conduct debriefings 
after specific behaviors. It is an evidence-based tool 
designed according to how people learn and change in 
experiential learning and was vetted by an expert panel 
at Harvard (https://harvardmedsim.org/debriefing-
assessment-for-simulation-in-healthcare-dash/).

Integrating Simulations Into Courses and 
Curricula
Simulations can be integrated into nursing courses, 
laboratory experiences, and clinical courses to pro-
mote more active and experiential learning within 
nursing education. With increasing use, thoughtful 
integration of simulation into the curriculum is the 
necessary and agreed-upon approach as opposed to 
having only one or two experiences in a program of 
study (Leighton, 2018). Thoughtful integration of sim-
ulation into the curriculum is interpreted as assessing 
how and where simulation would enhance achieve-
ment of student learning outcomes. “Low acuity–high 
frequency” is a curricular planning strategy. Faculty 
can use nursing practice standards, the NCLEX blue-
print, patient safety goals, etc., to identify common, 
fundamental, low-acuity yet frequently occurring care 
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situations (e.g., hypoglycemia, respiratory distress) 
that all students should be competent to manage as 
they enter professional practice. Simulation provides 
the opportunity for every student to experience the 
same encounter. Faculty can also modify the simula-
tion to increase its complexity so students can identify 
what happens when signs and symptoms change or are 
missed at the basic level and how that informs changes 
in acuity care management. The reverse strategy of low 
frequency–high acuity (e.g., mock codes) can also be 
an effective curricular integration strategy (Tagliareni 
& Forneris, 2016). Integrating unfolding cases in 
simulation, as discussed previously, has the potential 
to transform traditional teacher-centered classrooms 
into interactive, engaging learning environments.

Faculty have integrated simulations in a variety of 
courses. Beroz (2016) used multipatient clinical simula-
tions in a senior leadership course to better prepare and 
facilitate new graduates’ transition to clinical practice. 
The multipatient simulation was developed using three 

evidence-based, peer-reviewed medical–surgical sce-
narios. Two of the scenarios were at the basic level and 
the third was more complex. Using the Seattle University 
Simulation Evaluation Tool (SUSET) (Mikasa, Cicero & 
Adamson, 2013), the students were evaluated for their 
level of performance with assessment/intervention/
evaluation, critical thinking/decision making, com-
munication/collaboration, direct patient care, and pro-
fessionalism. Data analysis revealed that 25% of these 
students were unable to use surveillance skills to iden-
tify subtle cues to patient complications. The study 
concluded that integrating multipatient simulations as 
a teaching–learning strategy may improve surveillance 
and ultimately decision making.

With the increasing complexity of the health care 
system, clinical sites are becoming scarce and faculty 
have to identify alternate rich experiences for stu-
dents. Maternal–child care situations are one area 
where simulation is being used more frequently. Veltri, 
Kaakinen, Shillam, Arwood, and Bell (2016) studied 

TA B L E   1 9 .1
Critical Conversations: The National League for Nursing Guide for Teaching Thinking

Guided Questions for the Learner Directions for the Guide

Context Identify Patient’s Story
■	 How did caring for this patient/family make  

you feel?
■	 Who is this patient?
■	 What are your main concerns?

■	 Uncover the thinking and emotions.
■	 Describe the patient care story.
■	 Determine if all important aspects of the  

situation have been identified.

Content Understand and Guide Thinking
■	 I saw…
■	 I think…
■	 I wonder…
■	 Describe what you were thinking about during your experience.
■	 What sources of knowledge influenced/should have  

influenced your thinking?
■	 How have past experiences helped you to make sense  

of the current situation?

■	 Use concrete objective data to clarify  
perspective.

■	 Discuss your impressions of their thinking.
■	 Provide your perspective based on past  

experience.
■	 Relay strategies that have worked in the past.
■	 Understand the knowledge guiding their  

thinking.

Course Integrate Into Practice
■	 Set immediate course:

■	 So based on… what are your next steps going forward?
■	 Set long-term course:

■	 How would the care differ if you… (compare and contrast 
care situations (e.g., patient age change, setting change)

■	 What will you do differently moving forward?

■	 Discuss how this experience might influence  
thinking and practice going forward.

■	 Discuss the aspects of this situation that affected  
learning and will help them to remember this  
experience.

From Forneris, S., & Fey, M. (Eds.). (2017). Understanding the NLN guide for teaching thinking. Critical Conversations: The NLN guide for teaching thinking 
(pp. 1–11). Washington, DC: National League for Nursing. Used with permission.
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undergraduate nursing student performance and learn-
ing in a maternal–newborn simulation compared with 
students in a traditional maternal–newborn clinical 
encounter. Using a nonequivalent comparison group, 
posttest-only quasiexperimental design, nursing as-
sessment, intervention, and clinical reasoning in con-
ducting postpartum and newborn assessments were 
evaluated. Students were divided between a pediatric 
clinical rotation receiving the postpartum and newborn 
simulations and a clinical group in a maternal–newborn 
setting. The authors concluded that there were no sig-
nificant differences between students in a traditional 
clinical encounter and those using simulation relative 
to skill levels and ability to intervene.

Kopka, Aschenbrenner, and Reynolds (2016) inte-
grated clinical simulations into a gerontology course with 
prelicensure nursing students. The End-of-Life Nursing 
Education Consortium (ELEX) core curriculum, NLN 
Advancing Care Excellence for Seniors (ACE.S) un-
folding case studies, simulation, and social media (e.g., 
Facebook) were combined to create the learning context. 
The curriculum goal was to assist students in processing 
a patient death while effectively interacting with a dying 
patient and a family member. The unfolding nature of 
the simulation created a care continuum for the students 
that helped them better understand the care trajectory of 
a dying patient. The students reported feeling connected 
and better able to understand the unique care needs of 
these patients and families.

Van Gelderen, Krumwiede, and Christian (2016) 
studied using simulation to teach family nursing. This 
involved the development of the Van Gelderen Family 
Care Rubric (VGFCR) to assess the quality of care de-
livered by the nursing students specifically in the areas 
of family communication and family as client. The use 
of simulation to assist nursing students to gain new 
knowledge about family care and develop skills was a 
positive finding. The rubric provided criteria to better 
engage and assess the learning.

EVALUATION CONSIDERATIONS 
WHEN USING SIMULATIONS

Evaluation of the Design and Development 
Phase of Simulation
To evaluate the design and development of simulations 
created by nurse educators, (Jeffries, 2012) developed 

the Simulation Design Scale (SDS). The purpose of this 
tool is to provide the educator with information and 
feedback that can be used to improve the simulation 
design and implementation. The SDS is a 20-item tool 
that the learner completes after participating in a sim-
ulation to provide feedback on whether the intended 
simulation design features were present. Table  19.2 
briefly describes the five components of the SDS.

Evaluation of the Implementation Phase
When simulations are implemented, particular com-
ponents need to be included to ensure a good learn-
ing experience, student satisfaction, and good learner 
performance. According to Chickering and Gamson 
(1987, 1991), incorporating the Principles of Best 
Practice in Education assists educators to implement 
quality teaching activities and improve student learn-
ing. As a component of the simulation theory (Jeffries, 
2016), educational practices are evaluated using the 
Educational Practices in Simulation Scale (EPSS) 
(Jeffries, 2012). The EPSS is a 16-item tool that the 
learner completes after a simulation. The best practice 
elements being evaluated in the EPSS are active learn-
ing, diverse ways of learning, high expectations, and 
collaboration, as shown in Table 19.3.

Evaluation of Learning Outcomes
As discussed previously, learning outcomes can be 
measured through low-stakes and high-stakes simu-
lations. Outcomes are defined for the learning activ-
ity and can be measured by a well-designed clinical 
simulation. Research in this area is growing as educa-
tors measure the outcomes of the simulation activity 
desiring to close the knowledge and skills gap within 
academe and practice (Adamson, Kardong-Edgren, 
& Wilhaus, 2013; Kardong-Edgren, Adamson, & 
Fitzgerald, 2010).

SUMMARY

Educators use simulations to enhance learning out-
comes and promote safe patient care environments. 
Nursing organizations, commissions of higher edu-
cation, accrediting bodies, academic institutions, and 
schools of nursing are seeking answers to questions 
about simulation design and development, teaching 
and learning practices, implementation processes, 
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and associated learning outcomes. Educators and 
researchers must join forces to develop more rigor-
ous research studies testing simulation outcomes. 
National, multisite simulation studies by nurse edu-
cators are currently being conducted to enhance un-
derstanding of the educational usefulness of nursing 
simulations. For example, when simulations are used 
as a teaching–learning intervention, are learning 
outcomes improved? How can simulations be used 
to prepare for or replace clinical experience? How 
does the use of simulations contribute to advancing 
nursing into the next generation? How does the use 
of simulation contribute to a change in patient care 
outcomes? Educators need to make certain they are 
informed about the possibilities of simulations, their 
usefulness in enhancing student education, and the 
progress of educational research efforts conducted to 

develop and test new models of using simulation in 
nursing education.

TA B L E   1 9 . 2
Simulation Design Scale: Components

Component Description

Objectives/Information Clear objectives and time frame for the simulation are needed by students before the simulation 
begins. Information needs to be provided on what learners need to know and what they are 
expected to learn.

Student Support Student support is offered before, during, and after a simulation.
Support includes providing information and direction to the student prior to the simulation. During 

the simulation, cues can be provided to the students participating in the simulation via a lab test, a 
Chest X-ray (CXR) report, a phone call from a physician or a nurse manager, or in other ways. After 
a simulation, support is provided during the debriefing. Students find the debriefing part of the 
simulation a most important aspect; instructors are helpful when they correct misinformation or 
inappropriate actions that happened in the scenario, in addition to emphasizing components that 
should have been done but were not or areas of nursing care that were done well.

Problem-Solving/
Complexity

The simulation needs to be designed with problem-solving components embedded in the scenario 
or case that is written. The level of problem-solving needs to be considered (e.g., simple tasks and 
decisions if students are in a fundamentals course versus more complex problem-solving if students 
are in an upper-level course and six months from graduating).

Fidelity A simulation should be designed to be as close an approximation as possible to the real event or 
activity that is being developed to promote learning. A realistic, simulated clinical situation requires 
three elements: (1) relatively little information should be available initially; (2) students should be 
allowed to investigate freely, employing questions in any sequence; and (3) students get important 
clinical information over time during the simulation.

Guided Reflection/
Debriefing

Guided reflection reinforces the positive aspects of the experience and encourages reflective learning, 
which allows the participant to link theory to practice and research, think critically, and discuss how 
to intervene professionally in complex situations.

At the end of the session, the group should discuss the process, outcome, and application of the 
scenario to clinical practice and review the relevant teaching points. The last step in the simulation 
activity is to share and generalize information with the students.

From Jeffries, P. R. (2012). Simulations in nursing education: From conceptualization to evaluation. New York, NY: The National League for Nursing. Used 
with permission.

Reflecting on the Evidence

1.	 What evidence is available on the effectiveness 
of using simulation in support of learning?

2.	 When using a simulation theory, how would you 
construct a research project to test the frame-
work?

3.	 Identify three research questions that might be 
addressed when studying reflective observa-
tion.

4.	 What is the optimal balance of simulated versus 
actual clinical practice in nursing education?
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N ursing faculty continuously face the arrival of 
new technologies that affect their clinical practice 
and teaching. There are new tools for assessing and 
monitoring patients, delivering medication or fluids, 
charting medications, and documenting patient care. 
In addition, new health care practices, medications, 
treatments, and wearable technologies are announced 
in the press almost daily. Nursing organizations such 
as the National League for Nursing (NLN) and the 
American Association of Colleges of Nursing (AACN) 
have recognized these changes and have called for 
curricular reforms that will embrace the use of these 
technologies.

Fortunately, faculty now have new digital learn-
ing technologies to help prepare students for these 
changes. When they are used as part of a “connected 
classroom,” students engage with the faculty and each 
other and with resources and clinical practice sites 
beyond the classroom. The connected classroom is 
both a physical and virtual space in which students 
and faculty use digital learning technologies to pre-
pare for the current realities of a complex and in-
creasingly global health care system. The connected 
classroom assumes more importance as health care 
services move from acute care settings to the com-
munity. Nursing students traditionally learned nurs-
ing practice at in-patient clinical agencies, but now 
they are also likely to have clinical experiences in 
outpatient clinics, home care settings, assisted liv-
ing facilities, K-12 schools, senior centers, and other 
settings in the community. Maintaining connec-
tions becomes even more important as faculty and 
students access the resources they need to practice 

away from the traditional support systems available 
in hospitals. These changes mean it is more impor-
tant than ever for nursing faculty to create mean-
ingful learning experiences by orchestrating digital 
learning technologies.

For much of the history of higher education, it 
was the role of the teacher to bring students into a 
classroom, shut the door, and deliver information. 
No phones, computers, or even talking in class were 
permitted. The role of each student was to pay at-
tention to the instructor and receive wisdom. This 
approach has become inadequate as the amount and 
availability of knowledge increases, and one per-
son is no longer the sole source of information. The 
ongoing dilemma for nursing educators is that the 
ever-growing knowledge base needs to be taught 
in the same fixed number of credit hours. Nursing 
graduates practice nursing in constantly changing 
environments and must learn how to make connec-
tions to needed resources such as experts, patients, 
or documents. It is now the role of nursing faculty to 
facilitate these connections.

This chapter discusses the forces that have led to 
the emergence of the connected classroom and de-
scribes the digital technologies that are used to facili-
tate teaching and learning in this environment. The 
chapter offers specific suggestions for effective ways to 
use the technologies to engage students in interactive 
learning. The chapter concludes by encouraging fac-
ulty to embrace the use of technology as they prepare 
students for practice in a complex, patient-centered, 
consumer-oriented, and technology-rich health care 
environment.
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EVOLUTION OF THE CONNECTED 
CLASSROOM

The need for a connected classroom has been driven 
by social changes that are being enabled by digital 
technology. Changes include transformations in health 
care information technology and consumer health and 
the increasing use of new pedagogies and evidence-
based teaching practices. Changes in nursing educa-
tion driven by technology-savvy students and faculty 
are facilitated by the new technologies.

Changes in Health Care Information 
Technology
New technologies have spawned shifts in the delivery 
of health care. The way the health care teams com-
municate, retrieve information, and make clinical 
decisions has been radically changed in this century. 
Communication, once limited to a wired phone on a 
desk, now takes place with providers and patients us-
ing mobile devices via voice calls, text messaging, and 
email. Finding the latest literature once required a trip 
to the library, and if the needed books or articles were 
not available, faculty waited for them to be mailed 
from another library. Today, nurses retrieve evidence-
based literature delivered to a mobile device. Clinical 
decisions that previously relied on having personal ex-
perience or experts at hand now can be made by access 
to decision-making algorithms and direct contact with 
experts in remote locations.

Electronic health records (EHRs) have become 
ubiquitous as health care providers shift from paper 
documentation. EHRs provide more than readable 
and easily transmitted documentation. EHRs also 
give nurses tools to improve assessment by remind-
ing nurses to obtain needed data. They can also be 
integrated with decision-making tools to prompt 
for nursing interventions. Additionally, some EHRs 
have integrated resources such as the hospital for-
mulary and procedure manuals.

Patients have become much more engaged in their 
health care, and health care is becoming more person-
alized, in large part because of the availability of health 
care technology and consumer applications. Nurses 
will become increasingly involved in using mobile 
technology for assessing patients and helping them 
manage their own health.

These shifts create three issues for nursing faculty. 
First, traditional ways of teaching are not sufficient 
for students to learn how to establish nurse–patient, 
nurse–primary provider, and nurse–nurse relation-
ships using the newest health care technology. Second, 
nursing faculty must learn how to teach the use of 
these tools. Third, students must learn how to prac-
tice nursing with the new tools in both classroom and 
clinical experiences.

Pedagogical Shifts
How faculty teach has been influenced by changes in 
higher education, emerging evidence from nursing 
education research, and the increasing availability of 
learning technology. Teaching is now shifting from an 
emphasis on engaging presentations to using technol-
ogy to emphasize and promote learning.

From Teaching to Learning

One of the most prevalent shifts in higher educa-
tion is the move from the lecturer at the front of 
the room while students listen—known as “the sage 
on the stage”—to the instructor who interacts with 
students to facilitate learning—or “the guide on the 
side.” In recent years, technological advancements 
have provided faculty new tools to engage in inter-
active pedagogy such as electronic case histories and 
concept maps and have enabled faculty to shift their 
role to a guide, coach, and facilitator of learning. 
(See Chapter  16 for other strategies to promote en-
gaged learning.) This pedagogical shift is being dem-
onstrated through use of various teaching methods 
under the umbrella of the “flipped classroom” (Njie-
Carr et al., 2016).

The Flipped Classroom

The flipped classroom is based on the idea that ac-
tive learning is superior to passive learning. It is called 
flipped because the traditional method—of a lecture 
presented to a passive group followed with homework 
to practice and apply learning—is reversed (Betihavas, 
Bridgman, Kornhaber, & Cross, 2016; Njie-Carr et al., 
2016). In the flipped classroom, the preparatory infor-
mation for the class, such as a lecture, reading materi-
als, case studies, and quizzes, is made available ahead 
of class time. Students are to come to class prepared 
to engage in learning through activities that practice 
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application of the course material and to receive feed-
back about their progress in attaining learning out-
comes set for the particular class.

Access to digital technology and expertise in its use 
is essential in the flipped classroom. Students use digi-
tal devices to access information, use online learning 
activities, collaborate, work in teams, contact experts, 
and assess their learning and monitor their progress 
throughout the course. Before the class, faculty use 
digital technology to develop videocasts, podcasts, and 
narrated presentation slides to present course concepts 
(Njie-Carr et  al., 2016; Roteller, 2016). Students may 
demonstrate learning through wikis, blogs, presenta-
tion software, and video clips. Learning assessment 
is aided with tools such as testing software, audience 
response systems that record individual student’s re-
sponses to questions, and learning management sys-
tems. Students, too, can use these tools to track their 
progress and grades as the course unfolds (see also 
Chapters 16 and 20).

Changes in Nursing Education: Students 
and Faculty
One of the biggest changes in nursing education is the 
student’s experience with digital learning. Most nurs-
ing students have grown up in a digital world and are 
accustomed to instantaneous access to entertainment 
and information. They also expect immediate feed-
back. The new generation of students has been called 
digital natives because of their familiarity with tech-
nology. This may also mean that a large percentage of 
nursing faculty are digital immigrants In the United 
States, the average faculty member is older than 51 
(AACN, 2017). Despite these generational differences, 
it is important for nursing faculty not to confuse tech-
nological familiarity with expertise or wisdom about 
how to use technology.

Another change is that students are coming to class 
with their own technology. The 2016 Educause survey 
of more than 71,000 undergraduates found that nearly 
every student owned a laptop, smartphone, tablet, or 
e-book device (Brooks, 2016). Most owned more than 
one device capable of accessing the internet, with 
more than one-third owning four or more devices. 
Tablet ownership has stabilized, but use of wearable 
technologies such as smartwatches and fitness moni-
tors has increased significantly. Students are coming 

to class with the newest tools, but they will still need 
assistance with how to make best use of health care–
related software.

Many curricula are adding requirements for com-
puter literacy, information literacy, and nursing infor-
matics. Students often arrive to their higher education 
classrooms with the newest tools, but they will still 
need assistance on how to make best use of health 
care–related software.

Changes in nursing education require a change in 
the role of the faculty. To create a connected classroom, 
faculty must learn to use familiar tools in new ways 
and learn to integrate new tools. This can be a daunt-
ing task for faculty unfamiliar or uncomfortable with 
technology. It is important not to use technology for 
technology’s sake but to achieve objectives that would 
be difficult to achieve without technology.

To gain experience with technology, faculty can 
use multiple sources. Faculty can find colleagues who 
have expertise with the proposed use of technology, 
read technology columns in nursing education jour-
nals, or attend technology conferences. Many faculty 
have access to technology support at their school of 
nursing and can access libraries that have developed 
extensive search tools for finding evidence-based 
literature.

THE CONNECTED CLASSROOM

The connected classroom uses digital technology to 
connect students, faculty, experts, patients, and vir-
tual clinical experiences to facilitate learning. The 
key to the connected classroom is interactivity. The 
connected classroom improves student engagement, 
increases the amount of feedback for learning, pro-
vides opportunities for application of course concepts 
to clinical experiences, and gives both students and 
faculty immediate access to information resources. If 
students are to learn to connect with others, they must 
use technology to practice making those connections 
among people, resources, data, and ideas. Students 
with mobile technology know how to connect with the 
world via the internet, but at the same time, the 2016 
Educause Center for Analysis and Research (ECAR) 
study of undergraduate use of technology found that 
students like technology but want guidance from fac-
ulty in its use (Brooks, 2016).
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Establishing the Connected Classroom
Establishing the connected classroom involves not 
only the technological aspects of the physical setting 
of the classroom and connecting the classroom to the 
internet but also requires faculty and students to learn 
how to use interactive methods in productive ways 
that will enhance learning. Teaching in a connected 
classroom also must respect privacy of students, pa-
tients, and health care information; computer use poli-
cies must be in place to communicate these guidelines.

Creating the Learning Space for a Connected 
Classroom

The first consideration for creating a connected class-
room is to create a learning space that encourages 
connections among students and the teacher. Unlike 
traditional classrooms with a podium for the teacher 
at the front of the classroom and chairs set in rows 
for the students, the connected classroom is designed 
with movable chairs and tables for students to work in 
teams or alone as needed and for the faculty to move 
among the students to guide learning. Although there 
may be wall-mounted screens, smartboards, and writ-
ing surfaces, visual displays also must be distributed 
around the room and be accessible by students and 
faculty. At the same time, the classroom must be ar-
ranged to facilitate use for teleconferences, telehealth, 
and point-to-point conferences.

Connecting to the Internet

A key technology of the connected classroom is the 
availability of Wi-Fi for wireless connections to the 
internet. Students and faculty need internet access to 
locate literature, news, and resources. The internet 
is also needed for software downloads and updates. 
When teaching in any classroom, faculty should first 
determine what access to the internet is available and 
how to make the connection to the internet using ei-
ther a wired or wireless network. A wired classroom 
has an Ethernet connection to the local network. A 10-
foot Ethernet cable can often connect a laptop to the 
internet when the wireless network will not connect. 
If the internet connection is wireless, faculty also 
need to know the name of the wireless network and 
the password for entry. Because students will be using 
the wireless network, faculty must also determine the 
availability of simultaneous wireless connections and 

how many connections are permitted. If the number is 
less than the number of students who will be connect-
ing, it will be necessary to change assignments or have 
students work in groups.

Connecting to Projectors

Once connected to the internet, faculty will want to 
display websites and presentations from their own 
laptop. Classrooms often have projectors already in-
stalled, but it is important to know how to connect to 
the projector. The two main connectors are the older 
VGA video cable with an attached audio cable or the 
newer HDMI that can transmit video and sound. Use 
the HDMI cable if the laptop supports it, as it will au-
tomatically format the display and turns control of the 
sound volume to the projector.

Ensuring Technology Support

Technology support is needed for both faculty and 
students when technology is used in the classroom 
and by students when studying elsewhere on campus 
or at a distance. Support is also needed when fac-
ulty choose software and hardware that will be used 
by students in or out of the classroom. Most faculty 
would rather concentrate on teaching than on provid-
ing technical support; planning to obtain this support 
is essential.

Hardware choices are simpler in recent years, as 
most students already have a smartphone. Faculty 
will still have to consider hardware if they require a 
tablet or laptop computer to use the required course 
software. At many higher education institutions there 
are recommended hardware choices and discounts 
available to students and faculty. Software choices 
need to be based on the students’ hardware to ensure 
compatibility.

Faculty should also check with their institution for 
the availability of mobile computing support. Some in-
stitutions require devices to be registered before being 
permitted wireless access, whereas others only require 
knowledge of the name of the wireless network and a 
user-created password. It is also advisable for faculty 
to know how to access support for classroom tech-
nologies before using the hardware and software in the 
classroom. Before use, faculty should practice connect-
ing projectors, using sound amplification of computer 
presentations or videos, using a microphone, raising or 
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lowering a screen, controlling the room lights, and any 
other technologies such as smartboards or audience 
response systems.

Developing and Using Electronic Device Use Policies

It is important for nursing programs to have clear poli-
cies on the use of electronic devices in classroom and 
clinical experiences. Smartphones and tablets are use-
ful tools, but they can violate patients’ and classmates’ 
rights if used inappropriately.

In clinical settings, the cameras, microphones, and 
telephones in digital devices could easily violate pa-
tients’ rights to privacy. Health Insurance Portability 
and Accountability Act rules require that no user-
identifiable data leave a facility or be seen by unau-
thorized personnel (Thompson, 2005). The National 
Council of State Boards of Nursing (2018) has devel-
oped guidelines for using social media that indicate that 
nurses must not transmit identifiable patient informa-
tion, should maintain ethical nurse–patient boundaries, 
should keep personal and professional communication 
separate, and should be aware that postings on social 
media may be viewed by employers. Nursing educators 
should develop clear social media policies that meet the 
mission of the program and set the boundaries of pro-
fessional conduct (Westrick, 2016).

Cleanliness of the mobile device is another con-
cern that should be considered in policy decisions. 
Studies have shown that mobile devices can carry 
pathogens and that many health care workers are not 
aware that their devices are potential vectors for cross-
contamination (Foong et al., 2015). Possible policy re-
quirements include not permitting devices in isolation 
rooms and specifying how and when to clean a device 
(Kirkby & Biggs, 2016).

Similar guidelines should be in place in the class-
room. An electronic usage policy should be clearly 
documented and discussed before students enter areas 
where violations could occur. These policies should be 
broad enough to cover present and future technolo-
gies, have clear statements of expectation, and outline 
violation consequences. In the classroom there may be 
times faculty do not want students to have access to 
resource materials, such as during an examination, so 
be sure to include aspects of academic honesty.

Faculty must establish an electronic device use 
policy if students will be using devices in clinical or 

classroom settings (Box  20.1) (Westrick, 2016). For 
the clinical setting, the policy should indicate that 
photographs of patients or patient-identifiable infor-
mation may not be stored or transmitted beyond the 
clinical setting. Students should be aware that clinical 
agency policy may override school policy. Voice calls, 
texts, and use of social media also should be restricted 
while in the clinical setting, in accordance with clinical 
agency policies. Usage policies should also outline the 
judicial process for violations. Classroom electronic 
device policies are generally tailored to prevent disrup-
tions and academic integrity violations.

DIGITAL TECHNOLOGY TO 
PROMOTE LEARNING IN 
THE CONNECTED CLASSROOM

There are a variety of digital learning technologies 
available for use in the connected classroom. These in-
clude mobile devices such as computers, smartphones, 
and tablets in addition to presentation software, audi-
ence response systems, e-books, podcasts, lecture cap-
ture, and wikis. When considering the use of any of 
these technologies, faculty must consider the intention 
for its use. Technologies work best when they are used 
with purpose and not just for novelty.

Mobile Devices
Mobile devices include laptop computers, smartphones, 
and tablets. The common feature of these devices is 

B O X   2 0 .1
SAMPLE ELECTRONIC DEVICE POLICY ON 

USE OF ELECTRONIC DEVICES

Students are not permitted to make phone calls, send 
text messages or e-mails, or engage in internet activity 
while in the clinical or classroom setting without the per-
mission of the instructor. Taking photographs of patients 
is not permitted at any time. No patient-identifiable in-
formation is to be stored on the device or removed from 
the clinical agency. Clinical agencies or instructors may 
apply additional restrictions or rules. Violations of this 
policy will be considered a violation of Standards of Safe 
Clinical Practice.

From West Chester University of Pennsylvania, Department of 
Nursing BSN Handbook 2016–17.
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they can connect to the internet and offer the ability 
to add third-party software applications. The advent of 
computers that are easily portable gives students direct 
connections to resources, the faculty, and their class-
mates and also provides students an opportunity to 
learn to use these tools as they will use them in nursing 
practice. Mobile computers have become a requirement 
for knowledge delivery and student engagement with 
learning (Forehand, Miller, & Carter, 2017).

A smartphone is a mobile computer with tele-
phone capability. Key features are a 4- to 5-inch di-
agonal touch screen and connection to the internet. 
Some phones have screens larger than 5 inches that 
approach the size of tablets. These larger phones have 
been given the nickname “phablets” as a portmanteau 
of the words phone and tablet. Most smartphones also 
include a web browser, a camera, and GPS capability. 
Another key difference from desktop or laptop com-
puters is the dependence on wireless communication. 
Smartphones use Wi-Fi or cellular phone data services 
to connect to the internet. They also have Bluetooth 
capability to communicate with nearby devices such 
as printers, keyboards, or even health assessment 
tools such as a Bluetooth-enabled blood pressure cuff. 
Smartphones are considered computers because indi-
vidual programs called applications (“apps”) can be 
loaded and run by the user. In the same way as they 
use a desktop computer, users can add and subtract ap-
plications. Management of these functions requires an 
operating system. The operating system for nearly all 
smartphones is either Apple’s iOS or Google’s Android. 
Most commercial health care and nursing education 
software is sold with iOS and Android versions.

Tablet computers became more popular with the 
advent of Apple’s iPad. Tablets share the portability of 
a smartphone but with a larger screen. They have com-
puting power closer to a laptop but without the physi-
cal keyboard. All tablets come with Wi-Fi receivers for 
internet connections. Some tablets are available with 
cellular data receivers that allow access to the inter-
net wherever there is cellular phone service, but these 
services require a monthly fee. Most tablets use either 
the Apple iOS or a variant of the Google Android 
operating system. Applications are often rewritten 
from smartphone apps to make best use of the larger 
screen. The larger screen makes electronic books and 
documents easier to read than on a smartphone, and 

it more closely resembles the experience of reading a 
paper book.

Requiring Student Use of Mobile Devices

Some nursing programs require students to own a 
smartphone or tablet computer. The process for decid-
ing to require the use of a mobile device is not unlike 
choosing a required or optional textbook. Faculty will 
need to evaluate what is available, the cost for hardware 
and software, how the device will be used in the con-
nected classroom and clinical experience, and how sup-
port issues will be handled (Doyle, Garrett, & Currie, 
2014). Because most students have already purchased 
a mobile computing device, choosing one particular 
brand could be a problem for students who have al-
ready invested in a competing brand. Fortunately, most 
reference titles are available in both Apple iOS and 
Google Android operating systems.

There are several issues to consider when institut-
ing a mobile device requirement for students. These 
can include cost, faculty and student lack of familiar-
ity with the technology and its capabilities, or an un-
willingness to change teaching and learning methods. 
These issues need to be addressed before adopting a re-
quirement for use of mobile devices. Cost of the hard-
ware for students has become less of an issue as nearly 
all students now own a mobile device of some type. If 
faculty choose to require a tablet they should carefully 
consider cost and how it will be used. Cost can also 
be an issue if faculty are expected to use these devices 
themselves, and it will be necessary to plan how faculty 
will obtain and use these devices and how faculty will 
obtain the needed software. A consultant or campus 
technology expert may be helpful during the planning 
process. When deciding to require the use of digital 
devices, faculty must consider how to provide training 
for faculty and students when they are first used and 
provide opportunity to practice using the application 
before its actual use in the classroom or clinical setting. 
The trend for years for hardware has been lower costs 
for more power. The bigger cost now—in time of se-
lection, time for training, and in purchasing or licens-
ing—is the use of software for mobile devices.

Nursing Software for Mobile Devices

There is increasing availability of software for nurses 
and nursing students. Apps for the Apple iOS family 



380	 UNIT IV  TECHNOLOGY-EMPOWERED LEARNING

of devices can be managed through iTunes on the de-
vice or on a desktop computer. Android software can 
be purchased through the Google Play store and other 
online stores such as Amazon. Many apps are free or 
very low cost. Some apps are free but require in-app 
purchase of features. Most of the reference titles are 
purchased via a free “bookshelf ” app that manages 
the purchase and installation of textbooks. Apps such 
as the Skyscape Nursing Constellation or Unbound 
Medicine’s Nursing Central have references and tools 
and are available for the Apple iOS and Android oper-
ating systems. Additional references may be purchased 
later and added to the virtual bookshelf. Some com-
panies, such as PEPID, also sell bundled or integrated 
apps that include multiple titles that are purchased 
through subscription.

Reference Software. Reference textbooks have always 
been available in print form, but electronic versions are 
not only more portable, they can also change the way 
nursing care is practiced. Electronic references include 
drug information, laboratory test norms, medical ter-
minology dictionaries, and guides to nursing diagno-
ses. Students with mobile versions of these references 
can put material in their pocket that previously filled a 
bookshelf. The cost of these references is equivalent to 
the print version in most cases. One important differ-
ence is that unlike paper textbooks, electronic versions 
of references cannot be sold or transferred to another 
user. Most of these titles are sold on a subscription ba-
sis. Students buy access to updates for a period ranging 
from months to years. Faculty should check with the 
software provider if the application is still usable after 
the subscription period ends. For some titles, such as 
drug guides, it is important that students have current 
subscriptions so they are up to date with the latest drug 
information. Additionally, most of these subscriptions 
include web-based access to the data for use on laptops 
or tablets via a web browser.

Mobile computers can easily hold a wide variety of 
other reference texts. Medical dictionaries, diagnostic 
and laboratory test guides, and nursing practice guides 
are all available for mobile digital devices. Nursing 
practice guides include references on nursing diag-
noses, care planning, and physical assessment. These 
texts, like the drug guides, can be updated by the pub-
lisher. Updates require a subscription of a length that 

can vary from months to years. Most titles can still be 
used on a mobile device after the subscription ends, 
but they will no longer be updated. Some titles will be 
appropriate for use after graduation, and the student 
may wish to continue the subscription.

Drug Guides. Publishers of the major print drug 
guides now produce electronic versions for mobile 
computers that have identical information as the print 
guide but offer several advantages. Finding drug infor-
mation is far faster because the guide can be searched 
by trade or generic name by just typing a few letters 
in the search box. Paper guides are usually organized 
by generic name or by type of drug; this requires the 
user to search through an index just to find the drug 
information. Electronic versions are also updated fre-
quently. Unlike a new edition or a printed supplement, 
the electronic guides can be updated daily via the in-
ternet. Information on new drugs, black box warn-
ings, or banned drugs is then immediately available. 
Some guides come with additional features, such as a 
pill finder that displays the image of actual pills. Pill 
finder guides help students learn what the pill should 
look like before administering it and can be used with 
patients in home care settings who may be unsure of 
the identity of their pills. Additional features such as 
drug dosage calculators and drug interaction checkers 
are also included in some guides.

Several free drug guides are available for nurses. 
These guides are regularly updated and have many 
useful tools built in, but they usually do not contain 
the drug administration information and nursing con-
siderations contained in the subscriptions. Faculty 
should select an electronic health guide using the same 
criteria for content in the same manner as evaluating a 
paper guide. They also should assess the intuitiveness 
of the interface by practicing with familiar drug names 
and then evaluate how easy it is to find the needed 
information.

Health-Related Applications. Many applications are 
specifically designed for health care professionals. 
These include clinical calculators, assessment tools, 
specialized reference tools, and health care education 
apps. Other applications such as electrocardiographic 
monitoring, blood testing, glaucoma screening, and 
health assessment tools are now available, with more 
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in development. Clinical calculators are used for de-
termining a child’s growth percentile, the insulin needs 
for a patient with diabetes, or converting units of mea-
surement. Assessment tools can speed assessment of 
patients using validated tools such as a pain scale, neu-
rological assessment, or behavior assessment. By ask-
ing the user a series of questions about the patient, the 
tool can quickly calculate a score.

Health care apps can be obtained through the Apple 
iTunes app on iOS devices or with the Google Play app 
for Android devices, and their cost is often free or 
nominal. Faculty can direct students to specific appli-
cations with a link that can be used like a URL link to a 
web page. Students may also find applications that are 
useful for the needs of their particular patients.

Selection of an app for student use requires several 
steps. First, faculty (and students) should download 
and try several similar apps and evaluate their qual-
ity, ease of use, and applicability to the classroom or 
clinical experience. Faculty then must verify that the 
data used in the application are referenced to recent 
research or peer-reviewed content. The decision for 
purchase must be based on cost, including licensing 
or subscription fees, and the benefit that students will 
derive from its use. Faculty who choose a noncommer-
cial health-related application need to consider if it is 
available for both Android and iOS if there is a mix of 
users using either system.

Using Mobile Devices in the Connected Classroom

Having mobile devices in the classroom changes 
the teaching and learning environment. The devices 
require that faculty and students invest in learning 
their use. If faculty make this investment, then mo-
bile devices need to be used with intention to teach 
in a way that shifts from presenting content to us-
ing it. Using mobile computers in the classroom 
provides an opportunity for students to apply the 
course content as they would in a real-world setting. 
Using learning experiences that require students to 
use mobile devices in class helps students learn how 
to find information they need, how to interpret that 
information, and how to apply that information to 
nursing practice. As the use of wearable computers 
approaches, it may be even more important to move 
to connected classroom experiences that provide 
practice in using these tools.

The classroom is the best place for students to 
learn how to use mobile resources for their own learn-
ing and for providing patient care. Faculty can create 
situations for students either individually or in small 
groups that require the use of their resources to plan 
care for a hypothetical patient. See Box 20.2 for sugges-
tions for incorporating mobile devices into classroom 
instruction.

Presentation Software
Presentation software, such as Microsoft PowerPoint or 
Apple Keynote, has become commonplace in nursing 
classrooms. Although often considered a low-impact 
teaching strategy, when used appropriately, presenta-
tion software can in fact facilitate higher order learn-
ing. Before using presentation software, it is important 
to consider the learning outcome and the best use of the 
software. Will the slides be used to provide a script for 
the faculty? Will they be used to assist student learning 

B O X   2 0 . 2
USING MOBILE DEVICES IN 

THE CONNECTED CLASSROOM

1.	 When learning pharmacology, have students use a 
drug guide to explain why a particular drug would be 
prescribed. Have students explain the benefits, risks, 
and administration considerations.

2.	 Create a vocabulary quiz in which students find the 
meaning of a word using their mobile dictionary.

3.	 Present a short case study and have students use their 
resources to develop the needed assessments, nursing 
diagnoses, and interventions.

4.	 Present laboratory findings for a case study. Have stu-
dents use their mobile laboratory value guide to eval-
uate the meaning of the values and develop needed 
nursing care.

5.	 When discussing a nursing procedure, have students 
search the literature for evidence-based practice 
research on that procedure. Ask students to com-
pare the literature with what is seen at their clinical 
agencies.

6.	 Give students real-life imperial to metric conversions. 
For example, present a patient case with their weight 
in pounds, then have students convert the weight to 
kilograms. Students can then apply the weight to a 
mg/kg drug-dosing calculation.

7.	 Present case assessments that are aided using clini-
cal calculators for findings such as body mass index, 
Glasgow coma scale, pregnancy due dates, and so on.
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of new concepts? Will they be used to facilitate or or-
ganize note taking? Will they be shared with students 
before class to aid their preparation? Are they being 
used to facilitate learning for students who have learn-
ing style preferences for visual learning? Will they be 
used to guide student interaction?

Developing and using effective presentations re-
quires careful planning. Common errors include too 
much text per slide, too many slides for the length of 
the presentation, and color or font choices that de-
crease legibility. A good rule of thumb is “less is more.”

Think visually and include images that will help 
students who are visual learners by keeping them fo-
cused on key concepts. Develop a “story” that has a 
beginning, middle, and end; builds on previous learn-
ing; and leaves students with a lasting memory of the 
information presented in the experience.

Not all slides need a header title followed by bul-
let points. If the intention of the slides is to organize 
the presentation, try creating slides that have only one 
word or an image on them; less is more. A single word 
or image shows students the focus of the current point 
of the class and prevents faculty from just reading the 
slides like a script. Material that requires more text 
than can be properly shown on a slide should be given 
to the student in printed form as a supplemental guide. 
Avoid slide “bloat,” which occurs when faculty have 
too many slides and then must race through text-dense 
slides trying to cover the material. Showing a slide does 
not mean the contents of that slide were taught.

Keep in mind the learning objectives for the class. 
Consider what can realistically be learned in the given 
time. Generally only a few objectives can be truly 
learned in a 1-hour class. Presentation slides need 
to be carefully designed to help students learn those 
concepts.

Rehearse presentations to be certain they can be 
completed within the allotted time. It is best to fin-
ish under the allotted time to leave time for questions 
and clarifications during the actual class. Ideally, the 
rehearsal should be in the room where the presenta-
tion will be done, with the same lighting and projec-
tion. Faculty can then determine the clarity of slides, 
the color contrasts, text clarity, and look for words that 
could be removed or reduced to short phrases.

Avoid using premade templates. Choose contrast-
ing background and text colors that are legible in the 

lighting conditions where the class is to be held. Use 
contrasts such as a dark blue background with yellow 
text. This combination may not be ideal in a brightly lit 
classroom. A white background with dark black or pri-
mary color text is often more legible in a room where 
the lights are on for students to take notes and interact. 
Slides with a dark background should have text colors 
of a good contrast, such as white or yellow.

Presentation slides can include images, videos, 
graphs, and interactive responses. Faculty can find 
images and video clips using filters on search engines. 
YouTube also has many videos that are of direct in-
terest to nursing. Videos demonstrating assessment 
techniques, equipment operation, and therapeutic 
communication, for example, can be embedded in a 
presentation slide. Fair use rules of US copyright law 
allow images and short videos to be used in face- 
to-face instruction or online if through a course man-
agement system that emulates a face-to-face classroom.

Embedding videos in presentations avoids issues 
with internet connections or unwanted advertise-
ments playing before your selected video. Also, down-
loaded and saved videos can be trimmed to just the 
desired portion of the video. Online sites and software 
are available to aid the process of downloading video. 
A search for “download YouTube videos to mp4” will 
provide many choices. The mp4 file can be dropped 
in a presentation slide and will have a controller for 
starting and stopping. Such files will greatly increase 
the size of the presentation file, so consider making a 
version without embedded video. Large files often can-
not be directly sent via email to students, so making a 
smaller file will be necessary.

Interactive responses can be combined with presen-
tation software to engage the learners. Some audience 
response systems offer software that can embed ques-
tions in a presentation or display questions as a sepa-
rate application. Interactive questioning of material 
can help students test their knowledge. Additionally, 
periodic interactive questioning keeps students en-
gaged, because they have to think about the concepts 
and answer the teacher’s questions. Embedded ques-
tions similar to those that will be used for classroom 
tests or licensing or certification examinations can 
be used to prepare students to develop critical think-
ing and clinical decision-making skills and generate 
discussion. Embedded questioning moves the class 
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from a show to be watched by a passive audience to a 
participatory discussion.

Additional information about developing presenta-
tions and using presentation software is presented in 
Box 20.3.

Audience Response Systems
Audience response systems (ARSs)—often called stu-
dent response systems, classroom response systems, or 
clickers in reference to an old nickname for remote 
controls—have a radio-frequency receiver connected 
to the presenter’s computer USB port. Each member 
of the audience has a radio transmitter that has an in-
dividual identifier. When faculty ask a question, each 
audience member can press his or her answer on the 
remote system. The receiver gathers the responses, 
passes them on to the preinstalled software on the pre-
senter’s computer, and the results are then displayed.

ARSs can be used to poll for opinions, pose 
multiple-choice questions, administer a graded quiz, 
or take attendance. ARSs have been shown to increase 
student engagement (Klein & Kientz, 2013; Revell 
& McCurry, 2010). Other studies have shown high 

student satisfaction (Berry, 2009; Grzeskowiak et  al., 
2015; Lee & Dapremont, 2012; Russell, McWilliams, 
Chasen, & Farley, 2011). Additionally, not linking an-
swers to individual students may reduce anxiety about 
selecting a “wrong” answer to an instructor’s question. 
An anonymous ARS eliminates the need for students 
to raise their hand and possibly give a wrong answer. 
Once students respond, the ARS software can show the 
class how other students answered without embarrass-
ing any student. On the other hand, linking the ARS 
response to a grade increases the stakes for a student, 
which also increases engagement.

Another method of collecting anonymous responses 
is available through text messaging. Messaging services 
software is available free or at low cost that provides a 
number for students to text their responses. The group’s 
answers are then displayed in a web page that can be 
projected for the class. A big advantage of this method 
is that most students have a messaging phone and thus 
do not need to buy a separate transmitter. Another ad-
vantage of this method is that students can respond 
by typing their response as words. Their responses 
can then create a “word cloud” graphic of responses 

B O X   2 0 . 3
DEVELOPING AND USING PRESENTATION SOFTWARE

DEVELOPING THE PRESENTATION
■	 Avoid using commercial templates. Simple is better; a 

plain background is best.
■	 Use large fonts (24 point or larger) of a sans-serif font 

such as Arial, Helvetica, or Calibri.
■	 Label each screen to keep students prompted about 

the current topic.
■	 Limit punctuation (e.g., periods at end of lines).
■	 Avoid use of all capital letters; they are difficult to read.
■	 Use dark text on a light background; it is easier to see 

in a classroom with lights on.
■	 Use pictures to illustrate concepts rather than words 

wherever possible.
■	 Avoid using clip art: It has become cliché and is rarely 

helpful.
■	 Video and audio clips are helpful. Avoid unnecessary 

sound effects.
■	 Avoid unnecessary animations or transitions unless 

needed.
■	 Fewer words and larger text improve learning. Slides 

are prompts and organizers, not scripts.

■	 Use charts to present data but keep them simple and 
illustrative of a major point or concept.

■	 Distribute the slides ahead of time by creating a hand-
out of three to six slides per page and saving as a PDF 
file. Students will be able to take notes and not need 
presentation software to view.

REHEARSING THE PRESENTATION BEFORE CLASS
■	 Position the screen in the middle of the classroom and 

the podium to the right of the screen. Arrange seats 
so all students can view the screen. Test readability by 
standing in the back of the room with the lights on as 
they would be in the class.

■	 Obtain and test the needed passcodes for Wi-Fi 
access.

■	 Test internet links to web pages.
■	 If using linked video or audio clips, test the sound sys-

tem and set at an appropriate volume.
■	 Check spelling and grammar. Use the built-in checkers.
■	 Time the presentation, but realize that the actual 

class can take more time if there are questions.
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showing the frequency of submitted words with rela-
tive sizes. A disadvantage of this method is that it can 
be more cumbersome to enter long numeric strings re-
quired for responses with this method.

The purchase of transmitters can inhibit the use 
of ARSs. Faculty can either provide a transmitter 
for each student, which could be a sizeable cost in a 
large classroom, or require students to purchase their 
own transmitter. If students buy their own transmit-
ter, it is important that the technology be used on 
a regular basis to justify the students’ expense. A 
student-purchased transmitter can also be registered 
to the students’ names for taking attendance and giv-
ing graded quizzes.

If hardware purchase is not possible, there are on-
line alternatives. There are free and subscription on-
line classroom polling services available. These require 
registration and set up in advance but are particularly 
useful for lectures where obtaining and distributing 
hardware would not be practical, such as a one-time 
workshop or guest lecture. See Box 20.4 for other sug-
gestions on using ARSs.

E-Books
Applications such as Amazon’s Kindle app, Apple’s 
iBooks, and Barnes & Noble’s Nook bring electronic 
books to tablets (and to smartphones, although they 
are harder to read on the smaller screen). Several pub-
lishers of nursing textbooks have begun to offer their 
printed textbooks in electronic form. When requir-
ing the purchase of electronic books, faculty should 
be aware that reading books on a tablet requires more 
battery power because of their LED screen than dedi-
cated e-book readers such as the Kindle or Nook that 
use e-ink technology.

Books can be purchased directly on the tablet and 
immediately downloaded. Documents in the .pdf or 
.doc format can also be displayed without additional 
software. Faculty can create documents and distribute 
them to students via a learning management system 
(LMS) or send by email to each student.

E-books offer many advantages and disadvantages 
over traditional paper textbooks. Electronic books can 
be read on a dedicated device that is similar to a tablet 
computer but has limited functions beyond display-
ing text. Dedicated devices are called e-book readers. 
Examples include the Amazon Kindle, and the Barnes 
& Noble Nook. The biggest advantages of an e-book 
reader over a multifunction tablet computer are low 
power consumption, highly legible screens, lighter 
weight, and lower cost.

A fully charged e-book reader can be used for weeks 
between charges compared with hours for a tablet com-
puter. This is because e-books use an e-ink display that 
is a black and white, nonglare, paper-like display. It can 
be more pleasant reading from an e-ink display because 
there is no glare from a shiny screen or white light used 
to light up a tablet computer. This also means that pho-
tos are rendered in pixelated shades of gray. The re-
duced power consumption is also a function of much 
slower computer processors. An e-book reader does not 
need the graphics capabilities and processing power of 
a tablet, which saves battery life. This simpler technol-
ogy means that e-book readers sell for anywhere from 
$50 to $600 less than a tablet computer. For the highly 
cost-sensitive instructor or student, this low cost makes 
e-books attractive, but there are tradeoffs over using a 
tablet computer.

The benefits of e-books can also be a hindrance to use 
in education (Glackin, Rodenhiser, & Herzog, 2014). 

B O X   2 0 . 4
USING AUDIENCE RESPONSE SYSTEMS

■	 Be sure all faculty know how to incorporate audi-
ence response systems (ARS) questions into lec-
tures. Encourage faculty to practice before using in 
a live classroom.

■	 If students must purchase an ARS transmitter, they 
expect it to be used regularly. Make it part of most 
classes.

■	 If ARS transmitters are required, establish conse-
quences for failure to bring it to class.

■	 Show questions at regular intervals to keep stu-
dents engaged.

■	 Improve student reasoning skills by asking students 
to explain their answer before revealing the class-
room tally.

■	 Vary the timing of asking questions. Questions do 
not have to be asked at the end of every lesson con-
cept. Showing questions later in the class or even 
another day helps students test their retention of 
knowledge.

■	 Provide sample examination questions. These 
help students learn how to approach questions 
and learn how to reason when taking the actual 
examination.
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The limited screen display and slow processor severely 
limits graphics capability. E-books with an e-ink dis-
play cannot display a color photograph or diagram nor 
display any kind of video. Most e-book devices have 
a small screen that can make navigating a large text-
book cumbersome, particularly when combined with 
the slower processor and limited navigation features of 
e-book devices.

The limitations of e-book devices make them less 
desirable for nursing education. There may be settings 
in the community where the light weight and long bat-
tery life are beneficial, but generally nursing educators 
will find more versatility with mobile computers such 
as smartphones and tablets. Faculty should continue to 
monitor the e-book device market for improvements 
in the technology. Larger screens, color, and faster pro-
cessors may create a viable alternative to the paper ver-
sion of a textbook.

Podcasts
Podcasts are compressed audio files distributed via the 
internet. The term is a portmanteau of “Pod” from iPod 
and “cast” from broadcast. Podcasting makes it easy to 
distribute audio files such as lectures or panel discus-
sions to students. As a compressed file (usually in the 
mp3 format), an audio file can be quickly transmitted 
and takes up little space even for recordings several 
hours in length. In contrast, music files on a CD would 
use hundreds of times more drive space to store on a 
computer or smartphone. Students can listen to pod-
casts on their computers, smartphones, or tablets.

Faculty can use podcasts to either prepare students 
in advance of class or to replace classroom lectures 
or discussion, which is part of the flipped classroom 
strategy discussed earlier. Podcasts can also help keep 
students up to date when circumstances such as ill-
ness or weather interfere with class attendance. Many 
students use podcast recordings of lectures they at-
tended to review the content and their notes, which 
has been shown to improve learning. Faculty can also 
use podcasts to create special presentations such as a 
case study of a patient, a “walk-through” of a complex 
task such as a physical examination, an interview with 
client or clinician, or discussion of an exemplar paper 
(Marrocco, Kazer, & Neal-Boylan, 2014).

There are several ways to make a podcast record-
ing. To create a manageable file size for distribution, 

the audio file needs to be recorded in the mp3 format, 
which can be used by every portable audio device, 
smartphone, and desktop computer using either built-
in software or freely distributed software. Most laptops 
have a microphone and recording capability. Although 
the laptop method requires no extra equipment, the 
sound quality can be low because of ambient noise. An 
alternative recording method is to use a dedicated mp3 
recorder. These devices are the size of a deck of cards 
and record audio onto a removable memory card. 
Regardless of the method used to record, it is best to 
use a good-quality microphone held near the mouth 
while speaking. This reduces ambient noise and cre-
ates a clearer recording. A gaming headset that has 
a microphone is an excellent and moderately priced 
choice for high quality voice recording.

Distribution of podcasts can be public or private. 
Podcasts for public use require proper formatting and 
publicly accessible server space. Complex formatting 
is not required if the files are being distributed only for 
local use. The simplest distribution method is to use 
the document-posting feature of an LMS. See Box 20.5 
for suggestions for making and using podcasts.

Live Capture
Live capture is similar to a podcast of a live lecture. 
It provides programs with a way to record lectures for 
nonsynchronous viewing or let students review a class 

B O X   2 0 . 5
MAKING AND USING PODCASTS

■	 Use a laptop or dedicated mp3 recorder.
■	 Use a good quality microphone.
■	 Save files as mp3 format, mono, and 64–128 kilo-

bytes per second (kbs) to save space without hurt-
ing audio quality. Lower kbs will save space but can 
reduce listenability of the recording.

■	 Give the file a meaningful name when saving to 
help identify the recording (e.g., Class 5-Postop-
Feb28-2019.mp3).

■	 State learning outcomes and expectations at the 
beginning of the podcast.

■	 Keep podcast segments short; listener attention 
span is approximately 10 min.

■	 Create interactivity by posing questions or asking 
the student to perform a task or write an answer to 
a question.
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they saw live. The technology can be simple or require 
production staff. Some classrooms have automated 
systems that can be activated by the instructor at the 
start of class. The system then video-records the in-
structor and anything that is written on a whiteboard. 
This allows for demonstrations that could not be done 
with an audio-only podcast. Lecture capture in nurs-
ing education can be used for remote viewing for dis-
tance education, presenting a customized lecture that 
runs longer or on a tangential topic, and creating an 
archive of a guest lecturer (Fredette, 2013).

Wikis
A wiki is an online space where users can enter, edit, 
or review a document (Honey & Doherty, 2014). It is 
designed to facilitate collaboration and reach a group 
consensus; sometimes the process is called “crowd 
sourcing,” referring to the wisdom of the crowd rather 
than relying on an individual contributor. Wikipedia, 
the best-known wiki, is a vast encyclopedia that is 
continuously updated by its users; new information is 
added as it arises and incorrect or outdated information 
is deleted. Wikipedia may be the best known wiki, but 
its use in nursing education may be limited. Wikipedia 
entries may be edited by almost anyone, so there is a 
risk that entries may include incorrect information.

An intriguing way to use wikis in class is to use 
an online wiki service to create a private wiki; many 
LMSs (see Chapter 22) have wiki software embedded 
in their system. Students can be given topics to post to 
the wiki. For example, in a section on nursing history, 
small groups of students each could be assigned to 
write about a nursing historical figure. Each member 
of the group would then contribute and edit the wiki. 
Students could evaluate the quality of information, 
sources used, and future needs. The wiki can be an on-
going project that is periodically updated and refined.

Another use is to have students develop a wiki for 
other students in their nursing program. Wikis on 
studying for a nursing examination, buying books, 
selecting mobile hardware, succeeding at a particular 
clinical agency, or buying uniforms are possible top-
ics. The process of creating and editing a wiki helps 
both the student who edits the wiki and the student 
who reads it. Creating a wiki entry requires critical 
thinking, organization of ideas, and application of the 
principles of good writing.

Wikis can also be used to crowd-source a care plan. 
Have the class all contribute to a plan of care or a case 
study. Assign small groups of students with differ-
ent areas of expertise to contribute to the care plan. 
Students then critique and edit the areas they did not 
work on. Faculty can require students to identify re-
sources they used to support their postings.

There are myriad other possible uses for wikis in 
nursing, such as community assessments, literature 
reviews, debates on ethical issues, FAQs for a clini-
cal agency, or study guides for examinations. Wiki 
projects can help students connect with each other, 
learn to critique the work of others, and learn how to 
justify an opinion or clinical decision. See Box 20.6 
for suggestions for using wikis in the connected 
classroom.

Streaming Videos
Showing movies and videos has long been part of nurs-
ing education, but the introduction of streaming videos 
simplifies their use. Videos can convey psychomotor 
skills, emotional situations, and patient care situations 
better than any other media. Streaming videos help 
engage students and encourage critical thinking (June, 
Yaacob, & Kheng, 2014). Videos are particularly useful 
for addressing learning objectives in the affective do-
main. A video of a patient relating an experience with 
a disease can help students learn empathy for others. In 
the psychomotor domain, watching the steps of a proce-
dure enhances learning of those steps. In the cognitive 
domain, unique presentations of concepts such as those 
presented by the Khan Academy designed specifically 
for nursing students can also aid learning (http://www.
khanacademy.org/test-prep/NCLEX-RN).

B O X   2 0 . 6
USING WIKIS

■	 Set up the wiki according to institutional policies 
respecting student privacy and pedagogical use.

■	 Verify that all edits are recorded and can identify 
the student who is editing.

■	 Evaluate the academic quality of student-created 
entries for use of peer-reviewed sources.

■	 Consider wikis as a tool to achieve group work ob-
jectives in an online course during which students 
are not physically together.
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Streaming videos can be found on common video 
sites such as YouTube and Vimeo but are also avail-
able commercially from nursing care video pro-
viders. Hard media such as DVD or Blu-ray disks 
require production costs, shipping, and storage; 
streaming videos avoid these problems. A potential 
difficulty with streaming videos is that the loss of in-
ternet access prevents the video from playing. Some 
streaming videos can be downloaded and saved to a 
USB memory stick for situations where the internet 
is not available or is not of high enough speed for 
streaming.

Social Media
Social media are forms of electronic communication 
used to create online communities and share infor-
mation. Social networking and media are incredibly 
popular; millions visit sites such as Facebook, Twitter, 
Instagram, LinkedIn, Pinterest, YouTube, and personal 
blogs every day (Ross & Myers, 2017). Searching social 
media for health-related postings as an assignment al-
lows students to explore the concerns and knowledge of 
the lay population. This can be a springboard for discus-
sions on health care issues, health policy, patient teach-
ing, and alternative treatments. Social networks can also 
be used as a method for finding participants for nursing 
research studies.

Social media sites are also useful for communica-
tion among students and faculty and with the general 
public about nursing, school, or health care issues. 
Facebook provides the ability to create closed groups. 
A closed group can be used among students as a sup-
port group. Twitter accounts can be created to gener-
ate tweets or short news items about events on campus 
or health-related topics. Instagram can be used for 
posts of photographs of campus events or student ac-
tivities. Faculty can use blogs by using LMS discussion 
tools or free blogging software (see Chapter 22). Social 
media such as Ning have also been used to promote 
discussion in a community health course (Drake  & 
Leander, 2013).

Social media sites have great potential risk for pri-
vacy violations if used improperly, and there are in-
creasing reports of violations. Schmitt, Sims-Giddens, 
and Booth (2012) suggest that social media tools can 
be part of the new pedagogy if used with precautions 
against invasions of privacy. The risks of social media 

can be incorporated into discussions of privacy and 
professionalism (Peck, 2014).

LEARNING MANAGEMENT SYSTEMS

Many institutions offer a learning management system 
(LMS) to integrate technology into a class, provide 
supplemental materials, manage grades, communicate 
with students, give quizzes, and submit assignments 
The LMS can be configured to assist faculty who 
teach in a hybrid online/classroom course or an all-
online course. An LMS can also track students’ prog-
ress toward mastery of established learning objectives. 
Online collaboration helps students connect with each 
other and the teacher through LMS chat rooms. An 
important aspect of the LMS is that the teacher con-
trols access and the information on the course site is 
restricted to authorized users. This protects the in-
tegrity of the course materials and the privacy of the 
students and avoids copyright limitations for materials 
that could not be put on the general internet. For ex-
ample, videos or documents can be posted with access 
limited to enrolled students (see Chapter 22).

THE CONNECTED CLINICAL 
EXPERIENCE

The connected classroom assumes greater importance 
as faculty design curricula that better link classroom 
experiences for application in clinical practice. One of 
the greatest advantages of using mobile devices in the 
clinical setting is the ability for students to bring their 
reference texts in a highly portable form. During the 
course of a clinical experience, students may encounter 
drugs, terminology, diseases, or laboratory values they 
have yet to learn. Looking up information as needed is 
learning by doing and in a context that aids retention. 
Before planning to use mobile devices in clinical set-
tings, faculty must be sure to have policies concerning 
their proper use.

Using Mobile Devices During Clinical 
Experiences
The use of mobile devices during clinical experiences 
can aid learning and help students apply what they are 
learning in the classroom. Students should be oriented 
to the software before entering the clinical area so they 
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know its capabilities. Faculty should also discuss with 
students the appropriate use of these tools and how to 
wash hands frequently between patient care and use of 
these devices.

Faculty who use any of these techniques must 
be well practiced themselves in the use of technol-
ogy and stay up to date with the technology (McKay, 
Anderson,  & Harding, 2017). Students also look to 
faculty modeling of technology in the clinical setting. 
Faculty use improves acceptance by staff and reduces 
students’ technologic fears.

Health care resources and applications on electronic 
devices are useful as reference material, for patient 
teaching, and for patient assessment and monitoring. 
See Box 20.7 for suggestions for using electronic de-
vices in the clinical setting.

FUTURE TECHNOLOGIES OF 
NURSING EDUCATION

Faculty will always need to keep updated as new and 
improved ways to teach become available. Only 10% 
of students in a recent survey preferred to be taught 
strictly face to face (Brooks, 2016). For faculty, this is 
strong evidence of the need to blend technology with 
traditional teaching methods. Although it is difficult 

to successfully predict future technologies, there are 
some clear trends (Box  20.8). It has been clear that 
handheld devices continue to become more powerful, 
cameras in these devices rival the best single-purpose 
cameras of just a few years ago, and the interface of 

B O X   2 0 . 8
UPCOMING TECHNOLOGIES FOR 

NURSING EDUCATION

1.	 Augmented Reality: Mobile devices can place three-
dimensional (3-D) images of objects in the device’s 
camera image. Objects such as equipment or virtual 
patients can be superimposed into a real place.

2.	 Virtual Reality: Using 3-D viewing glasses a 3-D vir-
tual world can be explored by the user. The virtual 
world can be manipulated through gestures and ac-
tual movement through space.

3.	 Natural User Interface: Using haptic (also called tactile) 
feedback to user to “feel” objects. Can be used in simu-
lations of procedures with virtual or simulated patients.

4.	 Next Generation Learning Management Systems (LMS): 
LMS with more customizability, learning assessment 
tools, gamification, and analytics.

5.	 Internet of Things (IOT): The IOT is greater inter-
connection of objects with the internet. Sensors can 
track students’ locations or activities, facilitate group 
learning, or inventory of supplies in the laboratory.

B O X   2 0 . 7
USING MOBILE DEVICES IN THE CLINICAL SETTING

1.	 Have students use a medical dictionary when reading 
patient histories for any word students do not recog-
nize. Seeing the definitions in context with a real patient 
situation aids learning of medical vocabulary.

2.	 Use an acronym guide when reading patient charts. 
Students can be overwhelmed by the use of acronyms in 
patient records. An acronym guide is one way students 
can become familiar with the dozens of acronyms ap-
pearing in most charts. Students should be cautioned 
that some agencies use their own “in-house” acronyms 
that may not appear in guides.

3.	 Assign students to use an electronic drug guide to in-
vestigate their client’s prescribed drugs. Assign students 
to use the guides to look up side effects, dosing for the 
patient’s weight, nursing administration considerations, 
and compatibility with other prescribed medications.

4.	 Require the use of clinical calculators to use tools for 
assessments such as body mass index, pain scales, 

intravenous rates, and unit conversions. Have students 
evaluate their use.

5.	 Assign a Medline literature search of a topic relevant to 
their client’s needs. Have students keep track of their 
search strategies. This helps students develop skills in 
literature searches and interpreting applicability of find-
ings to clinical situations.

6.	 Have students develop a brief care plan “on the fly” 
using their reference tools during the course of a clini-
cal day. Evaluate the quality of their plan, and also 
have the students evaluate the quality of the reference 
tools. This assignment can require the use of a nursing 
diagnosis guide, intervention guide, drug guide, and 
other tools.

7.	 Require the use of mobile resources to develop a patient 
teaching intervention. Have students find peer-reviewed 
information and images that can be used to assist pa-
tients learn about their treatment or condition.
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devices with the internet and the environment are all 
combining to provide tools for educators to blend sim-
ulated images or sensations into an intuitive interface.

PUTTING IT ALL TOGETHER

Teaching in a connected classroom offers the oppor-
tunity for using learning technology to best advantage, 
connecting students with resources, and flipping the 
classroom. The connected classroom also promotes 
linkages with clinical practica and promotes learning 
for application to real-world patient care situations. 
The connected classroom also provides students an op-
portunity to investigate and use emerging health care 
technologies for health assessment, patient teaching, 
and evidence-based practice. In the connected class-
room, faculty intentionally choose the teaching meth-
ods that will enhance learning. For example, high tech 
is not needed for small-group discussions, debates, or 
in-class planning of care. Yet all will help students con-
nect with one another and the faculty.

Traditional pedagogy that values memorization 
over learning for application to patient care will not 
adequately prepare nursing students for their future 
practice. Digital technology such as podcasts, ARSs, 
wikis, and streaming videos may not be directly used 
in clinical practice but will help students learn in a 
more active way than previous methods allowed. 
These tools can be used at little or no cost but do take 
preparation to use effectively. When faculty design 
learning objectives and outcomes that require higher 
order thinking and application to practice, they will be 
in a position to choose methods that take advantage 
of learning technology rather than having technology 
guide the objectives.

Using mobile technology in the clinical setting is 
simultaneously a teaching and a practice tool. Solving 
real-world problems with mobile computing tools 
helps put students on the path to better practice af-
ter graduation. A clear policy on the appropriate use 
of these tools must be in place before students use the 
tools clinically. Although clinical agencies may have 
concerns about privacy violations, faculty can offer 
reassurance through use of school and agency privacy 
policies and appropriate ethical behaviors.

The decision to have a connected classroom is no lon-
ger a question of if but of when it will be implemented. 

The exponential growth of health care information re-
quires students to learn how to locate and use new in-
formation. The increasing globalization of health care 
practice also means a greater need for connections with 
other health care providers and patients. New technol-
ogies will emerge after the publication of this book and 
faculty need to be ready and able to incorporate them 
into teaching and clinical practice. All of these factors 
will lead faculty to find their connections with students, 
patients, and the world. As Albert Einstein (Frank, 
2002, p. 185) noted, “[I do not] carry such information 
in my mind since it is readily available in books…. The 
value of a college education is not the learning of many 
facts but the training of the mind to think.”

Reflecting on the Evidence

	 1.	Design an ideal connected classroom. What 
elements are important to you and your 
students?

	 2.	Many nursing faculty may not be well versed 
in the use of technology in the classroom. 
What are your expectations of a new member 
of the faculty regarding their use of technol-
ogy in their teaching?

	 3.	There are many health care reference appli-
cations for mobile devices. How would you 
decide which applications to recommend to 
students?

	 4.	Locate the social media policy at your school. 
How is it communicated to students? What 
consequences are in place for students who 
do not observe the policy? How does this 
policy relate to other policies at your school 
that guide ethical, legal, and moral behavior 
of students and faculty?

	 5.	Think of the PowerPoint presentations you 
have seen. What made elements made the 
presentation effective for your learning?

	 6.	What are the facilitators and barriers you 
face in implementing technology in nursing 
education?

	 7.	How often, and how should, nursing stu-
dents clean their own electronic devices when 
bringing them into the clinical area?
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T   echnological advances in computers and broad-
band connectivity continue to open new ways for nurs-
ing faculty to connect with their students and deliver 
media-rich content at a distance. The rate of growth 
in distance education overall continues to increase, de-
spite decreases in higher education in general (Allen 
& Seaman, 2016). The vast majority of students taking 
distance courses are doing so within their own state 
(Allen & Seaman, 2016). Increasingly, students want to 
learn in more convenient and flexible programs that 
allow them to maximize their time and meet other life 
commitments (Adams Becker et al., 2017). At the same 
time, distance education offers the ability to bring 
health care practitioners to rural and underserved ar-
eas. By educating those who already live in rural areas, 
there may be a greater likelihood that they will remain 
and practice in their hometowns after completion of 
their studies (Skillman, Kaplan, Andrilla, Ostergard, & 
Patterson, 2014).

There is a current faculty shortage in nursing 
schools, and this trend is expected to worsen in the 
coming years with advancing faculty age and loom-
ing retirements (American Association of Colleges 
of Nursing [AACN], 2017). Distance education pro-
grams offer a means to reduce the faculty shortage 
and connect specific student learning interests with 
faculty expertise despite the distance between the 
two (Wood, 2016). Distance education delivery sys-
tems that encourage innovation and flexibility have 
the potential for maximizing use of institutional 
infrastructure, improving access to credit courses, 
and providing consistency for learning at multiple 
locations.

Distance education is broadly defined as students 
receiving instruction in a location other than that of the 
faculty. This separation of teacher and student could be 
as close as within the same community or campus or 
as far away as across states or continents. The options 
of available delivery systems to implement distant 
academic courses or continuing education opportu-
nities have become increasingly competitive and are 
frequently defined by cost, administrator and faculty 
knowledge, acceptance, and readiness. Additionally, 
computers, mobile devices, and computer-based com-
munication systems continue to have a positive and 
dramatic effect on teaching and learning, thus becom-
ing invaluable tools for distance instruction. Faculty 
must become proficient and comfortable with the 
use of technology in their practice and as educators 
(Gerard, Kazer, Babington, & Quell, 2014; Gonzalez, 
Aebersold & Fenske, 2014).

Distance education delivery systems are undergo-
ing rapid change. In most cases, technologies have 
merged with others to form a blend of delivery or are 
being replaced by new and innovative delivery op-
tions. Obsolescence of existing media within the next 
5 to 10 years will be commonplace, as the changes in 
technology continue at a very rapid pace. However, the 
concepts related to leading, planning, using, support-
ing, administering, and evaluating student learning in 
distance education environments remain applicable. 
The virtual classroom, defined for this purpose as the 
learning environment occurring wherever the student 
can access information, has become more common as 
colleges and universities endeavor to offer efficient and 
effective higher education opportunities to students 
any place and at any time.
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Online education is continuing to grow at a 
rate that is faster than the overall higher educa-
tion market in general (Allen & Seaman, 2016). 
The United States Department of Education (DOE, 
2009) conducted a landmark metaanalysis compar-
ing traditional and distance learning modalities. 
Although the analysis was undertaken to inform 
decision making in the K–12 levels, the vast ma-
jority of the literature reviewed in their study was 
from higher education. The DOE concluded that 
distance modalities were at least equivalent to tra-
ditional face-to-face courses and that blended or 
hybrid approaches that use a combination of online 
and face-to-face formats may produce the best out-
comes overall.

While large-scale metaanalyses have offered sup-
port for the use of distance education in general, few 
large-scale studies have focused exclusively on the 
equivalency of instruction in nursing specifically. 
One recent systematic review in nursing evaluated 
the learning of clinical skills in undergraduate edu-
cation when comparing distance education with a 
face-to-face modality (McCutcheon, Lohan, Traynor, 
& Martin, 2015). Although the literature that was 
drawn from for the review was significantly smaller 
given the focus on nursing, the researchers’ conclu-
sion was that online or blended instruction com-
pared with traditional instruction was equivalent. 
Synchronous video technologies offer a way to de-
liver blended courses to students at a distance with-
out requiring the time and expense associated with 
travel to the host site. The use of blended approaches 
in higher education has increased and is expected to 
continue to grow as faculty use instructional strate-
gies that capitalize on the types of learning activities 
and experiences that students can engage in online 
versus face to face (Adams Becker, et al., 2017). The 
technologies available today offer a wide variety of 
strategies for delivering blended approaches at a 
distance.

Distance learning tends to capitalize on a con-
structivist, problem-solving approach to learning. 
Distance learning seems to support Piaget’s (2001) 
position that learning is not just inherent or just 
experiential in nature but is a combination of both. 
Constructivism encourages learners to build their 
own understanding of information and to apply 

this information in their own environment (Botma, 
Van Rensburg, Coetzee, & Heyns, 2015). This con-
structivist approach is consistent also with an active 
learning and learner-centered approach (Ellis, 2016). 
Although other instructional media are not excluded 
from this consideration, computers and networked 
learning have had a huge effect on the learner’s abil-
ity to construct and manage his or her own learning 
environment. Distance learning and computer-based 
instruction have created a newfound independence 
for learners.

Use of distance learning technologies requires 
planning and development of materials long before 
the course begins (Chiasson, Terras, & Smart, 2015). 
State-of-the-art resources for faculty development of 
instructional materials must be available. Training and 
support for faculty to develop and use the new tech-
nology must be present. In addition, support for stu-
dents must be provided in the use of the technology. 
With proper resources for development and support, 
faculty can deliver distance-accessible programs that 
meet the educational needs of students enrolled in on-
line courses.

The use of online course management software, 
commonly called learning management systems 
(LMSs), has had an influence on distance learning. 
LMSs provide an instructional environment that in-
corporates a support system for course management. 
This includes course information and content, an-
nouncements, communication for synchronous and 
asynchronous collaboration, and assessment and eval-
uation of student learning. The LMS used in conjunc-
tion with synchronous and asynchronous strategies 
opens up the realm of possibilities for connecting stu-
dents with faculty and peers and providing media-rich 
content.

With the shift toward computer-based instruc-
tion, the number of courses offered exclusively in the 
form of face-to-face instruction is decreasing sub-
stantially. However, many courses offer a blended 
or hybrid approach with other technologies such 
as video conferencing, audio conferencing, video 
streaming, podcasting, and other specialized web-
based computer applications to offer a blend of syn-
chronous and asynchronous learning experiences. 
Some technologies use synchronous technologies, 
or technologies that connect people simultaneously  
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(at the same time). Other technologies use asynchro-
nous approaches, allowing learners to access materi-
als without the constraints of a specific time or place. 
This chapter covers selected strategies used in educat-
ing students who are geographically dispersed and 

separated from the faculty and both synchronous 
and asynchronous approaches. An overview of deliv-
ery systems, their advantages and disadvantages, and 
other pertinent information specific to each medium 
are also presented in Table 21.1.

TA B L E   2 1 .1
Instructional Delivery Systems

Type Advantages Major Disadvantages Costs Related to Technology

Institutionally based video 
conferencing systems

■	 Highest quality audio 
and video

■	 Easy to use
■	 Multiple sites possible
■	 Students attend classes 

in groups at their 
respective sites

■	 Remote sites must have 
high-speed internet 
access, but students 
do not need it in their 
homes

■	 Requires hardware at all 
remote sites

■	 Requires technical 
support at all remote 
sites

■	 No ability to provide 
spontaneous breakout 
sessions for small group 
work

■	 Students required 
to attend at a video 
conference site and are 
not able to participate 
from home

■	 Expensive, with need for 
centralized bridge access at 
the institution level

■	 Hardware units required 
at host and all remote 
locations

■	 Support staff at host and 
remote locations

Institutionally focused web 
conferencing and cloud 
based software (two-way)

■	 Interactive video from 
multiple participants

■	 Desktop and document 
sharing with polling 
capabilities

■	 Ability to have multiple 
spontaneous breakout 
groups concurrently for 
group projects

■	 Finite limit to number of 
participants

■	 Video quality decreases 
with increased number of 
participants

■	 High-speed internet 
required for all 
participants

■	 Institutionally purchased 
software

■	 Cost of computer, web 
camera, headset with mic, 
and access to high-speed 
internet for both host and 
recipients

■	 Support for audio and video 
difficulties

Webinar ■	 Real-time video over 
internet to personal 
computers

■	 Screen-sharing 
capabilities

■	 Requires minimum 
technical assistance for 
recipients

■	 Numerous participants 
possible

■	 One-way video
■	 Response may be audio 

or instant message
■	 High-speed internet 

required for all 
participants

■	 Institutionally purchased 
software

■	 Cost of computer, web 
camera, headset with mic, 
and access to high-speed 
internet for host

■	 Recipients require computer 
and high-speed internet

■	 Support for audio and video 
difficulties

Individual or small group 
web conferencing

■	 Very low cost or free 
software

■	 Easy to install and use

■	 Limited to one-on-
one participation or 
to very small number 
of interactive video 
participants

■	 Proprietary networks require 
line fees

■	 High demand on network 
bandwidth

■	 Salaries to provide 
scheduling and technical 
support

Continued on following page
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SYNCHRONOUS TECHNOLOGIES

With expected continued growth in the blended for-
mat of higher education programs, there is a growing 
need to use technology to provide face-to-face interac-
tions for students at a distance. Synchronous technolo-
gies offer a way to deliver blended courses to students 
at a distance without requiring travel to the host site. 
Synchronous video technologies discussed in this 
chapter include institutionally based video conferenc-
ing systems, institutionally focused web conferencing 
solutions, and one-on-one or small group web confer-
encing programs. Synchronous audio-only technolo-
gies include audio conferencing over either existing 
telephone lines or Voice over Internet Protocol (VoIP) 
systems. VoIP is essentially a telephone connection 
that uses a computer or hardware and the internet to 
digitally transmit the call.

Audio Conferencing
Some distance teaching universities and colleges in-
corporate audio conferencing in a blended manner 
with other technologies, such as webinars, where ad-

ditional materials may be presented visually over the 
internet. Existing phone conferencing services may be 
used for the audio conferences, but VoIP software in-
creasingly is used to connect the audio of numerous 
participants. VoIP software allows one to make phone 
calls or conference calls using software and high-speed 
internet, thus eliminating teleconferencing or long-
distance charges. Some LMSs have VoIP audio confer-
encing capabilities built into their software, but freely 
available software such as Skype and Google Hangouts 
can be used as well.

If the chosen blend of instruction does not include 
a visual component, photographs or video of the in-
structor and students may be shared by electronic or 
other means at the beginning of the course. In addition, 
students should be encouraged to identify themselves 
and their location when they speak during the audio 
class sessions to facilitate a feeling of classroom com-
munity. For the best audio experience, students should 
be instructed to use a headset with a built-in micro-
phone. Participants not currently speaking should be 
asked to “mute” their lines to eliminate distractions 

TA B L E   2 1 .1
Instructional Delivery Systems (Continued)

Type Advantages Major Disadvantages Costs Related to Technology

Audio conferencing ■	 Learner centered
■	 Low cost
■	 Can be taught from or 

received at any location 
that has telephone or 
high-speed internet 
access

■	 High speed internet 
access for VoIP

■	 Calls may be joined from 
remote classrooms or 
homes

■	 Styles of class 
presentation may need to 
be altered

■	 Visual learners and 
students with hearing 
limitations may be at a 
disadvantage

■	 Long-distance telephone toll 
charges

■	 Audio conferencing 
equipment at receive sites 
if more than one student is 
enrolled

■	 Service provider fees
■	 Salaries for site coordinators

Podcast, enhanced podcast, 
vodcast

■	 Learner centered
■	 Access anywhere
■	 Real-time and anytime 

delivery
■	 Engaging across learning 

styles
■	 Portable
■	 Inexpensive
■	 Fun

■	 Requires iPod or other 
mobile device to use in 
mobile format

■	 Need for faculty to learn 
new technology

■	 Potential compatibility 
issues across platforms

■	 High-speed internet access
■	 Personal player or computer 

required
■	 Production staff salaries
■	 Support staff salaries

VoIP, Voice over Internet Protocol.
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and extraneous noises during the conference call. 
Activities that provide opportunity for some student 
socialization should also be incorporated in early class 
sessions at the same time that students are provided 
orientation to the use of the technology. Because the 
teacher is unable to identify nonverbal cues, teaching 
strategies should include more questioning to deter-
mine class understanding of content being addressed. 
Methods of drawing students into discussion should 
be planned and appropriately incorporated into classes 
throughout the course. One common strategy to en-
gage students at remote sites is to call on students on a 
rotational basis.

Institutionally Based Dedicated Video 
Conferencing Systems
Many educational institutions, businesses, and health 
care systems are using dedicated internet proto-
col video conferencing systems (such as Polycom 
or Tandberg) to connect with one or multiple sites. 
Simultaneous video conferencing of three or more 
systems, also known as multipoint video conferenc-
ing, is conducted via use of multipoint control units. 
These multipoint control units, or bridges, allow 
video connections from multiple sources and control 
the throughput of the audio and video to each site. A 
dedicated video conferencing unit is required at any 
site wishing to participate in the video conference. 
One or many participants may be present at any given 
site. Current state-of-the-art systems employ high-
definition cameras, resulting in high-quality video. 
This high-quality video enables the participants to 
experience and see details of facial expressions and 
body language. The cameras can be controlled re-
motely to zoom in or out and to focus on one or many 
participants.

Video output from the conference is typically dis-
played using flat-panel high-definition televisions in 
the case of very small classrooms or high-definition 
video projectors in larger classrooms. An important 
feature of these dedicated video conferencing systems 
is sophisticated audio handling. The dedicated units 
use echo cancellation technology, which eliminates 
problems where the remote parties may hear their own 
voices speaking back to them over the system (echo) 
and reverberation or audio feedback. The video out-
put from the conference can be customized to display 

one or multiple parties on the screen. When using a 
single-view option of remote sites, the bridge will au-
tomatically switch video signals to display the site that 
is currently speaking. These institutionally based units 
have the highest quality audio and video available on 
the market today and are typically very easy to use. 
Most institutionally based systems also allow remote 
participants to join using specialized software and 
their personal computer with camera and microphone.

A high-fidelity version of institutionally based 
video conferencing is “telepresence.” Traditionally, 
telepresence video conferencing uses a combination of 
life-size, high-definition video technology and special 
acoustic microphones, speakers, and soundproofing to 
deliver an experience of near-lifelike quality. A recent 
advancement in telepresence systems involves cameras 
that use radar and sonar technology to identify who is 
speaking within a given room and automatically focus 
on the speaker. These automated systems mean that 
the instructor can focus on teaching and not have to 
attend to whether the camera is focused on the person 
currently speaking in the classroom, while still deliv-
ering high-quality audio and video for participants at 
remote sites.

The major advantage to using institutionally based 
dedicated video conferencing systems is the exception-
ally high quality of the video. State-of-the-art systems 
use high-definition video and enable participants to 
see facial expressions and body language, which is par-
ticularly important in courses that use any role play-
ing or student presentations. The major disadvantage 
is that managing large groups, or the ability to view 
large groups of students, can be difficult, and the video 
connection requires good broadband connectivity for 
all participants.

Institutionally Focused Web Conferencing 
and Cloud-Based Solutions
For institutions that are unable to leverage regional and 
institutionally based video conferencing units where 
the target students are located, webcasting or web con-
ferencing offers an alternative for distance students. 
Institutionally focused web conferencing software al-
lows connection of two or more individuals simulta-
neously. Increasingly these services are being provided 
by “cloud-based” companies that use the internet to 
provide video conferencing solutions to institutions 
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that do not want to maintain or provide the hardware 
to provide videoconferencing locally. This is an area 
of rapid growth, with new products and features com-
ing to market often. Examples of such software include 
Webex, GoToMeeting, Wimba Classroom, and Zoom. 
Some web conferencing software requires installation 
of software on each participant’s part, whereas others 
are strictly web-based applications and require no in-
stallation to join. Some of the software solutions are 
built directly into institutionally deployed LMSs. Each 
individual who is connecting to the web conference 
does so via a computer connected to high-speed in-
ternet. Participants may receive audio and video from 
others, but they must also have a web camera to share 
their own video. Web cameras are generally standard 
equipment on newer laptops and many newer com-
puters. To avoid audio feedback problems, partici-
pants should be encouraged to use a headphone with 
a built-in microphone and to mute their audio when 
not speaking.

Although it is possible to see all participants who 
have web cameras, the actual size and quality of the 
video may vary greatly based on the number of par-
ticipants and the quality of the bandwidth. The ability 
to switch between speakers and view multiple partici-
pants concurrently varies somewhat across systems.

Most web conferencing software has the ability to 
share desktops, thus sharing presentations or papers 
from either the host or participant computers. Many 
also have polling software and instant messaging avail-
able. Web conferences can be recorded and made 
available for students to view later or for students who 
miss a particular class session to review at a later date. 
Some of the systems permit students or faculty to cre-
ate breakout group areas, allowing for small group 
collaboration among participants working on group 
projects. In addition to web conferencing for face-
to-face class sessions, office hours may be scheduled 
using the software, thus enabling a face-to-face inter-
action for students desiring to take advantage of such 
support.

Another version of web conferencing is “webinars,” 
which are typically one-way broadcasting of actual 
video. The software used to deliver webinars is the 
same as that used for web conferencing, and the capa-
bilities of displaying slides and desktop applications are 
similar. There are several advantages of webinars over 

interactive two-way video conferences. One advantage 
is the possible number of participants. Because video is 
broadcast in only one direction, broadband limitations 
are generally not affected by multiple participants, and 
it is possible to have more than 100 participants in any 
given webinar. Participants may still engage during live 
sessions but will do so via polling mechanisms, chat, 
and audio only. Webinars still require high-speed in-
ternet access, although a web camera is not necessary 
for participation at remote locations. The obvious dis-
advantage to webinars is the loss of face-to-face inter-
action with the remote sites.

Individual or Small Group Web 
Conferencing
Although many institutions may subscribe to 
professional-level web conferencing software solu-
tions, software also exists for connecting one on one or 
in small groups for no, or very little, charge. Examples 
of this software include Skype, FaceTime, and Google 
Hangouts. Most of these web conferencing solutions 
are offered as a free download with the creation of an 
account for their service. The software is easy to use and 
requires a computer with a web camera, headphones 
with microphone, and high-speed internet access.

Most of these types of software also allow for in-
stant messaging and a “status indicator” to let people 
know if you are available for web conferencing or 
messaging. Although not designed to allow multiple 
video connections at one time, such software is a 
cost-effective way to enable one-on-one, face-to-face 
interactions between faculty and students or between 
small student groups. Such software may be used to 
facilitate face-to-face tutoring sessions or to bring 
groups together for project work across geographical 
locations. Instructors can also use the software to host 
office hours with students by posting their availability 
to students and being available at specified times each 
week. This software may also be used to bring a guest 
content expert to the classroom virtually, without the 
expense and time involved with actual travel. Some 
of the software allows for desktop sharing, but overall 
the robustness of sharing features is limited compared 
with institutionally focused web conferencing solu-
tions. Nonetheless, given the inexpensive cost to use 
these products, these tools offer a valuable way to con-
nect with students.
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Support and Strategies for Synchronous 
Connections
Each synchronous connection medium has identifiable 
differences specific to the technology, but the similari-
ties of required support for planning and implement-
ing use of the technology in the classroom and online 
represent the major focus. Virtual classroom teaching 
requires faculty to carefully plan the best strategies for 
learning over a distance. Within this overall process, 
students must be oriented to the technology and clear 
expectations must be communicated to the learners. 
Student outcomes can be influenced by both the pro-
cess and the content of learning. Clear and concise 
orientation is an important step toward improved aca-
demic self-concept. A summary of adapted teaching 

strategies specifically for teaching with synchronous 
technology is provided in Table 21.2.

As with other instructional delivery strategies, syn-
chronous systems of instruction require marketing, 
site selection, effective communication, and ongoing 
course coordination to be managed efficiently. Faculty 
and administrators must work together closely to en-
sure that these components of the total educational 
plan are in place.

Selection of a Synchronous System
The selection of any video conferencing solution for a 
given institution will vary based on existing resources 
and the student population. Whether there are al-
ready existing regionally based video conferencing 

TA B L E   2 1 . 2
Adapting Teaching Strategies for Use With Synchronous Technologies

Teaching Strategies Used 
in Courses Delivered by 
Synchronous Technology Adapted Teaching Strategies

Lecture

Provides an efficient method 
of presenting factual 
information in a short period

■	 Present key concepts in short minilectures (10–15 min) or podcasts interspersed with 
feedback, interaction, questioning, and application opportunities.

■	 Engage learners with key concept material through self-assessment strategies, reflection, 
advanced organizers.

■	 Enhance minilectures with web- and computer-based materials and other media such as 
presentation software, video, and computer graphics.

■	 Coach guest speakers to design interactive presentations, with ample opportunity for 
question–answer exchanges with learners.

Discussion

Provides a student-centered 
learning environment

Facilitates a collaborative 
learning process

Engages learners in active 
learning

Provides an opportunity for 
critical inquiry

■	 Elicit multiple perspectives, points of view, and experiences for learners to reflect on.
■	 Preassign individuals to give specific reports to enhance discussion.
■	 Call on students frequently; establish a dialogue between learners at various reception sites.
■	 Allow sufficient time for learners to respond to questions and enter the discussion, 

encouraging all sites to participate.
■	 Ask high-level questions that require students to compare, apply, synthesize, hypothesize, or 

evaluate.
■	 Repeat and rephrase question while waiting for students to prepare a response.
■	 Encourage participation from learners by effectively using camera to engage in eye contact 

with learner and focus on those speaking.

Interview

Experts or clients bring 
additional information or 
viewpoints to the class in an 
interview format

■	 Prerecord segments with expert “live” for web-based question and answer exchanges or have 
expert available by telephone.

■	 Moderator should summarize and clarify key points and keep interview timely and on point.

Continued on following page
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TA B L E   2 1 . 2
Adapting Teaching Strategies for Use With Synchronous Technologies (Continued)

Teaching Strategies Used 
in Courses Delivered by 
Synchronous Technology Adapted Teaching Strategies

Panel Discussion

Facilitates the introduction of 
a wide range of informed 
opinions in an efficient 
manner

■	 Learners should be prepared by previous assigned learning activities.
■	 Ensure that panel members understand their role on the panel and what they are to 

contribute to the discussion. Three or four panel members is optimum. Choose panelists 
with differing viewpoints or areas of expertise. Keep presentations short so all panel members 
have sufficient time to present their information. Conduct a rehearsal with the panel before 
class as needed.

■	 Panel members can be geographically dispersed and live or online, but be sure to the include 
all panel members in discussion.

■	 Moderator’s summaries are crucial to identifying important points and keeping panel 
members to the allotted time so all have an opportunity to speak.

Role Playing

Encourages simulated decision 
making, collaboration, and 
engagement

■	 Role-playing scenario can be prerecorded and shown during class; consider using groups at 
different reception sites.

■	 Role playing can be used to follow up a previous assignment, such as “What would you do in 
this situation?”

■	 Prepare learners ahead of time because there is less spontaneous activity than in a face- 
to-face classroom.

■	 Keep role-playing segments short so that students from all sites can react and respond.
■	 Debrief the role-playing scenario with discussion to emphasize key learning, reflection,  

feelings, etc.

Learning Circles, Discussion Groups  
and Study Groups

Facilitates discussion in larger 
classes

Provides opportunity for 
practical work sessions in a 
collegial and collaborative 
environment

Encourages participation and 
active learning and builds 
group rapport within the class

■	 Use technology that supports the formation of synchronous or asynchronous groups, divide 
class into groups of 5–10 for discussion purposes. In classes with large groups of students, 
break the students into smaller groups and ask each group to select a “reporter” to present 
the group’s work.

■	 Use team-building skills to develop collaborative learning.
■	 Give groups explicit instructions as to the task to be accomplished, such as “develop one 

question” or “agree on one disadvantage.” Keep instructions clear and simple.
■	 Use with problem-based learning and team-based learning scenarios.
■	 Have groups report back during videoconference class time.

Question and Answer

Provides feedback to faculty and 
learner

Stimulates discussion
Engages learners in class

■	 Participants should be encouraged to make note of questions or comments as the class 
proceeds so they are ready to respond.

■	 Respect for individuals’ questions is essential; provide the opportunity through asynchronous 
a discussion forum, chat function, live stream, or 800 number to answer questions from 
individuals who did not have a chance to participate during the class session.

Case Study/Simulation

Helps individuals to weigh and 
test values, separate fact from 
opinion, and develop critical 
thinking skills

■	 Case studies should be available to learners in advance of class so the learners can review 
and prepare individual or group responses.

■	 If oral case studies are presented, they can add a change of pace; keep these short (5–10 
minutes) so that others in the group can assimilate the details.

■	 Incorporate presentation software, video clips, or other media to enhance case study 
presentation; encourage learners to do the same to enhance their responses to the case study.

Continued on following page



400	 UNIT IV  TECHNOLOGY-EMPOWERED LEARNING

units in the locations desired will affect the decision. 
Collaborative relationships or rental of remote equip-
ment is also possible in some cases. The regional video 
conferencing model gives remote students a chance to 
get to know others geographically close to them be-
cause they come together in remote classrooms. In ru-
ral areas or areas with poor broadband access, video 
conferencing units located at regional hospitals or 
small-town libraries may be one way to accommodate 
access to the virtual synchronous classroom, particu-
larly when students do not have access to broadband 
in their homes.

In areas where students do have access to high-
speed internet, use of a web conferencing solution 
offers great flexibility for access to the virtual class-
room. Many institutions subscribe to a particular 
product, and use of the institutionally available 
product will be most cost effective. It is important 
to note that the quality of the video may not result in 
the ability to see facial expressions and detail, but it 
will provide some of the benefits of a face-to-face in-
teraction. When thinking about web conferencing, 
one must consider the potential number of students 
expected at remote sites and select a product with 
capabilities to accommodate concurrent anticipated 
usage. With large numbers of participants, switching 
to a webinar format may be preferred, although this 

option must be weighed against the loss of two-way 
interactive video. One area of considerable growth 
has been the ability to connect handheld mobile de-
vices such as smartphones and other tablet devices to 
web conferences. The ability to join mobile devices is 
significant, as research on current students supports 
that they are likely to own multiple internet-capable 
devices, including smartphones, tablets, and laptops 
(Cassidy et  al., 2014). Given the complexity in the 
number and types of devices students may own, it 
is important to consider a device-agnostic or flex-
ible platform that will accommodate a wide variety 
of brands, operating systems, and models (Johnson, 
Adams Becker, Estrada, & Freeman, 2015).

ASYNCHRONOUS TECHNOLOGIES

Although there is increased growth in use of a va-
riety of synchronous technologies, asynchronous 
technologies have also grown and become more in-
teractive. Asynchronous technologies do not require 
the student to be tied to a specific time or place, 
hence offering the greatest flexibility in scheduling 
and participation in course materials. A variety of 
audio-only and video-enhanced technologies exist 
to deliver content and materials to students on their 
own schedule.

TA B L E   2 1 . 2
Adapting Teaching Strategies for Use With Synchronous Technologies (Continued)

Teaching Strategies Used 
in Courses Delivered by 
Synchronous Technology Adapted Teaching Strategies

Debate

Clarify points and positions
Helpful for values clarification 

and developing critical 
thinking and communication 
skills

Supports learning in the 
affective domain

■	 Plan ahead and give clear directions.
■	 Have groups develop criteria for evaluating presentations.
■	 Be sure learners at all sites can hear points; repeat as needed.
■	 Can preassign positions to be debated to specific groups.

Multimedia, Graphics, Slides

Provides visual clarity and a 
close-up view of selected 
material

■	 Keep graphics simple.
■	 Use the “horizontal” or “landscape” aspect.
■	 Use a large font size.
■	 Use contrasting background and foreground (blue, gray, and pastel are best as background 

colors).
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Podcasts
A popular tool for receiving streaming media over the 
internet is a podcast. Podcast was a term originally 
derived from Apple’s portable music player, the iPod 
and involved the broadcast of audio that could be sub-
scribed to and automatically downloaded to a com-
puter. Now the term podcast typically refers to any type 
of audio programming that can be automatically down-
loaded to a computer or mobile device. The most com-
mon file type for distribution of audio-only podcasts 
is mp3 files. Students subscribe to a particular podcast 
with software either in their LMS or other freely avail-
able programs to automatically receive the new files.

One popular form of podcasting is to capture live, 
face-to-face lectures. An easy way for faculty to capture 
lectures for podcasting is with portable flash memory 
audio recorders that record directly in the mp3 format. 
The recording can be made at a low bit-per-second 
rate (32 kbps is recommended) that reduces file size 
without much compromise in audio quality. The use 
of a lapel microphone will help ensure higher audio 
quality. It is important to state the name and date of 
the class at the beginning to help students know the 
topic of the audio file. These files require no postre-
cording processing except for changing the name of 
the file. Files can be uploaded to a course LMS or can 
be emailed directly to students.

Advantages of this style of podcasting include mak-
ing content available for additional student review to 
increase the understanding of difficult concepts and al-
low additional note-taking time for items missed dur-
ing class. An archive of lectures can be created and used 
for inclement weather dates or in case of faculty illness 
for future classes. The major disadvantage of this form 
of podcasting is that it does not foster active learning, 
and some students may perceive an opportunity to 
miss class periods. Strategies such as using interactive 
learning activities in class that build on concepts intro-
duced in the podcast can help discourage this behavior. 
Another disadvantage of this form of podcasting is that 
it does not add any additional information to the class.

Another form of podcasting involves replacing 
lecture time with prerecorded podcasts. A relatively 
newer phenomenon of “flipped” classrooms may use 
podcasts to deliver course content outside of the class-
room. For more in-depth information on the flipped 
classroom, please refer to Chapter 16.

The podcasting of supplementary materials to stu-
dents is another strategy in the use of podcasting. This 
allows students to explore topics in greater depth and 
extend their learning beyond what was received in 
the classroom. Ideas for podcasting include address-
ing most common questions from the week, bringing 
guest lecturers to students, producing a weekly review 
of topics, or creating a “precast” of materials before 
class to allow better preparation for in-class periods.

Enhanced Podcasts and Video Podcasts
Enhanced podcasts are audio podcasts that include still 
images that are synced with the audio narration. One 
common format of an enhanced podcast in education 
is presentation-style slides with voiceover narration. 
The slides and audio are synced together, delivered via 
the distribution feed, and made playable on computers 
and some mobile devices.

A video podcast, or vodcast, is a podcast that in-
cludes video. This video may include enhanced 
material, such as slides with synced narration, but 
typically it includes live-action film of the speaker or 
speakers. Vodcasts may be used to provide content, 
give instructions or expectations for assignments, 
clarify content, or provide feedback. Courses using 
instructor-generated video content are touted as a 
way to increase student engagement (Draus, Curran, 
& Trempus, 2014) and the emotional connection be-
tween the instructor and the student (Borup, West, 
Thomas, & Graham, 2014). Vodcast files tend to be 
relatively large, and therefore careful attention should 
be given to whether video is a necessary component to 
the delivery of the material. If video is essential, using 
shorter clips (less than 5 or 10 minutes) is desirable 
to limit the size of the file download. The size of the 
playback window can also be reduced to make smaller 
file sizes for distribution.

Podcast and Vodcast Creation Tools
Simple audio-only files are easy to capture and may 
be created with a variety of portable recorders. For 
the most professional results, the use of a soundproof 
booth and special microphone will result in the best 
sound quality, but at a minimum, use of a good mi-
crophone in a quiet room will result in much higher 
quality sound. Editing of audio files can be done 
with software such as GarageBand (Mac platform) 
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or Audacity (Mac or PC) that is available free via the 
internet. In addition, some universities are making 
automated podcast systems available in special class-
rooms to capture live lectures (Marchand, Pearson, & 
Albon, 2014). This takes the time needed for record-
ing and posting the files out of the individual faculty 
member’s responsibilities and automates the process 
with technical setup and support ahead of time.

Creation tools for enhanced podcasts include 
the iLife suite of applications, such as GarageBand, 
Keynote, and iMovie, on the Mac platform. In addi-
tion, a very popular and easy-to-use tool for creation 
of enhanced podcasts is PowerPoint. As noted earlier, 
not all file types are compatible with mobile players, 
so it is important to target formats that fit the student 
profile in your institution.

Creation of vodcasts involves cameras to capture 
the live video and postproduction software to edit the 
video. Video may be captured simply by using a smart-
phone or built-in web cameras or may be done with 
professional video cameras and microphones. Use of 
professional equipment will result in higher quality 
audio and video in the final product. Software needed 
to edit and process such files includes Adobe Premiere 
and iMovie. If extensive editing of video files is re-
quired, it is recommended to have support staff who 
are skilled in the use of such software provide assis-
tance in this area, as learning to use video editing soft-
ware with proficiency can be time consuming. Similar 
to enhanced podcasts, it is important to understand 
the user group when making vodcasts available and ei-
ther provide multiple file formats or target those most 
used by the student group.

TECHNOLOGIES FOR DISTANCE 
EDUCATION

Clinical and Telehealth
Along with the advances and changes in technology 
that have enabled students to attend courses from a 
distance, similar technology has allowed for nurs-
ing care at a distance (Souza-Junior, Mendes, Mazzo, 
& Godoy, 2016). Telehealth involves the use of elec-
tronic communication equipment to share clinical 
and health-related information (Erickson, Fauchald, 
& Ideker, 2015). Telenursing is the use of these 
electronic communication devices and equipment to 

deliver, manage, and coordinate nursing care from a 
distance (American Telemedicine Association, 2011). 
Similar technologies that are used to provide care and 
monitoring to remote locations might also be used to 
monitor students at remote sites or to connect with 
preceptors in rural areas (Zournazis & Marlow, 2015). 
Such technologies include video and audio conferenc-
ing, computers, and specialized remote monitoring 
equipment. Students at a distance may use the tech-
nology to perform physical assessments, interviews, 
and interventions at a distance (Erickson et al., 2015). 
Use of the technology can also enable students to gain 
clinical experiences that may not be geographically 
located near them—in some cases connecting them 
with rural and underserved populations (Zimmer 
et al., 2014)—and enable technology-driven practice 
that will likely increase as more health care is deliv-
ered in homes (Rutledge, Haney, Bordelon, Renaud, 
& Fowler, 2014).

EMERGING TRENDS IN DISTANCE 
EDUCATION

Although not entirely new, the role that massive 
open online courses (MOOCs) play in education is 
still evolving (Skiba, 2017). The growth in MOOCs 
has been steady, but much of that growth has been 
by particular companies as opposed to universities. 
Although some of the MOOCs remain free, there is 
a movement to monetize the courses via a variety of 
models, including subscriptions, microcredentialing, 
and enhanced content. The full effect and evolution 
of MOOCs is still unfolding and remains an area to 
watch.

Other emerging technologies to watch in the fu-
ture include learning analytics and adaptive learning 
(Johnson et  al., 2016). Learning analytics are data 
that are collected, analyzed, and reported based on 
learners in the context of their learning environ-
ment for the purpose of improving learning (Brown, 
Dehoney, & Millichap, 2015). The analytics may be 
displayed as numeric scores or with dashboard dis-
plays. Adaptive learning technology uses data analyt-
ics to personalize the learner experience according 
to their specific needs, taking learners in differ-
ent directions based on their performance (Adams 
Becker et al., 2017).
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REGULATORY ISSUES

Another driving force affecting distance-delivered 
courses is the mandate for programs that deliver ed-
ucation across state lines to be approved within that 
state (WCET, 2017). In 2016 the US Department of 
Education proposed new regulations that require in-
stitutions to have documentation of approval to de-
liver their program across state lines. Individual state 
requirements may vary significantly. Additionally, 
member institutions of the National Council for State 
Authorization Reciprocity Agreements (NC-SARA) 
have reciprocity to deliver their programs across state 
lines to other states that are members. At the writing of 
this book, 49 states and the District of Columbia have 
been accepted into SARA (NC-SARA, n.d.).

In addition to federal and state regulatory higher 
education issues, nursing also faces regulatory 
compliance with state boards of nursing (BONs). 
Although there is agreement among BONs that clinical 
faculty must be licensed in the state(s) where students 
are located and doing their practicums, there is less 
consensus currently around whether didactic-only in-
structors must also be licensed in every state (National 
Council of State Boards of Nursing [NCSBN], 2015). 
In addition, it has been noted that BONs want to know 
when students from out-of-state programs are engaged 
in clinical experiences within their state. There is also 
currently variance in approval processes across BONs 
to deliver programs across state lines. As a result of 
these differences across states, the NCSBN Distance 
Learning Education Committee has developed 
Regulatory Guidelines for Prelicensure Programs with 
the goal that state BONs will consider their current 
processes and make changes to their state’s nurse prac-
tice act and rules by 2020. These guidelines stipulate 
that distance “programs will meet the same approval 
guidelines as any other prelicensure nursing education 
program in the home state” (NCSBN, 2015, p. 7).

ADAPTING TEACHING FOR 
DISTANCE EDUCATION

Although there are differences in the technology 
and intricacies of various distance education deliv-
ery systems, there are commonalities that should be 
considered regardless of the medium used. Primary 
to teaching through a distance delivery system is the 

understanding that there must be modifications to 
the style of teaching and to the materials used (Bower, 
Dalgarno, Kennedy, Lee, & Kenney, 2014). Planning as 
a team rather than individually, emphasizing content 
rather than process, and using a syllabus to cohesively 
link content are important elements of the distance 
education planning process. Faculty will take on the 
role of a facilitator or a guide in distance education 
(Chiasson et al., 2015). In addition, faculty must en-
sure that distance-delivered courses include oppor-
tunities for active learning, feedback, and interaction 
with faculty and classmates and create an environment 
that respects diversity of learning styles and opinions. 
Although extensive supports are needed to help fac-
ulty in the use of technology, faculty must still possess 
a baseline in technological capabilities and organiza-
tional planning.

DESIGN CONSIDERATIONS

Accessibility, usability, and design of online materi-
als take special consideration. One popular method 
to align accessibility and usability of online materials 
is the use of principles from universal design (UD) 
for learning (Matt, Fleming, & Maheady, 2015). UD 
principles involve providing learners with multiple 
ways of interacting with learning materials, various 
ways to demonstrate their learning, and multiple ways 
of engaging and interacting with the learners (Rose 
& Meyer, 2002). The intent of these UD principles is 
to minimize barriers to learning while maximizing 
learning and providing equal access to learning for all. 
Examples of using UD principles might include pro-
viding captioning for audio or video files within the 
course (Luft, n.d.). Other examples involve using the 
accessibility features within software such as Word or 
PowerPoint to ensure headings are displayed correctly 
in different browsers or readers. Also selecting a sans-
serif font such as Arial or Tahoma will help with ease 
of reading. Ensuring that graphs or pictures have titles 
or descriptions is another strategy in UD and meeting 
accessibility standards.

Needs Assessment
Before a distance education program is initiated, a 
market analysis of the need for its introduction into the 
proposed geographical area should be conducted to 
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ensure adequate student enrollment numbers. Nursing 
education administrators have embraced distance 
learning because there is perceived need and demand 
for it. A move forward with the curriculum implies a 
commitment from the university that students will be 
able to complete a significant portion, if not all, of the 
academic or continuing education program through 
distance instruction. In addition, the target audience 
needs to be considered in regard to the availability of 
technology and access to high-speed internet. Because 
so many of the current distance technologies rely on 
high-speed internet, knowing where potential users 
have broadband access will dictate to a certain extent 
the strategies that will be selected. Requiring students 
to have a minimum level of high-speed internet con-
nection is one way to ensure that students will be able 
to use the latest technologies deployed. After a care-
ful market analysis of the need for the distance course 
or program, resources for implementing a market-
ing plan to introduce the course or program in a new 
geographical area will likely be necessary to ensure 
adequate registration. Once the program has been ini-
tiated, student satisfaction serves as the best method of 
promoting the program.

Electronic Classroom: The Teacher’s View
The classroom remains an essential component of 
distance education delivery. However, the increasing 
number of web-based courses and online supplements 
is changing how the classroom is used for distance in-
struction. When electronic classrooms are needed to 
support all or portions of a course, the commitment to 
technology and the site must be considered as a long-
term investment because the cost of equipping the fa-
cility will be substantial. A newly designed classroom 
may comprise complete multimedia systems, includ-
ing computerized presentation systems and wired and 
wireless high-speed data networks. Visual presentation 
can be controlled from a single touch-panel control 
module. Camera control, DVR, DVD, Blu-ray DVD, 
electronic whiteboard, and other computer-based 
presentation devices are typically integrated into the 
classroom design for quick and easy access. In ad-
dition, portable video conferencing and audiovisual 
equipment that can be moved to different locations 
gives flexibility for use in a wide variety of instructional 
spaces while still using state-of-the-art technologies.

Although the need for advanced classroom tech-
nology is still present, particularly with programs 
that blend onsite delivery with remote delivery or use 
of institutionally based video conferencing, increas-
ingly faculty can teach many portions of their content 
from their offices or even from home. To teach from 
alternate locations, faculty must have access to state-
of-the-art computers with audio and video capabili-
ties, high-speed internet access, and technical support. 
With such supports in place, the faculty member may 
choose to teach from anywhere.

When the opportunity to select a totally new site 
within a geographical area exists, its location should be 
considered with respect to its centrality to population, 
access to public transportation, and relationship to li-
brary and computing resources. With the commitment 
to distance delivery of academic programming, there 
must also be a financial commitment to infrastructure, 
including data networks and computing resources for 
hardware, software, ongoing faculty development and 
support, and instructional media. Personnel for tech-
nical support must also be included in this plan.

Orientation to technology and ongoing develop-
ment are needed for faculty teaching distance educa-
tion courses. Faculty must intricately understand the 
delivery mechanism to give full attention to the learn-
ers instead of the technology. Formative development 
is a desired approach because it improves specific in-
structional strategies and ensures a strong learning fo-
cus. If faculty are given an orientation early in their 
commitment to teach at a distance, they will have time 
and opportunity to incorporate innovative tactics into 
their course design and presentation style and to de-
velop teaching materials appropriate to the technology.

Continuous and formative evaluation during the 
course of instruction helps ensure that teaching strat-
egies are being implemented appropriately and that 
learning focus is maintained. Formative evaluation 
provides opportunities for adjustments and modifi-
cations to both teaching and learning so faculty and 
students can maintain good social presence in the 
learning environment for the duration of the course.

Electronic Classroom: The Student’s View
When distance education technologies that include off-
site learning facilities are used, the use of a site coordi-
nator or personnel assigned to assist with technology 
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issues and provide student support is essential to hav-
ing the program run smoothly. For programs where 
students attend virtual classrooms from their homes, 
centralized support systems must be in place to trou-
bleshoot technology at a distance. Students using web 
conferencing equipment in their homes need to test 
and practice using such technology before the start of 
the program. Ongoing support during all class sessions 
is also necessary to ensure that faculty can concentrate 
on instruction and students can focus on learning while 
support personnel assist remote learners with technical 
problems. Support personnel and time availability can 
be given to students along with options for contacting 
them for help via telephone, live chat, or email.

Logistics of ensuring availability of library, computer, 
and audiovisual resources must be handled by adminis-
trative and support staff. Such resources are essential to 
successful course delivery, but teaching faculty should 
not be expected to coordinate the plethora of these 
other relevant activities. Support efforts to ensure effi-
cient registration; advising; financial aid; availability of 
physical resources; hiring of technicians, site coordina-
tors, or proctors; handling of syllabi and other course 
materials; obtaining copyright permissions; arranging 
travel (if a part of the instruction design); and providing 
other similar services are essential to the success of any 
distance education delivery program. Support needs 
will vary depending on the medium being used.

Clinical Site Development
Creating collateral clinical experiences for distance 
learners can be a challenge for health care educators. 
It may be necessary to replicate all aspects of clinical 
practice to meet curriculum mandates for successful 
skill development and competence. This requires co-
ordination with health care agencies for creation of 
consistent, high-quality clinical experiences. Site vis-
its may be required to ensure accuracy and calibration 
with instruction at the main campus. Preceptors and 
clinical coordinators may be needed to act as mentors 
to distant students, to ensure adequate skill develop-
ment, and to support the alliance between programs 
and agencies.

Clinical observation is required to validate stu-
dent competence, but the clinical observation may 
be accomplished using either direct or indirect meth-
ods. These methods of observation include clinical 

simulation, video technologies (synchronous and asyn-
chronous), and computerized simulations (AACN, 
2016). Distance video conferencing technologies can 
also be implemented to provide for interactive consul-
tation. These technologies, along with other telecom-
munication systems, make it possible for faculty to 
work with students remotely when this has been tradi-
tionally done in person. Electronic document transfer, 
online evaluation instruments, and collaboration over 
interactive networks have made it feasible to assess stu-
dent performance at a distance and to guide students’ 
clinical experience.

COURSE ENHANCEMENTS AND 
RESOURCES

In a blended approach to distance education, the 
learning value of the course is enhanced through the 
use of supplemental media and several adjunct re-
sources that support instructional delivery and stu-
dent time on task. Electronic document exchanges, 
email, instant messaging, and audio and video inter-
actions are necessary enhancements. These electronic 
tools provide faculty and students with increased op-
portunities for communication throughout the term 
of instruction. Some institutions have made available 
toll-free telephone numbers for enrolled students’ use 
to facilitate their communication with faculty, regis-
trar, financial aid advisers, and other home campus 
support services. Additionally, many institutions are 
implementing electronic portals for their distance ed-
ucation programs that provide a personalized online 
interface to all institutional support and educational 
activities.

EVALUATION

Ongoing evaluation of student learning provides the 
best measure of learning success and will provide fac-
ulty with information to improve teaching strategies 
and the use of technology for distance learning. Both 
formative and summative evaluation of distance edu-
cation delivery systems should occur. Formative evalu-
ations are extremely important for the success of both 
the online instructor and the online student. These 
evaluations can be used to determine student under-
standing of the content and instructor effectiveness. 
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Simply asking the student, “What have you liked the 
most so far in this online class?” or “What have you 
liked the least so far in this online class?” is an effective 
way to obtain valuable feedback. Summative evalua-
tions can also be done at the end of the course using 
a variety of online survey technologies. More in-depth 
information related to formative and summative eval-
uation can be found in Chapter 23.

Peer evaluation of the course by other educators fa-
miliar with technology and blended learning environ-
ments is important. Peer evaluation may occur at the 
local level by individuals from the school or institution 
or through a program such as Quality Matters. Quality 
Matters is a nationally recognized review process that 
uses evidence-based standards for online and blended 
courses and certifies peer evaluators. These peer 
evaluators may conduct peer reviews of both online 
and blended courses, using an evidence-based rubric 
(Quality Matters, n.d.).

Student and faculty perceptions of the technology 
and delivery efficacy should be explored, in addition to 
the rate of student success within the course. Reasons 
for student attrition should be researched and strate-
gies designed to address any negative trends.

Evaluation data should also include the cost of the 
course to the university or college. Factors considered 
will include salaries or wages for faculty, technicians, 
site coordinators, and other support staff; equipment, 
hardware, and software; potential lease fees for facili-
ties and communication systems; travel costs for fac-
ulty; mailing or courier charges; and other resources 
needed for course implementation. All expenditures 
must be evaluated against the income generated 
through tuition and provided by other financial sup-
port sources.

Program Evaluation in Distance Education
Program evaluation and accreditation in general is 
addressed in Chapters 27 and 28. Some differences or 
additional considerations regarding program evalua-
tion and accreditation for distance education will be 
addressed here. First and foremost in evaluation and 
accreditation standards is the issue of student authen-
tication and verification—that the student enrolled in 
the program is the one being assessed and evaluated in 
the course. The Higher Education Opportunity Act of 
2008 requires programs that deliver distance-accessible 

courses to have verification procedures in place to 
ensure that the student who is admitted to a program 
and attending a distance-accessible course is the same 
individual (Paullet, Douglas, & Chawdhry, 2014). 
Currently a secure login and passcode are acceptable 
methods of identification, but many universities are 
adopting additional measures such as proctored as-
sessments, biometric identification, or the use of web-
cams for monitoring classwork or examinations.

From a nursing program accreditation standpoint, 
two of the three major accrediting agencies, includ-
ing the National League for Nursing Commission 
for Nursing Education Accreditation (NLN CNEA, 
2016) and the Commission on Collegiate Nursing 
Education (CCNE, 2013), require that all standards 
are met regardless of program delivery method. The 
Accreditation Commission for Education in Nursing 
(ACEN, 2017) stipulates similar criteria to tradition-
ally delivered programs, but they also have a policy 
that spells out more explicitly some of their definitions 
around distance education and critical elements to be 
included in a self-study under their criteria.

Special consideration of all the evaluation criteria 
should be examined in light of a distance delivered 
program. For example, when examining resources 
related to a distance delivered program, one must be 
able to demonstrate that the technology infrastruc-
ture is sufficient to support learners at a distance. 
Students enrolled at a distance must also have ac-
cess to resources such as student support services, 
a library, and learning resources. Evaluation of the 
adequacy of fiscal resources to support distance edu-
cation is also a necessity. Ensuring that faculty have 
had development in best practices for teaching at a 
distance is also a special consideration when consid-
ering evaluation of a distance-accessible program. 
These are just a few examples of special consideration 
when evaluating programs delivered at a distance, 
but the big take-away message is that the programs 
must meet the same standards regardless of delivery 
method.

SUMMARY

Increased opportunities for access to higher education 
are becoming more readily available for students who 
live and work in areas remote from a central campus 
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and within a wired or wireless central community. 
Informational and educational technologies are 
regularly used to reach undergraduate and graduate 
nursing students and registered nurses seeking non-
academic continuing education. As technology infra-
structures continue to improve and increased research 
provides greater direction for use of selected instruc-
tional paradigms, nurse educators will find additional 
opportunities to design technology-rich learning en-
vironments and curricula to meet the learning needs 
of students.

Leaders must carefully assess data collected about 
distance education to set new parameters for future 
learning. For nursing education, it will be necessary 
to determine the extent to which distance delivery 
will be a driving force within the educational pro-
cess. Will it become the single most important  
process? Or will it be used predominantly to support 
other more traditional teaching–learning processes? 
How will it be used to provide opportunities to ex-
tend learning to global student audiences? How will 
distance education influence interprofessional edu-
cation and other collaborative ways of learning? Can 
distance delivery be used to forge academic-practice 
partnerships to facilitate learning? Without a doubt, 
the advancement of computer-based data networks, 
innovative instructional design, and creative leader-
ship will provide a solid platform for distance learning 
environments in the future.
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22 TEACHING AND LEARNING IN 
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JULIE MCAFOOES, MS, RN-BC, CNE, ANEF, FAAN

H  igher education may have reached a tipping point 
at which the question about how to deliver a course 
is no longer whether it should be offered online but 
whether it should be offered face-to-face. There was 
a time when online education was synonymous with 
distance education but no more. The major difference 
is geography (Layton, 2017). Students and faculty can 
engage in online learning through the use of the inter-
net regardless of location. Some faculty choose online 
learning techniques within the campus classroom.

The online courses and programs offered today are 
just as likely to attract students who are living on cam-
pus as those who live at a distance. More on-campus 
students are requesting that at least the didactic com-
ponents of their courses be taught online (Murphy & 
Stewart, 2017). This increased use of online learning in 
higher education has occurred for a number of reasons. 
Students want the flexibility of attending courses that 
do not require them to be in a specific geographical 
location at a specific time, especially during the sum-
mer months when they may seek internships, study 
abroad, or work to earn tuition (O’Malley, 2017). Even 
students living on campus may prefer learning from 
the comfort of their dorm room where they can access 
course information and work on their assignments 
when and where it is convenient for them. In the fall 
of 2015, 14.3% of all higher education students took 
their courses exclusively via distance learning, and 
an additional 29.7% took at least one distance course  

(Allen & Seaman, 2017). The trend shows a steady 
increase in both the numbers and percentages of stu-
dents taking courses online in both undergraduate and 
graduate programs at a time when higher education is 
experiencing a decline in enrollment.

English-speaking countries have led the way in 
international higher education ever since World War 
II (Marginson, 2014). The West has exploited global 
developments in communications and information 
technologies to export online learning across time 
zones and borders. The result is a one-world approach 
to science, language, educational policies, and mas-
sive open online course (MOOC) offerings that have 
put higher education within the grasp of a geographi-
cally and socioeconomically mobile international 
community.

A survey conducted by the Harris Poll (2015) found 
that the majority of college students use a mixture of 
mobile devices for class such as laptops (86%), smart-
phones (85%), or tablets (52%). One in three college 
students consider themselves to be “early adopters” of 
technology.

A few students are starting to question the value of 
the faculty in the classroom when they perceive they 
can search the internet to learn whatever they need to 
know (Gilbert, 2014). The plethora of online tools and 
resources that allow learners to find and share informa-
tion also lets them connect to peers and mentors who 
have an interest in the same things (i.e., make their own 
class). Where does the nurse educator fit in an online 
world where virtually any question can be answered 
with a few seconds with a few taps on a screen?

Online learning has a significant presence in nursing 
education with an ever-expanding number of programs 

*The author acknowledges the work of Judith A. Halstead, PhD, RN, 
FAAN, ANEF, and Diane M. Billings, EdD, RN, FAAN, ANEF, in 
the previous editions of this chapter.



410	 UNIT IV  TECHNOLOGY-EMPOWERED LEARNING

being offered in this mode, especially for those students 
who are seeking BSN completion and graduate de-
grees. Providers of continuing education programs also 
choose online technology to reach larger audiences of 
health care professionals who appreciate the flexibility 
and convenience of meeting their educational needs in 
their own homes. Many nursing faculty are integrating 
aspects of online learning into courses that are primar-
ily taught in the classroom in “real time,” thus creat-
ing blended or hybrid courses that maximize the use of 
web-based learning resources.

For example, the “flipped classroom” is a pedagogi-
cal approach to organizing instruction for academic 
education and professional development in classroom 
and online settings (Billings, 2016). Flipping stresses 
learning before attending class (see Chapters  16 and 
20). The online environment lends itself to providing 
students with rich resources such as prerecorded lec-
tures, videos, quizzes, and surveys that can be viewed 
in advance of a synchronous meeting. Students can re-
ceive feedback about their learning before they come 
to the classroom, and thus faculty and students are bet-
ter prepared to use classroom time to clarify misun-
derstood concepts or focus on more complex problems 
such as those related to developing clinical decision-
making skills. The flipped classroom has spurred the 
conversion of face-to-face classes to blended delivery.

In some instances, students and faculty may meet 
entirely online. Interaction is done through social net-
working instead of meeting face-to-face. Online learning 
is also facilitating the development of an international 
learning community within the nursing profession, as 
nurses from around the world discover they can access 
educational offerings to meet their learning needs.

Even with the increasing presence of technology in 
higher education, teaching in online learning communi-
ties (OLCs) can be a newer experience for many nurse 
educators. Engaging successfully in online learning 
requires faculty and students to reconceptualize their 
roles as teachers and learners in the teaching–learning 
process. In addition, multiple institutional issues must 
be considered when the decision is made to implement 
online education. This chapter defines online learning; 
identifies factors that must be considered in the plan-
ning, implementation, and evaluation of online learning; 
and describes online course design issues. In addition, 
this chapter discusses the implications of online learning 

for the teaching–learning process and the development 
needs for faculty and students. The chapter concludes 
with evidence of the effectiveness of online teaching and 
learning.

ONLINE LEARNING COMMUNITIES

Online learning uses the internet paired with various 
types of software such as learning management sys-
tems (LMSs), learning content management systems, 
learning portals, e-learning platforms, virtual learn-
ing environments (VLEs), or course management 
systems (CMSs). These terms are similar but are not 
identical. The LMS enables the creation of a learning 
environment in which a community of learners and 
educators, and other content experts such as clinicians 
and patients, gather for the purposes of teaching and 
learning. Online learning takes place in a VLE created 
by an LMS (e.g., Blackboard’s Learn, Desire2Learn’s 
Brightspace, Instructure’s Canvas, and open-source 
Moodle).

But many users are critical of the LMS that deliv-
ers their educational experiences. The demand is 
increasing for platforms to be adaptable, friendly, 
customizable, integrated, intuitive, and, of paramount 
importance, mobile (Dahlstrom, Brooks, & Bichsel, 
2014). EDUCAUSE, in partnership with the Bill and 
Melinda Gates Foundation, researched the deficien-
cies in the current systems and described the next gen-
eration digital learning environment (NGDLE) that 
is replacing the LMS (Brown, Dehoney, & Millichap, 
2015). Instead of purchasing a single LMS by one 
vendor, institutions will be more inclined to adopt a 
confederation or consortia of components and apps 
that may build on the core LMS. The NGDLE has 
five core functional dimensions that include interop-
erability and integration; personalization; analyt-
ics, advising, and learning assessment; collaboration; 
and accessibility and universal design. Brown (2017) 
reported that the shift from the LMS to NGDLE has 
led to less attention on online courses and their de-
livery to the environment that nurtures learning 
through digital means. Technology-enhanced learn-
ing has greatly influenced nursing education. The 
curriculum itself has been transformed as geography 
becomes less relevant. According to the American 
Association of Colleges of Nursing (AACN, 2017),  
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90% of the RN-BSN programs in the United Stated of-
fered at least some of the program online, and more 
than 50% are totally online. Programs that require 
clinical experiences may choose online learning to fa-
cilitate orientation. Online learning is a popular means 
by which nurses participate in lifelong learning and 
obtain continuing education contact hours.

Educators and learners use the capabilities of online 
learning in various ways. For example, content may be 
developed in self-contained learning modules or tutori-
als. Online learning modules typically contain objec-
tives, learning outcomes, learning activities, and an 
evaluation component. Because of their self-contained 
nature, learning modules are flexible and lend them-
selves to multiple uses. For example, learning modules 
are useful for providing access to information that can 
be learned without interaction with faculty or class-
mates and colleagues. Learning modules can also be 
used to provide clinical updates, “mandatory” educa-
tion required in clinical agencies, or background ma-
terial in preparation for higher-order application in 
a classroom or clinical setting. Modules are often in-
tegrated into classroom or online courses as reusable 
learning objects (RLOs), predeveloped content with 
objectives, content, and evaluation that can be used in 
courses as required or optional learning activities. It 
is increasingly common for RLOs to accompany text-
books as ancillary teaching materials; they are also 
available from web-based learning resource reposito-
ries such as MERLOT (http://merlot.org).

Online learning can occur in a variety of configu-
rations to support learning in a course. The courses 
may be designed to be offered fully online, as full-web 
courses, in which faculty and students do not meet 
in person. Typically these are courses that include 
primarily didactic content, but increasingly clinical 
courses with a preceptor are offered fully online. The 
preceptor is usually a qualified clinician in the stu-
dent’s geographical region who facilitates application 
of the course concepts in a clinical setting.

Online courses can also be developed to integrate 
with face-to-face meetings in classrooms or clinical 
practice. Courses can use synchronous distribution 
through web-based technologies to extend classroom ac-
tivities such as lectures to students at remote sites. Web-
enhanced courses go one step further and augment 20% 
or less of the course with internet-based components. 

Blended, or hybrid, courses have a more even mix of 
learning activities in and outside of the classroom. The 
institution typically sets the threshold for what activities 
are required online. If more of the time is spent in the 
classroom, it may be categories as a blended classroom 
course. Likewise, if more time is estimated to be engaged 
in online learning, it may be labeled as a blended online 
course (Sener, 2015). An online course is defined as one 
where all activity is done online, with no required face-
to-face sessions.

When designing the delivery of a distance educa-
tion course, educators may need to consider whether it 
meets the program eligibility requirements of the U.S. 
Department of Education Office of Federal Student 
Aid through Title IV (2017). Totally online programs 
may need to incorporate strategies that indicate the 
faculty are teaching students and students are attend-
ing. Otherwise, they may be labeled as correspondence 
courses, which may not meet eligibility requirements. 
Faculty in online courses may demonstrate that they 
are teaching by providing individualized feedback on 
graded assignments. Weekly attendance can be pro-
moted by making a requirement to post to a discussion 
board at least once a week, which ensures the student 
must log in to the course.

Blended courses can use a combination of tech-
nologies to meet the needs of students. For example, 
for those students who are enrolled in the course but 
live far away from the campus, one-way or two-way 
web-based video conferencing may be used to “con-
nect” students to the class during the times of on-
campus class meetings. The goal of blended learning 
is to take advantage of faculty expertise, the learning 
management toolkit, and just-in-time learning to pro-
vide learners with opportunities to learn and apply 
content, practice and receive feedback, think critically, 
and assume the role of the nurse across all domains 
of learning. The educator must make well-thought-out 
decisions as to which experiences should be held in 
the classroom and which should be held in the OLC. 
Table 22.1 offers suggestions for blending learning in 
classroom, clinical, and laboratory settings with an on-
line learning environment.

Interactions in online learning may occur asynchro-
nously or synchronously, depending on the desired 
nature of the interaction. Asynchronous interactions 
are those that do not depend on time and place. Email, 
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threaded discussions in discussion forums, podcasts, 
and archived video and audio streams are examples 
of interactions that are asynchronous. Participants in-
volved in an asynchronous interaction can choose to 
access or respond to the communication at a time con-
venient for them. Synchronous interactions are those 
that occur in real time and require participants to be 
available at a specific time to participate in the discus-
sions. Class meetings using live video conferencing, chat 
rooms, or webcasts (use of internet to share information 
on a desktop through the use of web-based conferenc-
ing software) are examples of synchronous interactions. 
It is also possible to use email or instant messaging in a 

synchronous fashion, if those involved in the email mes-
saging prearrange the time for sending and responding 
to the messages. Electronic “office hours” during which 
the faculty member is available to promptly answer any 
student emails sent during that period is an example of 
using email in a synchronous fashion.

Regardless of the type of online course the faculty 
member is teaching, it is important to remember that 
it is the use of educational practices such as interaction 
between students and faculty, interaction among class-
mates, opportunity to receive feedback while learning, 
and respect for diverse ways of learning that promote 
interaction, prevent isolation, and ultimately determine 

TA B L E   2 2 .1
Blending Online Teaching With Various Learning Environments

Classroom, Clinical, or Laboratory Learning 
Environments Online Learning Environment

Demonstration of psychomotor skills and clinical decision-
making skills with simulated or standardized patient 
scenarios

Assessment and evaluation of student learning through self-testing, 
practice testing, administration of summative tests

Use of simulated and virtual case studies; problem-based learning 
scenarios

Video streams of clinical skills, including students’ own return 
demonstration

Discussion of difficult-to-learn content; clarification of 
assignments

Discussion forums in which students can lead or manage the 
application of content without direct guidance from the faculty

Peer review of work, where students provide feedback to each other
Study guides

Clinical practice (with or without preceptor or faculty) Reflective learning assignments, such as journaling or follow-up 
debriefing after simulated or actual clinical experiences

Written care plans, concept maps
Written assignments requiring synthesis of clinical concepts and 

experiences

Demonstration of verbal and nonverbal communication 
skills requiring interpretation and feedback; modeling of 
professional values and behaviors; evaluation of student 
presentation style and abilities

Preparation for class by completing mastery test or worksheet
Reaction and reflection papers after classroom discussion or 

laboratory demonstration
Personal application of course concepts in response to a focused 

question
Follow-up to in-class assignments

Panel discussions with guest speakers when online 
presentations are not feasible

Preparation for panel discussion through reading assignments, study 
guides

Reflection on classroom discussion and application of content to 
own nursing practice

Online debates on topic

Clinical practice situations requiring feedback to prevent or 
reverse an error

Active learning strategies designed to focus on fostering culture of 
safety and prevention of errors such as root cause analysis, case 
studies, debate, 1-minute papers, and self-paced learning modules

Administration of high stakes examinations and 
psychomotor skills competency validation

Self-evaluation activities; optional learning activities for testing or 
enhancing learning; remediation learning options
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students’ satisfaction with the learning experience and 
the attainment of intended outcomes. The remainder of 
this chapter provides information that will help faculty 
successfully plan, implement, and evaluate learning ex-
periences that will promote the development of OLCs.

INSTITUTIONAL PLANNING FOR 
ONLINE LEARNING

Many issues must be considered when the decision is 
made to engage in online education. To successfully 
plan, implement, and evaluate online education, insti-
tutions and individual programs must identify how the 
government and accrediting organizations influence 
their decisions.

Institutions must identify the needed infrastructure 
for online education, how it will be sustained, and how 
faculty and student development and support needs 
will be met. It is common for planning committees 
consisting of administrators, technology staff, student 
support personnel, and faculty to be charged with 
addressing and monitoring these issues. The various 
perspectives of each of these individuals are important 
when designing a model for online education that can 
be sustained within the institution. Policies and pro-
cedures specific to online education may need to be 
developed within the institution.

Before implementing online education, the institu-
tion and program need to give some consideration to 
how offering online courses or programs fits with the 
mission of the institution. Administrators and faculty 
should be clear about the forces driving the desire to 
deliver online education. Is the institution or nursing 
program interested in primarily serving and retaining 
the current student population or to extending course 
or program offerings to a wider target audience, maybe 
even serving a global market? An understanding of 
the reasons for engaging in online education will help 
guide marketing decisions. Before an online course or 
program is developed, it can be helpful to conduct an 
environmental scan to gauge the market and identify 
which other universities are offering online education 
and the nature of the courses offered online. What 
niche does the proposed course or program fill that is 
not being met by another institution? A needs assess-
ment can also be conducted among prospective stu-
dents to identify the level of interest in enrollment in 

an online course or program and the reasons for their 
interest in online education in addition to the level of 
computer skills and availability of internet access pres-
ent within the targeted population. Having this infor-
mation before an online offering is planned can help 
ensure that the learners’ educational needs will be met.

Institutions have reported that using benchmark 
standards helps ensure quality in online courses (Leners, 
Wilson, & Sitzman, 2007). To promote the development 
of quality online education courses and programs, qual-
ity indicators and benchmarks have been established by 
professional organizations and accrediting bodies for 
institutions to use when planning online programs and 
courses.

There are numerous regulatory influences on the 
delivery of online and distant learning. At the federal 
level, the U.S. Department of Education has state au-
thorization policies that are tied to Title IV funding. 
Distance programs must demonstrate compliance with 
laws in each state in which they operate or their stu-
dents are not eligible for federal grants and loans.

Most states have established guidelines for the de-
livery of distance education through the government 
bodies that regulate higher education, which include 
state boards of nursing. At times, there is conflict be-
tween a state’s board of education and board of nursing 
in terms of what each requires for approval of distance 
education programs. This can cause confusion for a 
nursing program that must satisfy both.

There can be wide variation in the regulations 
among the boards of education and nursing within a 
state. In addition, there is variation in the regulations 
among the boards of nursing in the United States. 
The National Council of State Boards of Nursing 
(NCSBN) examined the regulations for distance edu-
cation among the boards of nursing and found incon-
sistencies in requirements (Lowery & Spector, 2014). 
The NCSBN noted that cross-state online education 
has been expanding rapidly. But there are barriers. 
Institutions that wanted to offer nursing courses to 
residents in states outside of their home states were 
required to work with as many as 54 states and territo-
ries. Some states require that faculty hold licenses only 
in the home state where the program is located. Others 
require that faculty be licensed not only in the home 
state but also in the host states where the students 
reside and participate in clinical studies. Sometimes 
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these requirements change depending on whether the 
course taught is a didactic or clinical course. Other 
differences pertain to the qualifications, licensing, and 
monitoring of preceptors. Online programs find that 
they may be blocked from offering their programs to 
potential nursing students in a particular state because 
they cannot satisfy every boards’ conflicting require-
ments. The National Council for State Authorization 
Reciprocity Agreements (NC-SARA, 2017) was es-
tablished to help its member states expand the edu-
cational offerings to residents of its states, but at the 
same time let the states focus on their home-state in-
stitutions. SARA is administered by the four regional 
education compacts and is voluntary for states and in-
stitutions that are accredited by an agency recognized 
by the U.S. Secretary of Education. SARA has resulted 
in more effective, efficient, and uniform delivery of 
online education throughout the member states. The 
NCSBN website also highlights requirements for out-
of-state programs that wish to offer distance education 
in each host state and territory.

Examples of frequently referenced quality indica-
tors include those established by the Online Learning 
Consortium (OLC; 2017), formerly known as the Sloan 
Consortium or Sloan-C. The OLC promotes online 
learning worldwide through research and development 
of best practices. The OLC offers online certificate pro-
grams for educators, administrators, and institutional 
leaders in online teaching, advanced online teaching, 
and instructional design. Each certificate program helps 
the person design and deliver quality online instruction. 
The OLC Mastery Series covers subjects such as mobile 
learning, social media, blended learning, quality score-
card, leadership in online learning, and online nursing. 
The online nursing mastery series explores theories 
that foster student engagement through educational 
technology and best practices relevant to nurse educa-
tors. The attendee completes a project that incorpo-
rates components of educational technology based on 
the theories and best practices that are learned. Check 
the OLC website to find out when these asynchronous 
workshops are offered.

Accrediting agencies expect that online courses 
and programs will provide learners with access to 
learning experiences that achieve the same learning 
outcomes of traditional “in-class” courses and pro-
grams. Online students should receive the same level 

of support, socialization, and skill development as 
their counterparts on campus. Faculty need to de-
velop their expertise in using technology for teach-
ing and learning. Everyone must be given adequate 
technical support. Specific accreditation policies and 
standards may be written to govern distance and 
online students such as verification of the identity  
of the student. The three professional nursing accred-
iting bodies, the Commission on Collegiate Nursing 
Education (CCNE), the Accreditation Commission for 
Education in Nursing (ACEN), and the Commission 
for Nursing Education Accreditation (CNEA), have 
established standards for distance education programs 
that state the expectation that learner outcomes will 
be evaluated using appropriate methodology and with 
the same rigor associated with traditional face-to-face 
courses (AACN, 2007; ACEN, 2014; National League 
for Nursing CNEA, 2015). In addition, many institu-
tions have internal approval processes that must be 
followed to approve a course or program for online 
delivery before it can be offered to students. Faculty 
should familiarize themselves with the guidelines that 
apply to their particular state, institution, and pro-
gram as they undertake the planning of online learning 
programs.

A growing challenge for accrediting agencies is 
their role in evaluating the quality of MOOCs as more 
colleges and universities explore this avenue for deliv-
ering their product.

Institutional Planning and Commitment
At the institutional level, decisions must be made about 
the institution’s commitment to online education in terms 
of human, fiscal, and physical resources. Organizational 
and administrative infrastructure, funding sources, tech-
nology support services, and student support services 
are areas that will need to be addressed. For example, 
who within the institution’s organizational structure will 
provide administrative oversight for the development, 
implementation, and evaluation of online education? 
Does the institution already employ the technical and 
instructional design personnel needed to provide course 
design and delivery support, or will additional positions 
need to be created and funded? A decision will also need 
to be made as to which of these services will be central-
ized within the institution or decentralized to the respec-
tive academic units.
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How the development, implementation, and evalu-
ation of online courses and programs will be funded 
is another crucial area in which decisions will need 
to be made. Although many online nursing programs 
are initially developed with the use of grant funds, it 
is important that sustainability of grant-funded initia-
tives be addressed. It is likely that student technology 
fees or distance education fees will need to be assessed 
in addition to tuition fees to sustain online education 
within the institution. If such technology or distance 
education fees are collected by the institution, further 
decisions will need to be made about how the funds 
will be dispersed across the academic and service units 
within the institution.

What is the cost of developing an online course? The 
answer varies. The has published its “good, better, best 
model” for estimating the cost of online course devel-
opment. It was acknowledged that the ongoing cost of 
providing each type of course increased according to 
its complexity and quality. The “good” approach mini-
mizes costs by reusing didactic content already in digi-
tal format and using only features already included in 
the LMS that can meet the instructional goals of the 
course. The “better” model allowed for some additional 
instructional methods such as interactive modules. 
The technological infrastructure would be reused. The 
“best” model extends the benefits of the instructional 
approaches to allow for the creation of special media or 
programming.

Reliable and effective technology support for fac-
ulty and students is essential for delivering quality 
online education. As mentioned previously, a decision 
will need to be made about which technology support 
services will be centralized within the institutional 
structure and which will be decentralized in the in-
dividual schools and programs. A combination of 
centralized and decentralized support may be a more 
effective support model. Outsourcing support ser-
vices is another option to be considered and may be 
more economically feasible depending on the extent 
of technology expertise that already exists within the 
institution. The level and extent of technology support 
that the institution will provide to faculty and students 
will also need to be determined. Many institutions 
have found it necessary to provide around-the-clock 
support services to faculty and students to limit un-
due frustration and “down time” related to technology 

issues. Faculty and student satisfaction with online 
learning is frequently related to their satisfaction with 
technology support services.

The acquisition and maintenance of the hardware 
and software necessary to support online education 
and facilitate access is another area that must receive 
serious institutional attention. Is the institution’s cur-
rent computer network system and bandwidth capable 
of providing online access to large numbers of simulta-
neous users with speed and reliability, or are upgrades 
required? Do faculty have convenient access to the 
hardware and software needed to support teaching on-
line? Is there a plan to replace computer hardware and 
software on a regular schedule in faculty offices and 
student computer clusters to maintain access to ad-
equate technology resources? Do students have access 
to broadband internet services in their geographical 
region? If not, online courses will have to be devel-
oped with these bandwidth constraints in mind, and 
content delivery options that require large amounts of 
bandwidth, such as video streaming, will need to be 
minimized or avoided.

It is also important for the institution to make a de-
cision about which LMS software will be used to sup-
port the delivery and management of online courses. 
Selecting an LMS may be the most important software 
decision that a college or university may make. The 
LMS can be the most liked, or most disliked, applica-
tion at an institution. A selection committee may be 
formed to set the criteria for evaluation and the pro-
cess for determining which LMS to choose.

There are a variety of commercial vendors and 
LMSs from which to choose. Some of the larger uni-
versity systems have chosen to design and support 
their own CMSs. Using an LMS to deliver online 
courses provides faculty with a relatively easy-to-use, 
consistent template on which to build their courses. It 
also provides students with a consistent learning envi-
ronment with which they can become familiar, trans-
ferring this knowledge from course to course. There 
are advantages and disadvantages associated with each 
of the various commercial programs available; each in-
stitution needs to evaluate the programs to determine 
which will best meet the needs of the university’s fac-
ulty and students.

A major decision is whether to select a proprietary, 
open source, or cloud-based system. Proprietary LMSs 
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are built by professionals, use current technology to 
remain competitive, offer training, provide technical 
support, and may come with a warranty. But propri-
etary systems can be expensive and limit customiza-
tion options.

Open-source systems such as Moodle and Sakai 
have a low upfront cost and are built by a collaborative 
community. These customizable systems are attractive 
to faculty who have a troubled history with proprietary 
systems. But open-source systems may not integrate 
with existing administrative systems, require more 
money to operate than anticipated, and lack technical 
support.

Cloud-based systems are composed of separate 
cloud-based tools to form a toolbox of web resources, 
including document sharing, social networking, and 
media delivery platforms. For example, Facebook 
serves as a hub for sharing course activities. iTunes U 
delivers course content. Skype offers face-to-face in-
teraction. YouTube hosts and streams video lectures. 
Flickr houses photographs. Instagram allows photo 
and video sharing. Students and faculty may already be 
comfortable using these popular tools that are available  
at little to no cost. But these may be misconceptions. 
A free application comes with a cost for advanced 
features that may be necessary to use it for online 
learning. Users may not be as savvy as assumed, and 
training may be unavailable. Authentication, which is 
required by accreditors, is not provided by these tools, 
and other software must be purchased to perform this 
function. Security and privacy must be safeguarded. 
Contingency plans should be in place to handle prob-
lems that the institution does not control, such as poor 
maintenance, shutdowns for repairs, and even ceasing 
to operate.

The institution will also need to consider the means 
by which ongoing faculty and student development 
for teaching and learning with technology will be 
provided. Faculty development issues that will need 
to be addressed include intellectual property policies 
and ownership of any developed online courses; poli-
cies related to providing additional compensation and 
release time, if any, for faculty who design and teach 
online courses; and the amount and type of resources 
that will be provided to help facilitate faculty designing 
online courses and transitioning to online teaching. 
The institution or program may also wish to consider 

questions about what the average student enrollment 
numbers should be in online courses. Student develop-
ment issues are primarily related to ensuring that stu-
dents have the technology access and skills needed to 
participate in online learning and facilitating student 
transition to online learning.

Adequate institutional planning to address questions 
similar to those raised in the preceding paragraphs is 
essential to ensuring the success of any online educa-
tion efforts. It is also important that an institutional 
infrastructure be established that allows for such plan-
ning efforts to be ongoing and include input from all 
stakeholders, as constant advancements in educational 
technology will need to be monitored for the institution 
to stay current and informed about developing trends in 
online education.

Faculty Development and Support
The advances in educational technology have changed 
the way that teaching and learning occurs. Faculty who 
are expert teachers in the classroom may find them-
selves in the role of a novice when teaching online.

Faculty who are facing the transition from in-class 
to online teaching need to reconsider their role in 
the learning process and redesign their pedagogical 
strategies to facilitate student learning. A growing 
number of faculty now teach full-time at a distance 
from the location of their employer. They seldom, if 
ever, meet face-to-face with their administrators, col-
leagues, and students. Although many may find the 
faculty-at-a-distance nurse educator (FDNE) option 
to be attractive, it does present challenges (Pearsall, 
Hodson-Carlton, & Flowers, 2012). When asked about 
hiring, acceptance, and success of the FDNE, nurse 
educators and administrators identified attitudinal 
barriers as of most concern. Part of faculty develop-
ment needs to address the perceptions of the FDNE 
role and how it can promote nursing education excel-
lence through achievement of the National League for 
Nursing nurse educator competencies (see Chapter 1).

Faculty development needs encompass the follow-
ing areas: instructional design and course develop-
ment, technology management, workload and time 
management, role reconceptualization, student learner 
development, student–faculty interactions and so-
cialization, and assessment and evaluation of learner 
outcomes.
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Before faculty begin any online course develop-
ment, it is important to assess their knowledge and 
comfort level regarding conversion of traditional 
classroom courses into online courses and iden-
tify what level of instructional design support will 
be needed. Developing expertise in online teaching 
is usually a gradual learning process for faculty and 
initially may be intimidating even for experienced 
faculty. Scheduling an ongoing series of educational 
sessions focused on such topics as technology and 
time management, developing online courses that 
promote active learning and foster student–faculty in-
teractions, and evaluating learner outcomes through-
out the academic year can help faculty acquire the 
knowledge and skills necessary to successfully design 
and teach online courses. These topics are covered in 
more depth later in this chapter.

Faculty Tenure and Promotion
A major issue is how faculty are rewarded for their 
hard work developing and teaching online courses. 
New processes are needed to reflect changing needs 
in workload, promotion, and tenure for online faculty 
(Kelly, n.d.). The biggest question is whether teach-
ing online requires more or less time compared with 
teaching face-to-face. There is debate about this issue 
(Van de Vord & Pogue, 2012). The answer is that it de-
pends on the skills of the individual faculty member 
and the design of the course. For example, one’s abil-
ity to type on a keyboard is a major factor in the time 
spent communicating electronically in online discus-
sion, whereas typing proficiency is a negligible consid-
eration for those interacting with students in person. 
Faculty may find that grading hard copies of assign-
ments with red ink is much easier than employing soft-
ware tools such as comments and tracked changes to 
provide feedback on electronic submissions.

Preparing teaching materials for an online class has 
been likened to making a movie. The course is created 
ahead of time and presented to the students as mostly 
a finished product. Teaching in the classroom has been 
compared with performing in a play. There is preplan-
ning, but the delivery is done in real-time before a live 
audience. Designing, recording, and programming a 
lesson for online delivery may take considerable time 
and effort, but once it is finished, it can be shown re-
peatedly to many students. A stand-up lecture may 

involve less preparation and more spontaneity but 
must be presented in person every time it is taught.

When asked to keep time logs, one aspect of teaching 
online that stood out as requiring significant amounts 
of time was grading assignments (Barra, 2014). This 
may be attributed more to the fact that the subject mat-
ter typically taught online may not lend itself to objec-
tive testing. Instead, evaluation may require that faculty 
grade papers, projects, and other written assignments 
that do not lend themselves to quick, computerized 
evaluation.

Class discussion is another factor to consider. A 
face-to-face class has a “hard” start and stop, and this 
places limits on how much time the faculty member 
will interact with the students regardless of class size. 
But online discussion has no time boundary, and fac-
ulty may spend hours responding to students in dis-
cussion threads.

Another question about online teaching is whether 
the devotion to this format reduces productivity in 
other areas that could affect promotion and tenure 
(Kelly, n.d.). This influences their portfolios that are 
submitted for review.

Institutions need to have policies in place, but they 
may vary from department to department. Leadership 
at the department level influences how online teaching 
is valued and rewarded. Although the institution may 
say that online delivery is the way of the future and 
critical to its success, is this reflected in how the faculty 
are rewarded who teach online? Are faculty paid ex-
tra or given release time to develop an online course? 
How does authoring a course compare with authoring 
a book? Faculty who teach face-to-face courses may 
be resistant to anything that encourages online offer-
ings and may block changes to tenure and promotion 
policies. The climate and culture of the department is 
reflected in how receptive its members are to change. 
The department or program leader plays a pivotal role 
in setting the direction and explaining the effect of on-
line teaching on workload, promotion, and tenure.

The American Association of University Professors 
(AAUP) noted in a 2009 report (Committee on Contin
gency and the Profession, 2009) that almost 70% of 
faculty members were employed in non–tenure track 
positions. Although faculty teaching in traditional pro-
grams on campus tended to be tenured, faculty teach-
ing online were more likely to be hired on a contingent 
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basis. The report noted that contingent faculty worked 
for lower wages in teaching-only positions. The AAUP 
is calling for the organizing of contingent, or adjunct, 
faculty. The organization argues that contingency is an 
issue of academic freedom. Also, adjunct faculty who 
do not view their teaching as their primary source of 
income still depend on it to maintain their lifestyle. 
But adjunct faculty may resist organizing because they 
value the flexibility that the position offers to carve out 
time for child care or elder care, for example. Part-time 
online faculty may be a “tough sell”.

Learner Development and Support
Introducing online education into a program will have 
a major effect on the delivery of learner support ser-
vices, especially if the introduction of online education 
affects more than just a few individual courses. All as-
pects of the institution’s student support services will 
ultimately be affected and need to be reconsidered to 
best serve the needs of students who are geographically 
distant from the campus and those who are on cam-
pus. It is a requirement of national higher education 
accrediting bodies, and nursing accrediting bodies, 
that the academic support services for online students 
be similar to those available for on-campus students. 
Student support that will need to be reconsidered and 
redesigned for students who enroll in online programs 
include academic advising, tutoring, financial aid, li-
brary, and bookstore services. Ensuring that all online 
experiences are accessible to students with disabilities 
is another important institutional consideration. The 
admission and registration processes may also need to 
be restructured so that students who live at a distance 
will be able to accomplish these tasks without being 
physically present on campus. Welch, Cook, and West 
(2016) describe a collaborative effort among nursing 
faculty, librarians, and academic support services to 
design an orientation program for an online doctoral 
program. As a result, students were better prepared 
to focus on their courses and participate in learning 
activities.

The decision to deliver online education will also 
result in the need for the institution to make financial 
decisions regarding tuition costs and any additional 
student technology or distance education fees. Many 
universities or colleges automatically charge students 
on-campus usage fees, such as activity fees and parking 

fees. Will these fees be waived for students who never 
come to campus? These decisions and others related 
to the delivery of student support services will require 
the consideration and collaboration of numerous de-
partments in the institution so that students will have 
a quality learning experience.

Faculty should proactively address the develop-
ment needs of students engaging in online learning. 
Learners who are new to online learning frequently 
need some initial guidance in how to manage their 
time when they are taking online courses. The rela-
tively independent nature of online education requires 
students to understand that they are assuming re-
sponsibility for their own learning to an extent with 
which they may be unaccustomed. They are moving 
from the structure of the traditional classroom to a 
more unstructured learning environment that does 
not necessarily include the physical, face-to-face pres-
ence of faculty and peers and the weekly time com-
mitment to attend class. Some students may assume 
that an online course will be “easier” than a traditional 
course, a notion that is usually quickly dismissed after 
the course begins and they become overwhelmed with 
the independence that an online course allows them in 
managing their own time to meet their learning needs. 
It is easy for students to underestimate the amount of 
self-direction and self-pacing needed to be successful 
in online learning.

Faculty can help students by clearly identifying ex-
pectations for participation and due dates for assign-
ments. If weekly online discussion is expected, this 
should be stated in the course syllabus. During the 
first 2 to 3  weeks of the course, those students who 
are not participating in the course should be actively 
sought out. The lack of participation is likely a result 
of technology issues or the inability to be self-directive 
in learning. Reaching out to the student at this critical 
point in the course may make a difference in whether 
the student will be successful in completing the course.

Students will also require an orientation to the CMS 
and any other technology that they may be required to 
use in their coursework. Although orientation to tech-
nology can occur face-to-face or using printed mate-
rials, Carruth, Broussard, Waldmeier, Gauthier, and 
Mixon (2010) developed a 5-day online orientation 
course for graduate students who lacked sufficient tech-
nological skills to be effective learners in their online 
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course. Evaluations indicated that the students had im-
proved technology proficiency and, because attrition 
for students who did not have the necessary technology 
skills was reduced, the course is now required. The in-
stitution needs to consider how it can provide orienta-
tion to technology for distant learners and technology 
support when students encounter problems.

In addition to an orientation to support services, 
students who enroll in online programs also need an 
orientation to the institution, school, and program. 
The institution needs to consider how best to establish 
relationships and create a sense of social presence with 
students who may attend the institution only from a 
distance yet will obtain a degree and become alumni. 
Effective use of websites, social networking, and vir-
tual tours of the campus can help form connections 
that will lead to satisfactory student–institution rela-
tionships. The “Facebook effect” can promote social 
networking that leads to increased engagement, cul-
tivates classroom community, and stimulates intellec-
tual discourse (Hurt et al., 2012).

Assessment and Evaluation of Online 
Learning
Faculty and administrators also need to give consider-
ation to how online courses and programs will be assessed 
and evaluated to determine whether curriculum and 
program outcomes are being met and for the purpose of 
continuous quality improvement. Effectiveness of online 
courses and programs can be measured using a variety 
of methods. As mentioned previously, quality indicators 
and benchmarks, in addition to accreditation standards, 
provide guidelines for measuring program quality.

Quality Matters (QM, 2017a) is a not-for-profit or-
ganization that provides a pathway for benchmarking 
quality. Organizations identify essential elements that 
must be addressed to ensure quality in online educa-
tion: institutional support and commitment; effective 
course design and teaching–learning principles, fac-
ulty development, support, and satisfaction; student 
support and satisfaction; and outcome evaluation re-
lated to learning effectiveness. How each institution 
decides to address these elements will vary depending 
on the resources available to the institution and the 
specific needs of educators and learners.

Although faculty performance is not assessed, fac-
ulty are trained to conduct collegial and collaborative 

peer reviews to determine whether the standards are 
met in online and blended learning courses. Faculty 
may become certified peer reviewers by successfully 
meeting the requirements through online or face-to-
face training. Courses that meet the standards may 
carry the QM certification mark. The standards for the 
QM rubric encompass:

■	 Course overview and introduction
■	 Learning analytics
■	 Assessment and measurement
■	 Instructional materials
■	 Course activities and learner interaction
■	 Course technology
■	 Learner support
■	 Accessibility and usability

QM has expanded its certification to include a se-
ries of program certifications (QM, 2017b) that help 
institutions prepare for regional and professional ac-
creditation. Three online program certifications are 
for online program design, online teaching support, 
and online learner support. The fourth program cer-
tification, online learner success, directly addresses 
meeting program outcomes. Once a program achieves 
all four program certifications within a 3-year period, 
it is awarded Exemplary Program status by QM.

A systematic evaluation plan can be established that 
will foster continuous, ongoing quality improvement 
efforts in all aspects of program delivery: institutional 
support, faculty satisfaction, student satisfaction, ad-
equacy of technology and student–faculty support 
services, and effectiveness in meeting expected learner 
outcomes, including a comparison to traditional course 
offerings. Data regarding student enrollment numbers, 
academic progression, and graduation can be compiled 
to address retention concerns. Data related to estab-
lished program outcomes can be collected to demon-
strate effectiveness of selected pedagogical strategies 
(Broome, Halstead, Pesut, Rawl, & Boland, 2011). 
Rubrics can also be established to assist faculty with 
their own and peer review of their online courses.

FACULTY ROLE IN ONLINE LEARNING

The faculty member’s role as an educator undergoes a 
change when he or she teaches online courses. First of 
all, real-time, face-to-face interaction with students 
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becomes more limited, with many interactions occur-
ring asynchronously. Most important, in online courses 
the educator is less likely to be the primary source of in-
formation for students. Instead, the educator’s role be-
comes one of facilitating students’ learning experiences. 
Students assume more responsibility for identifying their 
own learning needs and being self-directed in how they 
choose to meet identified learning outcomes. For some 
faculty new to online teaching, this results in feeling a 
loss of control over the learning process. Teaching online 
may require faculty to rethink long-held beliefs about the 
role of the educator in the teaching–learning process and 
explore new paradigms of teaching.

Becoming a “facilitator” of learning, however, does 
not lessen the need for the educator or the impor-
tance of the educator’s role in the learning process. 
The educator retains responsibility for identifying the 
expected outcomes of the course, designing learning 
activities that will promote active student involvement 
in the learning process and higher-order thinking, and 
evaluating student performance. Facilitating online 
discussion is another important role for faculty who 
are teaching online. Faculty should encourage peer 
interaction rather than student–instructor conversa-
tion. There should be variety in the types of discus-
sion, which may include reflection, critical thinking, 
and postclinical conferencing. Clear grading rubrics 
to evaluate discussion provide timely feedback to stu-
dents, so that they will know whether they are achiev-
ing the desired learning outcomes.

Two common concerns of faculty who are engaged 
in online teaching for the first time are related to how 
to facilitate and manage asynchronous online discus-
sion and how to manage time most effectively. Faculty 
have indicated that their workload increases when 
they engage in online teaching. In their comparison of 
faculty workload in web-based and face-to-face gradu-
ate nursing courses, Anderson and Avery (2008) found 
that, although the amount of faculty teaching time did 
not increase in a statistically significant manner in 
online courses, there were differences in the amount 
of time spent in course preparation and student con-
tact time, with those faculty teaching online courses 
reporting more time devoted to each of these activi-
ties. More research is needed to more fully understand 
the demands on faculty workload created by online 
teaching.

Managing Online Discussion
Time management frequently becomes an issue for 
faculty teaching online courses because of the amount 
of student communication generated within the 
course. The communication generated by students in 
online courses can be overwhelming if the educator 
has not given some prior thought to how to manage 
it. Successful management of asynchronous discussion 
requires the educator to initially identify the purpose 
of the discussion and to be sure that all students are 
contributing to the discussion. As the online discus-
sion unfolds, the educator may find it necessary at 
times to change the direction of the discussion or to 
correct any factual errors students may have made in 
their postings. However, faculty usually serve as dis-
cussion facilitators. It is not desirable to respond to 
every comment made by students in online discus-
sion; faculty should strive to avoid dominating the 
conversation, reserving their comments to emphasize 
or summarize key concepts, praise students and pro-
vide feedback as appropriate, and make other similar 
contributions.

Because online courses promote student flexibility 
and convenience in learning, students tend to access 
the course, post comments, and send emails to faculty 
at all hours of the day, 7 days a week. That is why it 
is essential to implement time management strategies 
before the course begins. By having a plan in place, 
faculty can respond to student comments in a timely 
manner yet still retain a sense of control.

Some strategies for managing online communica-
tion that have proven helpful include (1) deciding how 
quickly to respond to student inquiries (e.g., within 48 
hours) and informing students of this time frame so 
that they will know when to anticipate an answer; (2) 
establishing individual student electronic file folders in 
which to retain a record of course communication; (3) 
using a separate email account or the learning or CMS 
email option for student communications, so that stu-
dent email is automatically separated from other pro-
fessional or personal correspondence; (4) establishing 
“electronic” office hours to interact with students; and 
(5) creating and saving standardized responses to the 
most commonly asked questions that can be quickly 
accessed and individualized for students. Faculty may 
also find it helpful to “block out” scheduled amounts of 
time each week to devote to the online course.
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Another means of managing online communication 
is to have students provide peer feedback to postings 
in the discussion forums. Students can critique posted 
assignments, lead and summarize group discussions, 
and participate in collaborative group learning activi-
ties. Students can be responsible for synthesizing and 
analyzing the responses in the forum thus providing 
faculty and classmates from other groups an opportu-
nity to respond to summarized work. Faculty can ap-
point and rotate student discussion leaders to provide 
opportunities for all students to experience a leader-
ship role. Not only do these techniques foster timely 
feedback and reduce sole reliance on the faculty for 
feedback, but they also promote active learning. These 
strategies also work to effectively manage discussion in 
classes that have larger enrollments.

Managing Large Enrollments in Online 
Courses
Educator shortages, increased student enrollment, and 
pressures to admit additional students to nursing pro-
grams have led to faculty teaching classes with larger en-
rollments, including traditional online courses. Although 
there is no evidence to indicate that the quality of teach-
ing and learning is less in larger classes such that stu-
dents are dissatisfied, faculty are responsible for ensuring 
quality learning experiences in their courses and need to 
consider strategies for facilitating learning when course 
enrollment increases.

What constitutes a large class? The answer to this 
question depends on the nature of the student (begin-
ner or advanced, graduate or undergraduate); the type 
of content (simple or complex, easy to learn or difficult 
to learn, applied in similar or novel circumstances); the 
experience of the faculty (novice or expert); and the 
design of the course (first time, in draft form and well 
designed, tested and revised). Typically, an online class 
size of 20 can be taught by one faculty member. One 
study revealed no significant difference in student per-
ception of quality in online discussion between small 
(12 students) and medium (25 students) class size 
(Bristol & Kyarsgaard, 2012) . Some authors have indi-
cated 25 students to be an appropriate enrollment for 
an online course. A few institutions have established 
a maximum enrollment for online courses because of 
the increased time commitment for the faculty. Policies 
regarding class size vary among institutions.

When teaching a traditional online course with large 
enrollments, faculty must ensure that the course is de-
signed for maximum learning, educational practices are 
designed to promote learning, and discussion forums 
are managed to foster higher-order learning. For courses 
in which enrollment surpasses 15 or so students, it may 
be more effective to divide the students into smaller dis-
cussion groups. These smaller groups encourage inter-
actions among students while allowing faculty to focus 
on the outcomes of individual and group work.

The amount of time spent providing feedback to 
and grading students’ work increases as class size in-
creases. Faculty can choose teaching and evaluation 
strategies that promote learning while limiting the fac-
ulty time required to respond to nonsignificant issues. 
Fewer carefully designed assignments that prompt 
practice and feedback and foster higher-order learn-
ing are preferable to more assignments that require the 
faculty or students to process information in lower lev-
els of the cognitive or affective domains. As described 
earlier, faculty can also create opportunities for feed-
back that students themselves and their classmates are 
capable of providing. Faculty can also use “sampling” 
strategies for grading, whereby faculty read only se-
lected portions of student writing during formative 
development of written work or read only selected 
(but varied) portions of care plans, reflection papers, 
journals, and other written work that is in formative 
development. Finally, the use of grading rubrics makes 
expectations clear to students, maximizes the likeli-
hood of success on the assignment, and simplifies the 
grading process for faculty.

Teaching assistants may be used to help manage the 
communication generated by larger classes. Depending 
on the knowledge and preparation of the teaching assis-
tant, teaching assistants can grade papers, facilitate dis-
cussion, provide feedback to drafts, answer questions, 
and assist students with technology problems. Teaching 
in an online course as a teaching assistant or teaching 
practicum is one way to prepare nurses and students for 
future roles as educators.

Despite the potential increase in time demands for 
faculty who teach online, faculty do experience the 
same convenience and flexibility in teaching online 
courses as students enrolled in online courses do. With 
careful planning, faculty can incorporate their respon-
sibilities for online teaching into their schedules at a 
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time most convenient for them. Faculty can remain in 
contact with their students even when they are trav-
eling and attending professional conferences. Online 
teaching helps promote maximum flexibility in bal-
ancing the demands of the various aspects of the fac-
ulty role: teaching, scholarship, and service.

Adjunct Faculty
Adjunct faculty are a critical part of the nursing educa-
tion workforce. Programs rely on them to meet clini-
cal, didactic, and online learning instructional needs. 
Part-time faculty may be responsible for the clinical 
education of nursing students or they may teach online 
courses. These nurse educators are asked to fulfill va-
cant positions or allow for flexible expansion and con-
traction of program size (Brannagan & Oriol, 2014).

But adjunct faculty face many challenges. They 
may have limited exposure to experienced, full-time 
nurse educators, making opportunities for role model-
ing scarce. It may be assumed that adjunct faculty ar-
rive armed with the knowledge and expertise to teach 
nursing students, but they may lack teaching acumen.

Not all adjunct faculty lack teaching experience, 
however. Online faculty have discovered that they can 
teach for multiple nursing programs at the same time 
because they are not geographically bound to one area 
or region and have no commute time to employment. 
The online faculty member can log in and teach sev-
eral courses each day without leaving the keyboard. 
This flexible workforce can bring a wealth of exper-
tise to multiple programs and to every class they teach, 
and in turn this can enrich the learning environment 
of their students.

Adjunct faculty may have less motivation to attend 
to their teaching responsibilities because of low salaries, 
conflicts with full-time employment demands, lack of 
job security, and inadequate support for teaching and 
scholarship (Brannagan & Oriol, 2014). Overcoming 
these challenges requires the collaboration of nurs-
ing education, nursing practice, and nursing research. 
Exposure to pedagogy and the role of the educator 
should be part of all nursing education to prepare nurses 
to understand the intricacies of teaching. Nurse educa-
tors in practice settings can provide in-service education 
about precepting nursing students who affiliate with 
their facilities. More research needs to be conducted on 
how to prepare, recruit, and retain adjunct faculty.

Offering nurses in clinical practice an opportunity 
to try teaching as an adjunct may prompt more to 
choose an academic career. Nursing programs need an 
infrastructure that supports adjunct faculty.

The Online Adjunct Faculty Mentoring Model rec-
ommends pairing a full-time faculty mentor with an 
adjunct faculty mentee (Brannagan & Oriol, 2014). 
The adjunct faculty coordinator is responsible for 
introducing the new educator to the online environ-
ment to ensure that they understand the role and job 
responsibilities. A critical component to successful use 
of an adjunct or part-time workforce is recruitment. 
Potential candidates should be screened for their 
skills in communicating online (e.g., submission of 
electronic forms). Once employed, the new educator 
completes a series of online, asynchronous learning 
modules that mimic teaching in an online course. The 
mentor and mentee meet via web-conferencing tools 
to discuss experiences and build rapport. Brannagan 
and Oriol (2014) point out that not all faculty are natu-
rally inclined to be mentors. Those who show a desire 
to help new faculty and accept the responsibility un-
dergo orientation and training.

DESIGNING COURSES AND 
LEARNING ACTIVITIES

Offering a module, course, or academic program fully 
or partially online provides faculty an opportunity to 
reconceptualize the way the course or program is de-
signed and sequenced. Course design influences how 
students learn and how well the course influences time 
on task and productive use of students’ learning time. 
Ideally, faculty have access to course design specialists 
such as instructional designers, graphic artists, and 
web technicians. Ultimately, however, faculty are re-
sponsible for the design and integrity of courses that 
are moved to the OLC and must be aware of course 
design basics.

Evaluation of students using methods other than 
testing has spurred the popularity of grading rubrics. 
A rubric should not be added as an afterthought when 
creating an assessment activity but rather it should be 
integrated during the development process (Dennison, 
Rosselli, & Dempsey, 2015). If written well, most ru-
brics can aid in evaluation of both in-class and online 
assignments with slight modifications (e.g., scholarly 
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papers can be graded with the same rubric; however, 
the online student submits an electronic file to the 
LMS rather than turns in a paper version during class).

Nurse educators should develop their online courses 
according to theories of teaching and learning and in-
structional design (see Chapters  14 and 16). These 
theories suggest that students learn when they actively 
engage, interact in a social and applied context, and re-
flect on their practice.

When developing online courses, faculty first need 
to consider whether the course, the course content, 
and the needs of the students can be best met in a 
fully online course; in synchronous or asynchronous 
modes; or with a mix of online activities, on-campus 
meetings in a classroom or laboratory, or clinical prac-
tice. At this time, faculty also need to consider what 
learning or course management tools and online re-
sources are available or need to be acquired to support 
the pedagogical goals.

Course development should also be guided by 
frameworks and models that ensure attention to all steps 
of the teaching–learning process (see Chapters 10, 14, 
and 16). Course development should also be guided by 
the use of good practices in education, such as high ex-
pectations, active learning, feedback, interaction with 
faculty, interaction with classmates, time on task, and 
respect for diverse ways of learning (Table 22.2).

Basic principles of course design are discussed here. 
However, we suggest that faculty work with an instruc-
tional design team when developing courses for the 
first time.

1.	 Start with the learner. The student is the focal point 
for designing online courses. Educators must 
assess student learning styles, learning needs, 
current knowledge, motivation, and adaptive 
needs (see Chapter 2). Although not all students 
prefer learning online or have well-developed 
self-directed learning skills essential to success 
in an OLC, most students can adapt and draw 
on strengths and resources that facilitate their 
learning when online coursework is required. 
Educators must also understand the current gen-
eration of “m-learners,” those students who use 
mobile wireless devices and who are accustomed 
to multitasking and acquiring and processing 
information just as they need it in a context that 

meets their needs. Faculty should also understand 
the learner’s technology skills and provide learner 
support and adequate resources, particularly 
when online courses are offered for the first time.

2.	 Define learning outcomes, objectives, and compe-
tencies. Specifying learning outcomes is a curric-
ular process and should be completed within the 
context of course and curriculum development 
(see Chapter  10). Outcomes in all domains of 
learning can be facilitated within online courses, 
and the course design can accommodate a va-
riety of learning domains and levels within the 
domains.

3.	 Organize content into short, logical units such 
as lessons or modules. Courses designed for the 
classroom are typically planned for the semester 
and class hour schedule of the institution. With 
web-based courses, however, there is more flex-
ibility in scheduling, and thus the content can be 
organized with additional attention to pedagogi-
cal principles. Storyboards and course plans fa-
cilitate the organization of modules and courses. 
Each unit should include an overview, outcomes 
and objectives, learning activities, readings and 
assignments, and evaluation.

4.	 Integrate educational practices. Educational prac-
tices such as those listed in Table 22.2 provide a 
foundation for developing the course and related 
learning activities. The use of these educational 
practices enhances outcomes such as learning, 
socialization, student satisfaction, and transition 
to practice in addition to a sense of caring and 
social presence in the course.

5.	 Provide students with opportunities to practice and 
apply course principles in context. Additionally, 
learning activities should be designed for the 
higher levels of the cognitive domain to assist 
the students in moving from comprehension 
to synthesis and evaluation and to connect the 
learning to clinical practice (Benner, Sutphen, 
Leonard, & Day, 2010).

The course should begin by establishing clear and 
high expectations. These are communicated in the 
full syllabus. Learning activities should require active 
learning and participation—interaction with the con-
tent, course, classmates, and the teacher. In repeated 
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studies of teaching in courses conducted fully or par-
tially online, findings demonstrate the importance 
of selecting effective teaching strategies and well-
designed learning experiences to foster active student 
learning. In general, teaching practices used in the 
classroom are also effective for promoting discussion 
and active learning in the online environment. These 

educational practices (see Table  22.2) have been de-
rived from work by Chickering and Gamson (1987) 
and adapted for use in the online classroom.

A variety of learning activities such as debates, 
games, concept maps, WebQuests, case studies, ques-
tions, treasure hunts, or written work such as papers, 
reflective journaling, and projects engage the student 

TA B L E   2 2 . 2
Educational Practices in Online Courses

Educational Practice Examples in Traditional Online Courses Examples in MOOCs

High expectations Communicate learning outcomes and expectations 
in several places in the course; expect success; 
online learning is not easier than or less than 
classroom expectations.

MOOCs may balance the goal of course 
completion with setting high expectations. 
If the purpose of the MOOC is to drive 
enrollment and increase exposure, 
expectations may be kept low for noncredit 
courses. This can backfire if students perceive 
that the courses are of low quality.

Active learning Use case studies; problem-based learning; 
discussion; round robin; critical thinking 
vignettes.

Many MOOCs give quizzes because they lend 
themselves to auto-grading. Reflective or 
analytical assignments are other approaches.

Rich, prompt feedback Create self-graded activities; structure learning 
activities that require students to produce work 
for review by self, students, and faculty.

Quizzes that are auto-graded provide prompt 
feedback. Reflective or analytical assignments 
are seldom graded unless by peers.

Interaction with 
faculty

Use online office hours; use course email for 
individual communications; be available to 
answer non-course-related questions; share 
examples of faculty work; participate in 
socialization activities.

Most communication is one-way from the 
faculty to the student through emails and 
announcements. Some courses offer a 
feedback forum where students may pose 
questions, and faculty respond in a timely 
manner.

Interaction with 
classmates

Use group projects to promote collaborative 
work; structure communication tools for small 
group work, learning circles, chats; create 
opportunities for students to share reflections 
and experiences; ensure places for public and 
private communication for class members.

MOOCs are known for encouraging student 
interaction through discussion forums. 
Unmoderated forums can lead to 
dissatisfaction when participants do not 
follow netiquette rules.

Time on task Time spent on learning activities should be 
reasonable; allow sufficient time between 
assignments; structure online classroom so 
students are not reading voluminous and 
nonessential postings and online time is 
productive and related to course outcomes; 
create separate “social spaces” as options for 
participation.

Many MOOCs allow students to choose the level 
of engagement, and hence the time spent on 
task.

Respect for diverse 
ways of learning

Create options for learning and evaluation; present 
choices for content and learning activities; 
encourage diverse opinions while creating 
norms of respect; use reflective journals to assist 
students to assess their own needs, styles, and 
values.

There is a potential global audience for a 
MOOC, which should take into consideration 
the diverse needs of those from many cultures. 
Successful MOOCs tend to have translations 
of media and readings in several languages. 
Examples are not all U.S.-centric.

MOOC, Massive open online course.
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in active learning. Most nursing textbook publish-
ers have created virtual environments and interactive 
learning activities that accompany the textbook; fac-
ulty can integrate these rich resources into the course 
design to provide students opportunities for active and 
self-directed learning. Other sources for learning ac-
tivities include RLOs that are self-contained modules 
with learning outcomes, learning activities and an as-
sessment component, websites that have developed 
no-cost learning activities for specific content such as 
quality and safety (http://www.qsen.org), and consor-
tia that have developed low-cost modules on a variety 
of topics.

Assignments that foster active learning at higher 
levels are those that promote analysis or critique of 
a concept. These include concept clarification, case 
studies, and debates. Identifying a challenging clinical 
problem or ethical health care issue and having stu-
dents brainstorm solutions or debate the pros and cons 
of a given solution to the problem are other examples 
of higher-level discussion techniques that promote 

discussion and interaction. It is relatively easy for stu-
dents to identify real-life issues in nursing practice that 
can be used to generate online discussion. See Box 22.1 
for an example of a discussion forum showing the use 
of a variety of teaching–learning strategies used to pro-
mote active learning.

Students must receive feedback while they are learn-
ing. Feedback in online courses can include acknowl-
edgment, for example, by recognizing that students 
have submitted work; information, by giving informa-
tion or direction; and evaluation such as making judg-
ments about students’ work and offering information 
for improvement. Feedback can come from students 
themselves, classmates, and the faculty. Bonnel (2008) 
recommends creating a multitude of opportunities for 
feedback during the course design stage. These can in-
clude the use of automated responses and computer-
graded practice tests. Self-graded case studies are 
simple ways for students to check their own progress. 
Peer review on written work or small study and discus-
sion groups provides students an opportunity to learn 

B O X   2 2 .1
DISCUSSION FORUMS

INTRODUCTIONS
Introduce yourself: Tell us where you work, why you are 
taking this course, and anything else you want us to know 
about you!

MODULE 1: FOCUS ON THE LEARNER
Post a description of your learners, how you will assess  
their needs, and what support they need in your web  
course.

MODULE 2: DEBATE
Question: Should all nursing courses be designed to be 
offered only on the internet? Participants with last names 
A–M will argue the affirmative; participants with last names 
N–Z will argue the negative. Participant with first last name 
starting with the letter A, summarize the affirmative; person 
with first last name starting with the letter Z (or last of al-
phabet) summarize the negative.

MODULE 3: TREASURE HUNT
In this course, find the various strategies used to inform 
learners about the course expectations and learning out-
comes to be attained. Post your findings and comment on 
the value of each strategy.

MODULE 4: ROUND ROBIN
Post a response to the question “How can we assist learners 
in web courses to obtain feedback?”

MODULE 5: CHAT SUMMARY
Summarize the work of your chat room discussion.

MODULE 6: 1-MINUTE PAPER “ONLINE LEARNING 
COMMUNITIES”
Write a “1-minute paper” describing what helped you be-
come a member of the online learning community in this 
course.

MODULE 7: MUDDIEST POINT
What is still not clear to you at this point in the course? 
Post your questions and all (faculty and participants) will 
try to clear up your muddiness.

STUDENT LOUNGE
This is the place to kick back and relax.

QUESTION OFFICE
Post your questions about the course content, process, or 
technical aspects here. Answers will be provided within 24 h.
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from each other. Faculty must provide feedback at ev-
ery step of the learning process by monitoring student 
work, correcting errors, and providing examples of ex-
pected outcomes. The faculty role also includes devel-
oping the students’ own capabilities for self-reflection.

Interaction is essential in online learning. Students 
must have opportunities to work with each other, share 
ideas, collaborate, and work in groups. When students 
work together there is a sense of social presence and 
being connected to the course. The isolation often at-
tributed to online courses can be overcome by course 
design that encourages interaction. As noted earlier, 
faculty, too, must be actively engaged and “present” in 
the course by responding to students’ questions, provid-
ing feedback, and establishing a collegial learning envi-
ronment. Faculty can demonstrate caring by providing 
feedback, responding to students in a timely fashion, 
and conveying a sense of empathy. Social networking 
software, web conferencing, and other Web 2.0 tools 
can be used to facilitate interaction and collaboration.

Online courses must also be designed to respect the 
diversity of ways that students learn and the diversity 
of the learners themselves. This occurs by providing 
options for participating in the course, for ways of 
learning course material, and for assessing and evalu-
ating learning outcomes. Because of the increasing 
racial, ethnic, generational, and language diversity of 
students in nursing schools, faculty must also design 
courses and communicate expectations for respecting 
differences of opinion and ways of learning.

1.	 Create assessment, evaluation, and grading plans. 
The evaluation and grading criteria should be 
clearly stated. A variety of strategies for assess-
ment and evaluation can be adapted for use in 
online learning environments (see Chapter 24). 
These include tests, case studies, simulations, 
journals, debates, discussion, and portfolios. 
Many classroom assessment techniques (CATs) 
have been modified as “e-CATs” and are effective 
for both students and faculty to assess learning 
(see Chapters  16 and 24). Evaluation strategies 
should be selected to provide formative feed-
back to students while they are learning and 
also to evaluate learning outcomes at the end of 
the module, lesson, or course. The faculty must 

indicate the grading plans and guidelines to the 
student at the outset of the course.

2.	 Use graphic design principles. Course design is 
improved by the use of colors, fonts, and visual 
images. The use of colors and fonts must meet 
design standards and the use of images must not 
infringe on copyright; faculty are well served by 
working with design experts. The course de-
signer should integrate media such as videos, 
audio, and visuals thoughtfully.

3.	 Respect copyright laws. Because of the easy avail-
ability of graphics, text, and video media, it is 
tempting to include many of these resources in 
online courses. Faculty and instructional design-
ers, however, must work within the guidelines 
of the U.S. Copyright Act and the Technology, 
Education, and Copyright Harmonization Act 
(TEACH Act). Faculty must be familiar with 
these laws and consider that copyright works can 
be used only for educational purposes, for “fair 
use,” and with permission of the copyright holder.

CONTENT OWNERSHIP

Technology has made the duplication, distribution, 
and display of copyrighted material quick and easy. 
But just because it is possible does not make it le-
gal. Stakeholders including faculty, librarians, and 
developers need to understand the laws governing the 
inclusion of copyrighted material in online courses.

There are four types of intellectual property: copy-
right, trademark, patent, and trade secret. Online 
courses are influenced the most by copyright law be-
cause it covers the rights to duplicate, distribute, deri-
vate, display, and perform content directly, digitally, or 
through telecommunications. A copyright pertains only 
to the expression of an idea, such as a video or written 
work, and not the idea itself. One way to avoid copyright 
infringement is to transform the presentation of an idea.

Education enjoys a Fair Use Exemption for the rea-
sonable use of copyrighted materials. Four factors are 
considered when determining whether an exemption 
applies. Market effect favors an exemption for non-
profit educational institutions because for-profit col-
leges and universities may be viewed as selling online 
courses for financial gain.
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The Face-to-Face Teaching Exemption and TEACH 
Act allows for nonprofit educational institutions to dig-
itally transmit copyrighted work provided the amount 
is comparable to that typically displayed in class, and 
other conditions are met. It is imperative that faculty 
and students be made aware of copyright laws and vio-
lations so that they can be avoided.

A copyright does not mean that a work cannot be 
inserted into a course. Permission to use copyrighted 
material may be obtained from the copyright holder. 
Some agreements will include requirements such as 
posting the owner’s name and copyright status. Others 
will want payment for the use of the content. Some 
institutions may be willing to remit a one-time fee, 
but avoid paying royalties because of the tracking, ac-
counting, and ongoing costs involved.

The “last mile” problem in telecommunications de-
scribes the difficulty in hooking up homes and busi-
nesses to technology that enables them to connect to 
the rest of the world. This has been mostly solved for 
online learners who can visit a local library or work-
place and access the internet when their homes do 
not have internet service (Suber, 2008). There is also a 
“last mile” problem with knowledge that online learn-
ers face, but it is not related to technology. Libraries 
have made the transition from warehouses of print 
material to distribution centers of electronic informa-
tion. Online education has been a catalyst for the mass 
transfer of hard copy, geographically bound books and 
journals to electronic databases and books. It has never 
been easier to access research-based evidence from a 
technological standpoint.

But technology does not eliminate the financial 
costs that come with toll access to most quality re-
sources. All students, not just those in online classes, 
need access to resources to research their papers, plan 
their projects, and locate evidence on which to base 
their evidence (Suber, 2008). Libraries subscribe to 
online resources and make them available to enrolled 
students, but the cost can be considerable.

The federal government has approached this is-
sue by expanding public access, or open access, to the 
results of federally funded research (Stebbins, 2013). 
The published results are to be made available to us-
ers, without charge, within 1  year of publication in 
a peer-reviewed journal. The reasoning is that the 

public pays for the research through their tax dollars. 
Some argue that this can have a detrimental effect on 
scholarly publishing because it decreases the amount 
of money that the publisher can invest in supporting 
these endeavors.

Online courses combine content developed by faculty, 
third parties, and educational institutions. Copyright or 
ownership of the contents depends on contracts and 
licensing agreements among the parties involved and 
on laws that govern intellectual property and educa-
tion use. Traditionally, the college or university offers 
online courses to defined groups of students who have 
been registered, authenticated, and are affiliated with the 
institution.

Students in these online courses own the intel-
lectual property that they contribute in the form of 
papers and discussion posts. An exception may be 
for an MOOC, which typically includes a disclaimer 
that submission to the course waives all rights to the 
content, and it may be hosted, displayed, reproduced, 
modified, distributed, and relicensed. Coursera, edX, 
Udacity, and others who host MOOCs have created a 
fourth stakeholder in the issue of who owns the rights 
to content.

CREATING COMMUNITY

The absence of face-to-face communication in the on-
line community has led to faculty needing to use spe-
cific strategies to overcome the sense of distance and 
create a learning environment in which students feel 
connected and have a sense of the presence of each 
member.

At the beginning of each course, the educator can 
establish a learning community through activities that 
promote personal student interaction and allow the 
class to get acquainted with each other as individu-
als. Sharing pictures, using “icebreaker” activities, and 
posting brief introductory messages during the first 
week of the course are just a few examples of some 
activities that can promote interaction among the stu-
dents before discussion of course content begins. It is 
equally important for faculty members to share in-
formation about themselves; faculty can use a photo-
graph or a short video introduction to help students 
learn more about the faculty. Establishing a discussion 
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forum that can be used by students to ask course ques-
tions and promote student dialogue without faculty 
presence can also be helpful in promoting a learning 
community. Some faculty elect to schedule periodic 
face-to-face interactions to promote a sense of commu-
nity, but this is not always possible or even necessary.  
A learning community can be successfully built online 
without the participants ever meeting each other.

Caring and Social Presence
Palloff and Pratt (1999) identify six elements essential to 
building communities and promoting interaction: hon-
esty, responsiveness, relevance, respect, openness, and 
empowerment. For meaningful participation to occur, 
students must be able to expect that they will receive 
honest, respectful, constructive feedback and prompt 
responses from faculty and students. The subject matter 
and discussion need to be relevant to real life. Respecting 
students as equal participants in the learning process 
and empowering them to be self-directed, responsible 
learners are also important. Finally, students need to feel 
free to share their thoughts and feelings without fear of 
retribution in the form of lower grades.

It is also important for faculty to create a sense of caring 
in the course. In the on-campus classroom, caring is facil-
itated by expressing concern, being genuine, and the use 
of facial expressions and body language; different strate-
gies are needed when the classroom is online. Leners and 
Sitzman (2006), in a small study of students in an online 
course, asked students to identify the factors that created 
a caring learning environment. These researchers found 
that caring occurred when there was frequent feedback, 
when there was participation and response to postings, 
and when the faculty member conveyed concern or em-
pathy by asking about the students’ welfare. In a subse-
quent study with a larger sample, Sitzman (2010) further 
clarified student-preferred caring behaviors and noted 
that students appreciated clarity in expectations and di-
rections, timeliness in response to postings and emails, 
and having faculty who were an empathetic presence, 
fully engaged, and available to students. In a replication 
of the study with graduate students, Leners and Sitzman 
(2006) found that, along with knowing the faculty on a 
personal level, students also wanted affirmation and en-
couragement from both classmates and the faculty.

Faculty must also create a sense of social pres-
ence, an awareness of other persons in the class, and, 

to reduce transactional distance, the space of potential 
misunderstandings between the student and faculty. 
When students do not feel connected to the members 
of the class, motivation and engagement decrease. 
Strategies to overcome these barriers include increasing 
the amount of dialogue, interaction, and collaboration 
in an online course and establishing small discussion 
groups. Other strategies are to use web conferenc-
ing software (webinars) to facilitate synchronous class 
meetings; assigning projects that require collaboration 
and interaction among students; using polling features 
of the CMS; and increasing the amount of contact 
students have with faculty through email, communi-
cation technologies such as Skype, and, as needed, face- 
to-face meetings. Emoticons can also be used to convey 
an affective dimension to the dialogue, although they 
should be used with caution, as they are open to varied 
interpretation.

The Chamberlain University Culture of Care Model 
(Groenwald, 2017) focuses on the care of self, col-
leagues, and students to fulfill its mission “to educate, 
empower, and embolden diverse health care profes-
sionals who advance the health of people, families, and 
nations” (p. 11). In making a case for a culture of care 
in nursing education, Groenwald (2017) asserts that 
a lack of care and support of students leaves them to 
“their own devices to figure out how to be successful” 
(p. 1). The subsequent depression and anxiety results 
in attrition and failure. But students are not the only 
people who need care to deliver successful nursing ed-
ucation. Measurement of metrics determines whether 
a culture of care exists and includes performance out-
comes, course evaluations, and program evaluations. 
Examples are student and alumni willingness to rec-
ommend their programs; student perception of care 
from faculty; employer satisfaction with alumni prepa-
ration; faculty, alumni, and student engagement; and 
program completion rates.

Groenwald (2017) credits the implementation of 
a master instruction initiative that all faculty must 
complete that promotes teaching excellence. The mas-
ter instruction courses are infused with how the or-
ganization cares for faculty and students as it strives 
to deliver an outstanding student experience. Content 
covers evidence-based teaching with a focus on learn-
ing theories, transformational teaching, and problem-
based learning. Other topics are scholarship essentials 
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and faculty success in teaching, grading, discussion, 
academic integrity, and student performance.

The Chamberlain Care Student Success Model 
explains how the organization supports prelicensure 
and postlicensure nursing students. One component 
is a new student orientation where the student meets 
with a student advisor who demonstrates the online 
environment and how to access resources. Another is 
a noncredit, free student success strategies course that 
offers modules on topics such as time management, 
library resources, discussion posting, and scholarly 
writing, which is available to students as soon as they 
enroll.

Civility
Several factors have contributed to a growing concern 
about incivility in general, and in nursing education 
in particular. Classroom incivility can be categorized 
as disruptive, disrespectful, aggressive, or irresponsible 
(Ibrahim & Qalawa, 2016). Faculty are vulnerable to 
the adverse effects of incivility ranging from rudeness 
to physical assault. If left unchecked, this student be-
havior can lead to deterioration in academic perfor-
mance and lower ethical standards. Although incivility 
is subjective, identifying behaviors that represent inci-
vility help faculty recognize it and how to take action 
to avert it.

Many of the behaviors that signal incivility in face-
to-face classrooms are not present in the online learn-
ing environment, with one notable exception—online 
discussion. Students accustomed to posting their can-
did thoughts on social media may have few inhibi-
tions about posting in a similar manner on discussion 
boards and forums. Rules and guidelines can describe 
what is acceptable discourse and what is out of bounds. 
Many programs have adopted netiquette policies that 
students are expected to follow. Those who do not ad-
here to these may face point deductions on grading ru-
brics or other sanctions from the program.

Faculty need to be self-aware regarding how their 
comments are perceived by students who may claim 
that their aggressive replies were in response to nega-
tive faculty remarks. Avoid escalating the situation, 
especially in group discussions. Offer to take the 
conversation “offline,” and call the student to have a 
synchronous conversation. Consider asking a neu-
tral third party to attend the call to act as a witness, 

or perhaps a mediator. Explain to the student that you 
will record the conversation to allow for later review if 
any questions arise.

Occasionally students may threaten faculty using 
email messages. These instances should be reported 
immediately to the appropriate personnel, such as the 
student services or human resources departments. 
Follow their advice on how to respond. Extremely up-
set students may even indicate they plan to locate the 
faculty and attempt a physical confrontation. Follow 
the organization’s policies for contacting security and 
law enforcement in these instances.

Faculty may be encouraged to share personal in-
formation about themselves in their bios to foster a 
personal connection with students. But be cautious 
about oversharing too much detail to avoid becom-
ing the target of harassment by disgruntled stu-
dents. Publish only your work address and email. If 
the program provides a computer-generated phone 
system and phone number, publish this instead of 
a personal phone number. Speak generally about 
geographical location and avoid listing a mailing 
address. Only release this information to those who 
are trustworthy.

Social Networking
Another strategy for promoting community in online 
courses is to use social networking via Web 2.0 tools 
such as Facebook, YouTube, Twitter, wikis, and blogs 
to facilitate information and media sharing, collab-
orative work, and professional development. These 
tools, most of them already a part of students’ daily 
lives, also can be used in the on-campus or online 
classroom to promote interaction among faculty and 
students. Suggestions for using these tools for instruc-
tional purposes are provided later in this chapter with 
the caveat that, when used in courses, there must be 
clearly defined instructional purposes and measurable 
outcomes; communication in the community must be 
restricted to the members of the online community 
with safeguards such as passwords; communication 
must not violate school or university policies or legis-
lation that prohibits public sharing of private informa-
tion; and there must be an agreement that all members 
will respect diversity of the opinions shared within the 
community and observe course norms for appropriate 
professional behavior.
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Social networking sites (e.g., Facebook and Twitter) 
are websites in which members create a profile and add 
“friends” with whom they wish to share information. 
Facebook can be used in courses by having students 
create a Facebook page to introduce themselves to each 
other, share class notes, and work on class projects. 
One of the advantages of using Facebook is that many 
students already have accounts and are accustomed to 
sharing information in this format. Twitter allows us-
ers to send short (280-character) messages (“tweets”) 
to an individual or a group in the social network. 
The messages are retrieved from an internet website. 
Faculty and students can use Twitter to post challenge 
questions to students, to update assignments, or to 
share information from a conference. Faculty also use 
Twitter during a class session to receive responses to 
questions posed in class.

Blogs promote collaboration and can be used to 
develop thinking and writing skills. A wiki is a single 
document developed by a group; the software facili-
tates adding, deleting, and editing members’ contri-
butions in addition to attaching photographs, video, 
and audio clips. Wikis can be used for writing group 
reports or papers, posting the summary of a com-
munity assessment, hosting a journal club, or hold-
ing “grand rounds” in which each student presents 
his or her patient and others contribute to the care 
plan. A blog (web log) is a document composed of 
sequential postings by members of the learning com-
munity. Blogs can be used as reflective journals, with 
each student posting individual reflections through-
out the course. Blogs are also an easy way to elicit 
comments about a controversial topic, to conduct 
focus groups, and to share examples of a particular 
concept.

Professional networking sites (e.g., LinkedIn) es-
tablish interest-focused communities, typically for the 
purpose of establishing and expanding a list of profes-
sional contacts and networking for seeking employ-
ment and professional development. Students can use 
these sites to market themselves and explore employ-
ment opportunities.

CLINICAL TEACHING

Although the clinical practice experiences with cli-
ents required in nursing cannot be provided online, 

the tools and strategies that are the strengths of the 
OLC can be used to support clinical experiences for 
students and nurses. Several types of clinically focused 
courses lend themselves to being offered in an online 
environment. For example, in a physical assessment 
course, students could learn the clinical skills and 
clinical decision making that were the outcomes for 
the course. Faculty can use email, chat, and discussion 
forums to link students to their instructors, classmates, 
preceptors, expert nurses, health care professionals, 
and clients in the broader community of professional 
practice.

In the clinical teaching environment, the knowledge 
learned in the didactic course is applied. Here appren-
ticeship strategies, use of preceptors, and interaction 
with colleagues facilitate knowledge transfer. Stewart, 
Pope, and Hansen used clinical preceptors in an on-
line program for students seeking an accelerated BSN 
degree; students who worked with clinical preceptors 
during five courses reported being well prepared for 
the real world of nursing practice.

In the triad model in which the student, preceptor, 
and faculty collaborate to promote student learning, 
the preceptor may be invited to participate in the on-
line course and thus share clinical insights and connect 
clinical practice to concepts being taught in the online 
classroom.

The online learning environment can also be used 
for preconference and postconference discussions as-
sociated with a particular clinical experience. For 
courses in which students are dispersed throughout a 
range of clinical experiences, the online environment 
provides an ideal setting for bringing students together 
to share experiences and apply content to demonstrate 
attainment of clinical learning outcomes, for example, 
when directed journaling and reflection can be used 
after a clinical experience.

Increasingly, the online learning environment has 
become a resource environment for students and 
practicing nurses. Here, links to research findings, 
evidence for practice, and access to information about 
drugs and therapeutic interventions provide the basis 
for informed practice. As students acquire the skills, 
knowledge, and values of the profession rather than 
memorize facts, online resources and their access to 
them by way of mobile devices will become increas-
ingly important.
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EVALUATING AND GRADING 
LEARNING OUTCOMES

Evaluation is as important in online courses as it is in 
the classroom or clinical practice environment. Best 
practices indicate that evaluation begins with clearly 
stated and communicated learning outcomes or com-
petencies; provides students with an opportunity to 
learn and practice the expected behaviors and receive 
feedback during the learning process; and concludes 
with judgment or “grading,” indicating the degree to 
which learning has occurred. Special considerations 
for these evaluation practices as they pertain to the on-
line environment are discussed here.

Timing of Evaluation
Evaluation in online courses, particularly those courses 
that are fully online, assumes greater significance be-
cause of the asynchronous nature of the course and the 
potential lack of face-to-face communication. Faculty 
must therefore be deliberate about the timing of the 
evaluation and thoughtful in choosing evaluation strat-
egies and providing feedback throughout the course.

Formative evaluation occurs during the course and 
is essential to learning in online courses. Case studies, 
critical thinking vignettes, and self-tests provide stu-
dents with opportunities to practice and receive for-
mative evaluation when teaching feedback is included 
in the test or scenarios. Adapting assessment strategies 
(see discussion of assessment and evaluation strategies 
in Chapter 24) to the online learning environment is 
another way to help both students and faculty gauge 
students’ understanding of course concepts. For ex-
ample, a CAT such as an online “muddiest point” or 
electronic survey early in the course can help faculty 
modify the course or teaching strategies as the course 
progresses. Taking advantage of the features of an on-
line grade book will help students keep track of their 
own progress.

Summative evaluation occurs after students have 
had the opportunity to learn and apply course content. 
Evaluation strategies that work well in the classroom 
usually work well in online courses (see discussion of 
evaluation strategies in Chapter 24). Strategies that are 
particularly effective include written work, games, de-
bates, discussion, portfolios, electronic poster presen-
tations, and tests.

Evaluation in online courses should take advantage 
of the course management tools such as discussion fo-
rum, email, testing, and portfolio management. Online 
grade books assist students in tracking their own prog-
ress and, to the extent possible, in determining when 
they are ready for summative or final evaluation such 
as taking a final examination.

Academic Integrity in Online Courses
According to a Gallup Poll released in 2017, for the 
15th year in a row nurses were rated as the most trusted 
profession with 84% of respondents indicating that 
the ethical standards for nurses are high or very high 
(Advisory Board, 2017). But should faculty assume 
that online nursing students are as trustworthy? Many 
assert that academic dishonesty is associated with on-
line learning because of increased opportunities for 
plagiarism, cheating, and identity misrepresentation 
(Bishop & Cini, 2017).

Academic integrity must be observed and pro-
tected in the online community and in the classroom. 
Concern about the reported lapses in academic integ-
rity in higher education has prompted faculty to re-
consider how to manage plagiarism and cheating on 
tests in their on-campus and online classrooms.

Plagiarism involves using the work of another with-
out attributing credit to the original author. Internet-
based companies advertise “assistance” for nursing 
students that ranges from selling papers to logging in 
with the student’s credentials to take tests, make posts, 
and submit assignments. Large enrollment nursing 
programs are vulnerable targets for companies who 
make a profit from nursing students looking for quick 
and effortless ways to purchase work and pass courses.

Faculty have a responsibility to assist students in 
learning the conventions of citing published work and 
to be proactive in offsetting the potential for plagia-
rism. Simple measures include developing an honor 
code or academic integrity attestation statement, re-
quiring students to submit copies of all cited refer-
ences, selectively altering assignments each semester, 
and choosing assignments that can be completed only 
by using original work such as a care plan for a specific 
patient. See Box 22.2 for an example of an academic 
attestation statement.

Purchasing plagiarism detection software allows 
faculty to check students’ written work for similarities 
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to other student papers or published works. Turnitin 
claims it has been adopted by more than 15,000 higher 
education institutions who want to prevent plagia-
rism, foster original writing, and streamline grading. 
Various options exist for setting up Turnitin to submit 
files and generate reports on the amount of similarity 
that is detected among internet sources and student re-
positories for previously submitted work. Faculty and 
students may possess personal accounts, or may rely 
on institutional access to the service.

Debate surrounds whether students should be al-
lowed to see their similarity index reports. Advocates 
assert that the knowledge gleaned from learning about 
what is “matching” helps students recognize potential 
plagiarism and promotes better writing. Detractors 
fear that providing this information to students lets 
them “wordsmith” their submission with the use of 
a thesaurus to find synonyms that will replace words 
and subsequently lower the percentage of the match, 
thus avoiding plagiarism detection.

Turnitin and similar software applications are tools 
that assist faculty to detect plagiarism, but do not 
definitely determine whether cheating has occurred. 
Faculty need to be trained on how to interpret similar-
ity reports to screen out false positives, such as long 
titles, references, verbiage on forms, and other words 
that will match but do not indicate plagiarism.

Faculty have a responsibility for creating a culture of 
academic integrity through test security. As in the class-
room, methods for ensuring test security can be simple 

and low cost or they may be complicated and involve 
additional human and fiscal resources. Easy-to-manage 
security in online tests includes having students log in 
with a user name and password, using timed tests, add-
ing new questions to each test, giving “open book” tests, 
and using test software features to scramble test answers 
or generate alternative versions of examinations.

A persistent concern is that online students may ask 
others to take tests on their behalf. One approach is to 
require online students to take high stakes examina-
tions at a nearby campus, or at test proctoring centers. 
Although this assures that the test-taker is the actual 
person completing the examination, barriers include 
the need to schedule, travel, and pay for this service.

Some institutions require online students to take 
tests in front of a webcam while live proctors watch 
from a remote location. Although effective, this labor-
intensive approach can be cost prohibitive. In response, 
companies such as Proctortrack (2017) offer auto-
mated digital remote proctoring. Students download 
software to computers with webcams that monitor 
their identities throughout test-taking. Proctortrack 
lets online students take examinations anytime, any-
where, and if allowed, on-demand. But students com-
plain that the intrusive nature of software adversely 
affects test performance (Singer, 2015). Still, the pres-
sure on institutions to prove the legitimacy of the on-
line degrees they award is so great that they believe the 
benefits outweigh the concerns.

Proctoring is effective only if it is possible to verify 
that the test-taker in front of the webcam is indeed 
the student who is enrolled in the course. Scurrilous 
sites have built lucrative businesses selling class-taking 
services (Tilsley, 2012). The student pays a fee and 
provides login information to the course. In return, 
the site has an expert take the course and complete 
assignments such as posting to discussion, writing 
papers, and taking examinations. How can we thwart 
this? The LMS may use the services of a company like 
Acxiom that will ask students questions at random. 
Information gleaned from massive databases generates 
multiple choice questions that a stranger is unlikely to 
answer, for example, your address in 2002.

In what some have called a “technological arms race” 
(Barthel, 2016), cynics claim that no matter how far 
faculty and institutions go to stop cheating, determined 
students will find ways around these measures. Relying 

B O X   2 2 . 2
ACADEMIC ATTESTATION STATEMENT

Students may check that they have read the statement, 
or may type it into a text box. Failure to complete this 
can range from no action, to barring access to the course 
content, or course failure.

I acknowledge that I am responsible for fully complying with 
all aspects of academic integrity, including the prevention of pla-
giarism, while a student at [______]. I understand that I will be 
held accountable for all violations of the academic integrity policy 
and that a lack of knowledge or understanding of the policy does 
not constitute a defense for violations.

[Name]
Include directions, links to the academic integrity pol-

icy, deadline for completion, and how to ask any ques-
tions about the policy.
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on external barriers to cheating alone will never stop 
the problem. Fostering an internal sense of integrity 
and honesty in students is necessary, too.

Faculty education and training is necessary on how 
to manage academic integrity. This goes beyond the me-
chanics of how to set up applications and analyze results. 
What is the desired mindset for faculty who are faced 
with students who are cheating? Is it, “Aha! I caught 
you!” Or, is it, “I failed to teach you how to avoid cheat-
ing.” Perhaps it is a mixture of both, depending on the 
circumstances. An academic integrity committee made 
up of diverse members, including students, provides a 
forum to discuss underlying principles and approaches.

Programs that rely on student evaluations to assess 
faculty performance may find faculty who are reluctant 
to pursue potential academic integrity cases lest stu-
dents give them poor marks. Also, onerous procedures 

for processing these cases can be a deterrent to action. 
A culture of integrity should encourage faculty to re-
port suspected cheating, not deter it.

Those who employ a progressive approach to sanc-
tions need a method to track cases, especially in pro-
grams where the faculty are unaware of a student’s 
prior performance. EthicsPoint (2017) is an example 
of a software application that, among other features, 
allows an organization to report and document in-
cidences of ethics violations by students and lets ad-
ministrators investigate and manage them in a central 
location over time.

Nursing programs need to foster a culture of integ-
rity through a comprehensive approach that addresses 
all aspects of cheating, and ways to prevent its root 
causes. See Table 22.3 for factors contributing to aca-
demic dishonesty and ways to reduce its occurrence.

TA B L E   2 2 . 3
Factors that Contribute to Academic Dishonesty and Approaches to Reduce Them

Contributing Factors to Cheating Approaches to Reduce Them

Ignorance of what constitutes 
cheating and the policies governing 
cheating

Develop clear policies on Academic Integrity that describe what constitutes cheating
Publish or link to these policies to increase their visibility in places such as the course 

syllabus, course catalog, student handbook, and other locations.
Remind students about academic integrity policies on assignment guidelines.
Require students to sign or type an attestation statement that they are aware of the 

policies on Academic Integrity. Consider gating the online course so that content is not 
revealed until the student completes the attestation.

Integrate content on integrity into the curriculum that highlights the need for academic 
integrity.

Inadequate time to complete 
assignments

Create milestone assignments for large projects that result in smaller deliverables that may 
be submitted throughout the course.

Suggest homework that describes formative benchmarks for assignments that 
should be completed in the weeks before the due date, and urge students to avoid 
procrastination.

Teach time management techniques that help students find a work–life–school balance.
Publish the estimated amount of time students will likely need to complete an assignment.

Ill-prepared academically to complete 
assignments

Provide tutoring services on subjects that are challenging for students to master.
Offer tutoring at times that are convenient for students.
Assess students to discover those who may need remedial courses in subjects like math or 

English and offer courses that will help students improve in these subjects.

Difficulty with understanding English Develop assistance for nonnative English speakers who grasp the content, but have 
problems expressing their thoughts in English through writing.

Tempted by enablers who provide the 
means to cheat

Communicate to well-intentioned peers that enabling cheating by providing answers, 
papers, and posts to other students does not help them, and violates academic integrity 
policies.

Create academic integrity policies that address consequences for those who enable 
cheating.
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EFFECTIVENESS AND CONTINUOUS 
QUALITY IMPROVEMENT

The use of online learning in nursing education con-
tinues to increase, particularly as doctorate in nursing 
practice and PhD programs seek to make their pro-
grams distance accessible. There is a growing body 
of evidence about the effectiveness of online courses 
and programs and various pedagogical approaches to 
designing courses and teaching them online. These 
findings can be used to guide current practice and 
improve existing courses.

Effectiveness of Online Courses and 
Programs
Studies of the effectiveness of online courses reveal 
that student achievement is similar in online courses 
and in the classroom. In different studies, Mills (2007) 
compared achievement of course goals and found stu-
dent grades to be comparable in online and on-campus 
courses. Buckley (2003) reported that there were no 
differences in learning outcomes between a classroom, 
a web-enhanced, and a web-based nutrition course for 
undergraduate nursing students. Pullen (2006) found 
that online learning, when used for continuing profes-
sional development, increased learning and knowledge 
outcomes and that participants also reported improve-
ment in clinical practice.

A metaanalysis of studies by the U.S. Department of 
Education revealed the level of significance of a number 
of online approaches (Means, Toyama, Murphy, Bakia, 
& Jones, 2010). There was no significant difference in the 
amount that students learned when purely online envi-
ronments were compared with blended. Multimedia did 
not enhance online learning. Student control showed 
slight improvements in online learning. Online quizzing 
did not lead to better results. Simulation had a mildly 
positive effect. Reflection showed the most significantly 
positive gains. The delivery platform played no signifi-
cant role in the amount of learning.

Learning analytics study the data trends of student 
usage to determine patterns (New Media Consortium, 
2013). One goal is early identification of at-risk stu-
dents so that intervention can be taken to increase re-
tention. For example, analytics may reveal that students 
who spend little time in the course are more likely to 
drop out. An alert can be sent to the faculty or student 
advisors prompting them to contact the student to 

seek ways to increase involvement. Learning analytics 
may lead to customized displays of information and 
resources tailored to a particular student. Mobile ap-
plications can use analytics to coach productive and 
successful student behavior.

Continuous Quality Improvement
As with all course development and teaching, faculty 
must obtain feedback from students and colleagues 
about their work and use it to continuously improve 
course quality (Chao, Saj, & Tessier, 2006). Obtaining 
course evaluations from students is one important way 
to determine how the course is working for them and 
to obtain suggestions for improvement (see Chapter 27 
for information about course evaluation).

Peer review of web courses is another way to re-
ceive feedback about the course design and the effect 
on student learning. Peer review may include informal 
review of the course and teaching by colleagues and in-
tegrating suggestions for improvement. Peer reviewers 
must have experience and expertise teaching online 
and the necessary content expertise and use preestab-
lished criteria for evaluating the course and instruc-
tion. Another review method is to invite colleagues 
outside nursing but with online teaching experience 
to review the course. More formal review occurs when 
peers review courses for promotion, tenure, or teach-
ing awards.

Nurse educators should continue to monitor the 
effectiveness of the use of technology, the educational 
practices within the OLC, and the outcomes of the 
courses and educational programs in which online 
teaching and learning occur. Using the opportunities 
of new learning environments will continue to chal-
lenge assumptions about teaching and learning and in 
the long run will result in improvement of pedagogical 
practices.

SUMMARY

Online learning and the use of online courses has 
become an accepted educational practice in nurs-
ing education. Although evidence continues to indi-
cate that online courses are as effective as on-campus 
courses, the focus of inquiry has shifted to gathering 
evidence for the best practices for designing full web 
and blended courses; for using the appropriate mix of 
classroom and online learning experiences; for using 
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the emerging technologies for maximum effectiveness; 
and practices for designing, implementing, and evalu-
ating online courses and programs to promote learn-
ing for the students who are enrolled in these courses. 
Nurse educators are leaders on university college 
campuses in implementing online education and will 
continue to be in the forefront of identifying the best 
practices for designing, implementing, and evaluating 
online courses and programs.
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23 INTRODUCTION TO  
THE EVALUATION PROCESS⁎

JUDITH A. HALSTEAD, PhD, RN, ANEF, FAAN

N  ursing faculty hold the responsibility for evalu-
ating all nursing program outcomes. For example, the 
evaluation process is applied to outcomes related to 
student learning, the curriculum and effectiveness of 
teaching–learning strategies, faculty productivity, ade-
quacy of program resources, student support services, 
adequacy of technology and instructional resources, 
and other program components specific to the pro-
gram’s mission and goals. Faculty are accountable to 
many stakeholders including students, peers, adminis-
trators, employers, regulatory agencies and accrediting 
bodies, and, ultimately, society for the effectiveness of 
the nursing program.

The purpose of this chapter is to present an over-
view of the evaluation process by which nursing 
faculty can evaluate the various components of the 
nursing program and the teaching process, use the 
data to review outcomes and support decision mak-
ing, make changes as needed, and report results to 
stakeholders. The chapter provides an overview of 
evaluation and delineates a step-by-step evaluation 
process. Also, this chapter provides information about 
the use of evaluation models; selection of instru-
ments; data collection procedures; and the means to 
interpret, report, and use findings to support program 
decision making. This chapter provides an introduc-
tion to the evaluation process upon which subsequent 
chapters discussing specific evaluation activities and 
strategies are based.

EVALUATION DEFINED

Evaluation is a broad term that describes the process 
of determining value, worth, or quality; Stufflebeam 
and Coryn (2014) assert that “…evaluations essen-
tially involve making value judgments” (p. 8). In 
nursing education, it is a systematic, ongoing pro-
cess that begins with specifying expected or desired 
outcomes, providing opportunity to attain the ex-
pected outcomes, measuring achievement and re-
ceiving feedback about progress toward attaining the 
expected outcomes, and ending with evaluation or 
a judgment about the extent to which the expected 
outcomes were attained. The evaluation process is 
applied to measuring systematic program outcomes, 
such as those related to curriculum and teaching ef-
fectiveness, faculty, aggregate student achievement 
(graduation rates, licensure or certification pass rates, 
employment rates), and adequacy of program re-
sources. The evaluation process is also applied when 
measuring student achievement of individual student 
learning outcomes in classroom and clinical settings 
at course and program levels.

Evaluation involves gathering, analyzing, and plac-
ing a value on data gathered through one or more 
measurements. The analyzed data are used to inform 
future decision making, whether the decisions are be-
ing made about the achievement of program outcomes 
or individual outcomes, such as student or faculty out-
comes. Evaluation is a process of making judgments 
using preestablished criteria or benchmarks that have 
been selected and communicated to individuals or 
groups before their use. In nursing education, faculty 
engage in the evaluation process for numerous reasons. 

*The author acknowledges the work of Mary P. Bourke, PhD, MSN, 
RN and Barbara A. Ihrke, PhD, RN, in the previous editions of 
this chapter.
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For example, faculty evaluate students’ achievement 
of learning outcomes in the cognitive, psychomotor, 
and affective domains in both classroom and clini-
cal settings; determine the effectiveness of teaching 
and learning strategies and adequacy of instructional 
resources and technology, evaluate the effectiveness 
of student support systems, and measure the achieve-
ment of program curricular outcomes.

Evaluation is also a professional activity that educa-
tors undertake to reflect on their own performance in 
the faculty role—teaching, scholarship, and service—
and the quality of the support provided to assist them 
in achieving their goals. Participating in evaluation 
activities and making decisions based on sound evalu-
ation data to improve practice is a professional respon-
sibility (Stufflebeam & Coryn, 2014) and is considered 
to be a core competency of nurse educators (National 
League for Nursing, 2012). Evaluation may be further 
defined by the time frame in which it is conducted: 
formative or summative.

Formative Evaluation
In formative evaluation, the judgment about the out-
come or performance is conducted while the event 
being evaluated is occurring. Formative evaluation 
focuses on determining progress being made toward 
achievement of purposes, program outcomes, bench-
marks, learning outcomes, course, and curriculum 
outcomes. Formative evaluation provides the oppor-
tunity for feedback and improvement, and is consid-
ered to be proactive by design, providing guidance 
for improving outcomes of the event (Stufflebeam & 
Coryn, 2014).

Formative evaluation emphasizes the parts instead 
of the entirety. The aim of formative evaluation is to 
monitor progress (e.g., in student learning, implement-
ing a new teaching–learning strategy such as team based 
learning, or in curriculum development) and make on-
going adjustments to ensure the desired end result is 
attained.

One advantage of formative evaluation is that the 
events being evaluated are current, thus guarding ac-
curacy and preventing distortion by time. Another ma-
jor advantage of formative evaluation is that the results 
can be used to improve student performance, learn-
ing outcomes, and the program of instruction before 
the program or course has concluded. Disadvantages 

of formative evaluation include prematurely drawing 
conclusions before the activity (classroom or clini-
cal performance, nursing program) is completed and 
not being able to see the outcomes before judgments 
are made. Formative evaluation can also be intrusive 
and interrupt the flow of outcomes. There is also the 
possibility of providing a false sense of security when 
formative evaluation produces positive feedback, but 
the resulting outcomes are not as positive as predicted 
earlier in the evaluation process.

Summative Evaluation
Summative evaluation, on the other hand, refers to data 
collected at the end of the activity, instruction, course, 
or program. Summative evaluation is the process of 
evaluating outcomes (Newcomer, Hatry, & Wholey, 
2015). The focus is on the whole event and empha-
sizes what is or was, and the extent to which objectives, 
benchmarks, and outcomes were met for the purposes 
of accountability, resource allocation, assignment of 
grades (students), merit pay or promotion (faculty), 
or program accreditation. Therefore when evaluat-
ing learning outcomes, summative evaluation is most 
useful at the end of a learning module or course, and 
for program or course revision. Summative evaluation 
of learning outcomes in a course usually results in as-
signment of a final grade. Summative evaluation is also 
beneficial for determining whether the intended out-
comes related to any program initiative (e.g., faculty 
development program, resource allocations, instruc-
tional technology) have been achieved.

The advantages of performing an evaluation at the 
end of the activity are that all work has been com-
pleted, and the findings of the evaluation demonstrate 
the extent to which the intended outcomes were met. 
The major disadvantage of summative evaluation is 
that it is performed at the end of the activity when it 
is too late to modify strategies and possibly affect the 
outcomes in a positive manner.

Assessment
Assessment refers to gathering and analyzing data to 
improve the performance elements being evaluated 
in relation to specified outcome criteria. Assessment 
data are used to determine progress and provide guid-
ance toward attaining the desired outcomes. Faculty 
use assessments to give feedback on student learning, 
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to improve teaching and learning, and to coach and 
guide students to competency or mastery. Although 
similar to formative evaluation in that one of the pur-
poses of assessment is to monitor progress, the focus 
of assessment is on improving teaching and learning. 
Assessment is an interactive process between stu-
dents and faculty with the goal of improving learning 
outcomes and teaching effectiveness. Findings from 
assessment are diagnostic; the results are used for im-
provement and are not “graded.”

Grading
Grading involves quantifying data from student work 
and assigning a value. The value is expressed as a 
“grade,” or representation of the value of the student’s 
work. Final grades, grades obtained at the end of the 
course of study, typically are required in academic 
programs and are used to communicate the student’s 
achievement of expected learning outcomes as deter-
mined by the faculty to the student, the university, and 
the public. Grading criteria must be made evident to 
the student before the onset of the learning experience 
and the assignment of grades. These grading criteria 
are published, typically in a syllabus, for both grading 
of assignments and for calculating a final course grade.

PHILOSOPHICAL APPROACHES TO 
EVALUATION

Conducting an evaluation begins with understanding 
one’s philosophy, or values and beliefs about evaluation. 
Philosophical beliefs are reflected in a person’s attitudes 
and behaviors. The philosophical beliefs a teacher holds 
about evaluation influences how evaluations are con-
ducted, when evaluations are conducted, what methods 
are used, and how results are interpreted.

In nursing education, evaluations or judgments 
are made about performance (students and faculty), 
program effectiveness (a nursing curriculum or pro-
gram), instructional media (a textbook, a video), or 
instruction (course, faculty). Evaluation activities in 
nursing education are conducted from various per-
spectives, and these perspectives influence outcomes. 
Therefore evaluators should be aware of their philo-
sophical perspective or orientation as they relate to 
and influence the decisions they make about the eval-
uation process.

Several philosophical perspectives tend to influence 
evaluation. Educators who rely on goals, objectives, 
and outcomes to guide program, course, or lesson de-
velopment will likely have an outcomes approach to 
evaluation. The merits of the activity or program are 
largely indicated by the success of students meeting 
those goals or objectives and demonstrating expected 
outcomes. A service orientation toward evaluation em-
phasizes the student learning process and includes self-
evaluation, thus assisting educators to make decisions 
about learners and the teaching–learning process. 
Although all evaluation involves judgment, the evalua-
tor with a judgment perspective focuses on establishing 
the worth or merit of the employee, student, product, 
or program. Others have a research orientation to 
evaluation and emphasize precision in measurement 
and statistical analysis to gain a general understanding 
of why students and programs do or do not succeed. 
The focus in this perspective is on tools, methods, and 
designs as they relate to validity and reliability of in-
struments. Yet another orientation is the constructivist 
view, which emphasizes the values of the stakeholders 
and builds consensus about what needs to be changed. 
Although faculty, in their role as evaluators, use a com-
bination of these perspectives, one is likely dominant, 
and faculty should be aware of the perspective they 
bring to the evaluation process because their philo-
sophical orientation toward evaluation will guide the 
evaluation process and influence outcomes. More im-
portantly, results should be used by faculty for course, 
clinical, and program improvement, and ultimately to 
facilitate the academic success of students.

THE EVALUATION PROCESS

Evaluation is a systematic process that involves the fol-
lowing series of actions:

	 1.	 Identifying the purpose of the evaluation
	 2.	 Determining when to evaluate
	 3.	 Selecting the evaluator
	 4.	 Choosing an evaluation design, framework, or 

model
	 5.	 Selecting an evaluation instrument
	 6.	 Collecting data
	 7.	 Interpreting data
	 8.	 Reporting the findings
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	 9.	 Using the findings
10.	 Considering the costs of evaluation

The steps can be modified depending on the pur-
pose of the evaluation, what is being evaluated (e.g., 
students, instruction, program, or system), and the 
complexity of the elements being evaluated.

Identifying the Purpose of the Evaluation
The first step in the evaluation process is to deter-
mine the purpose of the evaluation. As in the research 
process, this can be done by posing various questions 
about the individual or element under review that can 
be answered by evaluation. These questions may be 
broad and encompassing, as in program evaluation, or 
focused and specific, as in the classroom assessment 
or performance evaluation of students. See Box  23.1 
for the purposes of evaluation. Regardless of the scope 
of the evaluation, the purpose or reason for conduct-
ing an evaluation should be clear to all involved in the 
process.

Determining When to Evaluate
The evaluator must also weigh each evaluation event 
and determine when it is most appropriate to conduct 
the evaluation. Typically, the use of both formative and 
summative evaluation methods can provide informa-
tive data and lend respective strengths to the evalua-
tion plan.

In determining when to evaluate, the evaluator must 
also consider the frequency of evaluation. Evaluation 

can be time consuming, but frequent evaluation can 
be beneficial and necessary in many situations. For 
example, frequent evaluations are important when 
the learning process is complex and unfamiliar to the 
learners or when the risk of failure is high and it is help-
ful to anticipate potential problems to minimize failure. 
Finally, important decisions require frequent evalua-
tions. Box 23.2 identifies additional situations in which 
it may be helpful to conduct frequent evaluations.

Selecting the Evaluator
The evaluator is an important element in the evalua-
tion process. Selecting an evaluator involves deciding 
who should be involved in the evaluation process and 
whether the evaluator should be chosen from the “in-
side” (internal evaluator) or from the “outside” (exter-
nal evaluator). Both have merits.

Internal Evaluators

Internal evaluators are those directly involved with the 
learning, course, or program to be evaluated, such as 
the students, faculty, administrators, or nursing staff. 
Many individuals (stakeholders) have a vested inter-
est in the evaluation process and can be selected to 
participate. There are advantages and disadvantages 
associated with internal evaluators, and often several 
evaluators are helpful to obtain the most accurate and 
objective data.

Advantages of using internal evaluators include their 
familiarity with the context of the evaluation experience 
and the standards being evaluated, cost effectiveness, and 
the potential for less obtrusive evaluation. Additionally, 
the findings of evaluation can be acted on quickly be-
cause the results are known immediately.B O X   2 3 .1

PURPOSES OF EVALUATION

■	 Facilitate learning—or change behavior of an em-
ployee or student

■	 Diagnose problems—identify learning deficits, inef-
fective teaching practices, curriculum deficits, etc.

■	 Make decisions—assign grades, determine perfor-
mance raises, offer promotion or tenure

■	 Improve products—revise a textbook, add/delete 
course content, modify teaching strategies

■	 Judge effectiveness—determine whether goals, out-
comes or standards are being met

■	 Appraise cost effectiveness—determine whether a 
program, instructional strategies, faculty/student 
support services, etc., are sustainable

B O X   2 3 . 2
SITUATIONS IN WHICH FREQUENT 

EVALUATION IS USEFUL

■	 Learning is complex
■	 Trends are emerging
■	 Problems have been identified
■	 Problems are anticipated
■	 High risk of failure exists
■	 Poor performance could lead to serious consequences
■	 Major changes have recently been made in curricu-

lum or program requirements
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Disadvantages of using internal evaluators in-
clude bias, control of evaluation, and reluctance to 
share controversial findings. When internal evalu-
ators are chosen and used, it is important to note 
their position in the organization and responsibil-
ity and reporting lines to avoid potential conflicts 
of interest.

External Evaluators

External evaluators are those not directly involved in 
the events being evaluated. They are often employed 
as consultants. State, regional, and national accredit-
ing bodies are other examples of external evaluators. 
The advantage of using external evaluators is that 
they are less likely to demonstrate bias, are not in-
volved in organizational politics, may have expertise 
in a particular type of evaluation, and do not have 
a stake in the results. Disadvantages of using exter-
nal evaluators include expense, unfamiliarity with 
the context, barriers of time, and potential travel 
constraints. Because evaluators are so critical to the 
evaluation process, faculty should select evaluators 
carefully. Box 23.3 lists questions to ask when select-
ing an evaluator.

Choosing an Evaluation Framework or 
Model
An evaluation framework or model must be chosen 
or developed. An evaluation model represents the 
ways by which the variables, items, or events to be 
evaluated are arranged, observed, or manipulated to 
answer the evaluation question. A model serves to 

clarify the relationship of the variables to be evaluated 
and provides a systematic plan or framework for the 
evaluation.

Using an evaluation model has several advantages. 
A model makes variables explicit and often reflects a 
priority about which variables should be evaluated first 
or most often. A model also provides structure that is 
visible to all concerned; the relationships of parts are 
evident. Using an evaluation model helps focus evalu-
ation. It keeps the evaluation efforts on target: those 
elements that are to be evaluated are included; those 
not to be evaluated are excluded. Finally, a model can 
be tested and validated.

Evaluation models for nursing education may be 
found in education, nursing, or business literature, or 
may be developed by nurse educators for a specific use. 
An evaluation model should be selected according to 
the demands of the evaluation question, the context, 
and the needs of the stakeholders. Commonly used 
evaluation models in nursing education are noted 
here; specific applications of the model are described 
in relevant chapters.

Program evaluation and accreditation models often 
have been adopted from higher education. Common 
models include Chen’s theory-driven model, which 
directs the variables to be measured (Chen, 2004); 
Stufflebeam’s (1971) model, which organizes the 
variable to be evaluated as context, input, process, 
and product; and naturalistic models such as those 
proposed by Lincoln and Guba (1985), which in-
volve the participation of stakeholders in deter-
mining consensus about what needs to be changed  
(see Chapters 27 and 28).

Adoptions of innovations and change models focus on 
the extent to which learning or use of a teaching–learning 
strategy has been integrated into practice. These models 
can be used to guide change and to evaluate process and 
outcome. Kirkpatrick and Kirkpatrick’s (2014) model 
evaluates four levels of change: reaction, learning, behav-
ior, and results. The first two levels (reaction and learn-
ing) indicate time and resources devoted to teaching and 
learning, and levels three and four (behavior and results) 
reveal the lasting educational outcomes. Rogers’s (2003) 
model of adoption of innovations provides a framework 
for understanding how innovations are diffused through 
an organization. Adoption of an innovation, such as a 
new curriculum or new teaching strategy, depends on 

B O X   2 3 . 3
QUESTIONS TO ASK WHEN SELECTING 

AN EVALUATOR

■	 What is the evaluator’s philosophy regarding evalu-
ation? What is the evaluator’s experience with eval-
uating the types of elements under review?

■	 What methods or instruments does the evaluator 
use? Have experience with?

■	 Is the evaluator responsive to the client’s needs?
■	 Does the evaluator communicate well with others?
■	 Does the evaluator provide feedback to stakehold-

ers using constructive, supportive strategies?
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the nature of the innovation, the communications within 
the organization, the time span, and the social system. 
Rogers (2003) notes that not all persons involved in the 
adoption of a change do so at the same time and offers a 
continuum to indicate that there will be a range of adopt-
ers from those who are early adopters to those who are 
later adopters, described as laggards.

Quality assurance or total quality improvement models 
are also used in nursing education. One example is the 
use of Quality Matters (2018) to evaluate online courses 
(see Chapter 22). This group has developed benchmarks 
for online courses with rubrics used to assess standards 
for the design of online courses. Courses are reviewed by 
trained reviewers.

Selecting an Evaluation Instrument
After an evaluation model has been selected, and the 
variables to be evaluated and their relationship to each 
other have been identified, the evaluator then selects 
evaluation instruments that can be used most easily to 
obtain the relevant data. The selection of evaluation 
instruments is determined by the evaluation question 
and the evaluation model.

Types of Instruments

Many instruments are available for measurement and 
can be found by doing a literature review. To use a pub-
lished instrument, faculty must contact the publisher 
and obtain permission.

Questionnaire. A questionnaire is a type of instrument 
in which the respondent provides written answers to 
questions using a provided form. The questionnaire 
is usually self-administered. Questionnaires are cost 
effective and can provide anonymity to the respon-
dent, but may lack substance. Questions must be clear, 
concise, simple, and lack bias (Polit & Beck, 2018). 
This type of instrument is often used to measure 
qualitative variables, such as feelings and attitudes. 
Questionnaires could be used to measure a student’s 
level of confidence in the clinical setting or to deter-
mine students’ satisfaction with the nursing program 
after graduation.

Interview. An interview involves direct contact with 
individuals participating in the evaluation and can 
be conducted with an individual or in focus groups. 

Exit interviews, for example, are often conducted as a 
faculty member leaves the school of nursing or as stu-
dents graduate. Interviews can be used to elicit both 
qualitative and quantitative data. Faculty, students or 
external evaluators may be assigned to collect the data. 
The interview should be scheduled at a time that is 
convenient for both the interviewer and the partici-
pant. It is important that the interviewers have no per-
ceived or actual conflict of interest with the variables 
and participants being evaluated.

The interviewer should provide a quiet, private en-
vironment within which to conduct the interview. A 
participant may respond more openly if he or she feels 
that the conversation will be private and confidential. 
The participants should be made aware of the ano-
nymity and confidentiality of the interview responses. 
If the interview is being recorded or if the information 
is going to be directly associated with the identity of a 
specific participant, written permission should be ob-
tained before beginning the interview (Adams, 2015; 
Stufflebeam & Coryn, 2014). An objective outline 
should be created and followed during the interview, 
and notes should be kept in a file. Great care must be 
taken to avoid personalizing the information. One 
negative aspect of interviews is that they can be time 
intensive; it is recommended that they be conducted 
in less than 50 minutes (Stufflebeam & Coryn, 2014). 
Additional guidelines for conducting successful in-
terviews is to avoid using jargon and keep questions 
relatively short, establish rapport with the participants 
before engaging in more substantive questioning, re-
main neutral and nonjudgmental, and approach posi-
tive questions first before seeking information on areas 
for improvement or other more negatively toned ques-
tions (Adams, 2015).

Rating Scale. A rating scale is used to measure an 
abstract concept on a descriptive continuum. The 
rating scale is designed to increase objectivity in the 
evaluation process. Rating scales work well with norm-
referenced evaluation, although they are not the best 
tools to use for this type of evaluation. Grades can eas-
ily be assigned to the ratings.

Checklist. A checklist is two-dimensional in that the 
expected behavior or competence is listed on one 
side and the degree to which this behavior meets the 
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level of expectation is listed on the other side. With 
a detailed checklist of items and well-defined criteria 
being measured, the evaluator can easily identify ex-
pected behaviors or acceptable competence. This type 
of instrument is useful for formative and summative 
evaluations. A checklist can be used to evaluate a stu-
dent’s performance of clinical procedures. The steps to 
be followed can be placed in sequential order and the 
observer can then check off each action that is taken 
or not taken.

Attitude Scale. An attitude or social psychological 
scale measures how the participant (usually a stu-
dent) feels about a subject at the moment when he 
or she answers the question. The use of such scales 
allows the evaluator to “…assign a numeric score to 
people along a continuum…” (Polit & Beck, 2018,  
p. 169) thus gathering quantitative data about indi-
viduals’ varying degrees of perceptions or attitudes 
on a given topic.

Several popular types of attitude scales are used 
in nursing education evaluation. The most popular 
is the Likert scale. In a Likert scale, several items 
in the form of statements (10–15 statements are 
recommended) are used to express an opinion on a 
particular issue. Each item represents a construct of 
that issue. Participants are asked to indicate the de-
gree to which they agree or disagree with the state-
ment. Equal numbers of positively and negatively 
worded items should be used to prevent bias in the 
responses.

Semantic differential is another type of scale used 
to measure attitude. An example of a semantic differ-
ential scale is a bipolar scale, which is used to measure 
the reaction of the participant. Each item on the scale 
is followed by bipolar adjectives such as good–bad, 
active–passive, or positive–negative. The number of 
intervals between each adjective is usually odd so that 
the middle interval is neutral. A list of five to seven in-
tervals is adequate. Analysis is performed by adding 
values for each item, which is similar to what is done 
with the Likert scale. For analysis of Likert scale data 
and semantic differential scale data, it is recommended 
to refrain from treating the data as interval data and to 
use the Rasch model for analysis. By applying the Rasch 
model, a more appropriate analysis of the tool and data 
are accomplished. The reader is referred to statistical 

textbooks for further discussion on the most appropri-
ate means by which to analyze Likert scale data.

Portfolios. A portfolio is used to provide evidence 
of the achievement of program learning outcomes 
through the collection of artifacts documenting the 
student’s learning throughout the program. An arti-
fact is the outcome of a learning experience and may 
take the form of a written assignment, PowerPoint 
presentation, concept map, care plan, and so on. A 
guide for collection of artifacts is provided to students 
at the start of their program to facilitate successful 
portfolio documentation. Portfolios are stored either 
electronically or in an organized paper version. Often 
reflections are added to each artifact to show how the 
artifact met program learning outcomes. Reflections 
enhance student learning and ensure progress toward 
meeting program learning outcomes.

Reliability and Validity of Evaluation Instruments 
Used in Nursing Education

When any instrument is used, its validity and reliabil-
ity for evaluation should be ensured. Special procedures 
can be used to determine reliability and validity of in-
struments used for clinical evaluation, program evalu-
ation, and examinations given to measure classroom 
achievement. Specific procedures are discussed in ap-
propriate chapters of this book. A general overview of 
the concepts of validity and reliability are provided here.

Validity. Measurement validity verifies that the instru-
ment used “accurately assesses what the evaluator in-
tends to evaluate” (Newcomer, Hatry, & Wholey, 2015, 
p. 15) and that faculty are in fact collecting and analyz-
ing the results they intend to measure. Measurement 
validity, particularly in the area of educational assess-
ment and evaluation, has attributes of relevance, accu-
racy, and utility. Relevance of an instrument is achieved 
when the instrument measures the educational objec-
tive as directly as possible. The instrument is accurate 
if it is measuring the educational objective precisely. 
The instrument has utility if it provides formative and 
summative results that have implications for evalu-
ation and improvement. As a result, valid evaluation 
instruments have relevance for the program or curric-
ulum and can provide meaningful results that indicate 
directions for change.
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Although there are several types of validity, mea-
surement validity is viewed as a single concept. 
Content-related evidence, criterion-related evidence, 
and construct-related evidence are considered cat-
egories of validity. For interpretation, evidence from 
all categories is ideal. The validity of an instrument 
can best be determined when faculty understand the 
nature of the content and specifications in the evalu-
ation design, the relationship of the instrument to the 
significant criterion, and the constructs or psychologi-
cal characteristics being measured by the instrument 
(Waugh & Gronlund, 2013).

Content-related evidence refers to the extent to 
which the instrument is representative of the larger do-
main of the behavior being measured. Content-related 
evidence is particularly important to establish for clin-
ical evaluation instruments and classroom tests. For 
example, with classroom tests, the following question 
is raised: “Does the sample of test questions represent 
all content described in the course?” In clinical evalua-
tion, the question posed is: “Does the instrument mea-
sure attitudes, behaviors, and skills representative of 
the domain of being a nurse?”

Criterion-related evidence refers to the relationship 
of a score on one measure of a criterion (test, clini-
cal performance appraisal) to other external criteria. 
There are two ways to establish criterion-related evi-
dence: concurrent and predictive. Concurrent evidence 
is the correlation of one score with another measure 
that occurs at the same time. One common example of 
concurrent validity is the correlation of clinical course 
grades with didactic course grades. Concurrent va-
lidity of the instrument is said to occur, for example, 
when there is a high correlation between clinical eval-
uation and examination scores in a class of students. 
Predictive evidence, on the other hand, is a correlation 
of one score or measure that predicts future measures 
obtained after completion of the event or intervention, 
such as a test, course, or lesson (Polit & Beck, 2018). 
For example, there may be predictive validity between 
program admission tests and future academic perfor-
mance in the program.

Criterion-related evidence is used to relate the out-
comes of one instrument to the outcomes of another. 
In this sense, it is used to predict success or establish 
the predictability of one measure with another one, 
either concurrently or in the future. Criterion-related 

evidence is established by using correlation measures. 
One example is the correlation between grade point 
average and scores on licensing or credentialing ex-
aminations. When there is a high positive correlation 
between the grade point average and the examination 
score, there is said to be criterion-related evidence.

Construct-related evidence is defined as determin-
ing that the measure being used is really measuring 
what is intended to be measured and not some other 
unrelated variable. Construct-related evidence is used 
to infer the relationship of a test instrument to the 
variable that is being measured but cannot be directly 
observed (Polit & Beck, 2018; Weston & Rosenthal, 
2003). For example, how well does an instrument actu-
ally measure (operationalize) the theoretical construct 
of the clinical reasoning of students or is it measuring 
some other unrelated concept?

Reliability. Reliability is the extent to which an instru-
ment (self-report examination, observation schedule, 
or checklist) is dependable, precise, predictable, and 
consistent. Reliability is the degree to which test scores 
are free from errors of measurement. Reliability an-
swers the question: “Will the same instrument yield 
the same results with different groups of students or 
when used by different raters?” Reliability refers to the 
consistency by which the instrument yields similar re-
sults upon repeated administrations.

Several types of reliability—stability reliability, equiv-
alence reliability, and internal consistency reliability—
are relevant to evaluation instruments and achievement 
examinations. Stability reliability of an instrument is the 
perceived consistency of the instrument over time. An 
assumption of stability in results is assumed. Equivalence 
reliability entails the degree to which two different forms 
of an instrument can be used to obtain the same results. 
For example, when two forms of a test are used, both 
tests should have the same number of items and the same 
level of difficulty. The test is given to the group at the 
same time as the equivalent test is given or the equiva-
lent test is administered at a later date. Internal consis-
tency reliability is associated with the extent to which all 
items on an instrument measure the same variable and 
with the homogeneity of the items. This reliability is con-
sidered only when the instrument is being used to mea-
sure a single concept or construct at a time. Because the 
validity of findings is threatened when an instrument is 
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unreliable, faculty should use measures to ensure instru-
ment reliability.

Collecting Data
The next step of the evaluation process is use of the 
evaluation instrument to gather data. Although the 
instrument will determine to some extent what data 
are collected and how, several other factors should be 
considered at this time. These include the data collec-
tor, the data sources, amount of data, timing of data 
collection, and informal versus formal data collection.

Data Collector

Consideration must be given to who is collecting the 
data. For example, the evaluator who gathers the data 
might be the faculty responsible for evaluating the 
clinical performance of the students. In other situa-
tions, students or research assistants may administer 
instruments. If the data collectors are not familiar with 
the data-collecting procedures, they should be ori-
ented to the task. Interrater reliability must be ensured 
when more than one person is collecting data.

Data Source

Before evaluation, the evaluator must identify sources 
from which the data will be collected. Will the data be 
observed (as in clinical evaluation), archived (as when 
grade point average is obtained from student records), 
or reported (as obtained from a longitudinal question-
naire of graduates)? At this time in the evaluation pro-
cess, it is important to determine whether it is possible 
to have access to records, particularly if permission 
must be obtained from the participants.

Amount of Data

The amount of data to be collected must also be de-
termined and specified. All data may be collected or 
a sample may be sufficient, but a decision must be 
made. For example, in clinical evaluation or class-
room testing it is impossible to collect data about 
each instance of clinical performance or knowledge 
gained from the classroom experience. In this in-
stance a sampling procedure is used and guided by 
the clinical evaluation protocol, blueprint, or plan 
for the classroom test. It is important to note that the 
sampling plan must be established at this stage of the 
evaluation process.

Timing of Data Collection

When is the best time to collect the data? An under-
standing of the context of the evaluation is essential. 
Should the data be collected at the beginning, middle, 
or end of the activity being evaluated? When gathering 
data from students, it is important to allow adequate 
time and to gather data when students are able to give 
unbiased responses. For example, course evaluation 
data collected immediately after test results have been 
given may not yield the most reflective responses.

Formal Versus Informal Data Collection

Decisions about use of formal and informal data must 
also be made. Data can be obtained in a formal manner, 
such as by using a structured evaluation tool. Data can 
also be collected through the use of informal methods, 
such as in the form of spontaneous comments made by 
students. Although informal data collection methods 
can yield informative data, disadvantages to relying on 
informal methods are that it is unsystematic, can lead 
to inadequate or biased data, and ultimately lack valid-
ity (Stufflebeam & Coryn, 2014). The evaluator must 
decide whether both formal and informal data will be 
used in the plan.

Interpreting Data
The interpretation step of the evaluation process in-
volves translating data to answer the evaluation ques-
tions established at the beginning of the process. This 
includes putting the data in usable form, organizing 
the data for analysis, and interpreting the data against 
preestablished criteria. When interpreting the data, the 
context, frame of reference, objectivity, and legal and 
ethical issues must also be considered.

Frame of Reference

Frame of reference refers to the reference point used 
for interpretation of data. Two frames of reference are 
discussed here: norm-referenced interpretation and 
criterion-referenced interpretation.

Norm-Referenced Interpretation. Norm-referenced in-
terpretation refers to interpreting data in terms of the 
norms of the group of individuals being evaluated. 
The scores of the group form a basis for comparing 
each individual with the others. In norm-referenced 
evaluation, there will always be an individual who has 
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achieved at the highest level and one who has achieved 
at the lowest level.

Norm-referenced interpretation permits evaluators 
to compare achievement of students in several ways. 
Students in the same group can be compared and 
ranked. Students can be compared with students in 
another group or class section or with national group 
norms, as in the case of licensing examinations or nurs-
ing specialty certification examinations. Consequently, 
an advantage of norm-referenced interpretation is the 
ability to make comparisons within groups or with ex-
ternal groups and to use the data for predictive pur-
poses, such as admission criteria. A disadvantage of 
norm-referenced interpretation is the focus on com-
parison, which may foster a sense of competitiveness 
among students.

Criterion-Referenced Interpretation. In criterion-
referenced interpretation results are judged against 
preestablished criteria and reflect the degree of crite-
ria attainment. Criterion-referenced interpretation is 
typically used in competency-based learning models 
in which the goal is to assist the learner to achieve 
competence in or mastery of specified learning out-
comes. Because students are evaluated on the basis of 
their achievement of the outcomes and not compared 
with each other, all students can achieve competence.

The advantages of criterion-referenced interpreta-
tion include the following: emphasis on mastery and 
the potential for all learners to achieve competence, in-
creased learner motivation, sharing and collaboration 
among students, and ability to give clear progress re-
ports to learners. Disadvantages of criterion-referenced 
interpretation include the inability to compare stu-
dents with each other or with other groups.

Issues of Objectivity and Subjectivity

The issues of objectivity and subjectivity in evalua-
tion always arise when data are interpreted. Different 
evaluators can look at the same data yet render dif-
ferent judgments. The differences may be a result of 
evaluator bias or degrees of difference in objectivity. In 
some ways, faculty need to accept that there is a certain 
amount of subjectivity in evaluation; after all, this is 
“evaluation” and not “measurement.” However, faculty 
should recognize subjectivity and the role it may play 
in interpretation of findings.

Legal and Ethical Considerations

There may be legal aspects involved in interpretation 
of findings. Legal consideration is particularly impor-
tant in the area of student rights. How will the results 
of evaluations be shared? What data about students can 
be collected? Does evaluation involve protection of hu-
man subjects? Will there be moral or ethical dilemmas 
in reporting the data? Who is affected by evaluations? 
How will they respond to the results? What effect will 
evaluation have on a student, a program, or a curricu-
lum? Accordingly, the evaluator and the audience must 
be aware of the context of evaluation because these ele-
ments can influence how the evaluation is conducted, 
how results are reported, what will change because of 
the evaluation, and how due process will be handled. 
See Chapter  3 for additional discussion of legal and 
ethical aspects of evaluating students’ academic and 
clinical performance.

Reporting the Findings
In this step of the evaluation process, the results of 
evaluation are communicated to appropriate persons. 
Factors to consider when findings are reported include 
who will receive the findings, and when and how to 
report the findings.

Who Receives the Findings?

The evaluator must know to whom the data should be 
reported. Typically, both the persons and group being 
evaluated and those requesting the evaluation receive 
evaluation reports. Issues of reporting and confidenti-
ality should be established at the outset of evaluation. 
Confidentiality of the report must be maintained. 
Only those persons designated to receive the report 
should do so. The evaluator should destroy any un-
needed background information after the report is 
completed.

In reporting findings, it is also important to con-
sider the recipient of the report. What will the recipi-
ent want and need to know? For example, students 
receiving a test grade are usually prepared only to 
understand the grade, not the complex methods that 
were used to determine the grade or the item analysis 
statistics. Preparing the recipient for the evaluation re-
port may also be helpful if the recipient does not have 
adequate background information to receive and un-
derstand the context of the report.
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When to Report Findings

The timing of the report is also crucial. There tends to 
be a readiness to know the results of evaluation, and 
if the report of results is delayed, the recipients may 
lose interest. For example, students prefer having im-
mediate results and can have increased anxiety or lose 
interest if results are delayed. The timing of the report 
may also be based on when information is needed, for 
example, at the end of the semester when grades are to 
be reported to the registrar.

How to Report Findings

Evaluation reports can take many forms. They may be 
written or oral, formal, or informal. An example of an 
informal evaluation is talking with the student about 
his or her performance in a clinical experience, with-
out a structured evaluation. This type of evaluation is 
far from ideal and leaves the student and the instructor 
without objective criteria and a sense of fairness. In the 
event that the student should fail the course, the in-
structor is not able to defend the decision. In a formal 
report, statistical analysis of the data will be accessible 
along with the findings. Specific methods of reporting 
findings to students, faculty, administrators, and exter-
nal audiences are discussed in subsequent chapters.

Using the Findings
Evaluation is a mutual effort between the evaluator 
and the individual, group, or program being evaluated. 
Although using the findings is the last, and often for-
gotten, step of the evaluation process, both parties have 
obligations to use the findings. It is a waste of valuable 
resources to conduct an evaluation without following-
up and using the findings to inform future program 
decision making. The evaluation results should be tar-
geted to uses that will have the most influence on the 
program.

To use the evaluation findings effectively requires 
purposeful, strategic planning. Four perspective strate-
gies are purpose, people, planning, and packaging. The 
purpose of the evaluation must be understood by faculty 
and administration. Types of evaluation used in nursing 
programs include accreditation, criterion-referenced 
evaluation, decision-focused evaluation, external evalu-
ation, formative evaluation, internal evaluation, out-
come evaluation, process evaluation, and summative 
evaluation. For evaluation findings to be successfully 

used, the people involved in the evaluation should be in-
cluded in the process. The main strategy in promoting 
evaluation is planning the activities and disseminating 
the evaluation information. Packaging the evaluation 
report to meet the needs of the stakeholders (those who 
will use and be affected by the report) is a priority. The 
report should be in a format that is easily understood, 
and graphs and other visual aids should be used as 
needed.

Evaluation results can be used in a variety of ways. 
Common uses in nursing are to assign grades; revise 
instruction, courses, curricula, or programs; and dem-
onstrate program effectiveness.

Several ways to improve the use of evaluation ef-
forts are as follows:

1.	 Encourage persons affected by the results to be 
involved in designing the evaluation plan.

2.	 Involve all stakeholders in the evaluation process.
3.	 Report findings in a timely manner.
4.	 Make recommendations that are realistic 

and can be used. For example, when report-
ing results of a test to a student, the evaluator 
(teacher) can make recommendations as to 
how to study for the next test to improve scores. 
In this way, the report of the results can be use-
ful to the student.

5.	 Designate time for sharing results. This can be 
done by having an examination review, an eval-
uation conference, or a curriculum evaluation 
workshop.

6.	 Encourage the recipient to change behavior as 
appropriate in response to evaluation findings. 
For example, the student can make his or her 
own suggestions about improving test scores. 
Faculty and staff can establish goals and objec-
tives for course change.

7.	 Establish trust and be cautious with sharing sen-
sitive findings.

8.	 Place findings in context. Explain to the recipi-
ents what the findings mean and how they can 
use the results in their own setting.

Considering the Costs of Evaluation
Evaluation can be a costly process, and therefore the 
evaluator and audience must be assured that the cost 
will match the benefit.



448	 UNIT V  EVALUATION

Answers to the following cost-related questions 
need to be determined at the outset of the process:

■	 What fiscal or human resources (e.g., fees, fac-
ulty/staff time) are associated with evaluation?

■	 How much time will the evaluator spend in de-
veloping and administering tools, interpreting 
data, and reporting results?

■	 How much time will be demanded by those be-
ing evaluated in completing evaluation tools or 
being interviewed?

■	 Will complex evaluation methods involving 
lengthy evaluation tools or computer time for data 
analysis contribute positively to the outcome?

■	 Will the results of evaluation require changes in 
practices and behaviors?

■	 Will the student not meet expected learning out-
comes and fail to progress in the program?

■	 Will the curriculum require substantive revision?

SUMMARY

Evaluation is a means of appraising data or placing a 
value on data gathered through one or more measure-
ments. The evaluation process involves a systematic 

series of actions including identification of a clear 
purpose, the time frame, and the evaluator. Models or 
frameworks can be used to guide the process, choice 
of instruments, data collection methods, and report-
ing procedures. Would a builder construct a house 
without plans? The same principle applies in evalua-
tion. The framework establishes the guide to the con-
struction of purposeful evaluation. Researching and 
developing the framework are the most valuable first 
steps. Selection of the appropriate instruments is in-
tegral to the successful gathering of meaningful data. 
The instruments should be appropriate for what is 
being evaluated, easy to use, cost effective, time ef-
ficient, valid, and reliable. Data must be interpreted 
and results should be reported accurately. Finally, after 
analysis and dissemination, the findings must be used 
to guide future decision making. To design and imple-
ment an evaluation plan and then ignore the results 
defeats the purpose of evaluation. The successful use 
of the evaluation process provides administrators, fac-
ulty, and students with the opportunity to create and 
maintain learning environments that support faculty 
productivity and the academic success of students. 
Box 23.4 presents several websites that provide useful 
information about the evaluation process.

B O X   2 3 . 4
INTERNET-BASED RESOURCES RELATED TO EVALUATION

■	 www.scup.org/ Society for College and University 
Planning.

■	 http://nces.ed.gov/ipeds/ Integrated Postsecondary 
Education Data System (IPEDS).

■	 http://nces.ed.gov/ The National Center for Education 
Statistics (NCES), which is situated within the U.S. 
Department of Education and the Institute of Education 
Sciences, is the primary federal entity for collecting and 
analyzing education-related data.

■	 http://nces.ed.gov/NPEC/ The National Postsecondary 
Education Cooperative was established in 1995 to 
promote the use of quality postsecondary data at the 
federal, state, and institution levels to support policy 
development.

■	 http://eric.ed.gov/ The Education Resources 
Information Center (ERIC), sponsored by the U.S. 
Institute of Education Sciences within the U.S. 
Department of Education.

■	 www.chea.org Council for Higher Education 
Accreditation.

■	 www.umass.edu/oapa/oapa/publications/online_
handbooks/program_based.pdf PROGRAM-Based 
Review and Assessment: Tools and Techniques for Program 
Improvement.

■	 https://managementhelp.org/evaluation/program-
evaluation-guide.htm Basic Guide to Program 
Evaluation.
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Reflecting on the Evidence

1.	 Consider one challenge your nursing program 
currently faces. How can the evaluation pro-
cess be used to support the program decision 
making to address the challenge? Describe the 
purpose of the evaluation and the questions 
that would be addressed by conducting an 
evaluation of the issue.

2.	 What philosophical beliefs do you hold about 
the evaluation of student learning? How do 
these beliefs affect your behaviors and atti-
tudes as you design evaluation strategies to use 
in the courses you teach? Reflect on your cur-
rent evaluation strategies—are there new ap-
proaches that you would like to try as a result 
of reading this chapter?

3.	 How often do you use formative evaluation 
strategies in your teaching practices? Identify 
a course content area in which your students 
typically struggle and design and implement a 
formative evaluation strategy to address that 
area. Evaluate the students’ response to the 
strategy. What insights did you gain about your 
students and their learning needs? As a result 
of this activity, did you identify any changes in 
your teaching strategies that might better fa-
cilitate student learning?
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T  he purpose of this chapter is to discuss uses, ad-
vantages, disadvantages, and issues related to a vari-
ety of strategies that faculty can employ to assess and 
evaluate student learning outcomes. Just as teaching 
methods are expanding to ensure that nursing educa-
tion is integrating clinical and classroom instruction 
(Benner, Sutphen, Leonard, & Day, 2010) to achieve 
desired student learning outcomes as identified by the 
American Association of Colleges of Nursing essen-
tials (AACN, 2008) and National League for Nursing 
competencies (NLN, 2012), faculty must also expand 
their use of evaluation strategies to determine whether 
these competencies are attained. As educators work to 
develop deep learning and reflective practice skills in 
students, they continue to explore ways that the stu-
dent learning outcomes of active learning–teaching 
strategies can be evaluated. Multiple measures are 
especially important when evaluating complex com-
petencies such as those that require higher order 
thinking (Oermann, De Gange, & Phillips, 2018). 
Acknowledging that lifelong learning is essential in 
the nursing profession, educators also have the oppor-
tunity to engage learners in the evaluation process in 
order to enhance their self-assessment skills.

The chapter includes practical information on a 
variety of evaluation strategies. Included are ways to 
select strategies, improve their validity and reliability, 
and increase the effectiveness of their use.

ASSESSMENT AND EVALUATION

Just what is the difference between assessment and 
evaluation? In many instances it seems that these two 
terms are interchangeable, but there are distinct differ-
ences. Assessment involves obtaining information about 
teaching and learning for the purpose of improvement. 
The information collected may be quantitative and/or 
qualitative. The process of assessment requires faculty 
to first make clear the expectations and quality of per-
formance expected—think student learning outcomes. 
From there, decisions are made on the strategies to 
best assess the learning outcomes, followed by the col-
lection, analysis, and interpretation of student work. 
Information gained from assessment provides evidence 
about current learning and then is used to promote 
further learning (Oermann et al., 2018). Normally, as-
sessment is conducted while learning, or the course or 
program is ongoing and changes and improvements 
can be made (see Chapters 10 and 23).

Evaluation, on the other hand, “…is the process of 
making a judgment as to the value and worth based 
on the information” (Oermann, 2017, p. 2) and usually 
occurs at the end of learning, courses, or programs. 
Evaluation can be formative or summative. Formative 
evaluation occurs while learning is taking place; 
opportunity for feedback and improvement is implicit. 
Summative evaluation is more holistic and takes into 
account all of the aspects that have led to attaining 

*This chapter is dedicated to our outstanding colleague and friend, 
Dr. Lillian Yeager. Lillian finished her career as Dean for the 
School of Nursing at Indiana University Southeast after approxi-
mately 30 years as an exceptional educator there. It was our plea-
sure to collaborate with such an outstanding nurse educator and 
administrator. Lillian had a keen sense of humor and zest for life, 
both of which aided in her valiant efforts to live life fully in her 
fight with cancer. She is greatly missed and will long be remem-
bered by many. Thanks for inspiring us, Lillian!
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outcomes. Summative evaluation marks the end of 
the particular teaching–learning process and leads 
to a judgment, often expressed as a grade. In clinical 
disciplines faculty must evaluate student attainment of 
course outcomes and defined program competencies 
to ensure that graduates are prepared for safe practice.

SELECTING STRATEGIES

The strategies discussed in this chapter provide fac-
ulty with a variety of techniques to use to assess and 
evaluate student learning outcomes. Several of the 
strategies discussed may also be familiar as teaching 
strategies. The idea of adapting a teaching strategy 
for use in assessment or evaluation allows students 
to practice the same process by which they will ulti-
mately be evaluated. Although most strategies can be 
used for both formative and summative evaluation, 
some strategies are better suited to a formative ex-
perience whereas others are clearly more effective in 
determining final outcomes of learning and assigning 
grades.

The major reason for faculty to consider a variety 
of strategies is to better evaluate (1) all the domains of 
learning (including the affective domain), (2) higher 
levels of the cognitive domain (e.g., analysis, synthesis, 
creation), (3) critical thinking and clinical reasoning, 
and (4) students’ preparation for licensing or certifi-
cation examinations. By providing a more authentic 
evaluation wherein the student is asked to perform or 
demonstrate the learning in a way that is closely re-
lated to the ultimate performance required in the real 
world, the faculty will gain richer and deeper evidence 
of student achievement (Poindexter, Hagler, & Lindell, 
2015).

In selecting evaluation strategies, the philosophy of 
the faculty regarding accountability and responsibility 
for learning and desired program outcomes should be 
considered. If a program goal is to create a graduate 
who is a self-directed, lifelong learner, then the strat-
egies for teaching and learning should enhance this 
skill development. Many of the strategies discussed in 
this chapter are compatible with active learning tech-
niques. For example, critical reflections, short essays, 
and guided writing assignments encourage students 
to interact with the material in a different way than if 
they were learning the material for a multiple-choice 

test. Evaluation strategies are not without challenges. 
Major challenges include (1) the time it takes to use the 
strategy for both the students and the faculty and (2) 
difficulty in establishing validity and reliability of data-
gathering instruments and methods. To avoid some of 
the pitfalls associated with these strategies, and to gain 
the greatest reward from evaluation efforts, faculty 
should:

1.	 Clearly delineate the purpose of the evaluation.
2.	 Consider the setting in which the learning and 

evaluation will take place.
3.	 Choose the best evaluation strategy for the purpose.
4.	 Determine the procedure for the strategy selected.
5.	 Establish the validity and reliability of the strategy.
6.	 Assess the overall effectiveness of the process.

Purpose
The purpose of evaluation is to ascertain that stu-
dents have achieved their potential and have ac-
quired the knowledge, skills, and abilities set forth 
in learning activities, courses, and curricula. The in-
structional goals and course outcomes and objectives 
indicate the type of behavior (cognitive, affective, or 
psychomotor) to be assessed or evaluated. The learn-
ing experiences should be designed to have relevance 
to the students. The evaluation activity should carry 
value in the overall grading system. Finally, the grad-
ing criteria should be shared with the students before 
evaluation occurs.

Setting
Another critical factor to consider is the setting in 
which the instruction and evaluation will occur. Most 
faculty are comfortable with evaluation in traditional 
classroom settings, but with the expansion of either 
completely online instruction or hybrid (blended) in-
struction, new issues emerge for both faculty and stu-
dents in these environments. (See Chapters 21 and 22 
for additional discussion of best practices in distance 
and online learning.) Most of the strategies discussed 
in this chapter can be used in an online community. For 
example, a threaded discussion can be used for reflec-
tion, critique, or even as a forum for verbal question-
ing. Concept maps are available in electronic formats. 
Students or faculty can maintain an electronic portfolio 
representative of student work throughout the course or 
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program. When considering assessment or evaluation 
strategies in an online environment, the faculty needs 
to be sure the technology is relevant for the assessment 
purpose and must build in learning time for both stu-
dents and faculty to become proficient in the use of the 
technology (Oermann et al., 2018). After reviewing the 
literature, Russell (2015) concluded that there are no 
absolute best practices for evaluation in online nursing 
education and suggested that best practices should cor-
respond with specific learning outcomes and the use of 
standardized rubrics across disciplines.

The expansion of interprofessional education (IPE) 
creates new opportunities to collaborate with educa-
tors from other professions. The National Center for 
Interprofessional Practice and Education (2017) pro-
vides a variety of resources and tools relevant to as-
sessment and evaluation on their website. Clearly 
identified shared competencies (Interprofessional 
Education Collaborative, 2016) are crucial to the eval-
uation of IPE. As with any team teaching effort, con-
sistent application of criteria is essential. Evaluation 
strategies discussed in this chapter are appropriate for 
all professions.

Choice of Strategy
When choosing the best strategy for the purpose, fac-
ulty must weigh the advantages and disadvantages of 
each strategy. Faculty should also consider time for 
preparation, implementation, and grading. Other is-
sues, such as cost, may also be determining factors. 
Faculty must decide how often to evaluate, who will 
evaluate, and how the students will be prepared for the 
evaluation. When selecting an evaluation strategy, it 
is imperative that students have ample opportunity to 
practice in the way in which they will be tested.

Procedures
Although procedures for using evaluation strategies 
vary, any procedure selected must be well planned. 
The strategy should be pilot tested before it is fully im-
plemented. This process will help prevent unexpected 
difficulties, and it allows for refinement and quality 
improvements before full-scale implementation. It is 
also important to delineate the responsibilities associ-
ated with the methods used. For example, in the case 
of portfolio evaluation, a decision must be made about 
whether students or faculty will collect and keep the 

work. Another area of concern is the environment in 
which the evaluation will take place. Because of the 
anxiety and stress associated with the process of being 
evaluated, faculty must attempt to provide an atmo-
sphere conducive to the process. Appropriately used 
humor may help place students at ease.

Validity and Reliability
The issues of validity and reliability are critical, es-
pecially when the purpose is for evaluation. In 
Chapter  23, the terms validity and reliability are de-
fined and described. For the purposes of this chapter, 
specific examples are given to clarify establishment 
of validity and reliability when non–multiple-choice 
evaluation methods are used.

In determining validity, faculty must ask whether 
the technique is appropriate to the purpose and 
whether it provides useful and meaningful data (Miller, 
Linn, & Gronlund, 2013). Faculty must consider the fit 
of the strategy with the identified objectives. In other 
words, does the strategy measure what it is supposed 
to measure? For instance, if the objective for an assign-
ment is for the student to demonstrate skill in writ-
ten communication, evaluating student performance 
through oral questioning will not provide valid data. 
Similarly, at the nursing department level, faculty 
should coordinate strategies across the curriculum to 
evaluate achievement of nursing program outcomes 
such as evidence-based practice, clinical judgment, 
and communication. It can be a challenge to develop 
sound criteria for evaluation that accurately reflect the 
specified outcomes, objectives, and content.

To establish face validity, faculty must seek input 
from colleagues by asking questions such as, “Do 
these criteria appear to measure the specified objec-
tives?” In addition, obtaining the opinion of other 
content experts can assist in determining whether 
there is adequate sampling of the content (content 
validity). These traditional approaches to establish-
ing validity are being replaced by a unitary concept, 
based on several different categories of evidence (e.g., 
face-related evidence, content-related evidence). The 
evidence available to establish validity determines 
whether validity is considered low, medium, or high 
(Miller et al., 2013).

Once evaluation criteria are developed, it is es-
sential to establish their reliability or the ability to be 
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dependable in measuring the desired learning out-
come. A commonly used method for establishing reli-
ability of an evaluation rubric is to have two or more 
instructors independently rate student performance 
using the agreed-on criteria for sample work. Ratings 
are correlated to establish interrater reliability, which 
is expressed as a percentage of agreement between 
scores. When agreement is less than 60%, faculty 
should continue to refine the specificity and clarity of 
each criterion to come to a stronger agreement of 75% 
or greater (Polit & Beck, 2017). An example of using 
criteria to establish interrater reliability is provided in 
Box 24.1. It is especially important to establish inter-
rater reliability when multiple faculty are grading the 
same assignment. Frequently evaluation criteria are 
placed in rubrics as a way of articulating the grading 
scale for assessment criteria. Rubrics are defined in 
greater detail in the section of this chapter on commu-
nicating grading expectations.

A multiplicity of evaluation strategies can provide a 
more complete picture of the student’s abilities and there-
fore contribute to the trustworthiness of the process.  

It is a serious limitation to rely on a single strategy. Each 
strategy has limitations and issues that can influence the 
reliability, validity, and appropriateness of the strategy 
for given student populations. Using multiple strate-
gies provides a more robust and accurate framework for 
making decisions.

Effectiveness
After the evaluation strategy is implemented, it is es-
sential to determine its overall effectiveness and the 
potential issues that can arise related to the implemen-
tation of the strategy. Some questions faculty should 
ask include: Was the strategy an effective use of re-
sources (e.g., student and faculty time and financial 
resources)? Were there adequate data to determine 
whether the learning outcome was met? Are there any 
problems with the implementation of the technique? 
What revisions are necessary? Would the faculty con-
sider this strategy to be a good choice for future use?

MATCHING THE EVALUATION 
STRATEGY TO THE DOMAIN OF 
LEARNING

Educators must also be mindful of the domain of 
learning being evaluated (see Chapters  10 and 16). 
Cognitive learning is typically assessed or evaluated 
with strategies requiring the students to write, submit 
portfolios, or complete tests. Assessment in the psy-
chomotor domain typically involves simulations and 
simulated patients and ultimately occurs in clinical 
practice (see Chapters  19 and 26). Evaluation in the 
affective domain is particularly important in nursing 
and is discussed further here.

The taxonomy of the affective domain as applied to 
nursing has five behavioral categories: (1) receiving, 
(2) responding, (3) valuing, (4) organization of values, 
and (5) characterization by a value or value complex 
(Krathwohl, Bloom, & Mases, 1964). Development of 
the affective domain is progressive and can be tied 
to clinical reasoning. Because of the progressive na-
ture of development, formative evaluation across the 
curriculum may be most appropriate, with a sum-
mative evaluation at the time of graduation. Many 
of the evaluation strategies listed in this chapter can 
be adapted for the affective domain. For example, 
using the concept of cultural competency, formative 

B O X   2 4 .1
ESTABLISHING INTERRATER RELIABILITY

Develop criteria and apply them to sample work.
Have two or more observers independently rate per-

formance and then correlate.
The formula for % Agreement is as follows:

total#agreements / #of  agreements

+ #of  disagreements

Example: Three raters evaluate written communica-
tion using the following criteria:
1.	 Clear expression of ideas
2.	 Logical flow and organization
3.	 Correct use of syntax, grammar, American Psycho

logical Association format
4.	 Incorporation of research findings

■	 Item 1: Two agree and one does not
■	 Item 2: All three agree
■	 Item 3: Two agree and one does not
■	 Item 4: All three agree
10 (Total agreements)/10 (Agreements) + 2 (Disagree

ments) = 10/12 = 0.83 or 83% (> 70% is good)

From Polit, D. F., & Beck, C. T. (2017). Nursing research: 
Generating and assessing evidence for nursing practice (10th ed.,  
p. 306). Philadelphia: Wolters Kluwer.



454	 UNIT V  EVALUATION

and summative evaluation can be planned through-
out the curriculum. At the beginning level, students 
may be expected to become self-aware using explo-
ration of their own cultural and health care practices 
and values. A midprogram outcome could focus on 
student awareness of the cultural orientation of the 
patients under their care. At graduation, the expected 
outcomes (including knowledge, skills, and attitudes) 
would be to act in a culturally sensitive manner when 
providing care to all patients and demonstrate the 
ability to advocate for an individual patient’s unique 
needs.

The explosion of new knowledge and the chal-
lenges of how to insert additional content into an 
already full curriculum may result in losing in-
structional time dedicated to the affective domain. 
Olantunji (2014) and Ondrejka (2014) suggest that 
colleges and universities tend to overemphasize the 
cognitive domain, with a resultant neglect of the af-
fective domain, and propose that regaining a balance 
between the cognitive and affective domain during 
the educational experience would increase the quality 
of the graduates. Fiske (2017) reviews multiple strat-
egies for incorporating contemplative activities that 
promote reflection, many of which promote tapping 
into the affective domain.

Multiple strategies can be used to evaluate the af-
fective domain. By again considering the example of 
acquiring cultural sensitivity, faculty might consider 
using written papers with the purpose of having stu-
dents first identify their own cultural background and 
then develop a critical analysis of an interaction in 
caregiving with a patient of another culture. The use of 
media (e.g., digital video recording, webpage develop-
ment, or even a collage) to demonstrate key concepts 
and values held by a given culture is another method 
that can be used. These learning activities not only en-
courage self-awareness and recognition of the values 
and value conflicts in areas in which judgments must 
be made, but also can help students appreciate the 
implications of how respect and caring are commu-
nicated in various cultures. The evaluation criteria for 
these activities must emphasize the desired outcome. 
For example, if the selected strategy is a written assign-
ment, overemphasis on process (such as writing style) 
may negate the importance of students’ insights and 
self-awareness.

Other areas within the nursing profession that lend 
themselves well to evaluation in the affective domain 
include, but are not limited to, socialization to the roles 
of the nurse, developing a professional identity, ap-
preciating the roles of other health care professionals, 
caring for patients who are dying, meeting spiritual-
ity needs, and working with sexuality concerns. The 
Quality and Safety Education for Nurses (QSEN) com-
petencies specifically focus on attitudes and knowl-
edge and skills needed by nurses (Cronenwett et  al., 
2007). QSEN exemplars take a defined concept and 
list outcomes for associated knowledge, skills, and at-
titudes. For example, an attitudinal competency iden-
tified in the category of patient-centered care is “Value 
seeing health care situations ‘through patients’ eyes’” 
(http://qsen.org/competencies/pre-licensure-ksas/). 
McCoach, Gable, and Madura (2013) provide in-
depth direction on instrument development for edu-
cators and employers who wish to better measure the 
affective domain. They address how constructs such 
as values and self-efficacy relate to success in either 
academic accomplishment or corporate quality and 
performance. The website of the National Center for 
Interprofessional Practice and Education (2017) pro-
vides information about various tools that can be used 
to evaluate interprofessional collaborative practice 
learning outcomes (https://nexusipe.org/advancing/
assessment-evaluation).

When evaluation strategies are used to collect data 
for grading purposes, it is imperative that the grading 
requirements be communicated to the students before 
they complete the assignment. Information about grad-
ing criteria is typically provided to students in the course 
syllabus. Other methods, such as checklists, guidelines, 
or grading scales, can be used as well. See Box 24.2 for an 
example of a writing assignment with a grading rubric.

Rubrics are rating scales used to determine perfor-
mance. Rubrics not only provide exquisite clarity of 
the grading criteria but also provide a mechanism to 
inform students about grading expectations. The two 
basic types of rubrics are holistic and analytic. The ho-
listic approach is based on global scoring, often with 
descriptive information for each area based on a nu-
merical scoring system, whereas analytic scoring in-
volves examining each significant characteristic of the 
written work or portfolio. For example, in evaluation 
of writing, organization, ideas, and style may be judged 
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individually according to analytic scoring (Miller et al., 
2013). The global method seems more suitable for 
summative evaluation, whereas the analytic method 
is useful in providing specific feedback to students for 

the purpose of formative evaluation, and ultimately, 
performance improvement.

Regardless of the type, rubrics are composed of 
four parts: (1) a task description (the assignment),  

B O X   2 4 . 2
EXAMPLES OF GRADING RUBRICS

“A” GRADE
The final course synthesis paper clearly defines a researchable 
problem; the search strategy provides sufficient relevant 
data for understanding the problem; the coding sheet is fo-
cused and guides the analysis of the data; issues of reliabil-
ity and validity are identified; the literature is synthesized, 
rather than reviewed or summarized; the paper concludes 
with recommendations based on the research synthesis. 
The paper is written using the IUSON writing guidelines.

Participation in discussions and learning activities inte-
grates course concepts and reflects critical thinking about 
research synthesis. Participation is thoughtful, respectful, 
informed, and substantiated. Peer review of the synthesis 
paper reflects the reviewers’ understanding of the synthesis 
process, provides practical suggestions, and is presented in 
a collegial manner.

Dissemination of the findings of the research synthesis includes 
a written plan for publication and an oral presentation to faculty 
and classmates. The plan for publication includes thought-
ful selection of a journal; draft of a query or cover letter; 
and, if the paper needs revisions to suit publication guide-
lines, a statement about revisions needed that matches the 
journal publication guidelines. The professional presen-
tation is well organized, is supported by visual aids (e.g., 
PowerPoint slides), and uses professional communication 
style to suit the audience.

“B” GRADE
The final synthesis paper clearly defines a researchable prob-
lem; the search strategy yields mostly relevant data for 
understanding the problem; the coding sheet lacks one or 
more important data points or does not reflect the scope of 
the problem statement; issues of reliability and validity are 
unclear; the review of literature is primarily synthesis with 
minimal summary; the paper concludes with mostly appro-
priate recommendations. The paper is free of major errors 
in grammar or style.

Participation in discussions and learning activities usu-
ally integrates course concepts and reflects critical think-
ing about research synthesis. Participation is helpful but 
may not contribute substantially to the focus of the course. 
Peer review of the synthesis paper does not include relevant 

aspects of the peer review checklists or overlooks areas in 
which feedback is needed.

Dissemination of the findings of the research synthesis includes 
a written plan for publication and an oral presentation to faculty 
and classmates. The plan for publication includes appropri-
ate selection of a journal; the drafts of the query or cover 
letter are generally appropriate to the situation; general re-
visions are noted but do not consider manuscript guidelines 
of the journal. The professional presentation is fairly well 
organized; the visual aids (e.g., PowerPoint slides) enhance 
the presentation; the presentation is delivered with consid-
eration for the audience.

“C” GRADE
The final synthesis paper has an ill-defined problem; the 
search strategy yields irrelevant or tangential data for un-
derstanding the problem; the coding sheet is not well 
focused or neglects key variables or includes irrelevant vari-
ables; issues of reliability and validity are not identified or 
are ignored; the review is more summary than synthesis; the 
paper does not include recommendations or includes rec-
ommendations that are not drawn from the data. There are 
substantial errors in grammar or writing style.

Participation in discussions occurs on an irregular basis 
and is not grounded in course concepts, comments do not 
reflect critical thinking, and there are breaches of course 
norms and etiquette. Peer review of the synthesis paper 
does not provide substantive or helpful feedback to class-
mates; significant aspects of the peer review checklist are 
ignored.

Dissemination of the findings of the research synthesis includes 
a written plan for publication and an oral presentation to faculty 
and classmates. There is no plan for publication or the jour-
nal selected is not appropriate for the content of the paper; 
the drafts of the query or cover letters are not clearly written 
and do not capture the attention of the reader; there is not 
clear understanding of the revisions needed of the paper for 
the style requirements for the selected journal. The profes-
sional presentation is not well organized; visual aids (e.g., 
PowerPoint slides) or the visuals do not clarify or highlight 
key points of the presentation; the presentation exceeds time 
limits or is not suited to the audience. The presenter is unable 
to answer audience questions, if any, about the material.

IUSON, Indiana University School of Nursing.
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(2) a scale, (3) the dimensions of the assignment, and 
(4) descriptions of each performance level (Stevens 
& Levi, 2012). The first portion of a rubric contains 
a clear description of the assignment and should be 
matched to the learning outcomes of the course. The 
next part of the rubric is a scale to describe levels of 
performance. Such a scale may include levels such as 
“excellent,” “competent,” and “needs work.” The dimen-
sions of the assignment appear in the third part of ru-
bric development, where the task is broken down into 
components. Finally, differentiated descriptions of each 
performance level are explicitly identified. Rubrics thus 
provide clarity of expectations to assist students in the 
successful completion of assignments, making grad-
ing of these assignments more objective for the faculty. 
Reising, Carr, Tieman, Feather, and Ozdogan (2015) 
describe the psychometric testing of a simulation ru-
bric to evaluate interprofessional communication. The 
process used is an excellent example of the laborious, 
yet vital process of establishing reliability and validity 
for rubrics used in nursing education.

See for an example of grading rubrics.
The Association of American Colleges and 

Universities (AACU) has developed the Valid 
Assessment of Learning in Undergraduate Education 
(VALUE) initiative, a set of standardized rubrics to 
evaluate multiple skills, such as reasoning, critical 
thinking, and written work, across a university or 
college (Sullivan, 2014). The 16 rubrics are viewed 
as both an alternative to standardized testing for the 
evaluation of student learning outcomes and as a way 
of communicating criteria associated with achieve-
ment and student success. These rubrics are not de-
signed for individual grading, but rather for use at 
the program and university levels. The AACU has a 
database in which student work can be deposited and 
scored using the VALUE rubrics (https://www.aacu.
org/value/rubrics).

STRATEGIES FOR EVALUATING 
LEARNING OUTCOMES

Nursing faculty have a multitude of available strate-
gies to evaluate student learning. This section identi-
fies several strategies known to be effective in nursing. 
Table 24.1 provides an overview of these strategies.

Portfolios
Description and Uses

Portfolios, at the most basic level, are collections of 
student work. Although the medium most widely used 
in the past for portfolios has been print, electronic 
portfolios, commonly called e-portfolios, have flooded 
higher education, including nursing education (see 
suggested websites at the end of the chapter for valuable 
resources). The e-portfolio experience has been shown 
to be most effective when students have a clear under-
standing of the technology and have an appreciation 
for the relevance of using this method of evaluation 
(Haverkamp & Vogt, 2015; Stec & Garritano, 2016).

Regardless of the format, portfolios are used to ob-
tain a broader sample of student performance (Miller 
et  al., 2013). Portfolios are used for a variety of pur-
poses. They can be used (1) as proof of achievement 
in a class, (2) as an outcome measure of a program, (3) 
as a marketing tool for job placement, (4) for student 
placement in a program of study, or (5) as evidence of 
professional development or lifelong learning.

The purpose of the portfolio needs to be clearly 
established before work is collected for inclusion. 
Portfolios for student assessment are a collection of 
student work within the course or program of study 
that is designed to demonstrate progress of the learn-
ing. The learning outcomes help in determining the 
specific materials to be included in the portfolio. 
Decisions need to be made on whether the portfolio 
is for formative or summative evaluation or both. The 
work and assignments to be included, the timing of the 
collection of the assignments, and whether the grading 
remarks will be included in the portfolio are also deci-
sions that need to be made. Nonselective portfolios are 
collections of all student work for a specified period. 
The focus of these is more on formative evaluation of 
student progress. A compilation of certain completed 
works of students is frequently referred to as a selective 
portfolio. A selective portfolio often contains works 
that are the best efforts of the student and are usually 
part of a summative evaluation.

Evaluation of the portfolio may occur during the 
course or plan of study (formative) or at the end (summa-
tive). A comprehensive portfolio may be used to demon-
strate the acquisition of competencies during a program 
of study (Hickey et  al., 2017; Stec & Garritano, 2016) 
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TA B L E   2 4 .1 
Overview of Evaluation Strategies

Technique

Domain/ 
Assessment  
Purpose

Possible  
Applications Advantages Disadvantages Issues

Portfolio
(Paper and 

Electronic)

High-level cognitive
Affective
Psychomotor (if 

video)
Formative
Summative

Placement in 
program  
of study

For evidence of 
progress

Outcome measure  
for individual or 
program

Marketing tool for 
job placement

Demonstration 
of professional 
development

Broad sample of  
student work

Documents progress
Identifies student  

strengths and  
weaknesses

Critical thinking with  
student reflection

If e-portfolio is easier  
to make updates and  
convenient for online  
programs

Time for collection  
and grading

Need storage space
Not direct  

observation
Limited reliability
Additional expenses  

with electronic  
portfolios

Time needed for  
learning

Ownership  
responsibility  
for collection

Nonselective vs.  
selective  
portfolio

Are you assessing  
process or product?

Deciding on the format 
for organizing  
the portfolio

Role Play Cognitive
Affective
Psychomotor
Formative

Formative feedback 
for psychomotor 
skills, 
communication 
techniques, 
problem-solving 
skills

Active participation of 
student

Stimulates creativity
Variables can be 

controlled
Can repeat
Provides practice in 

peer review skills

Immediate feedback 
may not be possible

Self-consciousness of 
participant

Takes time to build 
comfort with 
technique

Need familiarity with 
material

Reflection High-level cognitive
Affective domain
Formative
Summative (for 

trending)

Self-assessment
Integration of 

learning can be 
demonstrated

Appropriate for 
assessing the 
higher-level 
cognitive skills; 
critical thinking 
can be assessed

Active student 
involvement

Encourages students 
to form connections 
within and between 
content

Assists students to 
practice self-assessment 
based on criteria

Encourages recognition 
of learning in students’ 
life experience

Time consuming for 
both students and 
faculty

Student frustration 
with lack of clarity 
of assignment

Grading criteria can be 
developed jointly

Requires a high degree 
of trust

Students will need 
orientation to this 
process

May want to consider 
anonymous grading

Paper High levels of 
cognitive and 
affective domains

Formative
Summative

Critical thinking 
skills

Writing skills
Development of 

arguments
Synthesis of ideas

More in-depth 
information in area 
of interest

A public work to be 
assessed

Writing is the 
scholarly model for 
self- expression

Time for both faculty 
and student

Subjectivity in grading
Limited sample of 

ability

Reliability
Grading criteria

Essays High levels of 
cognitive and 
affective domains

Formative
Summative

Critical thinking 
skills

Free-form
Demonstrate 

problem-solving 
abilities, decision 
making, and 
rationale

Analysis

Shorter than a paper
Assess recall and 

synthesis at one 
moment rather than 
at several times

Creativity
Easy to construct and 

administer

Less sample of content 
and ability

Time to write and 
time to grade

Reliability
Grading criteria
Clarity of questions
Use a test plan to 

better cover content

Continued on following page
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TA B L E   2 4 .1 
Overview of Evaluation Strategies (continued)

Technique

Domain/ 
Assessment  
Purpose

Possible  
Applications Advantages Disadvantages Issues

Oral (Verbal) 
Questioning

All ranges of 
cognitive domain

Affective domain
Formative
Summative

Evidence of 
thinking process 
with “why” 
and Socratic 
questioning

Evidence of verbal 
skills

Defense: determines 
content mastery 
and evidence of 
synthesis

Quick to prepare
Inexpensive
Opportunity for student 

to receive immediate 
corrective feedback

Works well for nonlinear 
ideas

Perceived by students 
as threatening

Bias of evaluator

Must determine 
the difference 
between questions 
for teaching vs. 
assessment

Criteria for assessment 
should be established 
before use

Can be subjective

Concept 
Mapping

All ranges of 
cognitive domain

Affective
Formative

Concepts expressed 
in a visual way

Shows relationships 
between and 
among topics

Works well for students 
who are highly visual 
in their orientation

Computer-based tools 
available for electronic 
submissions

Artistic students may 
have an advantage

Can be frustrating to 
concrete thinkers

Time to master 
electronic format

Reliability
Grading criteria must 

be defined
Allow for student 

creativity

Audio and Video 
Recording

All ranges of 
cognitive domain

Affective domain
Video gives 

evidence of 
psychomotor 
domain

Formative
Summative

Verbal skills
Interviews
Group discussion
Video captures 

nonverbal 
performance

Provides evidence when 
presence of faculty 
may be intrusive or 
when faculty are 
unable to be present

Relatively inexpensive
Permanent record
Evidence can be 

replayed
Works for 

self-assessment

Limited by mode of 
recording

May be difficult to get 
quality recording of 
each group member

Requires time to listen
Expense and 

maintenance of high-
quality equipment

Requires consent
Student should be 

aware of how the 
recording will be 
used

Must determine 
whether entire 
recording or a 
sampling of it will be 
assessed

Confidentiality of 
patient data is critical

Patient 
Simulation

Psychomotor
High-level cognitive
Affective

Safe practice 
environment for 
psychomotor 
skills

Preparation for 
clinical

Active involvement of 
students and faculty

Team interaction

Expensive
Specially trained 

personnel, including 
faculty

Small numbers of 
active students per 
scenario

Training persons for 
patient role

Integration into the 
curriculum

Selection of scenarios
Opportunity to practice 

before assessment
Equipment 

maintenance
Faculty education/

training
Personnel needs
Efficient scheduling of 

students

Service Learning Higher levels of 
cognitive domain

Affective domain
Formative
Summative

Evidence of complex 
communication 
and problem-
solving skills; 
teamwork, if 
group project

Authentic learning 
and assessment; 
effect on student, 
preceptor, and 
community; student 
exposure to diverse 
and/or underserved 
populations

Time to coordinate 
with students, agency 
personnel; risk that 
expectations of 
students and agency 
for scope of project 
are not alike

Assessment should 
include outcomes 
for student learning, 
preceptor and agency 
satisfaction, and 
effect on targeted 
community
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and more recently have been used in the clinical setting 
(Morgan & Dyer, 2015). It is important that clearly es-
tablished criteria be identified for the assessment, evalua-
tion, or grading of the portfolio. These criteria need to be 
shared with students at the onset of the process.

Students may be required to critique their progress 
as the portfolio develops during the course, clinical 
placement, or plan of study. When clearly delineated 
criteria are used, this exercise engages students in self-
assessment and critical reflective skills that more ef-
fectively prepare them for real-world practice. Stec and 
Garritano (2016) examined the use of e-portfolios in a 
doctor of nursing practice (DNP) program as a means 
to evaluate student achievement of program objectives. 
They suggest that to effectively incorporate portfolios 
as a measure of program outcomes, there must be con-
sistency in how the portfolio is organized, that the stan-
dards for achievement of outcomes are clearly defined, 
and that documentation is well structured.

Portfolios used as an outcome measure of a pro-
gram can include selections of student work ac-
quired throughout the curriculum. Samples of these 
portfolios can be used to evaluate student progress 
in an area such as writing skills to provide feed-
back about the effectiveness of the program (Stec & 
Garritano, 2016).

Digital badges are another electronic method to 
demonstrate specific competency acquisition (Foli, 
Karagory, & Kirby, 2015). The digital badge can be 
linked to the student’s electronic resume or portfolio. 
An employer can open the badge to view criteria for 
the badge and samples of work accomplished. In some 
geographical areas jobs for new graduates are competi-
tive, and an outstanding portfolio may assist to secure 
employment.

A portfolio or dossier may be useful when apply-
ing to academic institutions for advanced education. 
Portfolios are a method of demonstrating prior learn-
ing and experience.

Portfolios are often used in nursing programs for ad-
vanced placement of students. The portfolio is a compi-
lation of objective evidence demonstrating expertise and 
skills acquired through prior learning, practice experi-
ence, or both. Guidelines for compiling and assessing 
such portfolios must be clearly delineated. Examples 
of documentation that may be included in this type 
of portfolio include (but are not limited to) a resume, 

performance evaluation, course syllabi or outlines, and 
evidence of professional activity and certification.

Faculty may use portfolios when they are seeking 
promotion or demonstrating evidence of impact for 
performance evaluations. Guidelines for construction 
of such portfolios usually include evidence and assess-
ment of teaching, scholarship, and service, although 
specific requirements differ among institutions.

Advantages

Portfolios provide a broad sample of student work and 
can show evidence of progress or accomplishment, 
especially as they are linked to program outcomes or 
competency. Identification of student strengths and 
weaknesses in formative evaluation allows students to 
make improvements. Student reflection on the work in 
a portfolio can stimulate deeper thinking and also pro-
vide evidence of the developing affective domain. Using 
portfolios for advanced placement in programs enables 
students to receive credit for previous experience and 
reduces repetition of content. The e-portfolio provides 
increased access by both students and faculty and al-
lows large amounts of data to be gathered, increasing 
the comprehensiveness of the data. The e-portfolio 
lends itself well to online courses and programs.

Disadvantages

Although collection of the portfolio data is not time 
consuming, the main disadvantage associated with 
portfolios is the time needed to provide feedback and 
grades. In addition, it is challenging and takes time 
for faculty to determine validity and reliability for the 
established grading criteria or rubrics. If e-portfolios 
are used, additional resources may be needed, such as 
the expense of software licensing or online storage and 
time for faculty and students to learn the technology.

Issues

Major issues related to student portfolios are owner-
ship of the portfolio, responsibility for collection, fair 
grading, use of nonselective versus selective portfolios, 
and the format used to organize the portfolio. Both 
paper and electronic formats may be used. When a 
portfolio is used for classroom or program assessment 
or evaluation, the faculty must determine the purpose 
of the portfolio (e.g., to assess writing skills or criti-
cal thinking), which works will be collected, who is 
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responsible for maintaining the portfolio, what cri-
teria will be used to assess the collection, the scoring 
method, and timing of feedback.

When a portfolio is used for program evaluation 
purposes, faculty buy-in and adequate faculty devel-
opment are key to success (Stec & Garritano, 2016). 
These authors emphasize the need to clarify faculty 
role expectations for development and participation 
in the portfolio review process, institution of reward 
structures to recognize faculty service provided, and 
the development of tools that adequately reflect the 
program outcomes as necessary for successful imple-
mentation of the portfolio for program assessment. 
This strategy of program evaluation can influence and 
support organizational culture change.

Critical Reflection
Description and Uses

The development of self-assessment skills is key to stu-
dent success and is an essential component of profes-
sional development (Benner et al., 2010; Bercher, 2012; 
Sherwood & Horton-Deutcsh, 2012). The use of reflec-
tion is frequently incorporated into learning strategies 
(e.g., service learning, written work, debriefing from 
simulation and clinical experiences). The use of reflec-
tion is also a technique that may enhance the develop-
ment of shared mental models among members of an 
interprofessional team. Shared mental models are de-
fined as “individually held knowledge structures that 
help team members function collaboratively in their 
environments” (McComb & Simpson, 2014, p. 1479).

Self-monitoring of clinical practice (paying at-
tention to clinical actions while in the moment, pur-
posely examining the effect of one’s actions, and using 
these insights to improve future thinking and prac-
tice) should be cultivated by health care profession-
als (Larkin & Klonoff, 2014). and university students 
(Bennett, Power, Thomason, Mason, & Bartleet, 2016). 
The concept of reflective practice has developed from 
the work of Schön (1983) who determined two kinds 
of reflective thinking: The first occurs in the moment 
and can be characterized by the phrases “thinking on 
one’s feet” or “mindfulness.” The second is reflection 
after the fact. Both of these reflective activities are im-
portant for practicing health professionals (Larkin & 
Klonoff, 2014, p. 56). The purpose of self-reflection is 
to create a more thoughtful, self-aware, and reflective 

practitioner who will ultimately contribute to im-
proved quality of care. Bennett et al. (2016) found that 
students who completed critical reflection as part of 
an immersive service learning project shaped their 
sense of professional identity in three stages: (1) clarity 
of existing attitudes and expectations, (2) an ability to 
relate learning to past experience, and (3) the ability 
to appreciate the effect of their learning experiences 
on their future practice. Duers (2017) reported that by 
having students cocreate, implement, and evaluate a 
peer review and self-assessment feedback form, they 
gained an increased appreciation of the process and 
value of peer feedback.

The use of reflection as a learning activity encour-
ages the students to fully consider a question, an ex-
perience, or a thesis, and to process their thoughts. 
For example, a reflection may focus on preclinical 
experience exploration of values, postclinical or 
postsimulation reactions to an experience, or a self-
assessment of a component of professional devel-
opment. The reflection itself may be implemented 
through a variety of techniques such as short (one- 
to two-page) papers, progressive journaling, or oral 
questioning and discussion with individuals or in 
groups. The Debriefing for Meaningful Learning 
model is an example of a strategy that has demon-
strated positive effect on student learning outcomes 
with nursing students at both prelicensure and grad-
uate levels (Dreifuerst, 2015).

Reflections allow faculty to evaluate the level of 
understanding, guide students in the awareness of 
their mental models, and help students expand criti-
cal thinking skills as part of their professional develop-
ment. Journaling can be a strategy for reflection and 
can be organized as preclass (preparing for the class), 
intraclass (as a result of activities conducted during the 
class or clinical experience), and postclass (such as a 
homework reflection where examples may be used to 
demonstrate understanding of key concepts).

Evaluation of reflection is based on an educational 
connoisseurship model, in which students become 
connoisseur critics. According to Eisner (1985), a con-
noisseur is able to appreciate and distinguish the im-
portant from the trivial. Although students may not 
have enough experience to be true connoisseurs, the 
faculty member can role model and coach students 
to develop these skills. Bevis and Watson (1989), in a 
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modification of Eisner’s work, identified six levels of 
critiquing: looking, seeing, perceiving and intuiting, 
rendering, interpreting meaning, and judging. These 
steps include identifying an event, viewing it with a 
focus, interpreting the event on a personal level (com-
plete with value clarification), and discerning the sig-
nificance of the event. Evaluation criteria can be built 
around these steps.

Advantages

As a strategy, reflection provides an opportunity 
to examine critical thinking and values awareness. 
Transformational learning theory (Mezirow, 2000) 
would suggest that reflection provides a path for 
deeper understanding of the disconnect between the 
learner’s prior assumptions and the new appreciation 
that comes as a result of a learning activity. Reflection, 
in whatever form it takes, helps demonstrate these in-
sights to the faculty.

The process of contemplative learning practices, 
including completing reflection on experiential learn-
ing, serves to reinforce the expected standards and can 
contribute to deep learning (Kuroda, 2014). Sequential 
reflections provide evidence of learning over time.

Disadvantages

The use of critical self-reflection for evaluation re-
quires time for both students and faculty. Students 
may experience initial frustration if the scope of the 
assignment is not well defined and the skills required 
for critiquing are not practiced. The process used to 
grade the critique must be clearly defined. For this 
type of assignment, the grading may be less focused 
on form and more focused on the insights (Pohlman, 
2013). Defining the criteria for evaluation and clearly 
communicating them is essential. For example, Wyss, 
Freedman, and Siebert (2014) developed a grading 
rubric for online graduate student discussions, begin-
ning with general directions and criteria. The final ru-
bric was centered on three key attributes and provided 
clear descriptions of what constituted minimal, basic, 
and proficient performance. These authors note that 
student performance improved with the implementa-
tion of the rubric. Miller and Maellaro (2016) modi-
fied an experiential learning activity for management 
students by adding a required activity using the 5 
whys technique (IHI, n.d.) to the collective reflection 

required in a team-based problem-solving learning ac-
tivity. By deepening the dive into root cause analysis, 
each student was first asked to develop his or her own 
reflection paper. Subsequently the team was charged to 
present a collective reflection. The process of generat-
ing the team paper required critique of each individual 
analysis, deep discussion, and ultimately consensus on 
the final recommendation. The addition of the 5 whys 
ensured that students provided greater analysis in their 
reflection activity.

Issues

Students must be oriented to the elements that are es-
sential to a high-quality reflection. The authors’ initial 
experience with reflection found that students spent 
the majority of a written reflection assignment describ-
ing the event or incident, providing minimal analysis. If 
the purpose of the reflection activity is to provide evi-
dence of analysis and application, then the assignment 
needs to be structured for this. A three-part journal 
framework can accomplish this goal. The first section 
is for description of the event, the second section re-
quests the student to demonstrate an understanding of 
the concepts by applying the content from the course to 
the experience, and the third section asks the student to 
apply the understanding gained from the analysis to a 
future professional experience.

Time involved for both students and faculty is an 
issue. Developing thoughtful reflections, regardless 
of format, requires a time commitment on the part 
of students. Those who procrastinate may not obtain 
the benefits of the exercise. For faculty, reading, view-
ing, and responding can be a lengthy process. For ex-
ample, if reflections are assigned in the framework of 
a sequential journal or blog framework, faculty must 
decide whether they are going to read each entry for 
evaluation purposes or take a sample.

The purpose of the assignment must be clearly es-
tablished for its full benefits to be realized. Establishing 
grading criteria before students complete the assign-
ment will convey outcome expectations. Faculty feed-
back should also be of a critically reflective nature and 
may be most effective as a formative evaluation. The 
use of anonymity could be appropriate for grading this 
kind of assignment because it can enhance objectivity 
on the part of the evaluator and minimize student fears 
that can inhibit honesty and creativity.
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In critical reflection, the relationship of the student 
and faculty changes to shared power in the learning 
environment. The faculty–student relationship be-
comes more collegial, and a high level of mutual trust 
and desire to grow is essential. It is also imperative 
that the philosophy of the school and faculty support 
the practice of critical reflection. Students should 
also know who will view their reflections. If peers 
will view the reflections (e.g., via threaded discus-
sions, group synthesis) the amount of self-disclosure 
students choose to provide may be affected. Solum, 
Maluwa, Tveit, and Severinsson (2016) found that a 
learning environment that was authoritarian in na-
ture was less conductive to the practice of critical re-
flection. Confidentiality for the student reflection is 
an important consideration. If the reflection assign-
ments are kept in an electronic format, password pro-
tection adds security.

Papers and Essays
Description and Uses

Papers and assigned essays or essay questions on ex-
aminations can be used to demonstrate organizational 
skills, critical thinking, clinical reasoning, and writ-
ten communication while encouraging creativity. 
Papers are written reports, whereas essays are free-
form responses to open-ended questions. Students 
are encouraged to be creative in responding to essay 
questions. Both papers and essays can measure both 
the affective domain and higher levels of the cognitive 
domain.

Providing feedback to written student reflections 
can take several forms. Although computer programs 
are currently available to provide automated instruc-
tion and feedback to improve writing skills of college 
students (Roscoe, Wilson, Johnson, & Mayra, 2017); 
critique of higher order skills requires thoughtful 
responses by faculty. Effective assessment includes 
feedback about the student’s efforts; individualized and 
clearly expressed comments that focus on the work—
not the student as an individual; and concern for the 
student’s learning. Faculty comments should focus 
on the learning to be obtained from the assignment. 
Seven components for responding to writing identi-
fied by Beach and Marshall (1991) provide a classic 
framework for faculty responses to written work and 
are described in Box 24.3.

Advantages

In-depth information can be obtained through the 
writing of papers. This helps students clarify their 
own thinking about topics and learn to write better. 
Papers are a public work and can be assessed by others 
in the profession. Writing papers requires students to 
integrate their ideas with those found in other sources. 
Similarly, essays are useful for assessing higher level 
cognitive skills such as analysis and synthesis.

Using essay questions in a testing environment has 
the advantage that essay questions are easier to con-
struct than multiple-choice examination questions. It 
is important to make the essay question clearly un-
derstood and focused; providing the grading criteria 
to students will help them allocate their response time 
more effectively during the testing session. Essay tests 
can demonstrate the ability of the student to synthe-
size material they have learned and convey their ideas 
clearly without the benefit of resources.

Disadvantages

The major disadvantage of papers for both students 
and faculty is the amount of time involved in 

B O X   2 4 . 3
SEVEN COMPONENTS FOR RESPONDING 

TO WRITING

1.	 Praising: providing positive reinforcement for students
2.	 Describing: providing “reader-based” feedback about 

one’s own reactions and perceptions of the students’ 
responses that imply judgments of those responses

3.	 Diagnosing: determining the students’ own unique 
knowledge, attitudes, abilities, and needs

4.	 Judging: evaluating the sufficiency, level, depth, com-
pleteness, validity, and insightfulness of a student’s 
responses

5.	 Predicting and reviewing growth: predicting poten-
tial directions for improving student responses ac-
cording to specific criteria and reviewing progress 
from previous responses

6.	 Record keeping: keeping a record to chart changes 
across time in student’s performance

7.	 Recognizing/praising growth: giving students recog-
nition and praise for demonstrating growth

Excerpt from Beach, R. W., & Marshall, J. D. (1991). Teaching 
literature in the secondary school (pp. 211–212). New York: 
Harcourt Brace & Company.



	 24    STRATEGIES FOR EVALUATING LEARNING OUTCOMES	 463

writing and grading. Faculty can become distracted 
from the content of the paper when a student ex-
hibits poor writing skills. As well, faculty feedback 
may be more focused on supporting the grade as-
signed even when faculty states their belief that the 
purpose of feedback is to improve students’ skill 
acquisition. Providing constructive comments can 
be accomplished through facilitative comments by 
posting questions versus being authoritative. Davis 
(2009) suggests using the question “What do you 
hope your reader will understand your thesis to 
be?” instead of a directive statement such as “State 
your thesis more clearly” (p. 328). Faculty should 
also avoid the temptation to rewrite the paper 
while they are grading. An essay test may involve 
less sampling of the content than a multiple-choice 
examination.

Issues

Reliability in grading papers is an issue. Reliability 
can be increased by having clearly established grad-
ing criteria and having more than one person grade 
the paper. This is especially important for papers that 
receive low or failing grades. Anonymous grading can 
increase the objectivity of the grader. Faculty should 
determine the assessment plan based on the purpose 
of the paper and desired outcomes. For example, if the 
purpose is to demonstrate critical thinking and cre-
ativity, the format of the paper may have less value in 
the total grade of the paper. Alternatively, if the pur-
pose is for the student to demonstrate scholarly writ-
ing, evaluation may emphasize the format and style 
of writing.

Writing a clear and focused essay question can be a 
challenge for faculty. The question needs to be stated 
in such a way that the scope is clear to the students. 
It is also important to follow a test plan when essay 
tests are constructed so that the content is adequately 
sampled. Before grading an essay examination, faculty 
must establish clear grading criteria. When more than 
one person is grading, interrater reliability needs to be 
established. Time required to answer the essay should 
be determined. Davis (2009) suggests providing ap-
proximately twice the amount of time for students to 
provide their answer in a testing environment as it 
takes for the faculty member to write out the answer 
to the essay.

Concept Mapping
Description and Uses

Concept, mind, and nursing process mapping are all de-
scriptive terms applied to a strategy in which students 
express concepts and their relationships in a visual for-
mat. It is based in constructivist learning theory and 
“as created by Novak and Gowin (1984) is a schematic 
device that links concepts through the theoretical prem-
ises of subsumption, progressive differentiation, and in-
tegrative reconciliation” (Daley, Morgan, & Black, 2016, 
p. 636). This strategy uses a visual means for students 
to demonstrate how they organize information, under-
stand complex relationships, and integrate theoretical 
knowledge into practice (George, Geethakrishnan, & 
D’Souza, 2014). Concept mapping is frequently used 
as a method for students to demonstrate their under-
standing of the underpinnings that guide the delivery 
of nursing care. Multiple problems can be incorporated 
into a patient-oriented concept map, allowing students 
to demonstrate the interrelationship of the problems to 
patient care. Multiple studies in the global nursing lit-
erature over the past decade have attested to the positive 
effect of concept maps to student learning (Jaafarpour, 
Aazami, & Mozafari, 2016). For example, Lee, Chiang, 
Liao, Lee, Chen, and Liang (2013) found from their 
2-year longitudinal study that using a concept map 
teaching strategy can enhance critical thinking skills 
of nursing students. Examples of concept mapping are 
provided in Fig. 24.1.

The concepts to be mapped can be provided by the 
faculty, generated by the students, or determined by the 
unique patient care they represent. The structure can be 
defined or left open to student creativity. A number of 
computer-based programs are available for constructing 
concept maps and are useful for online environments. 
Using electronic maps allows each piece of the concept 
map to be hyperlinked to a resource. This application of 
concept mapping is called a concept resource map.

When concept mapping is used for evaluation, the 
purpose of the assignment drives the criteria. For ex-
ample, criteria may include such things as a content 
analysis (the number of items included), the clarity of 
the organizational structure, accuracy of relationships, 
and categorization of content. It is possible to have stu-
dents self-assess or peer assess concept maps as a way 
of building the professional skills of self-assessment 
and peer assessment.
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Advantages

Concept mapping requires students to demonstrate 
cognitive synthesis skills with a minimum amount of 
writing. Mapping also allows faculty to gain insight 
into the way students assimilate new information and 
how students are connecting the material. Mapping 
also lends itself well to assessment, especially in de-
termining the way students view relationships. Having 
students verbally explain the concept map can add 
clarity to their understanding of the relationships ex-
pressed by the lines on the map.

Disadvantages

The concept map may be large and difficult to fol-
low. It can also be more challenging to interpret the 
student’s intent because only key words and phrases 
are used. In a handwritten format, it is possible that 
the artistic ability and overall appearance and read-
ability of the map could influence faculty. For digi-
tal concept maps, special software is required. Time 
required for both students and faculty to learn the 
program needs to be acknowledged. Time involved 
in reading and responding to concept maps can be 
lengthy.

Issues

The faculty must teach students how to successfully 
create a map and allow them practice in completing 
maps before using this as an evaluation strategy. By 
practicing the mapping strategy as an in-class learning 
experience, the students will have a greater familiar-
ity with the process. This becomes an active learning 
strategy when small groups work on a concept map 
during class time and then share their maps with 
peers. Using an evaluation rubric to provide peer feed-
back not only provides the students an opportunity to 
practice feedback but also familiarizes them with the 
expectations of the assignment. Special software can 
improve the capabilities of concept mapping in an 
electronic environment. Software to support concept  
mapping can add a learning curve for students. 
Regardless of the method used to construct the map, 
a limitation of mapping is the challenge of uncover-
ing the rationale for the relationship of ideas. One 
way of addressing this limitation is to use the map 
as the focus for a faculty–student conference, which 
could be accomplished in either a face-to-face or digi-
tal modality. The grading of the exercise could eas-
ily become subjective unless clear criteria for grading 
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Fig.  24.1    Concept map created to analyze the nursing faculty shortage. (Courtesy Carolyn Low, RN-BSN graduate of 
Colorado Christian University.)
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are established. These criteria should be defined for 
the students before submission of their work. Faculty 
need to establish the validity and reliability of their 
tools for this strategy.

Oral Questioning
Description and Uses

In the quest to assess the student’s ability to think 
critically and develop clinical reasoning skills, fac-
ulty have historically used oral questioning. At the 
graduate level, oral questioning is used for the de-
fense of the dissertation and thesis. In this process, 
the student must demonstrate a working knowledge 
of the discipline and the ability to express arguments 
orally. The answers to these questions demonstrate the 
knowledge, skills, and attitudes held by the student. 
For health professions, the use of oral questioning dur-
ing clinical learning is designed to elicit assessment at 
all levels of the cognitive domain and affective domain 
and to provide evidence of critical thinking. Questions 
can solicit only factual information or ask for compar-
isons, priorities, and rationale. During a questioning 

session, students can be asked to elaborate and justify 
their responses. Questioning as an assessment tech-
nique can be sequenced to move the student from a 
basic level (factual information) to a higher cognitive 
level (clarifying relationships). A high degree of trust 
and sense of collaboration for learning growth in the 
relationship of faculty and learner is a key for success 
in this method. The Socratic questioning strategy is 
one model of questioning. By leading the student with 
questions that do not provide direct information to 
the learning at hand, the faculty member guides the 
student through questioning to discover the answer or 
to recognize the gaps in knowledge that need to be re-
solved in order to answer the question. For examples 
of Socratic questioning see Box 24.3. For examples of 
how Bloom’s taxonomy can be used to generate ques-
tions, see Box 24.4.

Advantages

Oral questioning is inexpensive, requires no special 
equipment, and can be quickly developed by fac-
ulty. During oral questioning, it is possible to give 

B O X   2 4 . 4
EXAMPLES OF QUESTIONS TO ASSESS THE COGNITIVE DOMAIN

REMEMBER
Define __________.
List the five principles for __________.
Based on your assignment, what do you recall about 
__________?

UNDERSTAND
Explain the meaning of __________.
Tell me in your own words what is meant by __________.
Which of the examples demonstrates __________?

APPLY
What is a new example of __________?
How could __________ be used to __________?
Show how this information could be graphed.

ANALYZE
What are the implications of __________?
What is the meaning of __________?
What are the key components of __________?

EVALUATE
Explain the effectiveness of this approach.
Which solution would you choose? Justify your opinion.
What are the consequences of __________?

CREATE
What are some possible solutions to the problem of 
__________?
From this information, create your own model of 
__________.
Suppose you could __________. How would you approach 
__________?

Cognitive taxonomy dimensions based on Krathwohl, D. R. (2002). A revision of Bloom’s taxonomy: An overview. Theory into Practice, 41(4), 
212–218.

Adapted from Hansen, C. (1994). Questioning techniques for the active classroom, and King, A. Inquiry as a tool in critical thinking. In 
D. F. Halpern (Ed.), Changing college classrooms: New teaching and learning strategies for an increasingly complex world (pp. 13–38, 93–106). San 
Francisco: Jossey-Bass.
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immediate feedback to the student, which makes this 
an excellent option for formative assessment.

Disadvantages

Students may feel highly stressed by the experience. As 
well, not all faculty are skilled in providing feedback. 
Al Wahbi (2014) found that as many as 40% of clini-
cal faculty overestimated their proficiency in providing 
feedback and could benefit from specific training in 
feedback practices. Establishing reliability of an oral ex-
amination requires extra effort on behalf of the faculty.

Unless the session is recorded, there is no perma-
nent record of it. The evaluator may be biased by a va-
riety of factors during the assessment. For example, if 
the student performs well at the beginning of the ses-
sion and the performance deteriorates as the session 
progresses, the earlier performance may be biased by 
what occurred subsequently. It is imperative that the 
criteria for assessment be fully developed before the 
questioning session.

Issues

Using questions for evaluation must be distinguished 
from using questions to encourage active student 
learning. Avoid leading or loaded questions. Consider 
giving students a minute to write down an answer. This 
can minimize the stress of a questioning session. It is 
important for faculty to avoid interrupting the student 
as an answer is being given. Oral feedback from the 
teacher to the student, especially when correcting the 
student, needs to have as its primary focus the pur-
pose of improving future performance. That makes 
this technique most suited as an assessment strategy. 
Not all faculty are well trained in this technique. The 
criteria for evaluation must be established before the 
session with the student. Because of the lack of a per-
manent record of the interaction, risk of subjectivity is 
greater in this kind of assessment.

Audio and Video Recording
Description and Uses

Audio recording can be used to evaluate communica-
tion skills, group process, clinical caregiving simula-
tions, and interviewing skills. Audio recording allows 
the evaluator to focus on verbal communication with-
out other distracters. Video recording captures a more 
complete essence of the competencies being evaluated. 

For example, evaluation of psychomotor skills and as-
pects of clinical reasoning can be demonstrated in the 
video capture. Faculty must determine at the outset if 
audio and video recording is used as an assessment 
to provide feedback to students for performance im-
provement (formative) or if their performance is being 
evaluated and graded (summative).

Using a video camera to record student perfor-
mance can be a means of evaluating several perfor-
mance parameters. Video of student performance is 
useful for evaluation communication skills because 
it picks up the student’s actual words and inflections 
and body language. The live action feature of the video 
recording also provides evidence of the sequencing of 
student actions in hands-on skill performance. This 
method works well for skill validation and is very use-
ful for students to self-assess their performance using 
a rubric. The video capture has been long used for 
debriefing after simulations. Basic video recording 
equipment has become fairly inexpensive; high-quality  
cameras are included in most cell phones, tablets, 
and computers. Comprehensive audio and video 
capture equipment specifically designed to link with 
high-fidelity simulation can be very expensive. More 
recently there are commercially available collabora-
tive, multimedia slide shows that hold images, docu-
ments, and videos and allow people to navigate pages 
and leave comments in five ways—using voice (with 
a microphone or telephone), text, audio file, or video 
(via a webcam). These programs interface with learn-
ing management systems and allow students to dem-
onstrate a variety of skills.

Advantages

Obtaining audio recording equipment is relatively in-
expensive. Most digital cameras, cell phones, tablets, 
and computers have audio and video recording capa-
bilities and are fairly inexpensive. In the case of audio 
recording, the presence of the microphone may be less 
threatening to the student than use of a video camera 
or direct faculty observation. Video recording works 
well for evaluation of mastery, particularly with psy-
chomotor skills. These techniques allow students to 
practice and record their skills in private, listen to or 
view and critique their own performance, and even re-
record the procedure until they are satisfied with the 
performance before submitting it for a grade.
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This strategy affords flexibility in scheduling for 
both students and faculty. Faculty can conduct a sec-
ondary analysis of the recording if necessary. With 
both audio and video recording, faculty can assess stu-
dent performance with patients without being intru-
sive in the dynamic of the student–patient relationship.

Disadvantages

It can be difficult to distinguish individual voices in a 
group of participants when listening to an audio re-
cording. One suggestion is to have each group member 
state his or her name at the beginning of the recording 
so that voices can be identified. In addition, commu-
nication has both verbal and nonverbal components. 
Thus one limitation of audio recording as a strategy 
is that only the verbal components of the skill can be 
evaluated.

A certain level of competence is required in know-
ing how to position video equipment correctly to se-
cure quality visual and audio recording. The skill of 
the cameraperson and the camera angle can affect the 
quality of the recording. It may be necessary to use 
small microphones to adequately secure the audio 
components. More expensive options are commonly 
found in high-fidelity simulation rooms, where video 
cameras may be mounted in multiple sites throughout 
the room and inputs from each camera are synchro-
nized in a control room. Extra technical personnel are 
usually needed to maintain the equipment. If patients 
are involved, their consent is required. Requirements 
of the Health Insurance Portability and Accountability 
Act of 1996 (HIPAA) privacy rules are of concern 
whenever there is use of digital data from patients; 
therefore protocols should be in place to maintain se-
curity. Students should be educated about the uses of 
the recordings, especially the issues surrounding con-
fidentiality of the materials, and sign agreements indi-
cating their understanding.

The experience of being recorded can cause stress 
to some students who may feel self-conscious about 
being “on camera.” However, in some cases, the stress 
level may be lower than that experienced with direct 
observation by the faculty member. If patients are also 
being video recorded, explanations of expectations 
should be provided and consent obtained before the 
recording begins. Evaluators need good observational 
skills.

Issues

The protocol for scoring must be determined before 
this strategy is instituted. Students need an opportu-
nity to practice with the strategy before it is used in the 
assignment of a grade. A decision needs to be made 
about whether the entire recording or a sampling will 
be used for evaluation. Confidentiality and the need to 
obtain consent from all individuals who are included 
in the recording is an issue. HIPAA guidelines are re-
quired for digital patient data.

Role Play
Description and Uses

In role play, the learner portrays a specific individual 
and is generally given much freedom to act out that role 
spontaneously. Role play is particularly appropriate for 
objectives related to developing interpersonal relation-
ships with patients, peers, and other health care pro-
viders (Oermann & Gaberson, 2016). The role-playing 
process provides a live sample of human behavior that 
serves as a vehicle for students to (1) explore feelings; 
(2) gain insight into their abilities, values, and percep-
tions; (3) develop their problem-solving skills and atti-
tudes; and (4) explore subject matter in different ways. 
Role playing affords students the opportunity to apply 
content in a relevant, everyday context that promotes 
deeper learning and may exceed a traditional approach 
(Vizeshfar, Dehghanrad, Magharei, & Sobhani, 2016). 
This may provide a rationale for the use of role playing 
in simulation.

The time for role play can vary according to the time 
available and the complexity of the role play situation. 
The student is informed of the concept or role to be per-
formed and given time to be creative in its presentation. 
The content, not the performance ability, should be as-
sessed. The content and process can be assessed for use 
of communication techniques. Role reversal is used in 
situations in which the purpose is to change attitudes. 
This facilitates an understanding of opposing beliefs. 
On termination of the role play, the student observers 
analyze what occurred, what feelings were generated, 
what insights were gained, why things happened as they 
did, and how the situation is related to reality.

Advantages

Situations can be structured or prepared as open-
ended responses. After students critique the role play, 
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the process can be repeated. Role play affords the op-
portunity for students to practice peer review. This 
technique actively involves the students and fosters 
creativity.

Disadvantages

Role play can be awkward for the faculty and student 
if it is not practiced before the time of assessment or 
evaluation. Immediate feedback is difficult to provide 
if many groups are performing at the same time.

Issues

Using role play as a teaching mode before its use in 
evaluation assists students and faculty to become fa-
miliar with the technique and material; however, all 
that could happen cannot be anticipated. Students 
need to be informed in advance about the use of this 
technique for assessment. It may take time and experi-
ence to build comfort with this technique.

Patient Simulation
Description and Uses

Simulation is the creation of a representation or 
model of a real-life situation (adapted from http://
sb.thefreedictionary.com/simulate). In nursing, simu-
lations are used to provide a safe practice environ-
ment for student learning, assessment, and evaluation 
(Jeffries, 2012). The continuum of simulation ranges 
from role playing to high-fidelity, computer-supported 
simulation that uses the most up-to-date mannequins 
and computer-driven equipment to closely replicate 
real-life situations. Use of standardized patients (in-
dividuals who are trained to act as patients) is another 
form of role playing used to evaluate student perfor-
mance in simulations. Faced with increasingly limited 
clinical resources, both standardized patients and 
high-fidelity simulations are commonplace in nursing 
education programs. The National Council of State 
Boards of Nursing study on simulation has demon-
strated that undergraduate students can experience up 
to 50% of clinical instruction via simulation (Hayden, 
Smiley, Alexander, Kardong-Edgren, & Jeffries, 2014), 
and when used as clinical instruction, faculty also 
need to consider the most appropriate way to assess 
and evaluate clinical learning outcomes and deter-
mine when simulation is best used for assessment in-
cluding feedback for improvement or for evaluation 

and grading (see Chapter  19). Advances are being 
made in rubric standardization (Reising et al., 2015; 
Aronowitz et  al., 2016; Bradley & Dreifuerst, 2016); 
however, reliability and validity of instruments must 
be well established, especially if they are used for sum-
mative evaluation.

Advantages

Standardized patients and low-fidelity and high-
fidelity simulation provide safe environments to as-
sess and evaluate skills that are essential for quality 
nursing practice. Low-fidelity simulations can allow 
the opportunity for students to practice psychomotor 
skills in a more authentic environment. For example, 
instead of setting up individual stations where stu-
dents validate their ability to perform procedures, a 
more authentic simulation involves new orders on a 
given patient that requires performance of the skills in 
the context of patient care. The combination of video 
recording with simulation provides opportunities for 
debriefing with students and for faculty to establish 
interrater reliability when evaluating the simulations. 
Faculty must carefully consider if these situations are 
appropriate for evaluation or are best used to help stu-
dents learn.

In addition to assessing individual skill performance 
and demonstration of higher order thinking skills, 
simulations allow for assessment of team and interpro-
fessional interaction. High-fidelity simulations have 
been used with students of various disciplines to im-
prove communication and teamwork across disciplines. 
Students and faculty alike find the simulated patient care 
environment interesting and stimulating. Again, faculty 
must be thoughtful in their decision to use simulations 
for grading and evaluation in these situations.

Disadvantages

The main disadvantage of using high-fidelity simu-
lations for evaluation is the time and expense in-
volved. Although equipment cost is decreasing, it 
remains rather high for the initial purchase. Another 
disadvantage is that simulations can only accommo-
date a small number of active participants at a given 
time. Similarly, disadvantages of using standard-
ized patients include the training required, the ex-
pense involved, and increased faculty workload for 
evaluation.
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Issues

Major issues related to using simulation as an evalua-
tion strategy include but are not limited to selection of 
scenarios, opportunity for practice before evaluation, 
maintenance of equipment, faculty education and 
training, personnel needs, and efficient scheduling 
of students. The format of the scenario for evaluation 
should match the format used for practice. There is a 
need for ample opportunity for student practice before 
evaluation. This assists the students to become more 
comfortable with the simulated environment before 
they receive a grade (even if it is satisfactory or unsat-
isfactory). Creating reliable and valid instruments for 
evaluation and ensuring interrater reliability for their 
use is another issue.

How to efficiently schedule students for evalua-
tion must be addressed because simulations only ac-
commodate a small number of active participants. 
It is necessary to work out the mechanics of sched-
uling students, whether simulations are used as a 
teaching, assessment, or evaluation strategy. If col-
laborative partnerships have been developed between 
practice and academia for shared simulation equip-
ment and space, then scheduling issues may be more 
complicated. Oermann, Kardong-Edgren, and Rizzolo 
(2016) identify critical guidelines when using simula-
tion for summative assessment and emphasize the im-
portance of faculty education and training in addition 
to employing reliable and valid instruments.

Service Learning
Description and Uses

Many college campuses have embraced service learn-
ing either as the framework for a course or as a compo-
nent within a course (Taylor & Leffers, 2016). Service 
learning experiences are designed to meet community 
needs, develop civic engagement, and meet curricular 
goals (see also Chapters  12 and 13). A service learn-
ing project can take multiple forms. It can be designed 
as an individual project where one student works on a 
project that meets a need for an agency (e.g., develop-
ing an in-service for a nursing unit on a given topic) 
or it may be a group project wherein several students 
work together (e.g., developing and carrying out a 
health fair for senior citizens at a community center). 
The ability to effectively work as a member of a team 
is a common outcome associated with service learning  

(Foli, Braswell, Kirkpatrick, & Lim, 2014). The authors 
have found that using assessment strategies such as an 
appreciative inquiry reflection at the midpoint of the 
project can be useful in addressing challenges with 
the group. Timing of this assessment midway through 
the project allows readjustments in group processes 
and helps with self-awareness. Typically a final group 
presentation or report is completed and submitted for 
evaluation and grading. An example of a rubric for a 
group presentation is found in Table 24.2.

Advantages

A service learning project has relevance for the stu-
dents because the learning experience is authentic and 
based in a real-world situation. It also is meaningful 
to those who benefit from the projects these stu-
dents complete (Taylor & Leffers, 2016). Seating the 
learning in the context of reality exposes students to 
situations they may encounter after graduation, and it 
allows them the opportunity to find their way while 
still having the support of faculty. Service learning can 
contribute to positive visibility for the school when 
contributions provided by the service learning projects 
meet needs of the community. As well, service learning 
projects provide students the opportunity to better un-
derstand needs of individuals and communities.

Disadvantages

Time for faculty to manage service learning projects 
can be viewed as a disadvantage because out-of-class 
time is required to meet with the agencies, arrange 
the experiences, and follow up regularly with stu-
dents and agencies. It takes care to be sure that the 
expectations of the agency are in concert with the 
expectations of the faculty for the learning require-
ments and that evaluation criteria align with both 
sets of expectations. Faculty may need to help stu-
dents clarify and resolve conflicts with agencies and 
within groups. There is also a risk that the student 
group may fall short of the expectation of the agency 
and the reputation of the school could be jeopardized 
in the community.

Issues

The ultimate question becomes how to evaluate the 
learning that takes place. Again, the faculty must focus 
on the desired learning outcomes. For example, if the 
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primary purpose is to help students learn to work in 
teams, evaluation strategies that emphasize growth in 
self-awareness, communications, and conflict resolu-
tion are appropriate. A variety of strategies may be used. 

It is fairly common to have reflections or papers as a 
means to consider the outcomes. Group work or team-
work can be triangulated by looking at individual and 
group reports in addition to observation by the faculty 

TA B L E   2 4 . 2
Example of a Shared Online Rubric for Evaluation of a Group Presentation

Group Presentation Rubric

 Excellent Good Fair Poor

 40 pts 30 pts 20 pts 10 pts

Organization Excellent Good Fair Poor

 Presentation was very 
organized and was 
very easy to follow. 
Transitions between 
group members were 
well planned and 
executed cleanly.

Presentation was 
fairly organized and 
pretty followable. 
Transitions might 
have been slightly 
discontinuous but 
did not take away 
greatly from the 
overall presentation.

Presentation was not 
clearly organized. 
Transitions between 
members were 
jumpy or awkward.

Presentation lacked 
organization. Poor 
transitions between 
group members 
individual parts. 
Presentation lacked 
order and was very 
difficult to follow.

Teamwork/Participation Excellent Good Fair Poor

 The group worked very 
well with each other, 
and the presentation 
was shared equally 
among the group 
members.

The group worked 
well with each other 
and communicated 
well. Some members 
participated slightly 
more than others.

The group 
communicated 
relatively well, with 
a few lapses in the 
presentation; some 
students dominated 
the presentation 
and others did not 
participate much.

Group did not work 
well together. 
There were obvious 
miscommunications 
and lapses in the 
presentation.

Content Excellent Good Fair Poor

 Group members 
had a strong hold 
on the content, 
and the content 
was thoroughly 
addressed. No 
mistakes were made 
with regard to 
content knowledge.

Most of the group 
members had a 
solid understanding 
of the content. 
Content was missing 
minor elements or 
contained minor 
errors.

Group members had 
only a superficial 
understanding of 
content. Several 
mistakes were 
made during the 
presentation.

Group members 
had little to no 
understanding of the 
content addressed in 
the presentation.

Visual Aid(s) Excellent Good Fair Poor

 Visual aids used were 
used effectively 
throughout 
presentation. Group 
members used visual 
aids as a supplement, 
not as a crutch.

Visual aids used 
were somewhat 
effective, but weren’t 
used consistently 
throughout 
presentation.

Visual aids used did 
not support verbal 
presentation. They 
lacked information, 
or group members 
read from them.

Visual aids were not 
used at all.

Retrieved from http://www.rcampus.com/indexrubric.cfm
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and the agency staff. In some cases students may be 
asked to provide peer review. Evaluation should address 
the measurable effect of the experience on the student, 
the agency, the preceptor, and the community served. 
Taylor and Leffers (2016) propose that standardization 
of evaluation is important to better demonstrate the ef-
fect of service learning on student learning outcomes 
and ultimately on the profession. Organizing, supervis-
ing, and evaluating service learning activities requires 
time from the faculty to develop, nurture, and maintain 
relationships with the community partner.

SUMMARY

Using more than one strategy will more fully demon-
strate student outcome achievement. When using any 
evaluation strategy, students should have the oppor-
tunity to practice before the activity is used for grad-
ing. The strategies addressed in this chapter include 
portfolios, reflections, papers, essays and essay tests, 
concept mapping, oral questioning, audio and video 
recordings, simulations, role play, and service learning. 
To select the best strategy, faculty members must con-
sider the purpose and setting; the time required for 
preparation, implementation, and grading; the cost; 
and the advantages and disadvantages of each strategy. 
Although it requires time, energy, and persistence to 
plan evaluation of student achievement of learning 
outcomes, the effort ultimately benefits students and 
the patients they are preparing to serve.

Faculty who implement evaluation strategies will 
continue to increase the evidence base for best prac-
tices and contribute to the scholarship of teaching. The 
findings from the use of assessment and evaluation 
strategies can be used for a variety of purposes. The 
most obvious is to provide feedback to the learner and 
to revise instruction and learning activities. Evidence 
of critical thinking, clinical reasoning, and therapeutic 
communication is a part of the systematic program as-
sessment plan. In addition, assessment and evaluation 
data are also helpful for the individual faculty as evi-
dence of teaching excellence. As nursing education 
meets current challenges, the refinement of assess-
ment and evaluation strategies will continue to expand 
in tandem with the development of teaching strategies, 
thereby contributing to the ever-increasing quality of 
education for nurses of the future.
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ALTERNATIVE FORMAT TESTS⁎
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U  sing test questions, either written by the faculty or 
selected from a test bank (and revised as needed) is one 
more strategy that nurse educators can use to assess stu-
dent attainment of learning outcomes. Although develop-
ing classroom tests seems like a relatively straightforward 
task, it is, in fact, an involved process. The purpose of this 
chapter is to offer a step-by-step approach to planning, 
developing, administering, analyzing, and revising class-
room tests. Understanding these steps will not only assist 
faculty to develop their own fair, reliable, and valid tests, 
but will also provide information for judging the quality 
of test items used on standardized tests and preparing 
tests from commercially developed test banks.

PLANNING THE TEST

Developing or using a test that is valid (representa-
tive) and reliable (consistent) requires much thought 
and planning. Before planning the test, faculty must 
review all aspects of the teaching–learning cycle (writ-
ing student learning outcomes, providing instruction 
followed by active learning, ensuring all students have 
attained the learning outcomes through practice and 
assessment, and finally developing and administer-
ing the test.) At this time faculty must ensure that the 
test to be developed links to the preceding steps of the 
teaching–learning cycle.

During the planning stage faculty must make 
thoughtful and informed decisions about the test 

design, administration, and use of the test results. 
These decisions must be based on evidence, follow best 
practices, and be made before the test is administered 
and graded. This section discusses determining the 
purpose of the test, understanding criterion-referenced 
versus norm-referenced tests, developing a test blue-
print choosing item types, writing structured response 
test items, and improving the reliability and validity of 
a test.

Purpose of the Test
Tests in nursing education are given for a variety of 
reasons, and faculty must first determine how the test 
will be used. If using an already developed test, it will 
also be important to understand the validity and reli-
ability and other metrics of the test because test results 
have significant consequences for evaluating learning 
and determining students’ admission, progression, 
and graduation.

Tests Used to Determine Admission, 
Progression, and Graduation
One of the first tests nursing students may encounter 
is one of those used for admission. Although there 
are a variety of standardized college admissions tests 
such as the Scholastic Aptitude Test (SAT) and the 
Graduate Record Exam (GRE), many schools of 
nursing now use a battery of tests specifically de-
signed to test basic academic skills of nursing stu-
dents. Standardized tests are also used, particularly in 
prelicensure nursing programs, to monitor students’ 
progress throughout the program, and as an exit ex-
amination at the end of the program that may be used 
to determine whether the student graduates. Because 

*The author acknowledges the work of Lori Rasmussen, MSN, RN; 
Diana J. Speck, MSN, RN; and Prudence Twigg, MSN, RN, in the 
previous editions of the chapter.
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the decisions made based on these tests have serious 
consequences for the applicant or the student admit-
ted and progressing through the program, these tests 
are referred to as high stakes tests (Sullivan, 2014).

When administering high stakes tests to make de-
cisions about admission, progression, and graduation, 
faculty must first understand how the test was devel-
oped, what constructs the test measures, the validity 
and reliability of the test, the readability of the test 
items, and the presence of linguistic or cultural bias, 
and then make thoughtful decisions about its use. If 
the test will be used for predicting success on a licens-
ing examination, faculty must know how those data 
are determined and for which population of students. 
When using commercially developed tests used for 
high stakes assessment or evaluations, faculty must 
also consider the ethical and legal aspects of using 
these tests in addition to the cultural and socioeco-
nomic diversity of the students who will be taking the 
tests. For example, faculty must consider the implica-
tions for students when standardized tests are used to 
determine progression or graduation for students who 
have paid tuition, demonstrated attainment of learn-
ing on teacher-made tests, and demonstrated requisite 
knowledge, skills, and attitudes in clinical practice. 
Finally, faculty must consider the amount of stress 
students face when they are required to take high 
stakes tests (Tagher & Robinson, 2016). Faculty can 
develop or revise policies about when to administer 
high stakes tests and how to use the results to promote 
learning, ensure fairness about decisions affecting ad-
mission, progression, and graduation and to satisfy 
concerns from students and external program review 
agencies (Stonecypher, Young, Langford, Symes, & 
Wilson, 2015).

Tests Used to Determine Readiness or Placement or 
as Advance Organizers

If the test is to be given before instruction as a pretest, 
the test may be used to determine readiness (the grasp 
of prerequisite skills needed to be successful) or place-
ment (the level of mastery of instructional objectives). 
Administering a test that is similar to a unit or final 
examination can also serve as an “advance organizer” 
to alert students to significant content that should be 
learned and will be subsequently tested.

Tests Used to Improve Learning (Practice Tests)

During instruction, the test may be used as a forma-
tive evaluation of learning or as a diagnostic tool to 
identify learning problems. In a review of literature 
about testing effects, Binks (2017) found that test-
ing improves learning when the test requires stu-
dents to apply information rather than recognize 
it. Similarly, Tu, Lin, Lee, and Fan (2017) found 
that test-enhanced learning, the use of testing with 
feedback after instruction, was effective, particu-
larly for low-scoring students. Additionally, adap-
tive quizzing systems used for formative testing can 
improve student learning and reduce course failure 
(Simon-Campbell & Phelan, 2016.) With the wide 
availability of test banks, such as those that accom-
pany textbooks, and the ease of creating tests in a 
test-authoring component of a learning management 
system, faculty can use tests as a way for students to 
practice and assess their own learning. Faculty can 
also include practice tests after short presentations 
of information in an online or on-campus classroom 
setting when using a lecture or narrated PowerPoint 
presentation as a teaching–learning strategy.

Tests Used to Determine Grades

The most common use of tests is to assign grades. 
In this situation, tests serve as a way of evaluating 
learning outcomes and provide summative evalua-
tion of learning on which grading decisions may be 
based.

Types of Tests
Criterion-Referenced Tests

Criterion-referenced tests are those that are con-
structed and interpreted according to a specific set 
of learning outcomes (McDonald, 2014). This type of 
test is useful for measuring mastery of subject matter. 
An absolute standard of performance is set for grad-
ing purposes. Typically, nurse educators tend to use 
criterion-referenced tests because the goal of nursing 
education is for all students to attain mastery of the 
content. For example, criterion-referenced tests are 
frequently used to ensure safety in areas such as drug 
dosage calculation, in which the absolute standard of 
performance may be set as high as 100%, regardless of 
the performance of other students.
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Norm-Referenced Tests

Norm-referenced tests are those that are constructed 
and interpreted to provide a relative ranking of stu-
dents (McDonald, 2014). This type of test is useful for 
measuring differential performance among students. 
A relative standard of performance is used for grading 
purposes. Standardized tests such as the SAT and GRE 
are examples of norm-referenced tests.

Test Blueprint
The purpose of developing a test blueprint (table of 
specifications, test map, test grid, test plan,) is to en-
sure that the test serves its intended purpose by repre-
sentatively sampling the intended learning outcomes 
and instructional content. The first step in developing 
a test blueprint is to define the specific student learning 
outcomes to be measured. Specific learning outcomes, 
which are derived from more general instructional 
outcomes (e.g., unit, course, level, or program learn-
ing outcomes), specify tasks that students should be 
able to perform on completion of instruction. Bloom’s 
taxonomy has been used as a guide for developing and 
leveling general instructional and specific learning 
outcomes and thus also serves as a guide for linking 
the level of the learning outcome to the level of the test 
question (Anderson & Krathwohl, 2001). Although the 
cognitive components of the affective and psychomo-
tor domains can be evaluated with structured-choice 
tests, tests have most often been used to determine 
achievement of outcomes in the revised six levels of 
Bloom’s cognitive domain (see Chapter 10).

The NCLEX licensing examinations place empha-
sis on cognitive processing skills used by nurses, such 

as critical thinking, nursing clinical judgment, and 
clinical decision making (Dickison et al., 2017), and 
tests that are being used to prepare students to take 
licensing examinations should develop test items that 
evaluate learning at higher levels of the cognitive do-
main. This is vital because higher-level skills are more 
likely to result in retention and transfer of knowledge, 
and they will assist in preparing students for the licens-
ing and certification examinations that test primarily 
at the levels of application and above.

The second step in developing a test blueprint in-
volves determining the instructional content to be evalu-
ated and the weight to be assigned to each area. This can 
be accomplished by developing a content outline based 
on lesson, unit, or course learning outcomes. Faculty 
can develop a simple blueprint with a two-way grid 
that includes the learning outcomes, content, and num-
ber of questions about each content area (Table 25.1). 
Some faculty prefer to use a comprehensive test blue-
print based on the National Council of State Boards 
of Nursing (NCSBN) licensing examination blueprint. 
This blueprint identifies the number of questions per 
content area and information about the concept or 
competency being tested, the level of the cognitive do-
main, the type of question, client needs category and 
related activity statement, and the integrated processes 
(Table 25.2). This type of blueprint ensures that both 
students and faculty understand what is being tested 
and how each question relates to all components of the 
licensing examination blueprint. Faculty can also use 
the test blueprint to ensure the test evaluates intended 
learning outcomes and aligns with the teaching, learn-
ing, and practice activities.

TA B L E   2 5 .1
Sample Test Blueprint Using Learning Outcomes and Content Topics

Learning outcome Topic A Topic B Topic C Topic D Topic E

Assess client for side effects of 
medications

Question 1  Question 2  Questions 3, 4, 5

Assess client’s heart sounds  Question 6    

Develop a care plan for a client 
with heart disease

Question 7 Question 8  Question 9 Question 10
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Other Considerations in the Planning Stage
Selecting Item Types

Several types of items can be used to test attainment 
of learning outcomes. Items may be selection-type, 
providing a set of responses from which to choose, or 
supply-type, a constructed response type requiring the 
student to provide an answer. Common selection-type 
items include true–false, matching, multiple-choice, 
multiple response and ordered-response questions. 
Supply-type items include fill-in-the-blank, short-
answer, and essay questions. Currently, the NCSBN 
licensing examinations use multiple-choice items with 
one correct answer, and alternative- format questions, 
which include fill-in-the-blank, multiple-response, 
ordered-response, hotspot, and picture or graphic 
questions in addition to questions that use audio files. 
Using other types of questions is always under con-
sideration by the NCSBN, and faculty should obtain 
current information on the types of test questions and 
examination format at the NCSBN (www.ncsbn.org).

The primary reason for choosing one type of item 
over another can be determined by answering the ques-
tion: “Which type of item most directly measures the 
intended learning outcome?” Both selection-type and 
supply-type questions can be developed for all levels of 
the cognitive domain and to test critical thinking and 
nursing clinical judgment. Other factors may also influ-
ence the item-type selection. For example, a large class 
size may prohibit the use of supply-type items because 
of the time required for hand grading the test item.

Selecting Item Difficulty

Determining the item difficulty, the percentage of stu-
dents who answered the question correctly, primarily 

depends on the purpose and type of the test. If the pur-
pose of the test is to evaluate learning to assign a grade, 
the test should be moderately difficult and distinguish 
the students who have learned the content from those 
who have not. If the test is a criterion-referenced test, 
difficulty should match the level of the learning that 
reflects the skills to be mastered. For some questions, 
therefore, the item may be an “easy” item. Norm-
referenced tests involve eliminating easy items and 
using average-difficulty items to maximize the differ-
ences among students.

Determining Number of Items

Determining the number of items to include on a test 
depends on the number of learning outcomes to be 
evaluated. Although test reliability increases with the 
number of test items, the number of test items is lim-
ited by many practical constraints. For example, more 
selection-type items than supply-type items can be an-
swered in a given period. Similarly, items that require 
higher-level thinking skills and solving mathematical 
problems take more time to answer than those that re-
quire lower-level skills.

A general guide for planning is to allow 1 minute 
for each easy or moderately difficult multiple-choice 
item. For tests with greater difficulty and longer 
questions, such as multiple-response type questions, 
the time allocation may need to be longer, approxi-
mately 1.5 minutes per question. Faculty should also 
consider the numbers of culturally and linguistically 
diverse students and students requiring accommoda-
tions in the class and create a supportive test-taking 
environment by allowing sufficient time for all stu-
dents to process the question and respond to the an-
swer options.

TA B L E   2 5 . 2
Sample Test Blueprint Using Elements of the NCLEX-RN Licensing Exam Blueprint

Concept/
Competency

Learning  
Outcome Client Need

Activity 
Statement

Integrated 
Process

Level of 
Cognitive 
Domain

Question 
Type

Question 
Number

Infection 
control

Develop a plan for 
isolating a group 
of clients with a 
communicable 
disease

Safe,
effective care 

environment

Apply 
principles 
of infection 
control

Nursing 
process

Create Multiple 
response

1
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WRITING TEST ITEMS

Understanding the Structure of  
Multiple-Choice and Alternative-Format 
Test Questions
Writing most types of test items used by nurse edu-
cators involves creating a scenario, a description of a 
nursing care situation that requires nursing clinical 
judgment and evaluating outcomes of nursing care; a 
stem, or question; and a set of answers, or options, one 
or more of which are correct and others that are incor-
rect (distractors). See Box 25.1 for general guidelines 
for writing test items.

Writing Multiple-Choice and Alternative-
Format Test Items
Faculty should use a variety of types of questions on 
each test and select the type of question based on the 
best fit to assess or evaluate a learning outcome and to 

prepare students for taking each type of question that 
is used on a licensing or certification examination. The 
definitions, advantages, disadvantages, guidelines for 
writing, and an example of each of these types of test 
items follow.

Multiple-Choice Items

A multiple-choice item consists of a scenario, which 
provides data about a client situation and cues to which 
the test-taker must respond; a stem, which is the ques-
tion; and answers, one of which is correct and three 
of which are incorrect (distractors). Multiple-choice 
items, when carefully constructed, can measure critical 
thinking, nursing clinical judgment, and higher levels 
of the cognitive domain.

Advantages. Multiple-choice items allow the faculty 
to sample a large amount of content in a single test. 
Test items can be scored easily and objectively. Scores 

B O X   2 5 .1
GUIDELINES FOR WRITING TEST QUESTIONS

SCENARIO
1.	 Present a single, realistic clinical encounter that requires 

the student to make nursing clinical judgments.
2.	 Provide cues about the environment/setting, client and 

client’s symptoms, data from the chart, and timeframe 
of the clinical encounter that require the test-taker to 
analyze data, set priorities, make clinical judgments, 
and evaluate outcomes. Include relevant and irrelevant 
data to test students’ ability to differentiate significant 
data, but at the same time avoid unnecessary informa-
tion or excessive descriptive information.

3.	 Specify age, gender, ethnicity, race, or clinical setting 
only when essential to answering the question.

4.	 Do not use names for clients.

STEM
1.	 Poses the question; write as a complete or incomplete 

sentence; can ask for priorities such as what the nurse 
should do first.

2.	 Should be clear enough to answer without looking at 
the options.

3.	 Write the stem in a precise manner. If it is too com-
plex, the student will spend too much time trying to 
decipher it.

4.	 State the stem in a positive rather than a negative man-
ner. Highlight (underline, italicize, or use bold font for) 
key words such as first, and next.

5.	 Use action verbs that are consistent with the cognitive 
process being measured. The cognitive level of the ques-
tion must match with the learning outcome it is being 
used to evaluate.

6.	 Avoid clue words in the stem.
7.	 Keep as much information in the stem to avoid repeat-

ing it in the options.
8.	 Write the stem using active voice.
9.	 Use precise terms and measurements; avoid words such 

as frequently, often, and some.

CORRECT AND INCORRECT ANSWERS
1.	 Keep all options grammatically consistent with the stem 

to avoid giving clues to the correct answer.
2.	 Arrange the answers/options in either alphabetical or 

numerical order.
3.	 Keep the answers the same length.
4.	 Make all the incorrect answers reasonable and homo

geneous.
5.	 Use only one best answer on which all authorities would 

agree.
6.	 Avoid the use of “all of the above” or “none of the 

above.” Students can often guess the correct answer 
with only partial knowledge. Multiple response type 
questions can be used to evaluate students’ ability to 
cluster data.

7.	 All answers must be plausible.
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on multiple-choice tests are less influenced by guess-
ing than are scores on true–false tests. These items are 
versatile because they can measure learning of several 
levels of cognitive processes.

Disadvantages. Writing good items with plausible dis-
tractors can be time consuming. This item type takes 
more time for the student to read and understand. 
These items may discriminate against the creative, ver-
bal student. Scores can be affected by students’ reading 
ability and the instructor’s writing style. This item type 
can raise the score of the student who can recognize 
rather than produce the correct answer.

Example. An older adult is admitted to the hospi-
tal because of severe diarrhea. The client is thirsty 
and skin turgor is poor. The blood pressure is 92/64 
and pulse is 100. The serum sodium (Na+) level is 
165 mmol/L. The nurse should include which prior-
ity in the care plan?

1.	 Protect the skin from friction.
2.	 Increase fluids.
3.	 Prevent excoriation of the rectal area.
4.	 Place the client on “falls alert.”

Multiple-Response Items

A multiple-response item, like a multiple-choice item, 
has a scenario, stem, and answers; however, there are 
five to six answers and the answers are written so that 
at least one answer is correct and others are incorrect. 
Students are instructed to choose all correct responses 
(“select all that apply”) and must select all of the cor-
rect responses to receive credit for the question.

Advantages. Multiple-response items allow for several 
correct answers and require students to cluster cor-
rect responses. There is less opportunity for choosing 
options by process of elimination than with standard 
multiple-choice items, and it requires the student to 
construct a response rather than select one.

Disadvantages. Multiple-response items require more 
options (usually five or six) and thus more distractors 
than standard multiple-choice items. Scoring the test 
item, particularly by computer, may be more difficult 
depending on the test scoring system used.

Example. The nurse is implementing a medication 
safety teaching plan for an older adult. Which state-
ments by the client indicate that the teaching has been 
effective? “I will…” (Select all that apply.)

1.	 “…throw away any medications I am no longer 
using.”

2.	 “…have my prescriptions filled at different phar-
macies to get the best price.”

3.	 “…tell my physician about any nonprescription 
medications I am taking.”

4.	 “…crush any medications that I have difficulty 
swallowing.”

5.	 “…take all of my medications with food to avoid 
stomach upset.”

6.	 “…report possible side effects of my medications 
to my physician.”

Chart and Exhibit Questions

These questions, an example of interpretive questions, 
assess the test-taker’s ability to seek and use data pre-
sented on a client’s chart or health record. The data will be 
presented from one or more chart “tabs”: prescriptions, 
history and physical, laboratory results, miscellaneous 
reports, imaging results, flow sheets, intake and output, 
medication administration record, progress notes, and 
vital signs. When the test is administered by computer 
as is true on the licensing examination, the test-taker 
will be required to search in a way that simulates search 
through a client’s chart or computerized health record. 
The question may be similar to a multiple-choice ques-
tion with four responses, with one correct response, or a 
multiple-response question with more than four options 
that asks the test-taker to “select all that apply.”

Advantages. Chart and exhibit questions test the abil-
ity to consider which data are needed for nursing care 
and to test in higher levels of cognitive domain. These 
questions require test-takers to use data to make nurs-
ing clinical judgments and use them to interpret a set 
of data, for example, trend data on a vital signs record. 
These questions also simulate obtaining data from a cli-
ent’s chart and can ascertain whether test-takers know 
what data to obtain and where on a chart to find it.

Disadvantages. Chart and exhibit questions are time 
consuming to develop. Chart and exhibit questions 



480	 UNIT V  EVALUATION

may require duplicating chart forms to develop the test 
questions.

Example. A parent has brought a 4-month-old to the im-
munization clinic. The nurse is reviewing the immuniza-
tion record on the progress notes (see Progress Notes.)

The infant will receive which immunization(s) at 
this visit? (Select all that apply.)

1.	 DTaP #3
2.	 HepB #2
3.	 IPV #2
4.	 MMR #1
5.	 Varicella

Fill-in-the-Blank Questions

The short-answer or fill-in-the-blank item requires the 
student to produce an answer. The question has a scenario 
and a stem, but the “answer” is constructed by the student. 
This item type is used to determine whether the student 
can recall or calculate the answer (fill in the blank). When 
fill-in-the blank questions are used on the licensing exam-
ination, the test-taker provides one answer that is scored 
as either correct or incorrect, and typically includes cal-
culation of intake and output, drug dose, or drip rate for 
intravenous infusions. The form the answer is to take (mL, 
Kg, cm.) is indicated at the end of the blank.

Advantages. This item type reduces guessing. This 
item type works well for math problems because it re-
quires the student to work out the answer. This type of 
question tests essential competencies of administering 
the correct drug dosage or the drip rate of an infusion.

Disadvantages. Scoring can be time consuming if the 
item must be hand scored.

Example. The nurse is to give morphine elixir, 4 mg, sub-
lingually. The drug available is morphine, 20 mg/mL.  

How much morphine should the nurse give? (Round 
to the nearest tenth.)

_____________________________ mg

Hotspot (Rollover) Questions

Hotspot questions ask the test-taker to locate a specific 
“spot” on a chart or figure. Hotspot questions use a 
scenario, a stem, and directions to identify a particular 
“spot” on a diagram or illustration. When the questions 
are developed to be administered in paper-and-pencil 
formats the faculty can develop and number four options 
and place four “spots” on the figure (one correct, three 
incorrect spots) and ask the test-taker to identify the 
number of the correct “spot.” Hotspot questions are more 
effectively developed for computer-administered exami-
nations in which the test-taker can use the mouse to roll 
over the correct spot on the chart or figure (Fig. 25.1).

Advantages. Hotspot questions provide an easy way 
to test understanding and application of anatomical 
knowledge. They offer an effective way to test under-
standing of physical assessment techniques. They can 
be used to test procedures and nursing skills with cor-
rect or incorrect positioning.

Fig. 25.1  ■  Hotspot image. (From Wilson, S. F., & Giddens, 
J. F. [2017]. Health assessment for nursing practice [6th ed.]. St. 
Louis, MO: Elsevier.)

Progress Notes

11/1/2015 1-month well-child visit; 
administered HepB #1

12/3/2015 2-month well-child visit; 
administered DTaP #1, IPV #1
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Disadvantages. Hotspot questions are most effective 
in computer applications where a mouse can be used 
to roll over to identify the hotspot. Hotspot questions 
may be more difficult to develop because of the need to 
have an illustration as a reference point.

Example. A client has not voided for 10 hours. Identify 
the anatomical area where the nurse should assess for 
bladder distension.

The question shows a line drawing of a torso with four 
numbered spots (for paper-and-pencil tests or “hotspots” 
for computer administered tests), one of which is correct.
___________________________________________
___________________________________________
___________________________________________
___________________________________________

Drag-and-Drop and Ordered-Response Questions

Ordered-response questions require the test-taker to 
place information in a specified order. For example, 
questions can be developed to ask the test-taker to put 
steps of a procedure in order or, given a set of clients, to 
determine priorities for nursing care. These items have 
a scenario and a stem, and the answers, all of which 
must be correct, and the student must place the an-
swers in the correct order. On computerized tests, the 
test-taker drags each response in the left column and 
drops it into the correct order in the right column; on 
paper-and-pencil tests, the test-taker selects the an-
swer that has the four items in the correct order.

Advantages. Ordered-response questions evaluate 
test-takers’ understanding of the order for steps of a 
procedure or how to set priorities for a client or groups 
of clients. They are relatively easy to develop.

Disadvantages. Ordering all of the steps or priorities 
may be confusing. Steps, sequences, and priorities 
may be controversial or context-specific; thus the item 
needs to be structured such that experts will agree on 
the correct order, correct answer, and rationale.

Example. A client begins to have a seizure. The nurse 
should do which actions in order from first to last?

1.	 Note the time.
2.	 Notify the physician.

3.	 Protect the client from injury.
4.	 Obtain a history of events before the seizure.

Graphic Items

Graphic items use photographs or illustrations in 
the question or in the answer options (graphic re-
sponse). This type of question has a scenario, stem, 
and options. The test-taker responds to details in the 
graphic to answer the question, or chooses the an-
swer by selecting the correct answer from four differ-
ent graphics.

Advantages. Graphic items test assessment and evalu-
ation skills, and clinical decision making.

Disadvantages. Graphic items require use of art; ex-
pense could be involved to obtain images of incorrect 
responses. They may be time consuming to develop.

Example. The nurse is evaluating a client who has 
just been instructed on how to walk with crutches 
(Fig. 25.2). What should the nurse instruct the client 

Fig. 25.2  ■  Graphic image. (From Ignatavicius, D. D., Workman, 
M. L., & Rebar, R. R. [2018]. Medical-surgical nursing: concepts for inter-
professional collaborative care [9th ed.]. St. Louis, MO: Elsevier.)
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to do? (The figure shows a client standing up straight 
with head facing forward. The client’s weight is on the 
top of the crutch under the armpits.)

1.	 Lean forward 30 degrees.
2.	 Pad the tops of the crutches.
3.	 Keep the arms on the rungs of the crutches.
4.	 Lower the head to watch for objects on the floor.

Audio Items

In audio items, an audio clip is used as a stimulus in a 
part of the question or answer. Audio items use a sce-
nario, stem, and answers. The audio clip is included in 
the scenario; the student clicks on the icon that brings 
up the audio file.

Advantages. Audio items test students’ ability to 
identify sounds and make a nursing clinical judg-
ment based on information provided in the audio 
file. Test questions can be written at higher levels of 
the cognitive domain and require students to syn-
thesize data from the scenario and the data provided 
in the audio file. These questions test competencies 
that may be difficult to assess with other test item 
formats.

Disadvantages. Audio items can be administered only 
in a computer-managed environment that supports 
access to the audio files. Finding access to no-cost or 
low-cost files may be difficult; purchase of files may 
be necessary because copyright protections must be 
observed.

Example. The nurse is assessing the breath sounds 
of a client who is hospitalized with bacterial pneu-
monia. Click here to listen to the breath sounds. 
(The sounds are coarse crackles.) The nurse should 
do which first?

1.	 Have the client take a deep breath and cough to 
expectorate retained secretions.

2.	 Encourage the client to drink one glass of fluids 
every hour.

3.	 Check the blood levels of the antibiotic the client 
is receiving.

4.	 Tell the client the breath sounds are clear and to 
continue the deep-breathing exercises.

Other Item Types

The NCSBN continually updates and tests new types 
of items that best evaluate test-takers’ knowledge of 
nursing practice and safe client care. Faculty should 
monitor the NCSBN website http://www.ncsbn.org for 
updates.

Avoiding Potential Bias in Test Items
Students of equal ability should have an equal prob-
ability of correctly answering a test item. If systematic 
differences in responses to an item exist among mem-
bers of particular groups, independent of total scores, 
then the item may be biased. Bosher (2003) classifies 
potential areas of bias in test items in four categories of 
bias: testwise flaws, irrelevant difficulty, linguistic bias, 
and cultural bias.

Testwise flaws are those errors in items that provide 
cues to the correct answer within the item or test itself. 
These flaws potentially provide an unfair advantage to 
students with more test-taking experience or training 
and to native English speakers who can more easily 
recognize grammatical and other cues.

Items with irrelevant difficulty may be missed for 
reasons related more to format than to content. This 
type of bias can occur from writing, unclear stems, 
providing superfluous information, or using negative 
phrasing.

Linguistic complexity, grammatical errors, and in-
consistent word use also may result in biased items. 
Linguistic modification involves writing short and clearly 
understood questions (Abedi, 2014). Faculty can reduce 
the reading load of test items by eliminating irrelevant 
information, using simple words, and using short sen-
tences. Faculty also should avoid using idioms or “slang” 
that may only be understood by certain groups of stu-
dents. Faculty can also reduce linguistic load in test 
questions by using the present tense and active voice.

Faculty must also guard against cultural bias when 
constructing test items (Hicks, 2011). These items de-
pend on culturally specific knowledge and should not 
be used unless cultural practices per se are the domain 
of the question. The guidelines for writing items are 
designed to avoid bias.

Ensuring Readability of Test Items
Test items must be written at the level of reading com-
prehension of the test-taker. Readability refers to the 
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semantic and syntactic complexity of the test item. 
There are several tests of readability such as the Lexile 
Framework, Fry, and the Flesch–Kincaid readability 
tests. Word processing software also have simplified 
versions of readability tests. If interested, faculty can 
obtain a rough estimate of readability of their tests us-
ing one of these programs. NCSBN uses grade reading 
levels linked to the Lexile scale to determine readabil-
ity of their licensing examination. The readability level 
for the Practical Nurse examination does not exceed 
eighth grade reading level; the reading level for the 
Registered Nurse examination does not exceed a tenth 
grade reading level.

If the test is to be administered by a computer, the 
faculty and instructional designer must also consider 
the perceptual readability, which includes elements 
such as the screen position, screen color, and font size. 
Most colleges and universities follow Americans with 
Disability Act guidelines for readability of computer 
screens. The NCSBN assumes that the candidate can 
read text presented on a computer screen. Candidates 
who do have difficulty with reading computer screens 
and have a documented disability can request an ac-
commodation from their state board of nursing.

Editing Test Items
After test items have been developed, it is necessary 
to edit them and make any needed corrections. At 
this stage, peer review of the questions is helpful for 
refining the questions, ensuring accuracy and read-
ability, reviewing the test items for fairness and cul-
tural sensitivity, and eliminating grammatical errors. 
Appropriate peers include those with the content 
knowledge to check for errors and those with edito-
rial skills to edit for clarity and language usage. When 
using peers to review the test items, provide sufficient 
time for a thoughtful review.

Editing can be done in a question or checklist for-
mat. See Box 25.2 for guidelines for editing a test.

Using Test Banks and Test-Authoring 
Systems
Faculty should attempt to create a large pool of ques-
tions from which the items for a specific test can be 
drawn. Although it is time consuming to amass a 
large number of questions, the effort is rewarded by 
being able to administer different versions of the test 

or to generate a “makeup” test for students who were 
not able to take the test at a regularly scheduled time. 
Having the test items available in a word processing file 
makes revision of the test easier. All test files should be 
secured in password-protected areas of a file server ac-
cessible only by the faculty.

Many textbook publishers provide test items at no 
cost to faculty adopting their texts. Often these test 
items are written to test specific knowledge presented 
in the various chapters of the textbook, are written 
at lower levels of the cognitive domain, contain item 
writing flaws (Masters et  al., 2001), and do not test 
critical thinking or nursing clinical judgment skills 
(Clifton & Schriner, 2010). If using these test items, 
faculty must review them for alignment with their 
student learning outcomes and test blueprints. Faculty 
can revise questions from test banks to test at higher 
cognitive levels, to test nursing clinical judgment 
skills, and to meet the needs of a particular course.

B O X   2 5 . 2
GUIDELINES FOR EDITING A TEST

	 1.	 Do items align with student learning outcomes and 
the test blueprint?

	 2.	 Are items stated in a precise manner? Are the items 
written using short, simple, direct sentences?

	 3.	 Is there one best answer for each item (except for 
multiple-response items)?

	 4.	 Does each item stand alone?
	 5.	 Are sentence construction and punctuation correct?
	 6.	 Have stereotyping, prejudices, and biases been 

eliminated?
	 7.	 Have “slang” or words with several meanings been 

eliminated?
	 8.	 Does the question eliminate gender bias, such as re-

ferring to the nurse as “she”?
	 9.	 Has the use of humor been avoided?
10.	 Has extraneous information been deleted?
11.	 Has a colleague reviewed the test?
12.	 Is the placement of correct options varied so there is 

no obvious pattern?
13.	 Is the terminology used on the test the same as 

has been used in the classroom and in reading 
assignments?

14.	 Does the layout of the test on the page facilitate 
easy reading of the question? Is there sufficient 
“white space”? Is the entire question on the same 
page (no page breaks within in the scenario, stem, 
and options)?
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The task of creating test items can be simplified 
by using computerized test development software 
that typically is included as a component of a learn-
ing management system. This software can facilitate 
test development by creating a collection of test items 
(test bank) from which faculty can select appropriate 
questions according to the test blueprint. Alternative 
forms of tests can also be generated because the item 
pool can be large enough so that questions can be se-
lected randomly. Some test-authoring software can 
be used for online testing in a computer classroom or 
on the internet, thus simplifying the test administra-
tion process.

Assembling a Test
Once the items are written and edited, they must be 
assembled into a test. This step includes arranging the 
items, writing test directions, reproducing the test, and 
administering the test.

Arranging Items Within the Test

Unless using test-administration software in which 
items will be randomly generated, faculty can next 
determine how the test items should be arranged on 
the test. It may be helpful to place several easy ques-
tions at the beginning of the test to reduce student 
anxiety and increase student confidence. To enhance 
thought tracking, group items that test similar con-
cepts. These principles for arranging items on a test 
also should be observed when creating an alternative 
version of the test.

Writing Test Directions

Test directions should be self-explanatory and include 
the following information:

1.	 Purpose of the test: This may not need to be in-
cluded if it has been addressed earlier in the in-
structional process.

2.	 Time allotted to complete the test: This informa-
tion allows the students to pace themselves when 
responding to items.

3.	 Basis for responding: This provides the students 
with information necessary to choose the appro-
priate response (e.g., “choose only one answer”; 
“matching options can be used more than once”).

4.	 Recording answers: Answers may be recorded in 
a variety of ways to expedite grading (e.g., re-
cording answers on a computer sheet using a No. 
2 pencil, marking an X through the correct an-
swer on a separate answer sheet for stencil grad-
ing, marking answers directly on the test booklet 
in the left column).

5.	 Guessing: Encouraging the students to answer 
all questions prevents the inflation of scores of 
students who take the risk to make a guess.

6.	 Value/points assigned to items: This information 
allows the students to effectively plan the use of 
their time.

7.	 Academic honesty policy: Some faculty cite the 
policy or remind students of the policy. Faculty 
may also ask the students to sign that they are 
complying with the policy.

Reproducing the Test (Paper and Pencil Tests)

When preparing the test in a paper and pencil for-
mat, the test should be easy to read and follow. Use 
standard font and type size; observe guidelines for 
page layout and use of white space. Space items 
evenly. Number items consecutively. Keep an item’s 
stem and options on the same page. Place introduc-
tory material (e.g., graph or chart) before an item 
(and make sure it reproduces clearly). Keep match-
ing lists on the same page. Proofread the test after it 
is compiled but before it is duplicated. Print on one 
side only.

Administering and Maintaining Security of 
Tests
Maintaining Security of the Test and Test Questions

Most faculty maintain a bank of test questions from 
which they draw questions for a specific test. Faculty 
must ensure that the test bank is maintained on a 
secure file server and not on a faculty or staff desk-
top computer. Security must also be maintained for 
tests that are stored inside of a learning management 
system.

Faculty should also be aware that students have ac-
cess to many test questions that are available on websites 
and are also available for purchase. Students also use 
study questions provided as electronic resources that 
accompany textbooks. To guard against student access 
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to these readily available sources of questions, faculty 
must ensure that they are using original or revised test 
questions that align with the teaching–learning cycle.

Maintaining an Appropriate Physical Test-Taking 
Environment

The physical environment should be conducive to the 
task. In a classroom, this includes adequate lighting, 
a comfortable temperature, sufficient workspace, and 
minimal interruptions. To reduce student anxiety, the 
faculty member should maintain a positive, nonthreat-
ening attitude and avoid unnecessary conversation be-
fore and during the test. Faculty should avoid giving 
unintentional hints to individual students who ask for 
clarification of questions during the test.

When administering the test in an online environ-
ment, faculty must determine whether the test will be 
administered in a proctored testing center in the school 

of nursing or on the campus, or if the test will be ad-
ministered to students on their own computer and 
during a specified period. The student should have a 
comfortable chair, desk, computer, and sufficient space.

Maintaining a Secure Test Environment

Faculty have a responsibility to maintain a secure test en-
vironment and ensure all students follow the academic 
honesty policy at their institution (Palmer, Bultas, Davis, 
Schmuke, & Fender, 2016). See Box 25.3 for suggestions 
for maintaining a secure test environment and academic 
integrity. See Chapter 22 for information about main-
taining security for online tests. See Chapter 3 for gen-
eral issues relating to academic integrity.

Accommodations for Test Taking

Students with disabilities or circumstances that require 
special consideration may request accommodations 

B O X   2 5 . 3
MAINTAINING TEST SECURITY AND ACADEMIC INTEGRITY

BEFORE ADMINISTERING THE TEST
	 1.	 Understand the campus’ and school of nursing’s poli-

cies for dealing with suspected cheating. Be familiar 
with the student handbook and appeals processes.

	 2.	 Communicate expectations for academic honesty in 
writing in academic policies, in each course syllabus, 
in class several days before the examination, and again 
before administering the examination. Explain how the 
test will be proctored and what will happen if cheating 
is suspected—for example, there will be two proctors 
who will walk around the room, and if cheating is sus-
pected, the proctor will move those students to another 
part of the classroom. If administered in an online envi-
ronment will video cameras be used to proctor the test?

	 3.	 Administer fair tests, use a test blueprint, and provide 
students an opportunity to practice taking tests similar 
to the one that is used to assign grades.

	 4.	 Teach student anxiety-management strategies such as 
deep breathing and positive self-talk.

	 5.	 Maintain test security (e.g., lock up copies of the test 
or place on a secure file server). For paper and pencil 
tests, number tests and answer sheets and, if practi-
cal, place the student’s name on the test and answer 
sheet. Make sure all copies of tests are returned before 
students leave the classroom.

	 6.	 Develop alternative forms of the test for each examination.
	 7.	 Modify the test each time the test is given.

DURING THE TEST
	 8.	 Have students sign an honor pledge that has been writ-

ten on the test (or precedes an online test) that the 
work during the test is their own.

	 9.	 In large classes where faculty may not know all of the 
students, require students to present identification be-
fore taking the examination.

10.	 Require that book bags, cell phones, and items of 
clothing such as hats in which “cheat sheets” can be 
stored be brought to the front of the room.

11.	 Proctor students consistently throughout testing; have 
at least 2 proctors in the room while students are tak-
ing the test. Proctors should move around the room 
and monitor student behavior. Have a clear plan about 
how proctors are to manage cheating when it is ob-
served or suspected.

12.	 Designate special seating arrangements (e.g., have an 
empty chair between students; have students sit in an 
assigned order).

13.	 When cheating is suspected move the involved stu-
dents to another area of the room. Inform students 
before the test if this is the plan for managing suspi-
cious behavior.

14.	 Communicate with the course coordinator or depart-
ment chair if cheating is suspected.
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for test taking (see also Chapter  4). Considerations 
may be given for the following reasons: allowing ex-
tra time for taking the test, needing additional or extra 
time for rest breaks, requiring adaptations for using 
a computer such as reading a computer screen (need 
for increased font size or color change) or for use of 
a trackball mouse, having hearing or other auditory 
disabilities, having visual or eyesight difficulties (such 
as requiring Braille or large print), requiring a quiet 
space with limited distractions, having a reader to read 
or record test-taker responses, needing a sign language 
interpreter, or having a medical device in the room.

At a college or university, the policies for accommo-
dations for classroom tests are established by the faculty 
and made public. Students must have documented need 
for accommodations on file with the office that deals 
with Americans with Disabilities Act compliance (see 
Chapter 4) and follow established procedures for imple-
menting the request for accommodation for taking a test. 
For other tests, such as licensing examinations or certifi-
cation examinations the policies are set by the test admin-
istration service (state board of nursing in the case of the 
PN or RN licensing examination) and the test-taker must 
make the request in writing and have a letter from an ap-
propriate health professional confirming the diagnosis or 
disability. Approval or disapproval of these requests can 
be determined based on the effect the disability has on 
the candidates’ ability to practice nursing in the state.

ANALYZING TEST RESULTS

Once the test has been administered and scored, faculty 
should review the results using concepts of measure-
ment and data analysis. On the basis of these findings, 
faculty assign grades. Faculty at most schools of nurs-
ing have access to test scoring services that calculate 
test statistics and provide item analysis. Although there 
may be a fee associated with the service, the data pro-
vided by test scoring services are helpful, particularly 
for the first few times the test is used. Faculty should 
seek the assistance of these services and the consulta-
tion that can be obtained at testing centers.

Concepts of Measurement
A variety of metrics are used to determine the effec-
tiveness of a test. These include validity, reliability, and 
measures of central tendency.

Validity

The concept of validity refers to the appropriate-
ness, meaningfulness, and usefulness of inferences 
made from test scores. Validity is the judgment made 
about a test’s ability to measure what it is intended to 
measure. This judgment is based on three categories 
of evidence: content-related, criterion-related, and 
construct-related.

Content-related patterns of evidence should show 
that the test adequately samples relevant content. In 
nursing education, the relevant content is defined by 
nurse educators, the course, and the profession. Some 
examples of content-related evidence of validity are 
correspondence of the test content with the following:

1.	 The test blueprint
2.	 Professional judgments of peers
3.	 Core material as defined by professional organi-

zations
4.	 Standards of care as defined by agencies and pro-

fessional organizations

Criterion-related patterns of evidence should show 
that the test adequately measures performance, either 
concurrently or predictively. The performance must 
be compared with some criterion variable. Nurse edu-
cators may use performance on the licensing exami-
nation (NCLEX-RN or NCLEX-PN) as the criterion 
variable (pass or fail).

Construct-related patterns of evidence should show a 
relationship between test performance and some “qual-
ity” to be measured. This is a broad category of evidence 
that must include specifics about the test (from the con-
tent and criterion categories) in addition to a descrip-
tion of the quality or construct being measured.

Some of the factors that may adversely affect test 
validity are unclear directions, inconsistent or inade-
quate sampling from the table of specifications, poorly 
written test items, and subjective scoring (McDonald, 
2014). Careful preparation of the test can improve test 
validity (Box 25.4).

Reliability
Reliability refers to the ability of a test to provide de-
pendable and consistent scores. A judgment about 
reliability can be made based on the extent to which 
two similar measures agree. Reliability is a necessary 
but not sufficient condition for validity. However, 
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reliability may be high even with no validity. Nurse 
educators must look for evidence to judge tests as both 
reliable and valid.

Among the factors that may adversely affect test re-
liability are insufficient length and insufficient group 
variability. For the purpose of increasing reliability, 
a minimum test length of 25 multiple-choice ques-
tions with an item difficulty sufficient to ensure het-
erogeneous performance of the group is sufficient for 
classroom testing.

Reliability could be measured by giving the same 
test to the same group and noting the correspondence 
(test-retest method) or by giving “equivalent” tests to 
the same group. Both of these methods have major dis-
advantages for classroom testing and are not generally 
used by nurse educators. Reliability can be measured 
with a single test administration by using either the 
split-half or internal consistency method. The split-
half method separately scores responses to odd and 
even questions and then compares the “odd-question” 
score with the “even-question” score. The internal con-
sistency of a test can be calculated by using one of the 
Kuder-Richardson formulas (McDonald, 2014). Many 
computer grading programs supply a test reliability co-
efficient as part of the results (Fig. 25.3).

Reliability is measured on a scale of 0 to 1.00. A 
reliability coefficient of 1.00 represents 100% cor-
respondence between two tests or measures. Many 
standardized tests have reliability coefficients of 0.9 
or higher. Good test reliability is greater than 0.80; 
acceptable test reliability is 0.70 to 0.80; poor test 
reliability is less than 0.70 (Tarrant & Ware, 2012). For 
the test results shown in Fig. 25.3, the reliability coef-
ficient is 0.844, indicating good internal consistency 
of the test. Measures of test reliability are based on 
the assumption that all students had adequate time to 

answer all questions and that all test items are of about 
the same difficulty. Because the reliability coefficient 
functions better when the variability of scores is maxi-
mized, tests administered to smaller groups of students 
(N) may have lower reliability coefficients (Box 25.5).

Test Statistics

Various test statistics can be calculated, generated by 
test-authoring software, or reported from computer 
scoring services (see Fig. 25.3). These statistics help 
faculty interpret test results and provide data for 
item revision. Test grading software typically pro-
vides students’ raw and percentage scores, individual 
student reports, and test statistics such as central 
tendencies and test reliability indices in addition to 
item analysis data.

2

1

4

6

8

52.448 56.8 61.2 65.6 70.0

Raw Score

S
tu

d
en

ts

74.4 78.8 83.2 87.6 92

3

5

7

9

Number of students 29
Number of items 100
Maximum point value 100
Highest score 92
Lowest score 48
Median 73
Mean 72.690
Standard deviation 9.813
Test reliability 0.844
Standard error of measurement 3.872

(92.0%)
(48.0%)

Fig. 25.3  ■  Sample test statistics report from a computer 
test scoring program.

B O X   2 5 . 4
IMPROVING TEST VALIDITY

■	 Use a test blueprint.
■	 Develop test items based on common nursing 

practice.
■	 Base test items on standards of care.
■	 Develop test items using evidence for best nursing 

care practices.
■	 Obtain peer review of blueprint and test questions 

from a clinical content expert.

B O X   2 5 . 5
IMPROVING TEST RELIABILITY

■	 Increase number of test items.
■	 Improve discrimination levels.
■	 Increase number of test-takers (<25 decreases 

reliability).
■	 Increase variability of scores (mastery tests have 

low variability).
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Raw Score. The raw score is the number of test ques-
tions answered correctly. Raw scores are the most 
accurate test scores but yield limited information. 
A frequency distribution can be used to arrange raw 
scores to create class intervals. If tests are scored by 
computer, a frequency polygon is likely. The percent-
age score compares the raw score with the maximum 
possible score.

Percent score Raw score maximum
possible score

x= ( ) /

Central Tendency

Central tendency is a descriptive statistic for a set of 
scores. Measures of central tendency include the mean, 
median, and mode. The mean (or average) has the ad-
vantage of ease of calculation. The mean is calculated 
as the sum of all scores divided by the total number of 
scores.

Mean Sum of all scores
Number of scores
m x’s

N
( ) ( )

( )
/=

The median divides the scores in the middle (i.e., 
50% of scores fall below the median and 50% of cores 
are above the median). The median is a better measure 
of central tendency than the mean if the scores are not 
normally distributed.

Variability. Variability refers to the dispersion of 
scores and is thus a measure of group heterogeneity. 
Variability of scores affects other statistics. For ex-
ample, low variability (homogeneity of scores) will 
tend to lower reliability coefficients such as the Kuder-
Richardson coefficient (Lyman, 1997). Relative grad-
ing scales are most meaningful when they are applied 
to a wide range of scores. Mastery tests, by design, may 
show little variability. As groups of students progress 
in a nursing program, there may be less variability in 
scores because of attrition of students (failure or with-
drawal from the program).

Range. The range is the simplest measure of variability 
and is calculated by subtracting the lowest score from 
the highest score. Thus,

Range Highest score Lowest score= −

Standard Deviation. The standard deviation (SD) 
of scores is the best measure of variability. Most 
computer scoring programs provide the SD of the 
scores with the results. Calculators with statisti-
cal functions can also be used to figure the SD. For 
more information on formulas and methods for cal-
culating the SD, consult a statistics text. The SD is 
just the average distance of scores from the mean. In 
Fig. 25.3, the SD is given as 9.8. The SD can be used 
in making interpretations from the normal curve 
(Lyman, 1997).

Normal Curve. The normal curve is a theoretical dis-
tribution of scores that is bell shaped and symmetrical. 
The mean, median, and mode are the same score on a 
normal curve. Also, for a normal curve, 68% of scores 
will fall within ±1 SD of the mean and 95% of scores 
will fall within ±2 SDs of the mean. This distribution 
may be used in assigning grades.

Standard Error of Measurement. The standard er-
ror of measurement is an estimate of how much the 
observed score is likely to differ from the “true” 
score. That is, the student’s “true” score most likely 
lies between the observed score plus or minus the 
standard error.

True score Observed score Error= ±

The standard error of measurement is calculated by 
using the SD and the test reliability. Many computer 
scoring programs calculate the standard error of mea-
surement. Some faculty members give students the 
benefit of the doubt and add the standard error to each 
raw score before they assign grades.

Standardized Scores. Standardized scores allow for 
ease of comparison between individual scores and sets 
of scores. The z score converts a raw score into units of 
SD on a normal curve. The z score can be calculated 
as follows:

x x m
SD

=
−

where x = observed score, m = mean, and SD = 
standard deviation. For example, for a raw score of 34:

z = −
= −

34 36 8
6 6

0 42.
.

.
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Thus a raw score of 34 falls approximately 0.5 SD 
below the mean.

Because z scores are expressed by using decimals 
and both positive and negative values, many fac-
ulty prefer to use t scores instead. The z score can be 
used to calculate the t score. Converting raw scores to  
t scores has the following advantages:

1.	 The mean of the distribution is set at 50.
2.	 The SD from the mean is set at 10.
3.	 t scores can be manipulated mathematically for 

grading purposes.

t z= +10 50

For example, the z score of –0.42 would be trans-
formed as follows:

t = − + =10 0 42 50 45 8( . ) .

Conducting the Item Analysis
Classic test theory is used for this discussion of item 
analysis and the discrimination index. Classic test theory 
and related inferences assume a norm-referenced mea-
sure. For a critique of classic test theory and an explana-
tion of the newer item response theories, see Developing 
and Validating Multiple-Choice Test Items (Haladyna, 
2004). Item response theories depend on large samples 
and thus are of limited application to classroom tests.

Item analysis assists faculty in determining whether 
test items have separated the learners from the non-
learners (discrimination). Many computer scoring 
programs supply item statistics.

Item Difficulty

The item difficulty index (P value) is simply the percent-
age correct for the group answering the item. The upper 
limit of item difficulty is 1.00, meaning that 100% of stu-
dents answered the question correctly. The lower limit 
of item difficulty depends on the number of possible 
responses and is the probability of guessing the correct 
answer. For example, for a question with four options,  
P = .25 is the lower limit or probability of guessing.  
An item difficulty index of greater than 0.80 indicates 
low difficulty; an index of 0.30 to 0.80 indicated medium 
difficulty, and less than 0.30 indicates high difficulty 
(Tarrant & Ware, 2012). McDonald (2014) recommends 
keeping the P values of the items in the range of 0.70 to 

0.80 to help ensure that questions separate learners from 
nonlearners (a good discrimination index). Clifton and 
Schriner (2010) recommend using 0.50 as a quick ref-
erence point, with low limits at 0.30 and high limits at 
0.80. Some items may be slightly easier or more diffi-
cult, however, and faculty can determine the range of 
difficulty that is appropriate for their students and tests.

Item Discrimination

Item discrimination, the item discrimination index, re-
fers to the way an item differentiates students who know 
the content from those who do not. Discrimination can 
be measured as a point biserial correlation. The point 
biserial correlation compares each student’s item perfor-
mance with each student’s overall test performance. If a 
question discriminates well, the point biserial correlation 
will be highly positive for the correct answer and nega-
tive for the distractors. This indicates that the “learners,” 
or the students who knew the content, answered the 
question correctly and the “nonlearners” chose distrac-
tors. An index of greater than 0.40 indicates excellent 
discrimination; an index of 0.30 to 0.39 indicates good 
discrimination; an index of 0.15 to 0.29 is satisfactory; an 
index of less than 0.15 indicates low discrimination; and 
an index of 0 indicates that there is no discrimination 
(Tarrant & Ware, 2012). Haladyna (2004) cautions that if 
the item difficulty index is either too high or too low, the 
discrimination index is attenuated. The discrimination 
index is maximized when the item difficulty is moderate  
(P = .5). Ultimately, test reliability depends on item dis-
crimination. Inclusion of mastery level material on a 
norm-referenced test tends to lower test reliability be-
cause that item tends to be answered correctly by many 
students and will thus be a poor discriminator.

Distractor Evaluation

In addition to the evaluation of the correct answer to an 
item for a positive point biserial correlation, each distrac-
tor should be individually evaluated. Effective distractors 
should appeal to the nonlearner, as indicated by nega-
tive point biserial correlation values. Distractors with a 
point biserial correlation of zero indicate that students 
did not select them and that they may need to be revised 
or replaced with a more plausible option to appeal to 
students who do not understand the content. Distractors 
that were not selected increase the chances that a student 
could have obtained the correct answer by guessing. 
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One way to develop appealing distractors is to periodi-
cally ask open-ended questions to determine the most 
common errors in thinking. Distractors for questions 
with numerical answers may need to be worked out by 
following the most typical mistakes that students make.

REVISING TEST ITEMS

Developing a valid and reliable test is an ongoing pro-
cess. It is helpful to revise the test immediately after ad-
ministering it while faculty can recall items and student 
responses to them. Item revision should be conducted 
after item analysis. One way to analyze items for revision 
is to use a test item analysis form (Fig. 25.4). The result 
of item analysis for each question is entered in the form. 
Those items falling outside of the “ideal” range should 
be considered for revision. Items to be revised should in-
clude those with the following statistical characteristics:

1.	 Items with P values that are too high or too low 
(around .5 is ideal)

2.	 Correct answers with low positive or negative 
point biserial values (>0.30 is ideal)

3.	 Distractors with highly positive point biserial 
values (negative values are ideal)

Other considerations for revising test items in-
clude those questions that were scored incorrectly, 
items not written clearly or noted by students who 

did not understand the question because of linguis-
tic or cultural bias, or were not matched with the 
teaching–learning process of having clear learning 
outcomes, clarity of instruction, and opportunity for 
practice with feedback.

ASSIGNING GRADES

Grades provide both feedback and motivation for stu-
dents. In the academic setting, assignment of grades 
may be guided by the institution grading policy or 
scale. Many computer software programs are avail-
able to assist faculty with assigning grades accurately 
and efficiently. The two basic methods for assignment 
are the absolute and the relative (“curved”) scales (de-
scribed in the following sections). Principles of good 
grading include the following (McDonald, 2014):

1.	 Informing students of the specific grading crite-
ria at the beginning of the course (stated explic-
itly in the syllabus)

2.	 Basing the grades on learning outcomes (not 
factors such as attendance or effort)

3.	 Gathering sufficient data (amount and variety) 
for the assignment of a valid grade

4.	 Recording data collected for grading purposes 
quantitatively (e.g., 89%, not B+)

5.	 Applying the grading system equitably to all 
students

P (Item Difficulty) / 
D (Item Discrimination) >.50  .40–.49 .30–.39  .20–.29 .10–.19 .01–.09 Negative Total

Very difficult P = 50% or less

Difficult P = 51%–69% 20 10 4 2, 18, 26 6

Average P = 70%–80% 3, 5, 25, 9, 14, 19, 12, 16, 13
27 24 17, 23, 29

Easy P = 81%–100% 6, 8, 11, 1, 7, 13, 11
15, 21, 28 22, 30

Total number of items 5 5 12 8

X  75
KR  .75
SD  3.7
SEM  2.8

Test 2
Date 3/08

Fig. 25.4  ■  Sample test item analysis form for a 30-item test.
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6.	 Keeping grades confidential
7.	 Using statistically sound principles for assigning 

grades

Absolute Scale
An absolute grading scale rates performance rela-
tive to a standard (McDonald, 2014). The student’s 
earned points are compared with the total possible 
points and are expressed as a percentage earned. 
The standard should be included in the syllabus at 
the beginning of the course. Theoretically, all stu-
dents could receive an A (or an F) with this scale. In 
reality, the dispersion of the grades depends on the 
difficulty of the tests. See Table 25.3 for an example 
of an absolute grading scale.

Relative Scale
A relative grading scale rates students according to 
their ranking within the group. To assign grades in 
this system, faculty record scores in order, from high 
to low. Grades may then be assigned by using a vari-
ety of techniques. One method is to assign the grades 
according to natural “breaks” in the distribution. This 
method has the disadvantage of being subjective. A 
better method of assigning grades based on a relative 
scale is to use the test statistics to create a “curve”:

1.	 Decide whether to use the mean or the median 
as the best measure of central tendency. If the 
mean and median are approximately the same, 
use the mean. If the distribution is skewed, use 
the median.

2.	 Determine the SD. The C grade will be set as the 
mean plus or minus one half of the SD (encom-
passing 40% of the scores). See Table 25.4 for an 
example of a relative grading scale.

Table  25.5 shows a comparison of the grades as-
signed to the raw scores with the absolute and relative 
grading scales described.

Relative grading scales may also be developed by 
using linear scores such as z scores or t scores (see the 
section on standardized test scores for directions for cal-
culating these scores). t Scores are more commonly used 
for grading purposes because there are no negative val-
ues in this system. The mean score becomes a t score of 
50. The z score and t score are figured for each raw score. 
The faculty member decides what grade to assign to the 
ranges of t scores. Assuming a normal curve, a t score of 
50 would be assigned a grade of C. Computer grading 
programs that calculate grades according to absolute or 
relative scales are available. Many experts in assessment 
and grading do not recommend the use of relative grad-
ing scales (Haladyna, 2004; McDonald, 2014).

TA B L E   2 5 . 3
Sample Absolute Grading Scale

Percentage Correct Assigned Grade

90–100 A

80–89 B

70–79 C

60–69 D

<60 F

TA B L E   2 5 . 4
Sample Relative Grading Scale

Grade Calculation Example Range

A > Upper B >45.5 >45.5

B Upper C +1 SD 40.5 + 5 40.6–45.5

C Mean ±0.5 SD 38 ± 2.5 35.5–40.5

D Lower C –1 SD 35.5–5 30.5–35.4

F < Lower D <30.5 <30.5

TA B L E   2 5 . 5
Comparison of Grades Assigned by Three Methods

 
Raw Score

Percent 
Score

Grade 
(Absolute)

Grade 
(Relative)

49 98 A A

45(2) 90 A B

42(2) 84 B B

40 80 B C

39(3) 78 C C

38(4) 76 C C

37 74 C C

35(2) 70 C D

34(3) 68 D D

33 66 D D

30 60 D F

28 56 F F
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Grading Standards, Grade Inflation, and 
Grade Indexing
Periodically, faculty, administrators, boards of trustees, 
or consumers raise questions about the relative mean-
ing of grades and potential or actual grade “inflation.” 
Some possible causes for grade inflation are improved 
academic readiness of admitted students; student re-
tention programs; competency-based assessments; 
competitive admission standards; a student popula-
tion of older, mature, and career-directed students; 
and pass–fail grading systems.

Grade indexing involves indicating how many stu-
dents in a given course or section of a course received 
grades that equaled or exceeded the grade of a given 
student. This index may appear on the student’s 
transcript.

Nursing faculty as a whole should review grading 
policies and practices on a regular basis. A consistent 
philosophy about grading and fair and equitable grad-
ing practices communicates concern to the students 
and competence to nursing’s varied publics. Faculty 
must also continually strive to administer valid and re-
liable tests that measure students’ attainment of course 
and program competencies.

SUMMARY

Although developing, administering, and analyzing 
classroom tests may seem like a monumental task, the 
step-by-step approach presented in this chapter can 
be used as a guide to simplify this process. By follow-
ing these guidelines, faculty can create written tests 
that can be used as effective measures of outcomes in 
the classroom. Assigning grades is the last step in this 
process.
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Reflecting on the Evidence

1.	 What is your philosophy of testing? What 
role does your philosophy play in linking 
your tests to the test to the teaching–learning 
cycle?

2.	 Obtain a copy of your test and the student 
learning outcomes that relate to that test. How 
well do the cognitive level of the learning out-
comes align with the cognitive level of the test 
questions?

3.	 Evaluate an instructor-developed test (your 
own or another instructor’s). What is the evi-
dence for the construct, content, or criterion 
validity of the test? If such evidence does not 
exist, how would you go about establishing the 
evidence for validity?

4.	 After the administration of an examination, 
students tell you that several students were ob-
served cheating. What will you do? How will 
you respond to the students who reported the 
incident? What measures can you take to pre-
vent cheating incidents during the next test?



	 25    DEVELOPING AND USING MULTIPLE-CHOICE AND ALTERNATIVE FORMAT TESTS	 493

Simon-Campbell, E. L., & Phelan, J. (2016). Effectiveness of an adap-
tive quizzing system as an institution-wide strategy to improve 
student learning and retention. Nurse Educator, 41(5), 246–251. 
https://doi.org/10.1097/NNE.0000000000000258.

Stonecypher, K., Young, A., Langford, R., Symes, L. & Willson, P. 
(2015). Faculty Experiences developing and implementing poli-
cies for exit exam testing. Nurse Educator, 40(4), 189–193. https://
doi.org/10.1097/NNE.0000000000000152.

Sullivan, D. (2014). A concept analysis of “high stakes testing.” Nurse 
Educator, 39(2), 72–76.

Tagher, C. G., & Robinson, E. M. (2016). Critical aspects of stress 
in a high-stakes testing environment: A phenomenographic ap-
proach. Journal of Nursing Education, 55(3), 160–163. https://doi.
org/10.3928/01484834-20160216-07.

Tarrant, M. & Ware, J. (2012). A framework for improving the quality 
of multiple-choice assessments. Nurse Educator, 34(3), 109–113.

Tu, Y. C., Lin, Y. J., Lee, J. W., & Fan, L. W. (2017). Effects of di-
dactic instruction and test-enhanced learning in a nursing review 
course. Journal of Nursing Education, 56(11), 683–687. https://doi.
org/10.3928/01484834-20171020-09.



494

2626 CLINICAL PERFORMANCE 
EVALUATION⁎

WANDA BONNEL, PhD, RN, ANEF

I   n times of profound change in health care, 
evaluating students’ attainment of clinical knowl-
edge, skills, and abilities remains constant. From 
patient safety to student confidence as clinicians, 
conducting careful clinical performance evaluations 
for each student is essential. As students and health 
care teams come together to establish a culture of 
safety and quality patient care, using best practices 
in evaluation of clinical performance is imperative. 
Providing fair and reasonable clinical evaluation is 
one of the most important and challenging aspects 
of the faculty role. Faculty must discern whether 
students can think critically within the clinical set-
ting, make nursing clinical judgments, maintain a 
professional demeanor, interact appropriately with 
patients, prioritize problems, have basic knowledge 
of clinical procedures, and complete care proce-
dures correctly. All the while, faculty need to mini-
mize student anxiety within the complex health care 
setting so that student clinical performance and not 
extraneous factors, such as anxiety or fatigue, are 
being observed.

Evaluation of clinical performance provides data 
from which faculty can judge the extent to which stu-
dents have acquired specified learning outcomes. This 
chapter discusses general issues in evaluating clinical 
performance, clinical evaluation methods and tools, 
and the clinical evaluation process.

GENERAL ISSUES IN EVALUATING 
CLINICAL PERFORMANCE

When clinical performance is evaluated, students’ 
skills are judged as they relate to an established stan-
dard of patient care. The inherent purpose of evalua-
tion is to prepare safe, quality clinicians (Logue, 2017). 
This is a timely topic because concerns about readi-
ness for new graduates to practice competently exist 
(Kavanagh & Szweda, 2017). Acceptable clinical per-
formance involves behavior, knowledge, and attitudes 
that students gradually develop in a variety of settings. 
A review of literature about clinical evaluation has 
identified challenges in obtaining this full picture. For 
example, the concept of clinical judgment, or evaluat-
ing students’ thinking and problem-solving ability, is 
consistently noted as both important and challenging. 
In a survey of clinical faculty, researchers found that, 
although clinical faculty are intent on gaining a holistic 
student evaluation, much time is spent on task com-
pletion and observing task skills (Ironside, McNelis, & 
Ebright, 2014). The literature also describes the need 
for models to evaluate clinical judgment and problem 
solving. Tanner (2006) describes a model of clinical 
judgment, incorporating components such as student 
reflection in action and reflection on action. Based 
on Tanner’s model, Lasater (2007) further developed 
a clinical judgment tool for evaluating this process, 
including broad concepts of noticing, interpreting, re-
sponding, and reflecting. Additionally the critical de-
cision model, adapted to incorporate both observation 
and questioning, related to students’ clinical situation 
awareness, cues for action, and pattern recognition 
has also been described (McNelis, Ironside, Zvonar, 
& Ebright, 2014). Faculty, incorporating additional 

*The author acknowledges the work of Dorothy A. Gomez, MSN, 
RN; Stacy Lobodzinski, MSN, RN; and Cora D. Hartwell West, 
MSN, RN, in the previous editions of the chapter.



	 26    CLINICAL PERFORMANCE EVALUATION	 495

evaluation approaches, such as student writing, active 
learning cases, and simulation (discussed in later sec-
tions), can help gain a comprehensive evaluation.

The ultimate outcome for clinical performance 
evaluation is safe, quality patient care. Clinical perfor-
mance evaluation provides information to the student 
about performance and provides data that may be used 
for individual student development, assigning grades, 
and making decisions about the curriculum. Students 
have the right to a reliable and valid evaluation that 
assesses achievement of competencies required to take 
on the role of the novice nurse. Box 26.1 provides some 
“quick tips” to be considered at the beginning of the 
evaluation process.

Good practice includes multidimensional evalua-
tion with diverse evaluation methods completed over 
time, seeking student growth and progress. All evalu-
ation should respect students’ dignity and self-esteem. 
Additionally research on learning practices includes 
the importance of emphasizing evaluation as a student 
learning opportunity (National Research Council, 2015).  

In addition to the concepts of assessment and evalua-
tion, grading is considered part of a systems approach 
that includes integrating evaluation as the final com-
ponent of learning. Before assessing and evaluating 
clinical performance, faculty must consider several 
issues. These issues include who will be participants 
in the evaluation, evaluation timing, and evaluation 
access and privacy.

Using the Team: Participants in Evaluation
Faculty

Clinical evaluation is complex. Although faculty have 
primary responsibility for the student clinical evalu-
ation, gaining multiple individuals’ perspectives or a 
team approach enhances the evaluation as designated 
others contribute. Faculty are knowledgeable about 
the purpose of the evaluation and the objectives that 
will be used to judge each student’s performance. 
This clarity of purpose provides direction for selec-
tion of evaluation tools and processes. Initial faculty 
challenges in completing clinical evaluations include 
factors such as faculty value systems, the number 
of students supervised, and reasonable clinical op-
portunities for students. Faculty need to be aware of 
their own value systems to avoid biasing the evalua-
tion process. When faculty are supervising a group of 
students in the delivery of safe and appropriate nurs-
ing care, faculty can only sample student behaviors. 
Limited sampling of behaviors or individual biases 
may result in an inaccurate or unfair clinical evalua-
tion. Because of these limitations, faculty use a variety 
of evaluation methods to capture the broader picture 
of student competence. Faculty strive to identify equi-
table assignments and can consider evaluation input 
from other sources with potential adjunct evaluators, 
including students, nursing staff and preceptors, peer 
evaluators, and patients.

Students

Completion of self-assessments by students provides 
not only data, as part of the evaluation process, but 
also a learning experience for the students. Student 
self-evaluation provides a starting point for review-
ing, comparing, and discussing evaluative data with 
faculty. Initial student involvement in self-assessment 
tends to facilitate student behavior changes and 
provides a positive environment for learning and 

B O X   2 6 .1
QUICK TIPS FOR CLINICAL EVALUATION

■	 Define clearly both knowledge and skills that stu-
dents will need to demonstrate.

■	 Use multiple sources of data for evaluation.
■	 Be reasonable and consistent in evaluation of all 

students.
■	 Use formative minievaluations and suggest minor, 

easy corrections at the time they are needed.
■	 Present feedback and evaluation in nonjudgmen-

tal language, confining comments to a student’s 
behavior.

■	 Provide evaluation “sandwiches,” commenting 
first on a strength, then on a weakness, then on a 
strength of the student’s behavior.

■	 Carry an anecdotal record or mobile device equiva-
lent for each student, maintaining privacy of data.

■	 Make specific notes, focusing on specific details of 
a student’s behavior.

■	 Document student patterns of behavior over time 
through compilation of records.

■	 Invite students to complete self-assessments and 
summarize what they have learned.

■	 Help students prioritize learning needs and turn 
feedback into constructive challenges with specific 
goals for each day.
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improvement. Participation in their own evaluation 
also empowers students to make choices and identify 
their strengths. Self-assessments are further discussed 
later in this chapter as a component of self-evaluation 
and self-reflection.

Nursing Staff and Preceptors

New models for clinical education, including dedicated 
units with entire patient care staff engaged in educat-
ing students, dedicated preceptors, and academies to 
support clinical teaching, emphasize the need to focus 
on engaging preceptors as part of the clinical evalua-
tion team. Nursing staff and other designated precep-
tors often provide input to the evaluation process and 
tend to provide data from an informed perspective as a 
result of collaboration with students. Even with newer 
clinical evaluation models, these team members often 
have limited experience with clinical evaluation. The 
nursing literature indicates that clinical preceptors 
consistently report wanting more knowledge about 
conducting clinical evaluation and giving feedback. 
There is also a need for addressing the issue of faculty 
and preceptor interrater reliability (see Chapter  24 
for information about establishing interrater reliabil-
ity). Preceptors indicate the need for faculty support, 
especially when students are unprepared for clinical 
(Dahlke, Baumbusch, Affleck, & Kwon, 2012; McClure 
& Black, 2013).

Nursing staff should understand their role in student 
evaluation, with staff expectations in the evaluation 
process clearly articulated. This includes determining 
whether staff feedback should be provided directly to 
only the student or shared with faculty as well. One 
of the disadvantages of including nursing person-
nel in the evaluation process is that expectations in 
the clinical area may differ from course performance 
objectives. Sharing course objectives, expectations of 
students, and clinical evaluation forms with staff pro-
motes an evaluation partnership. Although evaluation 
is time consuming for busy nurses, this may be part 
of a nurse’s career development or joint appointment 
responsibilities.

Preceptors have a specified role in modeling and 
facilitating clinical education for students, especially 
for advanced nursing students. Typically preceptors 
serve a more formal role in evaluation, such as an ad-
junct faculty role, and provide evaluative data as part 

of a faculty team. If staff nurses and nurse preceptors 
provide data for the evaluation process, they should be 
oriented to the nursing school’s evaluation plan. Roles 
should be clarified, indicating whether staff will be 
asked to provide occasional comments, to report only 
incidents or concerns, or to complete a specific evalua-
tion form. Adequately preparing adjunct evaluators for 
their role, specifying clinical activities to evaluate, and 
guiding them in using tools such as rubrics for student 
feedback, can promote clinical evaluation consistency 
(Santisteban & Egues, 2014).

Peer Evaluators

Peer evaluation can help students develop collaborative 
skills, build communication abilities, and promote pro-
fessional responsibility. Students have described value in 
peer review roles, but also indicate the need for faculty 
support and clear guidelines for peer review (Burgess, 
Roberts, Black, & Mellis, 2013). Because some people 
debate the appropriateness of having student peers act 
as evaluators in the clinical setting, student peers should 
only evaluate competencies and assignments that they 
are prepared to judge. A potential disadvantage is that 
peers may be biased in providing only favorable infor-
mation about student colleagues or may have unrealis-
tic expectations of their student colleagues. Providing  
students with this peer evaluation opportunity and 
then appropriately weighting the contribution can 
be a reasonable practice. Interprofessional educa-
tion competencies call for peer feedback as a key 
concept in preparing for interprofessional practice 
(Interprofessional Education Collaborative, 2016). 
Peer review, an important component of team and 
group work, includes learning to share thoughtful, 
objective critique against standards such as rubrics. 
Providing student peers opportunities to critique and 
give feedback to each other can also be a team learn-
ing opportunity. Faculty can help students appreciate 
the importance of peer review, use basic rubrics, and 
practice professional peer communication (Institute 
of Medicine, 2014).

Patients

Patients provide data from the product consumer view-
point. Patient satisfaction is considered an important 
marker in quality health care and can be considered 
as part of student evaluation. Judgments about student 
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performance are made from patients’ personal expe-
riences, and data should be weighted for their value. 
Patients often have positive comments to make about 
their students, which can be positive for the students to 
hear. Although it is not a new focus, the importance of 
engaging patients in their health gains new attention as 
a component of safe quality care (National League for 
Nursing [NLN], 2015). Particularly as health care moves 
to incorporate patients into stronger team member 
roles, their perceptions of student care can add value.

Evaluation Timing: Formative and 
Summative Evaluation
Faculty must consider the appropriate timing of evalu-
ation and student feedback. Formative evaluation fo-
cuses on the process of student development during 
the clinical activity, whereas summative evaluation 
comes at the conclusion of a specified clinical activity 
to determine student accomplishment. Formative eval-
uation can assist in diagnosing student problems and 
learning needs. Formative evaluation opportunities, 
sometimes setting-limited, may need to be sought out 
(Logue, 2017). Appropriate feedback enables students 
to learn from their mistakes and allows for growth 
and improvement in behavior. Summative evaluation 
attests to competency attainment or meeting of des-
ignated objectives. Each of these concepts has unique 
contributions to the evaluation process, which is dis-
cussed further in Chapter 22.

All parties involved in the clinical performance 
evaluation should be aware of evaluation time frames 
at the outset. Timely feedback to students from faculty, 
both ongoing and formally scheduled, decreases the 
risk of unexpected evaluation results. Ongoing forma-
tive evaluations keep students and faculty aware of the 
progress toward attainment of learning outcomes and 
promote opportunities for goal setting. This early in-
tervention by a faculty member may provide needed 
direction for improvement and prevent a student 
from receiving an unsatisfactory evaluation in clinical 
performance.

Access to Evaluation Data and Privacy 
Considerations
There are both ethical and legal issues relevant to privacy 
of evaluation data that can affect the student, faculty, and 
institution. Before conducting clinical evaluations, the 

educator must determine who will have access to data. 
In most cases, detailed evaluative data are shared only 
between the faculty member and the individual student. 
Program policy should identify who additionally may 
have access to the evaluation and how evaluative infor-
mation will be stored and for how long. Evaluative data 
should be stored in a secure area. As designated by the 
Family Educational Rights and Privacy Act, students 
18  years of age or older or in postsecondary schools 
have the right to inspect records maintained by a school 
(U.S. Department of Education, 2013). A school’s pro-
gram materials such as catalogs and handbooks can be 
tools to ensure the creation of reasonable and prudent 
policies that are in compliance with legal and accredit-
ing guidelines. Additionally anecdotal notes, text-based 
summaries of student performance, should be objec-
tively written because they have potential to be subpoe-
naed in legal proceedings. Privacy of written anecdotal 
notes and computer documents or mobile device notes 
also need to be maintained. Inadequate security of this 
information could lead to a breach of student privacy.

The need to protect patient privacy can also become 
an issue, particularly when evaluating students’ use of 
electronic health records. Although protecting health 
information privacy for patients, the Health Insurance 
Portability and Accountability Act may create chal-
lenges for faculty and students in accessing written 
clinical data. Because electronic health records are an 
important component of student learning, faculty need 
to be familiar with the guidelines and procedures that 
clinical agencies have developed for students and fac-
ulty to access needed patient care documents. Ongoing 
discussions about students’ electronic record use and 
its role in evaluation are important to future clinicians 
(Niederhauser, Schoessler, Gubrud-Howe, Magnussen, 
& Codier, 2012). If clinical access to electronic health 
records is limited, another way to evaluate the student’s 
ability is to provide simulations using commercial aca-
demic products designed to teach about the electronic 
health record. Additional legal considerations are dis-
cussed in Chapter 3.

CLINICAL EVALUATION METHODS 
AND TOOLS

Many methods and tools are used to measure learning 
in the clinical setting. A variety of approaches should 
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be incorporated in clinical evaluation, including cog-
nitive, psychomotor, and affective considerations in 
addition to cultural competence and ethical deci-
sion making (Oermann, Shellenbarger, & Gaberson, 
2017). Additionally, educators cannot ignore the so-
cial connotations of grading, including the effect that 
evaluation has on the learning process and student 
motivation (Walvoord, Anderson, & Angelo, 2010).

The goal of evaluation is an objective report about 
the extent to which students have met course learn-
ing outcomes and demonstrate competency in clinical 
performance. Faculty need to be aware that there is 
the potential for evaluation of students’ clinical per-
formance to be subjective and inconsistent. Even with 
“objective” instruments based on measurable and ob-
servable behavior, subjectivity can still be introduced 
into a tool that is viewed as objective. Faculty should 
be sensitive to the forces that contribute to the subjec-
tive side of evaluation as they strive for fairness and 
consistency (Oermann & Gaberson, 2016).

Fair and reasonable evaluation of students in clini-
cal settings requires use of appropriate evaluation tools 
that are ideally efficient for faculty to use. In a synthe-
sis of the literature, Krautscheid, Moceri, Stragnell, 
Manthey, and Neal (2014) summarized that much 
variability exists in clinical evaluation tools. Although 
common agreements were found that tools needed to 
include criterion-based, clear standards and be consis-
tent with program objectives and mission, common 
challenges were identified that include evaluator bias, 
subjectivity, and misinterpretation of guidelines. The 
authors summarized that the best tools are reliable 
clinical tools that guide in determining how well stu-
dents meet objectives, verify their competency as safe 
practitioners, and allow opportunities for formative 
and summative feedback.

Any evaluation instrument used to measure clini-
cal learning and performance should have criteria that 
are consistent with course objectives and the teach-
ing institution’s purpose and philosophy. Attention 
to student clinical progress, not only across semesters 
but across a program, can be considered with similar, 
consistent evaluation processes and tools that progress 
across the program (Bonnel & Smith, 2010).

Faculty teams should be engaged in ongoing discus-
sions about the tools they choose to use and their pur-
poses. Ongoing orientation and practice with the tools 

and ratings is recommended (Krautscheid et al., 2014). 
Faculty must make decisions about using these instru-
ments according to their purpose for clinical evaluation.

Primary strategies for the evaluation of clinical prac-
tice include (1) observation, (2) written communication, 
(3) oral communication, (4) simulation, and (5) self-
evaluation. Because clinical practice is complex, a combi-
nation of methods used over time is indicated and helps 
support a fair and reasonable evaluation. See Table 26.1 
for a summary of common strategies and clinical evalu-
ation tools by category. These are also discussed in the 
following paragraphs.

Evaluation Strategies: Observation
Observation is the method used most frequently in clin-
ical performance evaluation. Student performance is 
compared with clinical competency expectations as des-
ignated in course objectives. Faculty observe and analyze 
the performance, provide feedback on the observation, 
and determine whether further instruction is needed. A 
large national survey specific to faculty clinical evalu-
ation and grading practices confirmed the predomi-
nance of observation in clinical evaluation (Oermann, 
Yarbrough, Saewert, Ard, & Charasika, 2009). Authors 
noted that continuing issues in clinical evaluation in-
clude wide variability in clinical environments, increas-
ingly complex patients, and more diverse students.

TA B L E   2 6 .1
Sample Evaluation Strategies and Tools  

by Category

Observation Anecdotal notes
Checklists
Rating scales
Videotapes

Written Charting and progress notes
Concept maps
Care plans
Process recordings
Written tests
Web-based strategies

Oral Student interviews and case presentation
Clinical conferences

Simulations Interactive multimedia patient simulators
Role play and clinical scenarios
Standardized patient examinations

Self-evaluation Clinical portfolios
Reflective journals and logs
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Real-time observation and delayed video observa-
tion are both considered in this discussion. Advantages 
of observation include the potential for direct visual-
ization and confirmation of student performance, but 
observation can also be challenging. Sample factors 
that can interfere with observations include lack of 
specificity of the particular behaviors to be observed; 
an inadequate sampling of behaviors from which to 
draw conclusions about a student’s performance; and 
the evaluator’s own influences and perceptions, which 
can affect judgment of the observed performance 
(Oermann & Gaberson, 2016).

Faculty should seek tools and strategies that support 
a fair and reasonable evaluation. The more structured 
observational tools are typically easy to complete and 
are useful in focusing on specified behavior. Although 
structured observation tools can help increase objec-
tivity, faculty judgment is still required in interpreta-
tion of the listed behaviors. Problems with reliability 
are introduced when item descriptors are given differ-
ent meanings by different evaluators. Faculty training 
can help minimize this problem.

Tracking Clinical Observation Evaluation 
Data
An abundance of information must be tracked in clini-
cal observation. Faculty can benefit from systems to 
help document and organize this information. Faculty 
can carry copies of evaluation tools and anecdotal 
records or can consider the use of mobile devices to 
help facilitate retrieval and use of clinical evaluation 
records. A variety of strategies exist for using mobile 
devices in the clinical setting. In graduate clinical pro-
grams, for example, students typically document their 
own patient logs electronically, providing documenta-
tion of the breadth of experiences as one component 
of competency evaluation. Privacy in mobile device 
records is also needed.

Common methods for documenting observed be-
haviors during clinical practice vary in the amount of 
structure. Examples include anecdotal notes, check-
lists, rating scales and rubrics, and videotapes.

Anecdotal Notes

Anecdotal or progress notes are objective writ-
ten descriptions of observed student performance 
or behaviors. The format for these can vary from 

loosely structured “plus–minus” observation notes 
to structured lists of observations in relation to 
specified clinical objectives. Serving as part of for-
mative evaluation, as student performance records 
are documented over time, a pattern is established. 
This record or pattern of information pertaining to 
the student and specific clinical behaviors helps doc-
ument the student’s performance pattern for both 
summative evaluation and recall during student–
faculty conference sessions. The importance of de-
termining which clinical incidents to assess and the 
need to identify both positive and negative student 
behaviors is noted.

Checklists

Checklists are lists of items or performance indicators 
requiring dichotomous responses such as “satisfactory–
unsatisfactory” or “pass–fail” (Table 26.2). A checklist 
is an inventory of measurable performance dimen-
sions or products with a place to record a simple “yes” 
or “no” judgment. These short, easy-to-complete tools 
are frequently used for evaluating clinical performance. 
Checklists, such as nursing skills check-off lists, are 
useful for evaluation of specific, well-defined behaviors 
and are commonly used in the clinical simulated labora-
tory setting. Rating scales and rubrics, described in the 
following paragraph, provide more detail than check-
lists concerning the quality of a student’s performance.

Rating Scales and Rubrics

Rating scales incorporate qualitative and quantitative 
judgments regarding the learner’s performance in the 
clinical setting (Box 26.2). A list of clinical behaviors 
or competencies is rated on a numerical scale such as 
a 5-point or 7-point scale with descriptors. These de-
scriptors take the form of abstract labels (such as A, B, 
C, D, and E or 5, 4, 3, 2, and 1), frequency labels (e.g., 
always, usually, frequently, sometimes, and never), or 
qualitative labels (e.g., superior, above average, average, 
and below average). A rating scale provides the instruc-
tor with a convenient form on which to record judg-
ments indicating the degree of student performance. 
This differs from a checklist in that it allows for more 
discrimination in judging behaviors compared with di-
chotomous “yes” and “no” options. Rubrics, considered 
a type of rating scale, help convey clinically related 
assignment expectations to students (Suskie, 2009). 
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They provide clear direction for graders and promote 
reliability among multiple graders. They can support 
accurate, consistent, and unbiased ratings. The detail 
provided in a rubric grid allows faculty to provide rapid 
and informative feedback to students without extensive 
writing (Walvoord et al., 2010). Typical parts to a rubric 
include the task or assignment description, breakdown 

of assignment parts, and some type of scale with per-
formance level descriptors (Stevens & Levi, 2012). 
Serving as a scoring guide, rubrics help focus on ex-
pectations for best practices in completing skills, and 
they improve communications. Rubric examples exist 
for providing detailed feedback for clinical-related as-
signments such as written clinical plans and conference 
participation. A web search by topic of interest, such as 
team communication, can provide samples for review. 
Skill-based rubrics can provide students direction in 
their skill practice and learning. Students can use these 
tools for self-assessments and participate in peer assess-
ments to promote learning. These tools can be distrib-
uted to students, completed by faculty, and tracked or 
monitored over time.

Videos as Source of Observational Data

Another method of recording observations of a stu-
dent’s clinical performance is through videos. Often 
completed in a simulated setting, videos can be used to 
record and evaluate specific performance behaviors rel-
evant to diverse clinical settings. Advantages associated 
with videos include their valuable start, stop, and replay 
capabilities, which allow an observation to be reviewed 

TA B L E   2 6 . 2
Example of Checklist Items and Format

 Midterm   Final

Professional      

Domain Satisfactory Unsatisfactory Not Observed Satisfactory Unsatisfactory

Practices within legal boundaries 
according to standards

     

Uses professional nursing standards 
to provide patient safety

     

Follows nursing procedures and 
institutional policy in delivery of 
patient care

     

Displays professional behaviors with 
staff, peers, instructors, and patient 
systems

     

Demonstrates ethical principles 
of respect for person and 
confidentiality

     

Participates appropriately in clinical 
conferences

     

Reports on time; follows procedures 
for absenteeism

     

B O X   2 6 . 2
EXAMPLE OF RATING SCALE ITEMS AND 

FORMAT

Instructions: On a scale of 1–5, rate each of the following 
student behaviors:
1.	 __ Serves as patient caregiver (independence when 

providing patient care, timely completion of all pa-
tient care)

2.	 __ Functions in the role of team member
3.	 __ Uses correct procedure when performing nursing 

interventions
4.	 __ Relates self-evaluation to clinical learning objectives
5.	 __ Displays positive behavior when given feedback
(Rating Code: 1 = marginal; 2 = fair; 3 = satisfactory; 4 = 
good; 5 = excellent; NA = not applicable.)
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numerous times. Videos can promote self-evaluation, 
allowing students to see themselves and evaluate their 
performance more objectively. Videos also give faculty 
and students the opportunity to review the performance 
and provide feedback in determining whether further 
practice is indicated. Use of videos can contribute to the 
learning and growth of an entire clinical group when 
knowledge and feedback are shared. Videos are particu-
larly popular for simulation debriefing and for evalua-
tion in distance learning situations. Videos can also be 
used with rating scales, rubrics, checklists, or anecdotal 
records to organize and report behaviors observed on 
the videos.

Additionally, an approach to involving students 
as observers in evaluation is to engage them in ob-
serving and evaluating online clinical videos such as 
the National Institutes of Health (NIH) Stroke Scale 
training. In this example, video cases were developed 
based on needed competencies for appropriate use of 
the Stroke Scale. Students complete testing specific to 
these competencies as they refer to the online video 
cases (NIH Stroke Scale, n.d.). This approach allows 
students to participate in a type of standardized testing. 
There may be additional opportunities for students to 
observe videos as components of clinical evaluation, 
for example critique of online videos developed by fac-
ulty or others.

Evaluation Strategies: Student Written 
Communication
Use of written communication, whether paper-based 
or electronic, enables the faculty to evaluate clinical 
performance through assessing students’ abilities to 
translate what they have learned to the written word. 
Review of student nursing care plans or written notes 
allows faculty to evaluate students’ abilities to com-
municate with other care providers. Through writing 
assignments, students can clarify and organize their 
thoughts. Additionally, writing can reinforce new 
knowledge and expand thinking on a topic. Reflective 
writing assignments, appropriately designed, can help 
faculty see students move from telling or describing 
data to translating information to knowledge. Faculty 
evaluation focuses on the quality of the content and 
student ability to communicate information and ideas 
in written form. The rater can determine the student’s 
perspectives and gain insight into the “why” of the stu-

dent’s behavior. A scoring tool such as a rubric with 
specified objectives for a designated assignment can 
promote consistency and efficiency in grading speci-
fied assignments (Stevens & Levi, 2012). Written data 
help support faculty clinical observations.

Patient Progress Notes and Electronic Health 
Record Documentation

The use of electronic text-based communication in 
the changing health care system is increasing, with the 
ability to write cogent nursing and clinical progress 
notes an important clinical skill. Reviewing student 
documentation provides faculty with an opportunity 
to evaluate students’ ability to process and record rel-
evant data. Students’ skills in using health care termi-
nology and documentation practices can be examined 
and critical thinking processes can be demonstrated in 
these notes. With the focus on electronic records as a 
tool in patient safety, orienting students to these tools 
and evaluating students’ skill in this area is essential. 
In some clinical practice settings, there may be limited 
student access to electronic health records or unfamil-
iar electronic systems; faculty can use clinical labora-
tory settings and simulations to first engage students 
in learning to use academic electronic health records 
and then evaluating their documentation using case 
studies. Developing ongoing strategies with clinical 
agency partners may be needed to continue evaluation 
of students’ electronic documentation abilities as they 
advance in clinical patient care.

Concept Maps

Concept maps are another tool for evaluating students’ 
ability to document thinking processes and allow stu-
dents to create a diagram of patient needs and nursing 
responses, including relationships among concepts. 
These tools can help students visualize and organize 
patient-specific data relevant to diagnostic work and 
nursing and medical diagnoses. Concept maps can 
serve as worksheets for students and serve as organiz-
ing tools for documentation (Schuster, 2015). Faculty 
can evaluate students’ understanding of concepts and 
relationships among relevant concepts and assist in 
clarifying students’ misconceptions. These tools also 
provide faculty with opportunity to complete a quick 
review of students’ thinking patterns and determine 
further learning needs before students provide direct 
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patient care. Research on concept mapping assign-
ments, in clinical pathophysiology and pharmacology 
courses, indicated improvements on critical thinking 
compared with a control group (Kaddoura, Van-Dyke, 
& Yang, 2016). In today’s complex health care world, 
concept maps may better represent care processes than 
more traditional linear models of documentation. 
Concept maps, further discussed in Chapter  24, can 
provide a useful tool in evaluating students’ abilities to 
synthesize concepts in care of specific patients.

Nursing Care Plans

Nursing care plans allow faculty to evaluate students’ 
ability to determine and prioritize care needs accord-
ing to understanding and interpretation of individual 
patients’ health care problems. Historically, nursing 
care plans have been used by students to document 
clinical thinking processes, but some argue that the 
availability of numerous standardized care plans has 
minimized the critical thinking component. Some pro-
grams report replacing or combining detailed clinical 
care plans with concept maps or clinical journals and 
logs to help students clarify the interrelationship of pa-
tient problems. Although debate exists about the value 
of the traditional nursing care plan, the value of tools 
that help nursing students gain skills for critical think-
ing and that promote patient safety are well accepted. 
Long term care settings, for example, emphasize the 
need to continue teaching and evaluating care plans as 
integral to the team approach for enhancing the client 
experience. The value of care planning has also been 
described as extending to the use of electronic health 
records care planning in chronic disease (Burt, Rick, 
Blakeman, Protheroe, Roland, & Bower, 2014).

Process Recordings. Process recordings have been 
used to evaluate the interpersonal skills of students 
within the clinical setting. This form of evaluation re-
quires students to write down their patient–nurse in-
teractions and self-evaluate the communication skills 
they used. A type of self-reflection, process recordings 
provide a form of student self-evaluation that allows 
students to analyze their own interactive behavior, en-
abling them to better identify the strengths and weak-
nesses of their interpersonal communication. This 
approach to evaluation has traditionally been used in 
communication courses and in psychiatric nursing. A 

psychiatric nursing text, for example, provides sam-
ple process recording forms and evaluation rubrics 
(Townsend, 2015).

Written or Electronic Testing Formats. Written testing 
is frequently used to assess students’ basic knowledge 
for problem solving and decision making in clinical 
practice. Various test formats (true–false, multiple 
choice, matching, short answer, essay) can be incor-
porated into preclinical or postclinical conferences to 
gauge students’ understanding of specific concepts. 
(See Chapter  25 for information about writing test 
questions.)

Web-Based Strategies

Written evaluation can also include web-based clini-
cal evaluation formats. For example, faculty can im-
plement postclinical conferences or lead clinical case 
discussions within online learning management sys-
tems (Johnson & Flagler, 2013). Within online learn-
ing systems, students can submit electronic clinical 
logs to document patterns of ages and diagnoses of 
patients seen. Opportunities exist for faculty to pro-
vide rapid feedback to students on written clinical 
papers, threaded discussion boards, or e-journals. 
Although not limited to students at a distance, web-
based strategies are especially popular for clinical 
evaluation of students in geographically diverse set-
tings. They also may be useful for clinical confer-
ences and student evaluation in community health 
courses with clinical coursework in diverse commu-
nity settings.

Evaluation Strategies: Oral Communication 
Methods
Communication and information sharing are com-
mon nursing tasks and important nursing skills. Oral 
communication strategies such as student interviews, 
case presentations, and clinical conferences provide 
evaluative opportunities. These can be used to assess 
the student’s ability to verbalize ideas and thoughts 
clearly. In addition, these strategies allow faculty 
to assess a student’s critical thinking skills and pose 
questions to elicit more complex forms of thinking. 
Evaluation strategies identified as oral or verbal com-
munication methods are described in the following 
paragraphs.
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Student Interviews and Case Presentation

In simple interview format, faculty ask questions and 
students respond. These question-and-answer ses-
sions provide faculty with the opportunity to probe 
for more detail from students and clarify misconcep-
tions. Faculty can focus on asking “higher-order” 
questions, moving beyond just factual recall, to better 
promote student critical thinking. Student case pre-
sentations, such as bullet point summaries of patient 
problems and care strategies, assist students in devel-
oping concise presentation skills. Faculty can provide 
feedback to students and obtain evaluative informa-
tion about students’ thoughts and approaches for pa-
tient care.

Clinical Conferences

Clinical conferences provide opportunities for stu-
dents to integrate theory and practice in terms of 
their own clinical experiences. Questions, reflections, 
and discussion within conferences encourage critical 
thinking and allow for peer feedback. Debriefing of 
clinical experiences, similar to the debriefing of simu-
lations, provides students with opportunity to reflect 
and further cement learning. As students debrief, they 
gain opportunity to assess what happened during their 
clinical care, compare this with accepted criteria, and 
consider how well they did. Conferences provide an 
opportunity for faculty to gauge students’ abilities to 
analyze data and critique plans. The multiple student 
participants in clinical conferences enable faculty to 
evaluate more than one student at a time. Asking stu-
dents to engage in goal setting for further learning is 
another important component of clinical conference 
debriefing (Bonnel & Smith, 2010).

Interprofessional conferences are another form of 
clinical conference in which the process of problem 
solving and decision making is a collaborative effort of 
the group. Involving multiple health care disciplines, 
evaluation is concerned with the student’s active par-
ticipation within the group and abilities to present ideas 
clearly in terms of the care plan for the patient. Increased 
focus on interprofessional education makes this an 
important time to address student abilities to clearly 
communicate and collaborate in problem solving with 
team members (Institute of Medicine, 2014). Although 
students may find a degree of risk involved with shar-
ing their knowledge and being evaluated critically by 

other disciplines, gaining these competencies is consis-
tent with recommendations from the Interprofessional 
Education Collaborative (2016), particularly related to 
developing mutual respect and supporting interprofes-
sional communication competency.

Evaluation Strategies: Clinical Simulations
Simulations can range from simple case role plays 
to interactions with complex electronic manikins. 
Through simulations an instructor can identify spe-
cific clinical objectives to be demonstrated and focus 
on student cognitive and psychomotor behaviors de-
fined for the case. Simulations help create a safe envi-
ronment for student learning. Benefits of simulations 
include skill validation in a standardized setting with 
no risk to actual patients. With the changing health 
care setting, students will likely not have opportunities 
to care for all types of patients in the various clinical 
settings for which they will be responsible after gradu-
ation. Teaching pattern recognition with case studies 
and scenarios in safe, structured learning environ-
ments is becoming an increasingly important strat-
egy. Recognized as key learning tools in the sciences 
(National Center for Case Study Teaching in Science, 
2017), case studies typically serve as the basis for simu-
lations and problem based learning to enhance con-
cept application, reflection and clinical judgment. The 
value of using stories or cases, addressed by Tagliarini 
and Forneris (2017), suggests case studies focus on 
specified learning outcomes for evaluation purposes. 
Learning can then be transferred to specific patients 
and settings. Sample approaches to simulations in-
clude technology-based patient simulations, role 
play and clinical scenarios, and standardized patient 
examinations.

Technology-Based Patient Simulations

Rapidly advancing technologies provide additional 
opportunities for clinical evaluation, including virtual 
case-based simulations and high-fidelity simulations. 
Virtual case-based simulations, with similarities to 
high-fidelity simulation, include web-based avatars in 
online simulated settings. Avatars, a type of on-screen 
representation of students, placed in virtual health care 
settings provide a semirealistic learning experience 
for students to assume nursing roles, interact with a 
virtual patient, and make care decisions. Through the 
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use of interactive multimedia, these nursing case stud-
ies can be presented in a safe setting without clinical 
environmental distractions or the risk involved in stu-
dent clinical decision making, and thus can be used 
for clinical performance evaluation in a structured 
environment.

Research findings regarding high-fidelity simu-
lations as both teaching and evaluation tools are be-
coming increasingly available. Faculty should clarify 
for students whether a simulation activity is formative 
(for teaching purposes) or summative (for outcomes 
evaluation).

Debriefing and feedback to students, as formative 
evaluation, are considered to be critical elements in 
the teaching–learning process with high-fidelity pa-
tient simulation (NLN, 2015; Waznonis, 2014). These 
debriefing sessions provide opportunity for students to 
gain insight into their performance and consider op-
portunities for improvement.

The potential for simulation as a summative evalu-
ation tool has been studied, with emphasis on the 
need for well-designed and facilitated scenarios and 
valid and reliable evaluation tools if this is to be used 
for high stakes testing. Building on NLN (2012) fair 
testing principles, an ongoing consideration includes 
determining that students have had adequate exposure 
to simulation before a summative evaluation. Authors 
emphasized the need for further research and faculty 
discussions on the student behaviors to be evaluated 
(Rizzolo, Kardong-Edgren, Oermann, & Jeffries, 2015; 
Oermann, Kardong-Edgren, & Rizzolo, 2016).

High-fidelity patient simulators as mechanisms to 
document student competencies are taking on increas-
ing importance in today’s health care settings. Further 
discussion of simulations as a form of clinical evalua-
tion can be found in Chapter 19.

Role Play and Clinical Scenarios

Role play provides an opportunity for students to 
try out new behaviors, simulating aspects of nursing 
care in relation to clinical practice. As students imple-
ment the roles called for in specified case guidelines 
(or scripts for role plays), they gain opportunities to 
practice competent nurse interactions and behaviors. 
Students practice interpersonal communication skills 
and gain opportunity to observe, evaluate, and provide 
feedback to each other.

Additionally, clinical scenarios created with audio 
or video clips provide students with the opportunity to 
review an approach to a clinical scenario and actively 
learn while faculty facilitate the procedure. Students 
can respond to audiovisual scenarios orally or in writ-
ing. The potential for diverse, varied cases promotes 
relevance to a majority of nursing arenas and can be 
used as evaluation in a variety of settings. An advan-
tage that these methods offers is a readily available 
means of judging specific clinical practices without 
having to wait for a similar opportunity to arise in the 
clinical setting. Clinical scenarios can be economically 
beneficial in the educational setting with large groups 
of students. Additionally, many of these clinical sce-
narios have the potential to be used in online settings.

Standardized Patient Examinations

Standardized patient examinations, sometimes referred 
to as objective structured clinical examinations (OSCEs), 
are another way to evaluate competencies in clinical 
education. These OSCEs can be described as actors or 
“pretend patients” in a created environment designed 
to simulate actual clinical conditions. A simulation 
center, modeled as an authentic clinical environment 
with standardized patients, can provide a safe setting 
in which to observe and document student competen-
cies. OSCEs can be used to increase the independence 
of students’ practice and enhance their understanding. 
They can then, in the safe, controlled environment 
of the laboratory, be evaluated on designated criteria 
(Aronowitz, Aronowitz, Mardin-Small, & Kim, 2017).

Standardized patients can provide feedback to stu-
dents and help ensure competence before students 
begin practice in the complex “real” world. Potential 
exists for multiple evaluators to observe and test stu-
dents in the performance of numerous skills during 
brief examination periods. The OSCE process, consid-
ered an acceptable and powerful approach in clinical 
performance evaluation, allows rapid feedback to stu-
dents about identified clinical deficits. Many programs 
use the OSCE as a learning tool with formative feed-
back. Students have reported learning and satisfaction 
with the standardized patient experience (Bornais, 
Raiger, Krahn, & El-Masri, 2012). If the OSCE is used 
as high stakes testing, faculty discussions, consistent 
with the earlier discussion of summative evaluation 
and simulation, should be considered.
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Evaluation Strategies: Self-Reflection and 
Self-Evaluation
Reflecting on one’s practice is as an integral compo-
nent of clinical learning. Reflection, considered to 
be an introspective process with self-observation of 
one’s thoughts and feelings, provides opportunity to 
consider and make sense of experiences. Potential 
outcomes of reflection include new perspective on 
experience, change in behavior, readiness for applica-
tion, and commitment to action (Horton-Deutsch & 
Sherwood, 2017).

Self-evaluation and self-reflection are related con-
cepts. In self-evaluation, students complete criteria-
based assessments using self-reflection. Self-evaluation 
against a standard has been noted as a critical tool for 
assisting students to gain lifelong learning skills (Fink, 
2013). In self-evaluation, students describe and make 
qualitative judgments about specified experiences, help-
ing balance the quantitative nature of evaluation with 
qualitative data. Self-evaluation against a rubric or stan-
dard can be a significant student learning tool, helping 
students examine their progress, identify their strengths 
and weaknesses, and set goals for improvement in the 
areas indicated. It can also help faculty better under-
stand student attitudes and values as well as thinking 
processes (Suskie, 2009).

Self-reflection provides students with an opportunity 
to think about what they have learned and promotes 
becoming reflective clinicians. Clinical reasoning de-
pends on both cognitive and metacognitive (thinking  
about one’s thinking) skill development (Kaplan, Silver, 
LaVaque-Manty, & Meizlish, 2013). There are differ-
ent ways to incorporate reflection into clinical practice, 
including preactivity, during activity, and postactivity. 
Because faculty consider reflection as an important tool 
for clinical evaluation, continued focus is needed on 
being precise and thoughtful about approaches, includ-
ing purposes and the key elements students are being 
asked to reflect on. Box 26.3 provides sample reflective 
prompts. Self-assessment provides students with op-
portunity to review their progress against a rubric or 
standard, identify both weaknesses and strengths, and 
set goals for improving their clinical learning.

A potential disadvantage of self-evaluation is that 
students may not be honest about their level of self-
understanding in an effort to protect themselves 
against potential criticism. The ability to critically re-
flect on individual performance may be influenced by 
the maturity and self-esteem of the student. Students 
are more likely to share summaries and reflections with 
faculty if a foundation of trust has been established. 
If self-evaluation begins at the onset of the students’  

B O X   2 6 . 3
SAMPLE REFLECTIVE PROMPTS FOR CLINICAL LEARNING

The following are sample written prompts to encourage 
student reflection and provide faculty opportunity for con-
sidering affective and cognitive learning.

PRECLINICAL ACTIVITY
■	 Why are you here?
■	 What are your learning goals?
■	 What concepts and competencies do you hope to attain?
■	 What is your commitment to engage in learning 

opportunities?

DURING CLINICAL PATIENT CARE
(Questions to consider during care and then summarize af-
ter your clinical experience.)

■	 What stands out for you in this situation?
■	 What are you concerned about in this situation?

■	 What assumptions are you making? What else could 
it be?

■	 What do you already know that can help you in this 
situation?

■	 What clinical decisions will you make?
■	 What action will you take?
■	 What response do you anticipate if you do that?

POSTCLINICAL ACTIVITY
■	 What did you learn?
■	 How has this been helpful to you?
■	 Did your plans for the patient/family/community 

work out as planned?
■	 What could you have done differently?
■	 What next? How will you use this information?

Adapted from Horton-Deutsch, S., & Sherwood, G. (2017). Reflective practice: Transforming education and improving outcomes (2nd ed.). 
Indianapolis: Sigma Theta.
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clinical experience, students can benefit from examining 
their ongoing progress. Through the teacher–student 
interaction process, observations and perceptions can 
be shared, student strengths and weaknesses can be dis-
cussed, and self-evaluation strategies can be improved. 
Student–teacher relationships can become stronger 
and more constructive as students progress.

Portfolios

Portfolios provide students opportunity to assemble 
evidence that documents different types of learning, 
providing opportunity for a holistic approach to evalu-
ation (Kaplan et al., 2013). Described as collections of 
evidence prepared by students, portfolios provide a 
collage or album of student learning rather than a one-
time snapshot. Portfolios allow integration of a num-
ber of assessments and can help provide progressive 
documentation of specified clinical learning outcomes 
(see Chapter 24). Reflective portfolios are designed to 
help students consider their progress in clinical learn-
ing and also help faculty understand students’ clini-
cal learning processes. Faculty can provide portfolio 
guidelines that help students organize their portfolio 
components and incorporate reflective summaries 
(Suskie, 2009). Portfolios can help students learn strat-
egies for documenting clinical competencies as a part 
of lifelong learning, including clinical specialties. For 
example, related to psychiatric nursing education, a 
descriptive study supported that students made profes-
sional progress in both practice and theory after using 
e-portfolios to document competencies gained (Lai & 
Wu, 2016). Evidence exists that when portfolios are 
well implemented, they prove practical and effective in 
helping students take learning responsibility and sup-
porting their professional development.

Journals and Logs

Journals and logs are, in essence, written dialogues be-
tween the self and the designated reader. These written 
dialogues provide opportunity for students to share 
values and critical thinking abilities. Journals give stu-
dents the opportunity to record their clinical experi-
ences and review their progress. This enables students 
to recall areas of needed improvement and allows 
them to work on problems and clinical performance 
weaknesses. The concepts of clinical logs and journals 
are sometimes used synonymously, but clinical logs 

can vary in the amount of detail, ranging from a list-
ing of types of patients and noted student care roles to 
a more detailed log with a reflection on each patient 
care experience. A guided reflection, such as reflective 
prompts based on a clinical judgment model, provides 
clear direction for helping students communicate 
about their clinical thinking. Written reflections can 
also include the description of an event, the student’s 
reaction to the event, the perceived value of the learn-
ing event, the learning that occurred, and the student’s 
further learning goals. Students have described more 
active learning and thinking about their actions and 
processes with use of a detailed reflective clinical log.

Faculty should provide specific guidelines as to the 
amount of detail required in clinical journals or logs 
and provide clear guidelines as to how (or if) journals 
or logs will be graded. If self-reflective materials such 
as journals are to be graded, concepts such as student 
depth of thought, making connections between theory 
and practice, and relating beliefs and behaviors may be 
developed as an evaluation rubric. Faculty feedback 
about student self-reflections provides opportunity 
for further dialogue on learning experiences. Self-
reflection and self-evaluation can become part of the 
process for lifelong, self-directed learning.

CLINICAL EVALUATION PROCESS

Before the evaluation process begins, faculty and stu-
dents need a clear understanding of the outcomes to be 
attained at the culmination of the experience. Clinical 
evaluation is a systematic process that can be consid-
ered as having three consecutive phases: (1) prepa-
ration, (2) clinical activity phase, and (3) final data 
interpretation and feedback. A listing of sample tasks 
within each phase and the roles faculty will assume 
during each phase are provided in Box 26.4. Additional 
discussion of selected points in each phase follows.

Preparation Phase
Choosing the Clinical Setting and Patient 
Assignment as Part of the Evaluation Process

Faculty are responsible for providing each student with 
ample opportunities to achieve course objectives and 
must give careful attention to choosing a clinical site 
that will give students these opportunities. Especially 
when traditional clinical settings will be the evaluation 
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site, advance planning is needed. Even in the ideal clin-
ical setting, daily variability exists in terms of patients, 
providers, and the activity level of the unit, which can 
complicate evaluation. In addition to unit assignments, 
specific patient clinical assignments should also be 
considered as part of a fair evaluation. This includes 
both the types of patients assigned to students and the 
duration of clinical assignments.

Teaching and learning in a natural setting pro-
vide unique challenges for both students and faculty. 
Negotiating the balance between student indepen-
dence and supervision is complex. Faculty must pro-
vide adequate supervision to ensure safe delivery of 
care with the welfare and the safety of patients as the 
first priority. Part of this challenge has been described 
as being a guest in the clinical setting. Clinical educa-
tors report challenges with both staff communication 
and developing learning experiences. They reported 
being most successful when engaging themselves and 
students as an integral part of the care team (Dahlke & 
Hannesson, 2016).

Before the clinical experience begins, the faculty 
must develop criteria for what is considered unsafe 
or inappropriate behavior and what consequences 
will occur if such behavior is observed. Maintaining 
a culture of safety is emphasized in the Quality and 
Safety Education for Nurses (QSEN) Institute compe-
tencies. Systems protocols related to safety reporting 
and clinical evaluation, both in academia and clinical 
agencies, should be considered. Dialogue with aca-
demic and clinical partners is indicated (Logue, 2017; 
QSEN Institute, 2017). Communication between fac-
ulty and students before the clinical experience be-
gins is essential, including orientation to the grading 
process.

The faculty must be prepared to remove a student 
from the clinical setting if the student is not adequately 
prepared to provide safe nursing care; students have 
the right to know the standard used for safe practice 
and evaluation. Students should also be given an ori-
entation to the clinical facility and to the policies and 
procedures that will apply to the clinical experience. 
Unit orientations, and orientation to evaluation meth-
ods, are important in decreasing the anxiety that can 
hamper student clinical performance.

Students and faculty are essentially visitors in an es-
tablished system, and the status of student comfort and 
support in the clinical environment should be consid-
ered in evaluation too. The importance of a positive 
clinical learning environment for student learning is 
clear; students should have opportunity to share with 
faculty their evaluation of the clinical setting. A sample 
form for student evaluation of a clinical setting is pro-
vided in Box 26.5.

Determining the Standards and Evaluation Tools

Faculty have the responsibility for choosing the appro-
priate methods and tools for evaluation of the learners’ 
clinical performance. Specific evaluation instruments 
chosen will be the means of documenting and commu-
nicating judgments made about student performance. 
These tools should document performance expecta-
tions relevant to course objectives and be practical and 
time efficient.

The concepts of interrater reliability (whether re-
sults can be replicated by other raters) and content 
validity (whether a tool measures what is desired) 
at minimum should be considered in selection of a 

B O X   2 6 . 4
ROLES OF FACULTY EVALUATOR DURING 

THE EVALUATION PROCESS

PHASE I: PREPARATION
Determine objectives and competencies. Identify 

evaluation methods and tools. Choose clinical site.
Orient students to the evaluation plan. Focus on ob-

jectivity in evaluation.

PHASE II: CLINICAL ACTIVITY
Orient students and staff to the student role. Provide 

students clinical opportunities. Ensure patient 
safety.

Observe and collect evaluation data from multiple 
perspectives. Provide student feedback to enhance 
learning.

Document findings and maintain privacy of records. 
Contract with students regarding any deficiencies.

PHASE III: FINAL DATA INTERPRETATION AND 
PRESENTATION

Interpret data in fair, reasonable, and consistent 
manner. Assign grade.

Provide summative evaluation conference (ensure pri-
vacy and respect confidentiality).

Evaluate experience.
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specific clinical evaluation instrument. See Chapter 24 
for further discussion of reliability, interrater reliabil-
ity, and validity.

Inconsistencies in evaluation can result if each 
course coordinator develops course tools indepen-
dently. There is value in faculty working together to 
determine or develop tools that reflect the increasing 
complexity of competencies required as students prog-
ress from program beginners to graduating seniors 
and to promote consistency from course to course.

Clinical Activity Phase
In both obtaining and analyzing clinical evaluation 
data, faculty need to make professional judgments 
about the performance of students, being aware of 
the subjective nature of evaluation. To prevent biased 

judgments, faculty need to be aware of the factors that 
can influence decision making, and they must actively 
use strategies to prevent biases.

Strategies that can help support trustworthiness of 
the clinical evaluation data include the following:

■	 Have specified objectives or competencies on 
which to base the evaluation.

■	 Use multiple strategies and combined methods 
of evaluation for compiling data.

■	 Include both qualitative and quantitative measures.
■	 Determine a practical sampling plan and evalu-

ate it over time.
■	 Provide clear scoring directions for tools to pro-

mote consistency between raters in collection 
and interpretation of data.

B O X   2 6 . 5
STUDENT EVALUATION OF CLINICAL SETTING

Name of Agency
Specific Unit

DIRECTIONS
Print the name of the instructor and the name of the agency, 
the specific unit where you had your clinical experience, and 
the days of the week you were assigned.

Please respond to the following statements with the rat-
ing that best describes your opinion.
A.	 Strongly Agree
B.	 Agree
C.	 Disagree
D.	 Strongly Disagree

Please qualify any rating of C or D with comments or 
suggestions. The agency personnel have asked that you 
make comments because this is the only way they can make 
improvements or know what is positive. Your ratings and 
written comments will be used to determine clinical place-
ment for future students and may be shared with individu-
als in the setting but only in summary form.

APPLICATION OF COURSE MATERIAL
	 1.	 The staff facilitated my ability to meet clinical 

objectives.
	 2.	 I was able to meet the objectives of this course in this 

setting.

POPULATION/PATIENTS
	 3.	 Patients presented clinical problems appropriate to 

the objectives for this course.

	 4.	 Culturally diverse patients (e.g., cultural, social, eco-
nomic) were available in the setting.

HEALTH PROFESSIONALS
	 5.	 Nurse managers, staff nurses, and support staff were 

accepting of students and student learning.
	 6.	 Nurse managers, staff nurses, and support staff were 

available to me to answer questions and provide 
assistance.

	 7.	 The nursing staff were positive role models.
	 8.	 Nurses demonstrated professional relationships with 

other health care professionals.

PHYSICAL ENVIRONMENT
	 9.	 The setting was conducive to working with patients 

and other health care team members.
10.	 Space was available for conferences with faculty and 

other students.

OVERALL IMPRESSION OF SETTING
11.	 I have a positive impression of the quality of care pro-

vided in this setting.
12.	 I would recommend this setting for future students 

taking this course.
13.	 Add statements (here) specific to the clinical setting 

not already covered.
How could your clinical experience have been improved 

in this clinical setting?
Please use the back of this sheet to make comments and 

suggestions.

Adapted with permission from a form used by University of Kansas School of Nursing.
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■	 Train faculty in use of specific clinical evaluation 
tools and approaches for consistency and fairness 
in grading.

■	 Be aware of common errors such as the halo ef-
fect (assuming that positive behaviors in one 
evaluated competency will be similar in others).

■	 Incorporate teacher self-assessment of values, 
beliefs, or biases that might affect the evaluation 
process (Oermann & Gaberson, 2016).

Final Data Interpretation and Presentation 
Phase
Clinical Evaluation Conference

The findings of the clinical evaluation are usually shared 
with the student individually at the end of the clinical 
experience or course. No surprises should be presented 
at this time. The timely feedback of the earlier forma-
tive evaluation should provide students with informa-
tion sufficient to prepare them for this evaluation. A 
student’s self-evaluation is often submitted before the 
evaluation conference and is discussed at this time.

Evaluation results are commonly reported in both 
written and oral forms. Often, the primary evaluation 
tool is presented to show student improvement and 
specifically recall incidents. The faculty should clarify 
initially that the purpose of the conference is to provide 
information on the student’s clinical performance. The 
results should be explained, giving specific incidents in 
which the student had difficulties, excelled, performed 
adequately, or improved. In addition, the faculty mem-
ber needs to assist the student in establishing ongoing 
learning goals. Finally, the faculty member needs to 
summarize the conference and end on a positive note.

The environment in which the evaluation conference 
takes place should be comfortable for the student, and 
privacy should be maintained. An hour during which 
the student is responsible for patient care or directly 
after a tiring clinical experience is not the most con-
ducive time for a conference. An appointment during 
office hours away from the clinical site provides a more 
comfortable and private setting for students to listen to 
constructive criticism or encouraging comments.

Student Response

The student’s response to the faculty evaluation can 
vary. Typically a student perceives the results as fair 
if his or her own appraisal is congruent with that of 

the faculty. A student self-evaluation submitted before 
the conference helps faculty gain insight into student 
perceptions and can give faculty time to prepare a re-
sponse. However, the best way to ensure congruent 
results is for faculty to provide the student with a suf-
ficient number of formative evaluations and time to 
reflect on his or her own performance. Faculty need to 
be sensitive to the student’s needs, emphasizing both 
the student’s strengths and weaknesses and encourag-
ing goals and aspirations.

Working with Students With Questionable 
Performance
Supporting At-Risk Students

Developing a positive learning environment is a basic 
step in promoting positive, supportive student learn-
ing relationships. Students have a right to expect re-
spect. Frequent formative feedback that points out 
areas in which students need to improve and specific 
ways to achieve clinical goals promotes positive learn-
ing opportunities and minimizes potential legal risks.

Faculty discussions that help clarify definitions of 
safe and unsafe clinical practices are called for. Having 
clear policies and guidelines provides direction for 
working with “problem” students. Minimum patient 
safety competencies can be observed, checked off, and 
documented in the learning laboratory. School policies 
can indicate minimum safety competencies that need to 
be achieved in the learning laboratory before a student 
moves into the actual clinical setting. Students’ behav-
iors that put patients at safety risk also typically put stu-
dents at risk for failing.

The need exists for further faculty and program dis-
cussions about policies related to the clinical culture of 
safety. For example students might want to avoid dis-
closing mistakes, such as a medication error, if there 
were concerns such as grade retaliation. The culture of 
safety includes discussing and learning from mistakes, 
rather than being punitive (Tanicala, Barbara, Scheffer, 
& Roberts, 2011).

Authors have addressed the concepts of identi-
fying and managing underperformance in nursing 
students. Recognizing underperformance can help 
encourage and guide student improvement. For those 
at risk for failure, there is need for documentation, 
communication, and support (Larocque & Luhanga, 
2013). Zuzelo (2000) summarizes the following key 
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points, which, although relevant to all evaluations, 
have particular merit in evaluating a student with 
questionable clinical performance behaviors.

■	 Ensure that the criteria for student success (i.e., 
the written course objectives or competency 
statements) are clear to all parties.

■	 If a student is at risk, objectively document a pat-
tern of marginal or failing behavior.

■	 Report poor performance to students as forma-
tive evaluation and provide students with oppor-
tunities for remedial work.

■	 Use strategies such as clinical probation for 
supporting the at-risk student. Student clinical 
contracts can be used to document these plans 
for improvement. The written student contract 
should clarify student and faculty expectations 
and what student behaviors need to occur for 
passing status to be achieved.

■	 Follow written procedure from school handbooks.

Anecdotal records should be written objectively and 
used to document a pattern of behaviors. Failing be-
haviors need to be identified in writing, and a contract 
for corrections should be signed by the faculty mem-
ber and the student (Osinski, 2003). An annotated re-
cord of each counseling session and student evaluation 
should be signed by both the student and the faculty 
member and maintained by the faculty member.

Unsatisfactory Student Performance

The concept of faculty “failing to fail” students who are 
not meeting needed clinical competencies has been ad-
dressed in the literature. Reasons described for this limi-
tation were summarized to include faculty inconsistency 
in competency definitions, not enough evidence, fear 
of reprisals from students, missing or unclear policies, 
and limited or no administrative support (Larocque & 
Luhanga, 2013). The authors’ qualitative study found 
that in working with students at risk for failure, the fol-
lowing were needed: clear documentation, communica-
tion, and both academic and emotional support. Faculty 
often feel challenged in assigning failing grades, includ-
ing emotional responses when students fail and anxiety 
as to whether their evaluations were correct. Poorman 
and Mastorovich’s (2014) study relating to these con-
cerns found faculty worried about limited evaluation 
experience and the subjective nature of judgments 

about data. In addition to ongoing faculty preparation, 
study implications included the need for faculty to help 
students better understand and prepare for evaluations; 
they also included the need for all team members to fo-
cus on caring and professional relationships.

Assigning a Failing Grade. Boley and Whitney (2003) 
note that when a student is given a failing grade, fac-
ulty must be aware of the standards to meet, grades 
must not be “arbitrary or capricious,” and faculty must 
be able to explain how grades are determined related to 
the program and course objectives. When a fair judg-
ment is made that a student’s performance is unsat-
isfactory or failing, strategies should be used to avert 
interpersonal or legal problems. The need to have clear 
program policies, a clear chain of command for com-
municating problems (prospectively) and team sup-
port was reiterated (Poorman & Mastorovich, 2014). 
Program leadership and legal council would be in-
cluded in the chain of communication.

Once the decision to fail a student is made, communi-
cation with the student is essential. Documentation from 
formative evaluation conferences and student contracts 
can provide support for this decision. Published school 
policies and procedures should be followed, including 
documentation that decisions were made carefully and 
deliberately. Support from the university or college is 
essential when performance is determined to be unsat-
isfactory, and the administration should be notified of 
impending problems early in the grading process.

Final evaluations that result in unsatisfactory or fail-
ing performance require special tact and concern. Faculty 
need to share specific findings that resulted in a student 
not meeting the expected clinical objectives and student 
contracts not fulfilled need to be identified. Students will 
need time to process the information and should not feel 
rushed. Faculty need to listen attentively, with a strong 
show of concern and support, to the student’s percep-
tions. The student may need time to reflect and return for 
another conference after adjusting to the facts.

Addressing Student Reactions to Receiving  
a Failing Grade

The student who has received a failing grade may 
react in a variety of ways. Caring faculty will recog-
nize these behaviors and provide empathetic sup-
port. Students may respond with denial, providing 
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their own perception of how a specified incident did 
or did not occur and offering excuses. Faculty need 
to steer the conversation to the student’s not meeting 
the clinical course objectives and provide support for 
the student’s emotional needs. A student may attempt 
to bargain for a passing grade. Faculty need to stand 
firm and focus on the evaluation results. As the real-
ity of the loss is recognized, the student may respond 
with despair, confusion, lack of motivation, indeci-
sion, and tears. Faculty should provide support, listen 
attentively, and generally convey caring behaviors; in 
some cases faculty may also need to recommend pro-
fessional counseling. The student may come to terms 
with the outcome and begin to make plans for the fu-
ture. Assistance from the faculty in considering further 
options is often sought by the student. Faculty can be 
prepared to provide information about any program 
options that are available to students who fail a clinical 
course. How well the student adapts to the final evalu-
ation typically depends on how well he or she has been 
prepared for the results.

In some cases, the student may respond with anger. 
The student may become demanding or accusing and 
may have the potential to become violent. In this case 
faculty need to take steps to ensure their own safety and 
that of the student. Faculty should not take the anger 
personally but provide guidance about feelings and focus 
on the anger as a part of loss. When potential exists for 
incivility at conferences, being prepared with and imple-
menting broad communication scripts may help deal 
with actual or potential conflict situations.

Additionally, an established grievance policy should 
be available. Both students and faculty share responsi-
bility for knowing about and appropriately employing 
such a policy. Students have a right to respond appro-
priately to grievances. See Chapter 3 for further discus-
sion of legal issues.

Dismissing an Unsafe Student from Clinical Practice

Faculty must immediately address student behav-
iors that are unsafe for patient care such as lack of 
preparation, violence, and substance abuse. A well-
developed syllabus that outlines policies and expected 
clinical norms can minimize students’ anxieties and 
support positive behaviors. A broad and thorough 
policy that allows for safe and appropriate actions to 
protect both the patient and the student is indicated. 

School policies and procedures need to be followed. 
Clear policies help prevent arbitrary or capricious re-
sponses to an incident. O’Connor (2014) summarizes 
key points related to the student who is unsafe to care 
for patients, noting that safety of the patient is the first 
priority in removing a student, but that faculty have an 
obligation to ensure that all students are returned to an 
area of safety too. The student unprepared to care for 
an assigned clinical patient should be sent to the library 
or laboratory to prepare. Student orientation to clini-
cal practice should include a review of relevant policies 
and clarification of professional student behaviors.

Evaluation of the Evaluation
After the final student conference, the student and 
faculty need to evaluate the entire experience as a 
whole. The clinical site is evaluated on how well it met 
the learning and practice needs of the students. Was 
the philosophy of the staff congruent with that of the 
faculty and students? Were the students given the op-
portunity to meet all objectives? As these questions are 
answered, the preparation phase for evaluation begins 
again. A continuous quality improvement process for 
clinical evaluation should be considered, with atten-
tion given to structure (appropriate evaluation tools 
with appropriate clinical environment and patient care 
opportunities), process (appropriate plans for sam-
pling and evaluating clinical behaviors and for shar-
ing feedback and results of evaluation), and outcome 
(satisfactory evaluative outcomes indicating safe, com-
petent graduates). Additionally, faculty can question 
evaluation practices, including new approaches that 
further incorporate students’ perspectives.

SUMMARY

Clinical evaluation is important to both patients’ safety 
and students’ skills and confidence. Especially in times 
of changing clinical contexts, best practices include 
multidimensional evaluation with diverse evaluation 
methods completed over time, seeking student growth 
and progress. Advances in technology are promoting 
new opportunities for clinical performance evaluation. 
Clinical performance evaluation provides students with 
a means for critical reflection on their future nursing 
roles. An appropriate evaluation process sets the stage 
for productive assessment of student learning.
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2727 SYSTEMATIC PROGRAM 
EVALUATION
PEGGY ELLIS, PhD, RN

P  rogram evaluation is a systematic assessment 
and analysis of all components of an academic program 
through the application of evaluation approaches, 
techniques, and knowledge to improve the effective-
ness of the program in reaching its goals. A program 
evaluation plan is a document that serves as the blue-
print for seeking information in a systematic fashion 
that helps judge the worth or effectiveness of a specific 
program. The evaluation plan describes the goals, the 
methods used, the frequency, and the individual or 
group responsible for each component of the evalu-
ation along with the expected results or the desired 
goals of each component. The purpose of this chapter 
is to provide information on why and how to conduct 
comprehensive evaluation of nursing education pro-
grams. Background information about program evalu-
ation and its benefits is followed by a description of the 
processes of conducting a program evaluation.

PURPOSES AND BENEFITS OF 
PROGRAM EVALUATION

The purpose of a comprehensive, systematic evalua-
tion of a program is to determine the extent to which 
all activities for an academic program meet the estab-
lished desired goals or outcomes. Program evaluation 
is conducted for all levels of educational programs 
from licensed practical or vocational nurse to doctor 
of nursing practice and doctor of nursing philosophy 
(PhD) to determine the effectiveness of the program 
and inform decisions related to program improve-
ments. Program evaluation may be developmental, 
designed to provide direction for the development and 

implementation of a program, or outcome-oriented, 
designed to judge the merit of the total program be-
ing evaluated. It also examines what was planned, what 
was implemented, and what students experienced to 
identify discrepancies (Merritt, Blake, McIntyre, & 
Packer, 2012). The more advanced a program is in its 
implementation, the more complex the program eval-
uation. Specific purposes of program evaluation are to:

1.	 Determine how various elements of the program 
interact and influence program effectiveness.

2.	 Determine the extent to which the mission, 
goals, and outcomes of the program are realized.

3.	 Determine whether the program has been im-
plemented as planned.

4.	 Provide a rationale for decision making that 
leads to improved program effectiveness.

5.	 Identify what resources are needed and how 
those resources can be used most efficiently to 
improve program quality and effectiveness.

RELATIONSHIP OF PROGRAM 
EVALUATION TO ACCREDITATION

Accrediting bodies exert considerable influence over 
nursing programs. Accrediting and approval bod-
ies including the state board of nursing, professional 
nursing organizations, accrediting bodies for nursing, 
and regional accrediting bodies for universities are in-
volved in ensuring that standards are met and quality is 
maintained (see Chapter 28). Nursing programs have 
historically depended on accreditation processes to 
guide program evaluation efforts. Some nursing pro-
grams do not fully engage in program evaluation until 
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preparation of the self-study for an accreditation site 
visit has begun. To fulfill its purposes, program evalua-
tion must be a continuous activity. Program evaluation 
built solely around accreditation criteria may lack ex-
amination of some important elements or understand-
ing of the relationship between elements that influence 
program success. However, more nursing programs 
are using accreditation criteria as the framework for 
building an evaluation plan. Although the use of only 
accreditation criteria may not consider some elements 
of what might influence program effectiveness, build-
ing the assessment indicators identified by these bodies 
into the evaluation process ensures ongoing attention 
to state and national standards of excellence.

HISTORICAL PERSPECTIVE

The earliest approaches to educational program evalu-
ation were based on Ralph Tyler’s (1949) behavioral 
objective model. Tyler’s behavioral objective model 
was a simple, linear approach that began with defining 
learning objectives, developing measuring tools, and 
then measuring student performance to determine 
whether objectives had been met. Because evaluation 
occurred at the end of the learning experience, Tyler’s 
approach was primarily summative. Formative evalu-
ation, which includes testing and revising curriculum 
components during the development and implementa-
tion of educational programs, became popular during 
the 1960s and continued into the 1970s.

Outcomes assessment became the focus of educa-
tional evaluation in the 1980s. In 1984 the National 
Institute of Education Study Group on the Conditions 
of Excellence in American Postsecondary Education 
endorsed outcomes assessment as an essential strat-
egy for improving the quality of education in postsec-
ondary institutions (Ewell, 1985). By the mid-1980s 
the regional accrediting agencies began mandating 
outcomes assessment in their accreditation criteria 
(Ewell, 1985). By the early 1990s the National League 
for Nursing Accrediting Commission (NLNAC) added 
assessment of learning outcomes to its accredita-
tion criteria. The Commission on Collegiate Nursing 
Education (CCNE) also included outcomes assess-
ment in its initial accreditation standards, first pub-
lished in 1997, as does now the NLN Commission for 
Nursing Education Accreditation (NLN CNEA). The 
United States Department of Education emphasizes 
outcomes, particularly outcomes pertaining to prog-
ress and graduation rates. In the past decade most of 
the nursing literature related to program evaluation 
has focused on specific elements of program evalua-
tion rather than on comprehensive evaluation.

PROGRAM EVALUATION MODELS

Evaluation Models
Models provide an organizing or systematic approach 
to overall program evaluation. Box  27.1 provides a 
summary related to evaluation models and frameworks 

B O X   2 7.1
EVALUATION MODELS

Models provide an organizing or systematic approach to 
overall program evaluation. It may be helpful to use a specific 
model to increase the effectiveness and efficiency of the pro-
gram evaluation. Nursing faculty often do not subscribe to one 
model of evaluation more than others. However, the following 
models are commonly found in nursing program evaluation.

SCRIVEN’S GOAL-FREE EVALUATION MODEL
Scriven’s model was developed in the 1960s. It provides a 
broad perspective of evaluation and introduced the ideas 
of “formative” and “summative” evaluation. The model 
suggests that the evaluation of goals is unnecessary. The 
model measures outcomes or the actual effects of the pro-
gram against the identified needs. Processes, procedures, 
outcomes, and unanticipated effects, both positive and 
negative, are examined. Scriven encourages the use of an 

outside, objective evaluator to avoid bias. The outside eval-
uator is used to learn about the program and its results with 
no knowledge of the goals of the program. This method en-
courages an assessment of both intended and unintended 
outcomes and broad range of outcomes (Scriven, 1991).

STAKE’S COUNTENANCE MODEL
Stake’s model was introduced in the 1960s and describes 
three components: antecedents, transactions, and out-
comes. Antecedents refer to things that existed before the 
instruction occurred such as an individual’s readiness and 
ability to learn. Transactions include the instructional meth-
ods and processes involved in the teaching. Outcomes are the 
products that result from the antecedents and transactions. 
It was introduced in 1967 and emphasizes description and 
judgment. This model takes into account the stakeholders 

Continued on following page
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such as students and teachings, the educational experiences, 
and the outcomes (Stravropoulou & Stroubouki, 2014).

TYLER’S BEHAVIORAL OBJECTIVE MODEL
Tyler’s Behavioral Objective Model was developed in the 
1930s and is based on what the faculty would like students to 
achieve at the end of a course or program, or the determina-
tion of the objectives. The model also asks what experiences 
are needed to reach the objectives, how the experiences can 
be organized, and how faculty can determine whether the 
objectives have been met. The educational objectives should 
be derived from the assessment of society, the learners, and 
the subject-matter to be mastered. The experiences are pre-
scribed by the faculty. However, Tyler recognized that those 
experiences are not totally under the control of faculty; they 
are influenced by the perceptions, interests, and previous ex-
periences of the student. The defined objectives are then used 
as a benchmark against which it can be determined whether 
the student learned what was intended (Lunenburg, 2011).

STUFFELBEAM’S CONTEXT, INPUT, PROCESS, AND 
PRODUCT MODEL
Stuffelbeam’s model originated in the late 1960s and is 
used as a guide for formative and summative evaluations. 
The CIPP model is a systems model with the acronym rep-
resenting context evaluation, input evaluation, process evaluation, 
and product evaluation. Context evaluation looks at the con-
text of the program being evaluated. During this stage the 
evaluator looks at needs, problems, assets, and opportuni-
ties. This information is used to define goals, priorities, and 
desired outcomes. Input evaluation identifies a potential 
plan for achievement of the goals and examines what might 
be used to implement that plan. During this stage, alterna-
tive approaches are considered along with possible action 
plans and staffing plans. The budget needed to meet the 
needs and achieve the goals is identified and resources are 
allocated through grants or other mechanisms available. 
Process evaluation involves the implementation of the plan 
or instructional strategies and the judgment of program 
performance and interpretation of outcomes. Product 
evaluation is the assessment of the outcomes and the de-
termination of whether the targeted outcomes were met. 
Going through this process will help answer the questions 
of whether the plan is succeeding or has succeeded, and 
what needs to be done or changed to reach the proposed 
goals. This model emphasizes improvement and correc-
tions for problems within a program (Stufflebeam, 2003).

DEMING’S CONTINUOUS QUALITY IMPROVEMENT 
MODEL
The CQI process was developed by W. Edwards Deming 
in the 1950s. This evaluation model is seen as a continu-
ous process that is embedded in the culture of the school 

and its day-to-day work. It should be seen as a natural part 
of everyday routine. It is described as consisting of four 
phases: plan, do, study, and act. These phases represent 
a continuous cycle of activities. Plan includes the develop-
ment of goals and objectives to identify the desired out-
comes of the program. Data collection is the do phase. 
The analysis or study of data occurs to determine whether 
the program is performing as planned or where and how 
the program needs improvement or change to reach the 
intended outcomes. Act involves making the changes indi-
cated in the analysis. Then the cycle starts all over so that a 
continuous process of plan, collect data, analyze, and make 
changes can occur (Brown & Marshall, 2008).

In all models, a commonality is the cycle of defining 
where you are headed, how you will get there, an analysis 
of whether you got there or what is the result, and what 
you should do next. It is always important to then redo the 
cycle so that you are continually evaluating and improving. 
Fig. 27.1 depicts this cycle.

CHEN’S THEORY-DRIVEN MODEL
Chen’s model was introduced in 1980 and provides a 
framework that identifies the elements of the program, 
provides the rationale for interventions, and describes the 
causal linkages between the elements, interventions, and 
outcomes. Chen’s theory calls for the study of the design 
and conceptualization of an intervention, its implementa-
tion, and its utility, then using models to guide the formula-
tion of questions and data gathering to discover the cause 
of intended and unintended outcomes (Chen, 1990).

KIRKPATRICK’S FOUR-LEVEL MODEL
Kirkpatrick’s model was developed more than 50 years ago 
and reflects his belief that evaluation should be compre-
hensive and identify the strengths and weaknesses of the 
program. His model is designed to evaluate outcomes from 
a variety of perspectives such as students, employers, and 
faculty. Outcomes should be evaluated across a variety of 
levels and phases. The four levels are: reaction, learning, 
behavior, and results. Reaction includes the perspectives 
of students related to courses, instructors, and whether or 
not outcomes are met. This does not ensure that learning 
has occurred but offers feedback from the perspective of 
the student. The learning level assesses whether learning 
has actually occurred through the use of assessment meth-
ods such as testing, simulations, exercises, and so forth. 
Behavior involves the assessment of practical skills or appli-
cation of learning. The Results level includes the assessment 
of the student’s success on the job. This may include evalu-
ations from employers, entrance into graduate programs, 
and more. This level refers to how the education actually 
translated to practice and the effects of the education on 
practice (Pruitt & Silverman, 2015; Rouse, 2011).

CIPP, Context, input, process, and product; CQI, continuous quality improvement.

B O X   2 7.1
EVALUATION MODELS (Continued)



	 27    SYSTEMATIC PROGRAM EVALUATION	 517

used in the past. Although it may be helpful to use a spe-
cific model to increase the effectiveness and efficiency 
of the program evaluation, most of these models are no 
longer commonly used in nursing education. Many of 
them are complex and difficult to apply. Baccalaureate 
nursing education programs are not required to use a 
theory-driven approach to evaluation. Currently, most 
schools use nursing accreditation criteria as a frame-
work to develop an evaluation plan that is systematic 
and comprehensive.

In all evaluation models, a commonality is the cycle 
of defining what is to be evaluated, how the evaluation 
will be conducted, a report of the findings, and rec-
ommendations for subsequent revisions. It is always 
important to repeat the cycle to ensure continual im-
provement. Fig. 27.1 depicts this cycle.

Regardless of the model or theory used, program 
evaluation is needed to make valid decisions about 
the program, the curriculum, and the improvements 
needed to offer high quality programs. The evaluation 
plan can be divided into areas so that all aspects of the 
program are examined and analyzed to support pro-
gram improvement decisions. Although the evaluation 
plan is important to the continued process, the use of 
assessment data to guide change involves the commit-
ment of faculty to collect and examine the data and 
decide what and how to make improvements based on 
that data.

THE PROGRAM EVALUATION PLAN

The program evaluation plan provides a road map for 
organizing and tracking evaluation activities. This plan 
is a systematic and written document that contains the 
evaluation framework, activities for gathering and an-
alyzing data, responsible parties, time frames, accredi-
tation criteria and standards, and the means for using 
information for program decisions. The program eval-
uation plan provides the mechanism for maintaining 
continuous evaluation of program effectiveness.

Accrediting agencies require a systematic evalu-
ation plan. Some may mention specific components 
that are needed in the plan. Accrediting agency guide-
lines may be good to reference as the evaluation plan 
is developed.

Table 27.1 provides a sample evaluation plan for mis-
sion and goal evaluation applied to a nursing education 
program. This sample demonstrates how all elements of 
the program evaluation plan may be articulated, including 
the program’s theoretical elements, assessment activities, 
responsible parties, time frames, and related accreditation 
criteria. There are a variety of approaches to the evaluation 
plan. This example illustrates the important components 
of the plan. For the remaining evaluation components 
presented in this chapter, only examples of theoretical 
elements and methods for gathering and analyzing as-
sessment data related to the review of expected and ac-
tual outcomes are provided. The theoretical elements 
and assessment strategies that are suggested here are not 
all-inclusive but may assist nursing faculty in further de-
velopment of their own program theory and program  
evaluation plan.
Mission and Goal Evaluation
Program evaluation must begin by determining that 
the appropriate mission, philosophy, program goals, 
and expected outcomes have been defined. The mis-
sion and goals should be examined for agreement with 
the university mission and goals. The expectations of 
both internal and external stakeholders must be con-
sidered. Internal stakeholders may include administra-
tors, faculty, students, and university governing boards. 
External stakeholders may include religious organiza-
tions for private schools with religious affiliations, re-
gional accrediting bodies, national discipline-specific 
accrediting bodies, state education commissions and 
boards of nursing, the legislature, the community, and 

Quality
program built

on a vision
and mission

Define or review outcomes and quality.
Establish objectives/outcomes/

benchmarks: What do you expect to
accomplish? How do you plan to
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know when your outcomes are met?
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collected. Were the

outcomes and benchmarks
accomplished? Why or

why not?
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Fig. 27.1  ■  Evaluation cycle.
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TA B L E   2 7.1
Nursing Program Comprehensive Evaluation Plan

CCNE Element

Responsibility for 
Collection and 
Review Timeline Evidence Resources Expected Outcomes

Standard 1: The mission, goals, and expected program outcomes are congruent with those of the parent institution, reflect professional 
nursing standards and guidelines, and consider the needs and expectations of the community of interest. Policies of the parent 
institution and nursing program clearly support the program’s mission, goals, and expected outcomes. The faculty and students of the 
program are involved in the governance of the program and in the ongoing efforts to improve program quality.

Key Element 1-A: The 
mission, goals, and 
expected program 
outcomes are congruent 
with those of the parent 
institution and consistent 
with relevant professional 
nursing standards 
and guidelines for the 
preparation of nursing 
professionals.

Dean and Faculty Every 5 years 
in spring 
semester or 
as needed. 
(2018, 2023, 
2028, etc.)

1.	 Comparison of university mission 
and goals with School of Nursing 
mission, goals, and outcomes

2.	 Comparison of mission and goals 
with AACN Essentials and other 
standards as defined

1.	 There is congruency 
between the School of 
Nursing, professional 
standards, and the 
university’s mission, 
goals and standards.

Key Element 1-B: The 
mission, goals, and 
expected student outcomes 
are reviewed periodically 
and revised, as appropriate, 
to reflect professional 
nursing standards and 
guidelines and the needs 
and expectations of the 
community of interest.

Dean and Faculty Every 5 years 
in spring or 
as needed. 
(2018, 2023, 
2028, etc.)

1.	 Comparison of expected student 
outcomes with professional 
standards and community needs

2.	 Demonstrated in faculty meeting 
minutes

3.	 Executive Advisory Board minutes, 
Student Advisory Board minutes

1.	 Professional nursing 
standards and 
community needs and 
expectations are reflected 
in School of Nursing 
minutes and actions.

Key Element 1-C: Expected 
faculty outcomes are 
clearly identified by the 
nursing unit, are written 
and communicated to the 
faculty, and are congruent 
with institutional 
expectations.

Dean and Faculty Every year in the 
fall

1.	 List of faculty accomplishments

2.	 Faculty performance expectations 
as written in the university faculty 
handbook

3.	 Faculty yearly evaluations

1.	 Faculty performance 
correlates with 
expectations listed in 
the university faculty 
handbook

2.	 Faculty evaluations reflect 
expected outcomes

CCNE Element Responsibility for 
Collection

Timeline Evidence Expected Outcomes

Key Element 1-D: Faculty 
and students participate 
in program governance.

Dean, Faculty, and
Student Advisory 

Council

Every year in 
spring

1.	 Minutes from faculty meetings

2.	 Reports in faculty meetings about 
university-level committees

3.	 University faculty handbook

4.	 University Faculty Council bylaws

5.	 Faculty membership on Faculty 
Council committees

6.	 Student Advisory Council Minutes

7.	 University and School of Nursing 
student handbooks

8.	 Faculty Council bylaws

1.	 Faculty meeting 
attendance 
demonstrates that 100% 
are active in School of 
Nursing governance.

2.	 Faculty serve on at least 
one university-level 
committee.

3.	 Minutes from Student 
Advisory Council and 
faculty meetings reflect 
that student and faculty 
input is solicited and 
considered.
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Key Element 1-E: 
Documents and 
publications are accurate. 
A process is used to 
notify constituents about 
changes in documents 
and publications.

Dean and Faculty Every year in 
summer and 
ongoing as 
needed

1.	 Documents and publications (i.e., 
student handbook, university 
catalog, recruitment materials, 
website, etc.) are reviewed annually 
for accuracy and completeness and 
revised as needed.

2.	 A process is in place for notifying 
constituents about changes.

1.	 All documents are 
accurate.

2.	 A documented process 
exists and is followed for 
notification of changes.

Key Element 1-F: Academic 
policies of the parent 
institution and the nursing 
program are congruent 
and support achievement 
of the mission, goals, 
and expected student 
outcomes. These policies 
are fair and equitable, 
published and accessible, 
and reviewed and revised 
as necessary to foster 
program improvement.

Dean and Faculty Every year in 
summer

1.	 Table showing congruence of 
university policies and School of 
Nursing policies and the mission, 
goals, and expected student 
outcomes

2.	 University catalog and university 
student handbook online and in 
print form

3.	 School of Nursing student 
handbooks and syllabi

1.	 There is congruence 
between university 
policies and School of 
Nursing policies and 
the mission, goals, 
and expected student 
outcomes.

2.	 Policies are fair, 
equitable, and 
published.

Standard 2: The parent institution demonstrates ongoing commitment to and support for the nursing program. The institution makes 
resources available to enable the program to achieve its mission, goals, and expected outcomes. The faculty, as a resource of the 
program, enable the achievement of the mission, goals, and expected program outcomes.

CCNE Element Responsibility for 
Collection and 
Review

Timeline Evidence Expected Outcomes

Key Element 2-A: Fiscal 
and physical resources 
are sufficient to enable 
the program to fulfill 
its mission, goals, and 
expected outcomes. 
Adequacy of resources is 
reviewed periodically and 
resources are modified as 
needed.

Dean, Program 
Directors, 
Faculty, and 
Staff

Every year in fall 
and as needed

1.	 Strategic plan

2.	 Faculty state that physical 
resources are adequate.

3.	 Resources are reviewed in faculty 
meetings and adequacy is 
discussed.

4.	 Faculty communicate needs for 
resources to the dean as evident 
in meeting minutes reflecting 
discussion of resource needs.

1.	 Resources are adequate 
to meet program needs 
and enable fulfillment 
of mission and expected 
outcomes.

2.	 Faculty report they are 
provided an opportunity 
for input.

3.	 Classroom space provides 
room for all classes, 
as evidenced by room 
schedule.

4.	 Ongoing fiscal requests 
reflect faculty input.

Key Element 2-B: Academic 
support services are 
sufficient to ensure 
quality and are evaluated 
on a regular basis to meet 
program and student 
needs.

Dean, Program 
Directions, 
Faculty, Dean’s 
Forum, and 
Student Advisory 
Council

Every year in 
summer

1.	 University survey of academic 
support services

2.	 List of support services available in 
the university student handbook 
and on the university website

3.	 Student community website

4.	 Student Advisory Council minutes

1.	 Skyfactor demonstrates 
5 out of possible 7 on 
questions related to 
support services.

2.	 Information on support 
services is accurate and 
up-to-date.

Continued on following page

CCNE Element

Responsibility for 
Collection and 
Review Timeline Evidence Resources Expected Outcomes

TA B L E   2 7.1
Nursing Program Comprehensive Evaluation Plan (Continued)
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   5.	 Dean’s Council minutes

6.	 Faculty meeting minutes reflect 
discussion of academic support 
services.

 

Key Element 2-C: The chief 
nurse administrator: is 
an RN; holds a graduate 
degree in nursing; holds 
a doctoral degree if the 
nursing unit offers a 
graduate program in 
nursing; is academically 
and experientially 
qualified to accomplish 
the mission, goals, 
and expected program 
outcomes; is vested 
with the administrative 
authority to accomplish 
the mission, goals, 
and expected program 
outcomes; and provides 
effective leadership to the 
nursing unit in achieving 
its mission, goals, and 
expected program 
outcomes.

Dean and Vice 
President for 
Academic 
Affairs

Every 5 years 
(2022, 2027, 
2032)

1.	 Chief nurse administrator’s  
(Dean’s) vita

2.	 Dean job description

3.	 Performance review of Dean

1.	 Dean holds RN 
licensure, a graduate 
degree in nursing and 
a doctoral degree in 
nursing or a related field

2.	 Job description 
demonstrates 
administrative authority

Key Element 2-D: Faculty 
are: sufficient in number 
to accomplish the 
mission, goals, and 
expected program 
outcomes; academically 
prepared for the areas 
in which they teach; and 
experientially prepared for 
the areas in which they 
teach.

Dean and 
Program 
Directors

Every year 1.	 Teaching schedule

2.	 Enrollment report

3.	 Faculty vitas compared with 
teaching assignments

4.	 Faculty performance standards

1.	 Faculty/student ratio 
is 1:10 or less for 
appropriate clinical 
experiences and 1:20 or 
less in the classroom.

2.	 70% of faculty are 
doctorally prepared or in 
candidacy.

3.	 Faculty vitas are current 
and faculty expertise 
is reflected in teaching 
assignments.

Key Element 2-E: 
Preceptors, when used 
by the program as an 
extension of faculty, 
are academically and 
experientially qualified 
for their role in assisting 
in the achievement 
of the mission, goals, 
and expected student 
outcomes.

Dean and 
Program 
Directors

Each semester 1.	 Preceptor vitas

2.	 Preceptor evaluations completed by 
faculty and students

3.	 Preceptor qualifications

1.	 All preceptors are 
academically and 
experientially qualified.

2.	 100% of preceptors meet 
the established criteria.

3.	 Action plans on 
preceptor evaluations.

4.	 Skyfactor evaluation of 
preceptors demonstrates 
5 out of 7 rating.

TA B L E   2 7.1
Nursing Program Comprehensive Evaluation Plan (Continued)

CCNE Element

Responsibility for 
Collection and 
Review Timeline Evidence Resources Expected Outcomes
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Key Element II-F: The 
parent institution and 
program provide and 
support an environment 
that encourages faculty 
teaching, scholarship, 
service, and practice in 
keeping with the mission, 
goals, and expected 
faculty outcomes.

Dean and Vice 
President of 
Academic 
Affairs

Every Year 1.	 Description of faculty expectations 
in Faculty Guidebook

2.	 Faculty vitas and monthly 
accomplishment reports.

3.	 Faculty report of support

1.	 Faculty perform activities 
in all aspects of the 
faculty role. They state 
they feel supported.

2.	 100% of faculty 
participate in 
professional development 
opportunities annually.

3.	 100% of faculty have 
individual offices 
with computers and 
necessary equipment.

4.	 Classrooms and labs 
are available and well 
equipped.

Standard 3: The curriculum is developed in accordance with the program’s mission, goals, and expected student outcomes. The 
curriculum reflects professional nursing standards and guidelines and the needs and expectations of the community of interest. 
Teaching–learning practices are congruent with expected student outcomes. The environment for teaching–learning fosters achievement 
of expected student outcomes.

CCNE Element Responsibility for 
Collection and 
Review

Timeline Evidence Expected Outcome

Key Element 3-A: The 
curriculum is developed, 
implemented, and 
revised to reflect clear 
statements of expected 
student outcomes that 
are congruent with the 
program’s mission and 
goals, and with the roles 
for which the program is 
preparing its graduates.

Dean, Program 
Directors, and 
Faculty

Every 5 years 
(2020, 
2025, 2030) 
or at the 
development 
of a new 
program.

1.	 Comparison of mission and 
goals with the expected student 
outcomes.

2.	 Copies of course syllabi and 
materials

3.	 Student handbooks

4.	 Course proposal forms

1.	 Expected student 
program and course 
outcomes are congruent 
with the program’s 
mission and goals.

Key Element 3-B: 
Curricula are developed, 
implemented, and 
revised to reflect relevant 
professional nursing 
standards and guidelines, 
which are clearly evident 
within the curriculum 
and within the expected 
student outcomes 
(individual and aggregate).

Dean, Program 
Directors, and 
Faculty

Every 5 years 
(2020, 2025, 
2030) or 
more often if 
needed

1.	 Comparison of identified 
professional nursing standards 
and guidelines with the curriculum 
and expected student outcomes

2.	 Copies of course materials that 
provide evidence of standards and 
guidelines

3.	 Course proposal forms

1.	 Curriculum and expected 
student outcomes are 
congruent with identified 
professional nursing 
standards.

Key Element 3-C: The 
curriculum is logically 
structured to achieve 
expected student 
outcomes.

Dean, Program 
Directors, and 
Faculty

Every 5 years 
(2020, 2025, 
2030)

1.	 Full and part time sequenced 
plans of studies

2.	 Review of course content and 
placement

3.	 Course syllabi

1.	 Curriculum is logically 
structured. Pre- and 
corequisites listed 
for courses to ensure 
progression of 
knowledge and skills.

Continued on following page
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Key Element 3-D: Teaching–
learning practices and 
environments support the 
achievement of expected 
student outcomes.

Program Directors 
and Faculty

Each semester 1.	 Review of teaching practices in 
syllabi

2.	 Student assignment grades

3.	 Student course evaluations

1.	 Students achieve expected 
outcomes as evidenced 
by satisfactory grades and 
portfolio review.

2.	 Students evaluate 
teaching strategies and 
environments highly on 
course evaluations.

Key Element 3-E: The 
curriculum includes 
planned clinical practice 
experiences that enable 
students to integrate 
new knowledge and 
demonstrate attainment 
of program outcomes; 
and are evaluated by 
faculty.

Program Directors 
and Faculty

Each semester 1.	 Review clinical experiences and 
related objectives

2.	 Review variety of clinical contracts

3.	 Review student clinical evaluations

4.	 Review established clinical site 
criteria for each clinical course

1.	 Students achieve 
expected outcomes as 
evidenced by clinical 
project or assignment 
including portfolio 
review.

2.	 Clinical sites meet criteria 
established for each clinical 
course.

3.	 Student and faculty 
evaluation of clinical 
sites demonstrates 
satisfaction and 
consistency with 
program outcomes.

Key Element 3-F: The 
curriculum and teaching–
learning practices 
consider the needs and 
expectations of the 
identified community of 
interest.

Dean, Program 
Directors, and 
Faculty

Each semester 1.	 Course evaluations

2.	 Preceptor input

3.	 Employer evaluations

4.	 Executive Advisory Committee 
minutes

5.	 Faculty meeting minutes

1.	 Course evaluations 
demonstrate 3.5 on a 
5-point scale.

2.	 Programmatic feedback 
reflecting needs and 
expectations of the 
community of interest.

Key Element 3-G: Individual 
student performance is 
evaluated by the faculty 
and reflects achievement 
of expected student 
outcomes. Evaluation 
policies and procedures 
for individual student 
performance are defined 
and consistently applied.

Program Directors 
and Faculty

Each semester 1.	 Course syllabi

2.	 Course grades and evaluation 
measures

3.	 University and School of Nursing 
student handbooks

4.	 University and School of Nursing 
grading policies

5.	 Signed student handbook 
acknowledgement form

1.	 Evaluation procedures 
defined in the syllabus 
are consistent with 
University and School of 
Nursing stated policies.

2.	 Students understand 
evaluation policies and 
procedures and know 
where to find them.

3.	 100% of students 
have signed the 
student handbook 
acknowledgement form.

CCNE Element

Responsibility for 
Collection and 
Review Timeline Evidence Resources Expected Outcomes
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Key Element 3-H: 
Curriculum and teaching–
learning practices are 
evaluated at regularly 
scheduled intervals 
to foster ongoing 
improvement.

Dean, Program 
Directors, and 
Faculty

Every year in 
spring

1.	 Course and clinical evaluations

2.	 Faculty meeting minutes

3.	 Student Advisory Council minutes

1.	 Faculty meeting minutes 
reflect responses to 
evaluation data.

Standard 4: The program is effective in fulfilling its mission and goals as evidenced by achieving expected program outcomes. Program 
outcomes include student outcomes, faculty outcomes, and other outcomes identified by the program. Data on program effectiveness 
are used to foster ongoing program improvement.

CCNE Element Responsibility for 
Collection

Timeline Evidence Expected Outcome

Key Element 4-A: A 
systematic process is used 
to determine program 
effectiveness.

Dean and Faculty Reviewed every 
5 years (2019, 
2024, 2029)

A written, systematic plan is in place. 1.	 The systematic plan is 
fully implemented & 
current.

Key Element 4-B: Program 
completion rates 
demonstrate program 
effectiveness.

Dean, Program 
Directors, and 
Faculty

Every year in 
June

1.	 Numbers of students completing 
the nursing program within 
5 years of enrolling in the first 
nursing course

1.	 Expected graduation 
rate is 70%.

Key Element 4-C: Licensure 
and certification pass 
rates demonstrate 
program effectiveness as 
appropriate.

Dean and Faculty Every year in 
May

1.	 Alumni survey results 1.	 85% of students 
graduating will pass 
NCLEX on first attempt.

2.	 Of those attempting 
certification 
within 3 years 
postbaccalaureate, 80% 
will pass (certification is 
not required).

Key Element 4-D: 
Employment rates 
demonstrate program 
effectiveness.

Dean and Faculty Every year in 
June

1.	 Exit survey

2.	 Alumni survey results

1.	 Graduates will be 80% 
employed within 1 year 
of graduation.

Key Element 4-E: Program 
outcomes demonstrate 
program effectiveness.

Dean and Faculty Every year in 
June

1.	 Portfolios

2.	 Student grades in all courses

3.	 Alumni survey

4.	 Employer satisfaction with 
graduates

5.	 Capstone project

1.	 Graduates demonstrate 
that all programs 
outcomes have been 
met.

2.	 Skyfactor demonstrates 
5 out of 7 in overall 
alumni satisfaction.

3.	 Employers report in 
focus groups satisfaction 
with graduates.

Continued on following page
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professional organizations. There should be congru-
ency between the expectations of stakeholders and the 
program’s mission, philosophy, goals, and outcomes. 
For private institutions with religious affiliations, some 
perspectives may be prescribed and must be included 
in mission, philosophy, goals, or outcomes.

The mission of the nursing department or school 
should be congruent with the university’s mission. 
Incongruence could indicate that the university would 
not be supportive of the nursing program. Comparison 
of key phrases or ideas in the department’s mission 
with key phrases or ideas in the university’s mission 
may be done to assess congruency between mission 
statements. The identification of gaps between the two 
mission statements provides information about areas 
where attention is needed. The assessment should be 
performed periodically and whenever changes are 
made to either mission statement.

The evaluation plan should be designed for use in 
all program levels including doctoral level. Although 
existing accrediting bodies do not evaluate PhD 

programs in nursing, use of an evaluation plan for 
assessing quality is an important aspect of program 
quality improvement. Quality indicators are identified 
and accessible online for use in the evaluation of PhD 
nursing programs (American Association of Colleges 
of Nursing [AACN], 2006).

There should be consensus among the faculty re-
garding the nursing school or department’s mission 
and philosophy. A modified Delphi approach to deter-
mine the level of agreement among the faculty for each 
statement in the mission and philosophy is a useful 
strategy. The Delphi approach is useful for both the de-
velopment and the evaluation of belief statements (phi-
losophy). It gathers individual viewpoints and visions 
to reach a consensus. This approach allows for partici-
pants to be in multiple locations, and it can be done 
without the need for frequent face-to-face dialogue in a 
manner that protects the anonymity of participants. In 
this method, questionnaires that list proposition state-
ments about each of the content elements of the belief 
statement are distributed. A common breakdown of 

Key Element 4-F: Faculty 
outcomes, individually 
and in the aggregate, 
demonstrate program 
effectiveness.

Dean and Faculty Every year in 
spring

1.	 Faculty self-evaluations

2.	 Faculty evaluations by dean

3.	 Monthly and annual reports to 
Provost on faculty achievement

4.	 Report of faculty activities

5.	 Course evaluation of faculty

1.	 Faculty course/teaching 
evaluations demonstrate 
a minimum of 3.5 on a 
5-point scale.

2.	 100% of faculty 
participate in university, 
professional, or 
community service 
yearly.

Key Element 4-G: The 
program defines and 
reviews formal complaints 
according to established 
policies.

Dean and Faculty Every year in 
June

1.	 Written formal complaints and 
written outcomes

2.	 University and School of Nursing 
student handbooks

1.	 Policies are in place and 
followed for review of 
formal complaints.

2.	 Minutes of meetings 
where formal review of 
concerns and conflicts 
have occurred.

Key Element 4-H: Data 
analysis is used to 
foster ongoing program 
improvement.

Dean and Faculty Every year in 
June

1.	 Faculty meeting minutes 
demonstrating data analysis and 
response

1.	 Data are used to foster 
improvement.

AACN, American Association of Colleges of Nursing; BSN, bachelor of science in nursing; CCNE, Commission on Collegiate Nursing Education; 
DARS, Degree Audit Reporting System.
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Delphi responses is a five-point range from “strongly 
agree” to “strongly disagree” so that respondents can 
indicate their level of support for each proposition. 
Respondents are provided with feedback about the re-
sponses after the first round of questionnaire distribu-
tion, and a second round may occur to determine the 
intensity of agreement or disagreement with the group 
median responses (Aguilar, Stupans, Scutter, & King, 
2013). Rounds of questionnaires continue until areas 
of consensus are identified, often taking three or four 
rounds with interim reports and analyses (Yeh, Van 
Hoof, & Fischer, 2016). In the evaluation of an estab-
lished belief statement, the same process will provide 
data about which propositions continue to be sup-
ported, which propositions are no longer are supported, 
and which propositions need to be openly debated. The 
result provides a consensus list of propositions that ei-
ther support the belief statement as it is or suggest areas 
for revision. Chapter 7 provides further information on 
the development of a mission and philosophy.

All accrediting bodies have expectations related to 
mission, philosophy, program goals, and expected out-
comes. Clear statements of mission, philosophy, and 
program outcomes are expected. For example, NLN 
CNEA, and the CCNE include outcomes such as grad-
uation rates, job placement rates, licensure and certi-
fication pass rates, and program satisfaction (CCNE, 
2017; NLN CNEA, 2017). Expectations exist regarding 
congruency of the program’s mission, goals, and out-
comes with those of the parent institution, professional 
nursing standards and guidelines, and the needs of the 
community of interest.

Professional organization guidelines and standards 
may be considered in the program mission, philoso-
phy, and goals. They may include but are not limited to 
the American Nurses Association (ANA), the AACN, 
the NLN, and the National Organization of Nurse 
Practitioner Faculties. Other nursing organizations 
may be included as appropriate and as desired by the 
program faculty. Program goals and outcomes should 
be congruent with the chosen and required nursing 
organization standards and guidelines. Standards and 
guidelines that are often used include ANA’s Nursing: 
Scope and Standards of Practice (ANA, 2015), the 
Criteria for Evaluation of Nurse Practitioner Programs 
(National Organization of Nurse Practitioner Faculties, 
5th ed., 2016), the (Institute of Medicine IOM, 2011) 

Report and Quality and Safety Education for Nurses 
(QSEN; QSEN Institute, 2017).

Other important external stakeholders to consider 
in the development of the mission and goals include 
local constituencies, such as health care agencies, that 
provide clinical learning experiences or employ gradu-
ates of the program. A survey of current and potential 
employers of graduates will help faculty determine the 
knowledge and skill requirements of the marketplace 
and satisfaction with the program’s graduates. Many 
nursing programs establish advisory committees to 
provide additional information and selected focus 
groups to add richness to the information. This infor-
mation is used to ensure that program goals and out-
comes are appropriate, to address marketplace needs, 
and to provide input for curriculum planning. They 
are also used to develop evaluation questions and tools 
for determining whether market needs are being met.

The mission and program goals should be clearly 
and publicly stated. Nursing schools that offer several 
different nursing programs will need to clearly articu-
late the purpose and program goals of each of the pro-
grams offered. Public announcement of the mission 
and program goals should be available through the in-
ternet and in printed program brochures and catalogs. 
Box 27.2 lists the theoretical elements for mission and 
goal evaluation.

B O X   2 7. 2
ELEMENTS FOR MISSION AND GOAL 

EVALUATION

■	 The mission of the nursing school or department is 
congruent with that of the university.

■	 There is consensus among the faculty regarding the 
mission and philosophy.

■	 There is congruency between the nursing mission, phi-
losophy, conceptual framework, goals, and outcomes 
for each program.

■	 There is congruency with professional nursing stan-
dards and guidelines as identified by the nursing 
program.

■	 Expectations of the accrediting and approval bodies 
are known and considered in the program’s mission, 
goals, philosophy, and outcomes.

■	 The Nursing Program Advisory Committee has mean-
ingful input into program goals and outcomes.

■	 Documents and publications accurately reflect the 
mission and goals.
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Curriculum Evaluation
One of the most critical elements of program effec-
tiveness is curriculum design. Curriculum design is a 
plan and process for putting together content, courses, 
and strategies for learning that is similar to an archi-
tectural blueprint. The curriculum design provides 
direction for both the content of the program and the 
teaching and learning processes involved in program 
implementation. It includes an organizing framework 
that provides logic for the arrangement of the cur-
riculum elements. Curriculum content involves both 
discipline-specific knowledge and the liberal arts 
foundation. Faculty must determine their definition 
of the discipline of knowledge before the curriculum 
can be designed so that the courses selected will pre-
pare the students for the practice of nursing. Faculty 
must also determine what ways of knowing, or meth-
ods of inquiry, are characteristic of the discipline and 
what skills the discipline demands. Program goals and 
outcome statements provide a guide for the develop-
ment of the curriculum. The curriculum design and 
content should be congruent with the nursing pro-
gram philosophy. The philosophy should define the 
concepts of person, health, nursing, and education. 
Those definitions provide some guidance for what 
should be in the curriculum and how it should be or-
ganized. The program goals link the mission and fac-
ulty belief statements (philosophy) to the curriculum 
design, teaching and learning methods, and outcomes. 
Consequently, the evaluation of the curriculum builds 
on the evaluation of mission and goals. More informa-
tion on curriculum design can be found in Chapters 8, 
9, and 10.

Evaluation of Curriculum Organization

Curriculum must be appropriately organized to move 
learners along a continuum from program entry to 
program completion. The principle of vertical orga-
nization, or scaffolding, guides both the planning and 
the evaluation of the curriculum. Vertical organization 
provides the rationale for the sequencing or building 
of curricular content elements (Brown, Bourke-Taylor, 
& Williams, 2012). For example, nursing faculty often 
use depth and complexity as sequencing guides; that is, 
given content areas may occur in subsequent levels of 
the curriculum at a level of greater depth, breadth, and 
complexity. Faculty may also use a simple-to-complex 

model where the curriculum begins with what the fac-
ulty defines as simpler concepts and builds to more 
complex concepts. In evaluation of the curriculum, 
faculty must assess for increasing depth and complex-
ity to determine whether the sequencing was useful 
to learning and progressed to the desired outcomes. 
Determination of whether course and level objectives 
demonstrate sequential learning across the curriculum 
during each semester can be used as a test of vertical 
organization. The analysis can be performed using 
Bloom’s (1956) Taxonomy as a guide for determining 
whether objectives follow a path of increasing com-
plexity. Bloom’s Taxonomy was adapted to demonstrate 
the levels of learning and relate those levels to verbs. 
Fig.  27.2 is an example of Bloom’s Taxonomy and 
Learning Wheel.

The concept of sequencing related to the vertical 
organization helps guide the curriculum structure so 
that new information and experiences are not pre-
sented until existing knowledge has been assimilated. 
In other words, what prior knowledge must be pres-
ent to provide a link for new knowledge in long-term 
memory? Often faculty believe everything needs to 
be learned at once. Of course, this is not possible. 
An appropriate question is: “What entry skills and 
knowledge does the student need as a condition of 
subsequent knowledge and experiences?” How fac-
ulty answer this question will determine curriculum 
sequencing and implementation. The evaluation ques-
tion would address the extent to which students have 
the entry-level skills needed to progress sequentially in 
the curriculum. This is a critical question in light of 
the changing profile of students entering college-level 
programs. It is often difficult to determine which pre-
requisite skills should be required for entry and which 
should be acquired concurrently. Computer skills are 
a good example. Students enter programs with vary-
ing ability in using computers. It is necessary to deter-
mine the prerequisite skills needed and the sequence 
in which advanced skills should be acquired during the 
program of learning.

The principle of linear congruence, sometimes 
called horizontal organization or alignment, assists fac-
ulty in determining the concurrent nature of courses 
during each semester or year level (Brown et al., 2012). 
This alignment means that the same concepts are built 
in more depth in each course.
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The principle of internal consistency is important 
to the evaluation of the curriculum. The curriculum 
design is a carefully conceived plan that takes its shape 
from what its creators believe about people and their 
education as defined in the program philosophy. The 
intellectual test of a curriculum design is the extent to 
which the elements fit together. Four elements should 
be congruent: 1) course outcomes; 2) content, 3) 
teaching-learning strategies; 4) assessment and evalu-
ation of learning (Zelenitsky et al., 2014). Evaluation 
efforts should include examination of the extent to 
which the objectives and outcomes are linked to the 
mission and belief statements. Program objectives 
are consistent with the mission and philosophy. Level 
and course objectives then correspond to the program 

objectives. One method of assessing internal consis-
tency is with the use of a curriculum matrix or map 
(Burwash & Snover, 2016). The curriculum map is 
a visual representation that lists all nursing courses 
and shows the placement of major concepts flowing 
from the program philosophy and conceptual frame-
work. It demonstrates the relationship of the learn-
ing outcomes to the curriculum. This allows faculty 
to see where content is taught and whether there are 
gaps, redundancies, or inconsistencies. Curriculum 
mapping provides a broad picture of the curricu-
lum and its components, allowing faculty to make 
evidence-based decisions related to the curriculum 
(Zelenitsky et  al., 2014). Some nursing programs 
use a specific conceptual framework that identifies 
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essential program “threads” and provides further di-
rection to curriculum development and implementa-
tion. Congruency between program threads, program 
goals, course objectives, and course content will also 
need to be assessed. Further information on curricu-
lum development and curriculum frameworks can be 
found in Chapter 6.

Course Evaluation

Individual courses are reviewed to determine whether 
they have met the tests of internal consistency, linear 
congruence, and vertical organization. A triangula-
tion approach to course evaluation is useful. This 
approach uses data from three sources—faculty, stu-
dents, and materials review—to identify strengths 
and areas for change. Each course is evaluated to de-
termine whether content elements, learning activi-
ties, assessment measures, and learner outcomes are 
consistent with the objectives of the course and the 
obligations of the course in terms of its placement in 
the total curriculum.

Faculty should clearly articulate the sequential 
levels of each expected ability. This can be used to 
determine what teaching and learning strategies are 
needed to move the student to progressive levels of 
ability and to establish the evaluation criteria for de-
termining that each stage of development has been 
achieved. This is important in relation not only to 
abilities or competencies specific to the discipline or 
major but also to the transferable skills acquired in 
the general education component of the curriculum 
(Merritt et  al., 2012). Some faculty achieve this by 
creating content maps for each major thread or per-
vasive strand in the curriculum with related knowl-
edge and skill elements. The content maps chart the 
responsibility of each course in facilitating student 
progression to the expected program outcome and 
the relationship between the courses. The maps also 
provide a guide for the evaluation of whether the ele-
ments were incorporated as planned and not repeated 
unnecessarily.

Many tools are available to help with evaluation of 
teaching–learning strategies. Content and curriculum 
mapping, as discussed earlier in this chapter, is use-
ful to determine content evaluation and course con-
sistency. The achievement of course outcomes is also 
essential to course evaluation.

Evaluation of Support Courses and the Liberal 
Education Foundation

Liberal education is fundamental to professional edu-
cation. Expected outcomes and structure for the liberal 
arts component of professional programs have received 
much attention in recent years. Liberal education is ex-
pected to provide students with a broad knowledge of 
the world in addition to the expert knowledge of nurs-
ing. It is intended to help students develop social and 
civic responsibilities in addition to intellectual and 
practical skills (Association of American Colleges and 
Universities, 2017). The goals of the liberal arts cur-
riculum should be congruent with the university mis-
sion. Nursing faculty should work collaboratively with 
faculty across disciplines to ensure that the general 
education curriculum supports the expectations of a 
21st century liberal education.

Evaluation questions about general education 
courses should address the extent to which the courses 
selected enable student learning and contribute to the 
expected outcomes. They should also be examined 
for sequencing to ensure that the support and general 
education courses are appropriately placed to ground 
and complement the major. To develop evaluation 
questions related to the general education courses, 
faculty must first articulate what the rationale is for 
each course, what the expected outcomes are from the 
courses, and how the courses support the major and 
provide a broad, liberal education. External accredit-
ing agencies also have expectations about liberal edu-
cation. The ACEN, NLN CNEA, and the CCNE state 
that a liberal arts education provides a strong founda-
tion for nursing. A liberal arts foundation enhances 
the knowledge and practice of a nurse. Box 27.3 pro-
vides a summary of the elements associated with cur-
riculum evaluation.

When the expectations are clear, it is easier to select 
the measures needed to determine whether expecta-
tions have been met. Evaluation of the outcomes of the 
general education courses will be discussed in the sec-
tion on outcomes.

Evaluation of Teaching Effectiveness
Evaluation of teaching effectiveness involves assess-
ment of teaching strategies (including instructional 
materials), assessment of methods used to evaluate stu-
dent performance, and assessment of student learning. 
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Teaching strategies are effective when students are 
actively engaged, when strategies assist students to 
achieve course objectives, and when strategies provide 
opportunities for students to use prior knowledge in 
building new knowledge. Teaching effectiveness im-
proves when teaching strategies are modified on the 
basis of evaluation data. See Chapter 16 for informa-
tion on designing teaching strategies and student 
learning activities.

To demonstrate and document teaching effec-
tiveness, faculty need multiple evaluation methods 
(Muñoz & Dossett, 2016). Evaluation methods may 
include student feedback about teaching effectiveness 
obtained through course evaluations and focus group 
discussions, feedback provided through peer review, 
formal testing of teaching strategies, classroom obser-
vations, and assessment of student learning.

Student Evaluation of Teaching Strategies

The institution or nursing department may develop 
course evaluations to obtain student feedback on 
teaching effectiveness. The advantage of internally 
developed evaluations is that they can be customized 
to the program. The primary disadvantage of inter-
nally developed tools is that they may lack reliability 
and validity. Standardized evaluation tools have docu-
mented reliability and validity and provide opportuni-
ties to compare results among and between academic 
programs, departments, schools with the institutional 

score, and a national benchmark. Examples of these 
include the Individual Development and Educational 
Assessment (IDEA), offered by the IDEA Center 
at Kansas State University, and the National Survey 
of Student Engagement, offered by the Center for 
Postsecondary Research and Planning at Indiana 
University’s School of Education (2014).

Focus groups have been used extensively in mar-
keting and social research, and they have the poten-
tial to serve as powerful tools for program evaluation 
(Wilson, Morreale, Waineo, & Balon, 2013). A focus 
group discussion with students can provide a qualita-
tive assessment of teaching effectiveness. Focus groups 
provide an opportunity to obtain insights and to 
hear student perspectives that may not be discovered 
through formal course evaluations. The focus group 
leader should be an impartial individual with the skill 
to conduct the session. The leader should clearly state 
the purpose of the session, ensure confidentiality, pro-
vide clear guidelines about the type of information be-
ing sought, and explain how information will be used. 
Group leaders should solicit opinions from all partici-
pants, record all comments, and produce a formal re-
port (Nestel et al., 2012). The reliability and validity of 
information obtained from a focus group discussion 
is enhanced when the approach is conducted as re-
search with a purposeful design and careful choice of 
participants. However, the danger is that students may 
not be willing to share negative aspects of the course 
or faculty because of the fear of the information not 
being confidential. It is important to develop a rapport 
between the focus group members and the interview-
ers so there is mutual trust and respect.

Peer Review of Teaching Strategies

Peer and colleague review may provide information 
on teaching effectiveness through classroom obser-
vation and assessment of course materials and can be 
either formative or summative. In this context, a peer 
is defined as another faculty member within the same 
discipline with expertise in the field; a colleague is de-
fined as an individual outside of the discipline with ex-
pertise in the art and science of teaching. Peer review 
can serve to promote quality improvement of teaching 
effectiveness and as documentation for performance 
review. Before peer review is implemented, there is a 
need to be clear about what data will be gathered, who 

B O X   2 7. 3
ELEMENTS OF CURRICULUM EVALUATION

■	 Course and level objectives demonstrate sequential 
learning across the curriculum that builds in depth and 
breadth (vertical organization).

■	 Course objectives are congruent with level objectives, 
which are congruent with the program goals (internal 
consistency).

■	 Course sequencing is defined with appropriate ratio-
nale for prerequisites and corequisites so that con-
cepts build in depth (horizontal organization).

■	 Course content (coursework and clinical experiences) 
provides graduates with the knowledge and skills 
needed to fulfill course and level objectives, the pro-
gram’s goals, and defined competencies.

■	 Support courses enhance learning experiences and 
provide a foundation in the arts, sciences, and 
humanities.
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will have access to the data, and for what purposes they 
will be used. Faculty and administrators, as stakehold-
ers in the endeavor, should collaborate to establish the 
norms and standards. Data from peer review may be 
used prescriptively to assist faculty in developing and 
improving teaching skills. At some point, peer review 
data may be needed for performance review and ad-
ministrative decision making. Some schools require 
both classroom visits and opportunities to observe 
master teachers for all new faculty and periodic class-
room visits for all faculty thereafter. In some schools 
the observation of teaching is voluntary. The age of 
the classroom as the private domain of the teacher is 
disappearing rapidly, and both accountability and the 
opportunity to demonstrate the scholarship of teach-
ing are causing colleges and universities to require in-
creased documentation of teaching as a routine part of 
the evaluation process.

Although classroom observation has been used as 
a technique for the peer review of teaching for a num-
ber of years, the reliability and validity of this method 
has been suspect. The validity and reliability of class-
room observation as an evaluation tool is increased by 
(1) including multiple visits and multiple, unbiased 
visitors; (2) establishing clear criteria in advance of 
the observation; (3) ensuring that participants agree 
about the appropriateness and fairness of the assess-
ment instruments and the process; and (4) preparing 
faculty to conduct observations (Danielson, 2012; Rui 
& Feldman, 2012). Before classroom teaching visits 
are made, the students should be advised of the visit 
and should be assured that they are not the focus of 
the observation. Peer reviewers should meet with the 
faculty member before the visit and review the goals 
of the session, what has preceded and what will fol-
low the session, planned teaching methods, assign-
ments made for the session, and an indication of how 
this class fits into the total program. This provides a 
clear image for the visitors and establishes a beginning 
rapport. Some faculty have particular goals for growth 
that can be shared at this time as areas for careful ob-
servation and comment. Finally, a postvisit interview 
should be conducted to review the observation and to 
identify strengths and areas for growth. This may in-
clude consultation regarding strategies for growth with 
the scheduling of a return visit at a later date. Many 
visitors interview the students briefly after the visit to 

determine their reaction to the class and to ascertain 
whether this was a typical class rather than a special, 
staged event. Unless there is a designated visiting team, 
the faculty member to be visited is usually able to make 
selections or at least suggestions about the visitors who 
will make the observation. Peer visits to clinical teach-
ing sessions should follow the same general approach 
as classroom visits, although specific criteria for ob-
servation will be established to meet the unique attri-
butes of clinical teaching and learning. An additional 
requirement is that the visitor be familiar with clinical 
practice expectations in the area to be visited.

Evaluation of Teaching and Learning Materials

The review of teaching and learning materials is an-
other element of evaluation of teaching effectiveness 
that may be conducted through peer review. Materials 
commonly included for review are the course syllabus, 
textbooks and reading lists, teaching plans, teaching 
or learning aids, assignments, and outcome measures. 
In all cases the materials are reviewed for congruence 
with the course objectives, appropriateness to the level 
of the learner, content scope and depth, clarity, orga-
nization, and evidence of usefulness in advancing stu-
dents toward the goals of the course.

The syllabus is reviewed to determine whether 
expectations are clear and methods of evaluation are 
detailed. It is especially important that students under-
stand what is required to “pass” the course. Grading 
scales and weighting of each of the evaluation methods 
used in the course should be explained.

In the review of textbooks for their appropriateness 
for a given course, multiple elements may be consid-
ered. The readability of a text relates to the extent to 
which the reading demands of the textbook match the 
reading abilities of the students. This assumes that the 
faculty member has a profile of student reading scores 
from preadmission testing. Readability of a textbook is 
usually based on measures of word difficulty and sen-
tence complexity. Other issues of concern include the 
use of visual aids; cultural and sexual biases; scope and 
depth of content coverage; and size, cost, and accuracy 
of the data contained within the text (Ontario Ministry 
of Training, Colleges and Universities, 2011). Another 
factor of importance is the analysis of the textbook. 
This element relates to the organization and presenta-
tion of material in a logical manner that increases the 
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likelihood of the reader’s understanding of the content 
and ability to apply the content to practice. A review 
should determine the ratio of important and unim-
portant material and the extent to which important 
concepts are articulated, clarified, and exemplified. Do 
the authors relate intervening ideas to the main the-
sis of a chapter and clarify the relationships between 
and among central concepts? The ease with which in-
formation can be located in the index is important so 
that students can use the book as a reference. Because 
of the high cost of textbooks, it is useful to consider 
whether the textbook will be a good reference for other 
classes in the curriculum. A review of a textbook must 
also include consideration of whether the content has 
supported student learning. When student papers or 
other creative products are used for evaluation pur-
poses, it is common to review a sample of these papers 
or products that the teacher has judged to be weak, 
average, and above average to provide a clearer view 
of expectations and how the students have met those 
expectations. This review provides an opportunity to 
demonstrate student outcomes. If a faculty member 
wants to retain copies of student papers and creative 
works to demonstrate outcomes, he or she should ob-
tain informed consent from the students. Accrediting 
bodies often wish to see samples of student work, and 
faculty may use them to demonstrate learning out-
comes for purposes of their own evaluation. Each stu-
dent’s identity should be protected and consent should 
be obtained.

The review of teaching and learning aids depends on 
the organization and use of these materials. The orga-
nization may be highly structured in that all faculty are 
expected to use certain materials in certain situations 
or sequences, or materials may be resources available 
to faculty and students for use at their discretion ac-
cording to the outcomes they wish to achieve. Students 
may be expected to search for and locate materials, to 
create materials to facilitate their learning, or simply 
to use the materials provided in a prescribed manner. 
The emphasis will determine whether evaluation ques-
tions related to materials are based on variety, creativ-
ity, and availability or whether the materials have been 
used as intended. Regardless of the overall emphasis, 
teaching and learning materials should be evaluated 
for efficiency and cost-effectiveness. Efficiency can be 
evaluated by determining whether the time demands 

and effort required to use the materials are worth the 
outcomes achieved. Cost-effectiveness can be deter-
mined by considering whether the costs of the materi-
als justify the outcomes.

Formal Measures for Evaluating Teaching 
Strategies

Formal, objective measures of teaching strategies may 
include experimental or quasiexperimental designs, 
with randomization of subjects and control of treat-
ments. For example, a teacher may establish a control 
group and a treatment group to try different teaching 
techniques and to evaluate outcomes to prove or dis-
prove a predetermined hypothesis. This technique is 
often used when there are multiple sections of a given 
course, although it can be accomplished within a sec-
tion. A common method is to use the traditional strat-
egy with the control group and the new strategy with 
the experimental group. A common examination or 
other assessment measure is used with both groups. 
Analysis may include checking for a significant dif-
ference in the scores of the two groups and check-
ing areas in which the most questions were missed 
for congruence or no congruence between the two 
groups.

A weakness of some of these efforts is that they are 
context bound and not generalizable. A strength of these 
testing strategies is the provision of feedback of value to 
evaluation questions within a given curriculum.

Another measure for evaluating teaching strate-
gies is to have faculty complete a course report. The 
course report provides a record of the types of instruc-
tional methods used, the rationale for choosing these 
methods, and results of changes to these methods. 
Course reports can be reviewed annually through a 
peer review process or by program administrators. See 
Box 27.4 for a sample of a didactic course report for 
the evaluation of teaching strategies and Box 27.5 for a 
sample of a clinical course report for the evaluation of 
teaching strategies.

Assessment of Student Learning

It is unacceptable to claim that teaching strategies are 
effective unless there is evidence that links the teaching 
transaction with student learning. Assessment within 
the classroom provides evidence for interim outcome 
evaluation. Interim evaluation refers to outcomes of 



532	 UNIT V  EVALUATION

specific learning episodes, course outcomes, or level 
outcomes as opposed to outcomes assessed at the con-
clusion of the program of learning. Outcomes are used 
to provide students with an understanding of what 
they are to learn and to aid faculty in better assessing 
whether student learning occurred.

Both formal and informal methods may be used in 
the classroom to assess student progress and to evalu-
ate the effectiveness of teaching strategies. Chapters 24, 
25, and 26 discuss these methods in detail. Informal 
classroom assessment is useful to the teacher for de-

termining how well students are learning. The teacher 
can use the data from the assessment to make changes 
to improve student learning. This form of classroom 
assessment is often not graded and is anonymous to 
allow for honest feedback. However, faculty also use 
more formal classroom assessments that are graded to 
get a feel for the quality of the teaching and determine 
how well the students are learning.

Students can use the formative assessment to set 
their own academic goals, to identify areas of weak-
ness to focus on, to correct misconceptions, to evaluate 
study methods used, and to help prepare for future as-
sessments (Lull & Mathews, 2016).

The use of formalized external testing in prelicensure 
programs is another option that assists in the evalua-
tion of student learning. For example, several commer-
cial testing products provide both content mastery and 

B O X   2 7. 5
EXAMPLE: COURSE REPORT FOR 

A CLINICAL COURSE

PROGRAM EVALUATION PLAN: TEACHING 
STRATEGIES EVALUATION
1.	 Teaching strategies facilitate achieving clinical objectives.
2.	 Rationale can be identified for all major teaching 

strategies.
3.	 Teaching strategies provide opportunities to use prior 

knowledge in building new knowledge.
4.	 Teaching strategies are modified based on evaluation 

data.

List each course objective.

1.	 List the teaching strategies used for each objective.
2.	 Indicate the rationale for each strategy.
3.	 Identify how prior knowledge is used in building 

new knowledge. Examples of strategies include daily 
data sheets, journaling, nursing process papers/care 
plans, instructor skill demonstrations (laboratory 
or clinical), student return demonstrations (labora-
tory), direct observations of skill performance and 
nursing care given, questioning, observational experi-
ences, planned teaching projects, post conferences, 
role play activities, case studies, computer-based 
activities/study modules, math competency testing, 
skills testing in the laboratory, purposeful teaching 
assignments, and others.

4.	 Describe the effectiveness of each strategy. Include 
student comments where appropriate. What will be 
changed the next time you teach this course?

B O X   2 7. 4
EXAMPLE: COURSE REPORT FOR 

A DIDACTIC COURSE

PROGRAM EVALUATION PLAN: TEACHING 
STRATEGIES EVALUATION
The Program Evaluation Plan asks the following ques-
tions about teaching strategies and curriculum evalu-
ation: (1) “Are we doing what we meant to do?” (2) 
“Are we doing the right things right?” This part of the 
program evaluation plan examines (a) teaching strate-
gies, (b) the ability of chosen teaching strategies to ac-
complish course objectives, (c) opportunities to expand 
students’ knowledge base, and (d) evaluation of student 
performance.

TEACHING STRATEGIES
1.	 Teaching strategies facilitate achievement of course 

objectives.
2.	 Rationale can be identified for all major teaching 

strategies.
3.	 Teaching strategies provide opportunities to use prior 

knowledge in building new knowledge.
4.	 Teaching strategies are modified based on evaluation 

data.

List each course objective.

1.	 List the teaching strategies for each objective.
2.	 Identify the rationale for each strategy.
3.	 Identify how prior knowledge is used in building new 

knowledge. Examples of strategies include textbooks, 
assignments, presentations, homework, supplemen-
tal assigned readings, lectures, discussions in class 
or in online discussion forums, audiovisuals, group 
activities, guest speakers, web-based/web-supported 
courses, and others.

4.	 Describe the effectiveness of each strategy. Include 
student comments where appropriate. What will be 
changed the next time you teach this course?
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comprehensive predictor examinations that provide in-
dicators of student learning. These assessments provide 
questions similar to those that students will experience 
on the licensure examination and provide faculty with 
feedback that indicates need for improvement in spe-
cific content areas. Faculty can then provide focused 
review of content in which students’ scores were low. 
Tracking student scores in individual nursing courses 
also can be insightful in revising course content and 
curricula to improve student learning outcomes.

Evaluation of individual student performance 
must be effectively communicated to students. 
Documentation should provide evidence that evalu-
ation leads to improvement in performance. This is 
especially important in clinical evaluation. Clinical 
evaluation tools should be congruent with course and 
program objectives. They should be designed to pro-
vide students with clear information about expecta-
tions. The evaluation tool should clearly demonstrate 
the student’s performance and provide appropriate 
feedback regarding their performance and how it can 
be improved. The tools should also include informa-
tion about how students responded to the feedback 
and how behavior changed.

Evaluating Student Performance Measures

In addition to documenting that teaching methods 
are effective, methods of evaluating student perfor-
mance must be valid and reliable. Multiple-choice 
examinations are a common, cost-effective, and 
time-efficient method of testing knowledge acquisi-
tion both as students progress in a course and at the 
conclusion of the course and program. This format 
provides rapid, quantitative data for individual as-
sessment and aggregate data for centralized evalua-
tion. Other methods of evaluation are discussed in 
Chapters 24, 25, and 26.

Box  27.6 provides a summary of the elements as-
sociated with evaluation of teaching effectiveness. 
Box  27.7 provides an example of a course report re-
lated to student performance.

Evaluating Student Admission, 
Progression, and Graduation Policies and 
Procedures
The evaluation of admission, progression, and gradu-
ation (APG) policies and procedures begins with an 

examination of whether a sufficient number of qualified 
students are enrolled. Academic and demographic pro-
files of prospective students are important to consider. 
A first consideration is the mission and goals of the in-
stitution and school or department. If diversity is a goal, 
the selection of students will be different from schools 
where high selectivity is a goal. State and private schools 
may differ in the types of students they wish to attract. 
Trends in health care provide an important database 
for defining student enrollment goals. For example, 
health care reform has opened the market for nurse 
practitioners to the extent that many schools of nursing 
have targeted this population. Once a determination of 
the nature of the student to be recruited has been made, 
the methods of recruitment require attention. Marketing 
methods and materials should be reviewed in terms of 
access to catchment targets, clarity of the message de-
livered, and results of the effort. An entry inquiry as to 
the source of the student’s information about the school 
is one way to determine the extent to which marketing 
materials influenced application decisions.

Admission policies should be clearly defined and 
support program goals. They should be reliable and 
valid with a goal of preventing unnecessary attrition 
while graduating students who are well qualified and 
who will ultimately pass licensing or certification 
examinations. Student profiles are an important way 
to track trends in the characteristics of students ad-
mitted to programs of learning. Many colleges and 
universities require entrance examinations related to 
basic skills, including standardized examinations such 
as the Scholastic Aptitude Test or discipline-specific 

B O X   2 7. 6
EVALUATION OF TEACHING 

EFFECTIVENESS

■	 Students and faculty are satisfied with teaching 
strategies.

■	 Teaching strategies are modified based on evaluation 
data.

■	 Teaching strategies facilitate achieving course 
objectives.

■	 Teaching materials are effective and efficient.
■	 Evaluation of individual student performance is com-

municated to students and leads to improvement in 
performance.

■	 Methods of evaluating student performance are valid.
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B O X   2 7. 7
EXAMPLE: COURSE REPORT—THEORY

PROGRAM EVALUATION PLAN: TEACHING STRATEGIES EVALUATION
Evaluation of Student Performance
1.	 Methods of evaluating student performance are valid and consistently applied.

Course Evaluation of Student Performance

Examinations Data Describe the effectiveness 
of these methods. 
Include student 
comments where 
appropriate.

What will be 
changed the 
next time you 
teach this 
course?

How do you use item analysis to 
improve your tests?

List range of KR 20 values on unit 
examinations, excluding the final 
examination.

Range
Fall
Spring
Summer
(The KR20 has a normal range between 

0.00 and 1.00 with higher numbers 
indicating higher internal consistency. 
You should not expect a score higher 
than 0.80 [commercially available 
tests will approach 0.95]).

Comment on the 
reliability of your tests, 
the difficulty level 
of the tests, and the 
ability of questions to 
discriminate between 
high/low achievers.

What percent of the course 
grade is the final examination/
assignment? (specify which)

Fall ___________%
Spring _____________%
Summer _____________%
_____________examination
_____________assignment

Is the final examination/assignment 
comprehensive?

Fall 	 ________ yes
		  ________ no
Spring	 ________ yes
		  ________ no
Summer	 ________ yes
		  ________ no

How many students (number and 
percent of class) did not achieve 
an average examination score 
of 80%, but passed the course 
based on written assignments, 
homework, and/or student 
presentations?

Fall 	 ________
		  ________ %
Spring	 ________
		  ________ %
Summer	 ________
		  ________ %

Other Methods of Evaluation

What other methods of evaluation  
are used in this course?

_______ Written assignments
_______ Student presentations
_______ Homework
_______ Blackboard discussion
_______ Quizzes
_______ Other
(List ___)

Continued on following page
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tests and institutional examinations in mathematics, 
English, and reading skills. Grade inflation in both 
secondary and postsecondary schools has rendered 
transcript review a difficult measure of student abil-
ity. Breckenridge, Wolf, and Roszkowski (2012) found 
a variety of factors contributed to success in prelicen-
sure students and identified a variety of risk factors. 
In addition to factors such as GPA, SAT, and grades 
in science courses, other factors such as income at 
poverty level and having English as a second language 
were even more important to academic success and 
passing the licensing examination. It may be helpful to 
use an overall profile of criteria to guide the selection 
of students who can successfully complete a nursing 
education program and who have attributes suited to 
the challenges of current health care delivery systems.

Admission policies should be evaluated for dis-
criminatory elements. One must sort through those 
educational discriminators that ensure a fit between the 
student and the program of learning, and those that are 
clearly discriminatory from the perspective of social 
justice. For example, it is appropriate to require that stu-
dents complete any remediation before admission to the 
program so they will have the basic skills necessary for 

success, especially if diversity is a goal. It is not appropri-
ate and it is illegal to exclude students on the basis of gen-
der, sexual orientation, religion, race, or ethnic origin.

Many states are increasing high school requirements 
with a concurrent shift in college entrance requirements. 
Individuals who perform evaluation reviews must keep 
abreast of these changes to maintain congruence and to 
determine what remediation programs may be needed 
for students who graduated from high school before the 
increased requirements were established. Plans must be 
in place to ensure communication of the changes in a 
timely fashion. Some programs find it useful to com-
plete correlation studies to determine the relationship 
of admission criteria to such outcome measures as pro-
gram completion or success on licensing or certification 
examinations after graduation. Although this approach 
does not measure the potential success of those not ad-
mitted, it may provide data about criteria that seem to 
have little relationship to success indicators.

Progression must be fair and justifiable, support 
program goals, and be congruent with institutional 
standards. For example, are there conditions for pro-
gression related to GPA at the end of each semester? If 
a student must drop out of school for any reason, what 

Rubrics are used for all other graded  
work (yes or no). If no, what is used  
to determine validity and assure  
consistent application?

yes
no (explain)

Grading policies from the School of  
Nursing Policy Manual are followed  
in this course (yes or no). If no,  
describe what and why.

yes
no (explain)

External Measures of Student Performance (i.e., ATI)

Identify ATI Content Mastery 
Examination given in this course.

What was the total number of students 
that took the Content Mastery 
Examination?

What number and percent of class 
achieved the benchmark on the test? 
(Proficiency Level 2 and above)

 

Fall 	 ________
Spring	 ________
Fall 	 ________ %
Spring 	 ________ %

What did you learn from 
test analysis data 
provided by ATI?

What (and why) will be 
changed the next time 
you teach this course?

ATI, Assessment Technologies Institute.

B O X   2 7. 7
EXAMPLE: COURSE REPORT—THEORY—Cont'd
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are the conditions and standards for return? Are they 
realistic? Are they known to the students? Do they ap-
ply equally to all students with exceptions made only 
in cases that are clearly exceptional?

Records of student satisfaction and formal com-
plaints should be used as part of the process of the 
student dimension evaluation. An academic appeals 
process should be in place for students who wish to 
challenge rulings, and students should know how to 
find and use the process. Some form of due process 
should be in writing and in operation for the review 
of disputes regarding course grades or progression de-
cisions. Whether these are discipline specific or cam-
pus specific is a function of the size and complexity of 
the institution. An annual review of appeals and the 
decisions regarding those appeals provides important 
information for making revisions to policies and pro-
cesses that are in place or are needed. All stakeholders 
should participate in appeals reviews. Most programs 
have an appeals committee composed of both students 
and faculty with channels to administrative review.

An internal method of review is to survey or inter-
view students who leave the program before graduating. 
An obvious data set is information about why students 
are leaving. Common reasons include academic diffi-
culties or academic dismissal, financial problems, role 
conflicts, family pressure, military service, and health 
issues. An examination of the underlying reasons for 
leaving often suggests alternatives for intervention that 
reduces the attrition rate. These alternatives may relate 
to student services or specific program issues.

Some programs also gather data about antecedent 
events that may have influenced the potential to be 
successful in the program. The extent of data gath-
ered depends on the goals of the review. Data that 
can be gathered from the student record are not in-
cluded on the student survey. With the student’s per-
mission, data obtained from the record may include 
preentrance test scores, GPA, progression point at 
the time of withdrawal, specific course grades, and 
any history of withdrawals and returns. These data 
are extensive but can be used to develop a profile 
of the student who does not complete a program in 
an attempt to identify elements within the control 
of the school for potential intervention strategies. 
Including a control group of students who completed 
the program in the study gives more meaning to the 

findings by identifying success indicators and allow-
ing for determination of significant differences be-
tween the two groups. Box 27.8 provides a summary 
of the elements associated with evaluation of APG 
policies and procedures.

Evaluation of the Faculty
There must be a sufficient number of qualified faculty 
to accomplish the mission, philosophy, and expected 
outcomes of the program. The nature of the program, 
the expectations of the parent institution, the number 
of students, and the requirements of accrediting bodies 
influence the desired number and qualifications of fac-
ulty. Qualifications of faculty may be measured from 
several perspectives such as credentials, diversity, and 
professional experience.

Qualifications of Faculty

Faculty should possess credentials appropriate to 
their teaching assignment, to the program levels in 
which they teach, and to the service and scholarship 
mission of the school. Faculty members’ professional 
experience, education, and specialty certification 
should be congruent with their teaching assign-
ments. Evaluation of the level of degree preparation 
of nursing faculty is related to the program level in 
which they teach. A master’s degree in nursing is the 
minimum expectation for teaching in associate or 
baccalaureate degree programs. A doctorate in nurs-
ing, or a terminal degree in a related field with a mas-
ter’s degree in nursing, is the expectation for teaching 
in graduate programs. Many nursing schools also 

B O X   2 7. 8
EVALUATION OF ADMISSION, 

PROGRESSION, AND GRADUATION 
POLICIES AND PROCEDURES

■	 An adequate number of qualified students are re-
cruited to maintain program viability.

■	 Admission policies are clearly defined, published, and 
support program goals.

■	 Progression policies are fair and justifiable, published, 
and support program goals.

■	 Records of student satisfaction and formal com-
plaints are used as part of the process of ongoing 
improvement.

■	 Possible reasons for attrition are evaluated and addressed.



	 27    SYSTEMATIC PROGRAM EVALUATION	 537

strive to have faculty with terminal degrees teaching 
in prelicensure nursing programs. The nursing profes-
sion has been challenged to meet these expectations 
because of the lack of nurses with terminal degrees. 
The AACN 2015 Annual Report stated that only 
50.2% of nursing faculty are doctorally prepared. This 
report also identified that approximately 89.6% of un-
filled nursing faculty positions are still seeking can-
didates with doctoral degrees in nursing or a related 
field (AACN, 2015). To address the shortage of nurses 
with terminal degrees, some nursing schools may pro-
vide additional incentives and support to faculty with 
master’s degrees to assist them in pursuing their doc-
torates. In this situation care must be taken to avoid 
“inbreeding,” which may result in a disproportionate 
number of faculty with degrees from the same institu-
tion. Representation of a wide variety of educational 
institutions in the faculty profile demonstrates a com-
mitment to diversity of ideas and openness to creative 
differences. “Inbreeding” of faculty may perpetuate 
the status quo.

Evaluation of faculty qualifications should also in-
clude the profile of faculty related to rank, classifica-
tions for tenure or non–tenure track appointments, 
and the balance of full-time and part-time positions. 
Assessment of the number and proportion of faculty 
for each level of rank provides a measure of faculty 
experience and expertise in their teaching role. If few 
faculty members within the school have achieved 
higher ranks, such as associate or full professor, there 
may be a lack of senior-level faculty or an inequity in 
nursing promotions compared with other academic 
units. In some universities, there are multiple catego-
ries of faculty, including non–tenure-track lecturers 
and clinical instructors, tenure-track faculty, and sci-
entist tracks (see Chapter 1). In some universities, only 
tenure-track faculty may participate in the governance 
of the larger institution. Standing committees within 
both the school and the university may have criteria 
for rank and tenure as a condition of membership. A 
goal of full participation in governance issues at the 
university level can be compromised or enabled by the 
number of faculty eligible to participate. On the other 
hand, a faculty composed largely of tenured members 
could be a barrier to the recruitment of a more diverse 
faculty or a goal of increasing the number of faculty 
members with specific areas of expertise. The balance 

of full-time and part-time faculty is also of concern in 
ensuring adequate involvement in governance, meet-
ing needs for academic advising, curriculum develop-
ment, and program evaluation.

Setting goals for faculty qualifications allows the 
nursing school to measure progress in achieving those 
goals. Once the goals for qualified faculty have been 
identified, the faculty profile can be evaluated or ana-
lyzed in terms of those goals. Factors that may be inter-
fering with the achievement of the goals will also need 
analysis. It is essential to track the profile of faculty and 
to examine reasons for faculty turnover. Control of the 
faculty profile is influenced not only by recruitment 
goals but also by faculty retention factors.

A factor related to both recruitment and retention 
of qualified faculty is the salary structure. If a goal of 
the school of nursing is to support quality programs 
and to achieve national stature, salaries must be com-
petitive to attract the mix of faculty that promotes ex-
cellence. There are multiple sources for comparison 
of salaries. Internally, it is important to demonstrate 
that faculty salaries in nursing are congruent with 
those across the larger institution for comparable rank 
and productivity. External data are available from 
such sources as the AACN, the NLN, the American 
Association of University Professors, and regional 
groups such as the Big Ten universities. AACN pro-
vides salary information for full-time administrative 
and instructional nursing faculty, including mean and 
median salaries by rank and degree, and by region of 
the country (AACN, 2017). The College and University 
Professional Association for Human Resources con-
ducts an annual survey of faculty salaries for public and 
private institutions offering baccalaureate and higher 
degrees. The National Faculty Salary Survey for Four-
Year Institutions provides salary data by discipline and 
rank (Bichsel, McChesney, & Calcagno, 2017). The 
results of this survey are available online. In addition, 
customized reports that sort data by variables such as 
region of the country, size of the institution’s operat-
ing budget, and religious affiliation for private schools 
can be requested. Customized reports may provide a 
more accurate comparison in determining how faculty 
salaries compare with peer institutions. Some nursing 
schools may be able to obtain salary information by 
networking with a select cohort of peer institutions 
that agree to share data.
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Faculty Development

Faculty development begins with orientation to the 
university or college, school, and department or divi-
sion. In this orientation, faculty begin the process of 
socialization into the academy. They are introduced to 
the mission and goals of the institution and school at 
each level represented in the structure. Expectations 
are reviewed and any documents that will reinforce 
and guide movement toward those expectations are 
shared. For example, new faculty are usually given 
the institutional handbook that contains general poli-
cies and teaching, service, and research expectations. 
Support systems and personnel available to maintain 
them are introduced and a tour of the physical plant 
is conducted. More specific orientation occurs at each 
level. In addition to faculty development offerings at 
the campus and institutional levels, the school or de-
partment may offer a series of open and planned ses-
sions for new and continuing faculty. The focus of the 
sessions may be related to common concerns, concerns 
identified through a needs analysis, or issues related to 
changes in the school. For example, many schools are 
offering regular sessions on the use of new technology 
as it is acquired. It may be necessary to offer faculty 
development related to policy changes, curriculum 
changes, or any other new development in the school 
or institution.

Once orientation is completed, faculty should re-
ceive ongoing support for professional development. 
Universities may have an office of research to assist 
faculty in research efforts or may have teaching centers 
or technology experts to assist faculty in their teaching 
role. Use of travel monies and planning that encour-
ages faculty to attend conferences, seminars, and re-
search colloquia are important parts of development 
and should be implemented and tracked as a part of 
the evaluation effort.

An increasing number of schools are developing 
mentoring programs that may provide generalist men-
toring or specific mentoring in research and teaching. 
Mentoring is a multidimensional activity that consists 
of highly individualized dyadic processes and relation-
ships. The ideal mentor is dedicated to helping the men-
tee develop in both a personal and professional way. 
The attributes of the mentor include characteristics 
such as: good listener, approachable, accessible, credi-
ble, trustworthy, generous, and possessing qualities that 

the mentee wants to emulate (Eliades, Jakubik, Weese, 
& Huth, 2017). The mentor and mentee develop a re-
ciprocal relationship in which there is a knowledge dif-
ferential between participants, and a relationship effect 
beyond the mentor relationship. Mentors listen, affirm, 
counsel, encourage, seek input, and help the novice de-
velop status and career direction. Whatever the view of 
the mentor, the role needs to be clear to the mentor and 
mentee and be flexible to allow for individualization. 
In large schools, the assignment of a mentor may occur 
at the department level. In smaller schools, the assign-
ment is often the responsibility of a central administra-
tor or a school committee of faculty. It is common for a 
senior faculty member to be assigned as a mentor for a 
period of 1 year, with continuing assignment based on 
individual need or the development plan. Each mem-
ber of the mentoring dyad should evaluate the nature 
and effectiveness of the mentoring relationship at the 
end of the year or at regular intervals if the relation-
ship extends beyond the year. The role of the mentor 
may vary by institution, but common functions include 
advice and counsel, review of course materials, obser-
vation of instruction, assistance in processing evalua-
tion data, modeling master teaching, encouragement, 
and coaching.

Those who provide mentoring for research often 
assist the faculty member in accessing support systems 
on campus, identifying funding sources, and develop-
ing a research focus. The mentor can also serve as a 
resource as the mentee progresses in meeting promo-
tion and tenure expectations. The purpose of the re-
lationship is generally consultative and constructive; 
however, some schools may prefer a more directed, 
prescriptive approach, especially with new faculty. 
In an effort to create safety and opportunity for fac-
ulty development, the mentor does not become an 
evaluator.

Finally, larger schools may have their own depart-
ment of continuing education. In those schools, one 
expectation of that department may be to participate in 
faculty development. Through continuing education, 
a department may offer a series of workshops related 
to teaching strategies, test construction, evaluation, or 
other issues of concern to faculty in general. These are 
usually open to others to create a more diverse mix 
of participants and to provide fiscal support to the 
department. Some continuing education departments 
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assist faculty in hosting conferences related to their ar-
eas of expertise and cosponsor research colloquia or 
other events that serve faculty in their professional de-
velopment and provide an opportunity for faculty to 
share their professional expertise as presenters.

Faculty Scholarship

Faculty achievements in scholarly activity should sup-
port program effectiveness. Many schools use Boyer’s 
(1990) model of scholarship as a basis for evaluating 
faculty scholarship. Knowledge development (the 
scholarship of discovery) and the scholarship of teach-
ing are essential to the academy, and they are an expec-
tation for all faculty (see Chapter 1). Those who select 
research as their area of excellence will be measured 
against criteria established within the school or divi-
sion. Those criteria will need to withstand the scrutiny 
of peer review both within and beyond the discipline. 
The volume of research and publications is less impor-
tant than the quality of the effort. Some committees 
ask faculty to select two or three of their best research 
studies and best publications for review rather than 
submitting the entire body of work for review. This 
highlights the focus on quality. An additional expecta-
tion is that evidence of both external peer review and 
review by one’s department chairperson be included in 
the work submitted for review. Selection of one’s works 
for publication or presentation is evidence of its value 
to the reviewers. Where publications appear may also 
be of importance. Articles in refereed journals and 
journals held in high esteem in the discipline are con-
sidered evidence of quality review. Before publication, 
it is important to know the standards of the given insti-
tution. For example, some schools give greater weight 
to articles in refereed journals or to entire books com-
pared with chapters in a book. Sole authorship versus 
joint authorship or placement in the listing of authors 
may be weighted as well. Invited works are often con-
sidered evidence of their value. Some institutions or 
disciplines also consider invited creative works such 
as radio or television productions, videotapes, musical 
scores, and choreography evidence of scholarship or 
excellence. Receipt of major awards and other forms of 
recognition as a leader in one’s field provides compel-
ling evidence of quality.

Funding for research, scholarly work, and special 
projects is widely accepted as evidence of scholar-

ship. Weighting may be assigned on the basis of the 
source of the monies. External funding may be con-
sidered more valuable and weighted more heavily 
than internal funding. For example, funding from 
major foundations or federal programs may receive a 
more favorable review than several small grants from 
lesser known sources. Whether one is the principal 
investigator or a participant may be weighted in the 
review process. A growing value is attached to applied 
research that has meaning for a wider audience. Keys 
to the consideration of any scholarly endeavor are evi-
dence of analysis and synthesis in studies grounded 
in theory, rather than simple descriptive studies. 
Variations occur according to the mission of the in-
stitution so that each school must determine criteria 
within the context of that mission. In the final analy-
sis, scholarly works are best judged by one’s intellec-
tual peers.

The scholarship of application is demonstrated 
through professional practice and service. Practice as 
professional service is an area of emphasis in some in-
stitutions, whereas in other institutions faculty believe 
it is not valued as highly as research. Again, evidence 
exists that more and more institutions are attempting 
to develop criteria to reflect scholarly service and to 
grant that service the recognition it merits. A com-
mon standard of evidence of scholarly clinical prac-
tice and clinical competence is national certification 
in one’s field, especially for those faculty who wish to 
seek recognition and promotion in the clinical track. 
With some variation based on institutional mission, 
the focus on service is its connection to the faculty 
member’s professional expertise. Internally, faculty 
may demonstrate service through participation and 
leadership in committees and projects within the de-
partment or division and, more broadly, at the campus 
or institutional level. Committees that affect decision 
making for innovative enterprises or improvement 
and policy development demonstrate thoughtful par-
ticipation. Administrative appointments are generally 
accepted as evidence of professional service within the 
institution.

Beyond the institution, faculty may demonstrate 
service through practice and participation in profes-
sional, civic, and governmental organizations relevant 
to their expertise in a manner that reflects the appli-
cation of knowledge and the extension and renewal of 
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the discovery element of scholarship. Examples include 
providing technical assistance to an agency and analysis 
of public policy for governmental agencies or private or-
ganizations. Joint appointments or contracts with prac-
tice agencies that call on professional expertise are other 
examples. Certainly, faculty-run clinics are a strong ex-
ample of such service. Some institutions place applied 
research in this category of review.

In addition to the listing and description of ac-
tivities in the area of service, faculty are expected to 
have documented evidence of the merit or worth of 
that service. In this area as well, letters from external 
sources and awards based on service are evidence of 
merit. Within the institution there is a need for more 
systematic feedback to those who provide valuable 
service. Often faculty receive perfunctory notes of 
thanks for service that do little to define the value of 
that service. A practice of thanking those who serve 
with comments about the special expertise provided 
and outcomes achieved as a result of that service is a 
valuable form of evidence.

The scholarship of integration is demonstrated 
through interdisciplinary research, interpreting re-
search findings, and bringing new insight to the field 
of study. Presentations to the lay public that serve to 
advance public knowledge of discipline-related issues, 
development of new and creative teaching materials 
and modes of delivery, and professional presentations 
and publications are examples of integrative scholar-
ship. The scholarship of integration may be evalu-
ated by determining whether the activity reveals new 
knowledge, illuminates integrative themes, or demon-
strates creative insight (Boyer, 1990).

It is not possible for a given faculty member to excel 
in all areas subject to review within the institution. The 
Boyer (1990) model attempts to respond to a need to 
look at scholarship differently and to provide multiple 
ways for faculty to demonstrate worthy productivity. 
Research and publication are important elements of the 
academy and are critical to comprehensive and research 
universities. Limiting the focus of faculty evaluation and 
reward decisions to a single area, however, discounts the 
valuable work of a diversified faculty. This very diver-
sity and range of expertise enhances the reputation of 
an institution and enables the wise use of resources. The 
obligation of faculty is to provide evidence of scholarly 
productivity in one or more of the scholarship functions. 

Institutional leaders are obligated to enable that process 
and to reward positive outcomes.

Evaluation of Faculty Performance

Evaluation of faculty performance is intended to pro-
mote quality improvement. The focus of faculty perfor-
mance evaluation is guided by the philosophy, mission, 
and goals of the parent institution and the school or di-
vision in which the nursing program is housed. Faculty 
evaluations may be structured against specific job de-
scriptions related to classroom or clinical teaching as-
signments and include expectations for scholarship and 
service. Junior and community colleges and some col-
leges and universities focus heavily on the teaching and 
service mission of the institution within the commu-
nity it serves. Faculty evaluation reflects this emphasis. 
Research universities share the teaching and service 
missions but include an emphasis on research and 
scholarship as well. Colleges and universities with reli-
gious affiliations may include expectations for church-
related service in faculty review policies and standards.

The policy and process for faculty performance 
evaluation should be clearly communicated to faculty. 
A common approach is to require faculty to submit 
a yearly assessment of their performance during the 
preceding year and a development plan to the imme-
diate supervisor that is consistent with the university 
and department missions and the department goals. 
Individual faculty goals may also be part of the develop-
ment plan that includes the faculty member’s goals and 
those identified by the supervisor. Goals can be short 
term and long term and should include strategies or 
activities planned to fulfill the goals and a timeline for 
completion. The goals and activities are not just related 
to teaching but may also be related to acquiring tenure 
and promotion. The faculty member’s supervisor or 
administrator should have periodic meetings with the 
faculty to review progress on development goals.

The faculty member is expected to provide a self-
evaluation at the end of the academic year that docu-
ments how performance and development goals were 
attained, what barriers blocked achievement of goals, 
and how these barriers will be overcome in the future 
so that performance will be improved. A portfolio pro-
cess may also be used, in which the faculty member in-
cludes the development plan, self-evaluation, copies of 
student course evaluations, examples of scholarly work 
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and service, or other artifacts that demonstrate faculty 
productivity. During the annual performance review, 
the supervisor reviews the faculty member’s portfolio 
and provides written feedback on the faculty member’s 
progress in fulfilling the job description and expecta-
tions. Depending on the processes used throughout 
the institution, performance evaluation may be done 
using standard forms with numerical rating scales. 
The use of standardized forms provides the opportu-
nity to consistently analyze faculty performance across 
the unit and to determine whether the faculty demon-
strates development needs in any one particular area. 
For example, if a number of new faculty are not per-
forming well on a certain measure, additional orienta-
tion or training may be needed.

Peer review provides another component for the 
evaluation of faculty performance. Promotion and 
tenure review is a well-established form of peer review 
already in place in most institutions of higher learn-
ing. The criteria for the evaluation are developed by 
faculty and implemented through a faculty committee. 
Committee reviews usually are composed of both for-
mative and summative evaluation procedures. A com-
mon practice is to review faculty at the midpoint of 
the probationary period, usually in the third year of 
appointment. A formative review may occur at regu-
lar intervals before the summative tenure review is 
conducted. Formative reviews allow the committee 
to provide advice to individual faculty members in 
preparation for the summative review that occurs near 
the end of the probationary period, usually the sixth 
year after initial appointment. In larger institutions, a 
primary committee of peers at the school or division 
level may do the initial review of a faculty member’s fi-
nal tenure portfolio, along with their recommendation 
regarding promotion or tenure, before it is forwarded 
to administration and a campus committee of peers 
and colleagues for further review. Final recommen-
dations are submitted to institutional administration, 
the board of trustees, or other institutional governing 
body for final approval. Variations on this theme relate 
to the unique features of a given institution.

A common problem in higher education, espe-
cially in research intensive universities, is the lack of 
evaluation plans and criteria for all classifications of 
faculty. Although the criteria and processes for pro-
motion and tenure of tenure-track faculty are usually 

in place and subject to ongoing review and refine-
ment, such criteria do not always exist for others be-
yond the routine annual review. Some schools have 
non–tenure-track faculty serving in lecturer, scien-
tist, or clinical appointments who would benefit from 
the same careful delineation of criteria for systematic 
review of their roles consistent with their job descrip-
tions and productivity expectations. Another group 
of faculty that requires evaluation and the opportu-
nity to grow and develop is the part-time faculty co-
hort. Increasingly, expectations for annual review of 
part-time faculty with reappointment are contingent 
on favorable reviews. Adaptation of the tenure-track 
evaluation format can provide direction to create 
similar evaluative processes for non–tenure-track 
and part-time faculty.

External factors may influence elements of fac-
ulty evaluation. For example, external bodies such 
as state legislatures and education commissions may 
establish standards for accountability that must be 
met by all higher education programs in the state. 
A common example is in the teaching component of 
the faculty role. There are often mandates for faculty 
workload in terms of credit hours or classes taught. 
There are multiple ways to address this standard. 
Whatever productivity model is used, certain gen-
eral standards apply. Faculty workloads should be 
designed to meet the mission and goals of the par-
ent institution and the school or division and include 
those elements of the professional role of faculty 
emphasized by the institution (teaching, service, re-
search). Although equity of workload expectations 
is an important standard, so is the flexibility to ne-
gotiate assignments to meet the needs of the school. 
Box 27.9 provides a summary of the elements associ-
ated with evaluation of the faculty.

Evaluation of Learning Resources
Classroom and laboratory facilities need to provide 
an effective teaching and learning environment to 
support program effectiveness. A review of instruc-
tional space includes evaluation of support space and 
a determination of whether classrooms are of suffi-
cient size, number, and comfort to facilitate teaching 
and learning. Support space might include a learn-
ing resource center, a simulation laboratory, a com-
puter cluster, and storage for instructional equipment 
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and supplies. Additional support space may include 
lounges for students, staff, and faculty. In addition, of-
fice space, equipment, conference rooms, and space 
to support faculty teamwork and research are needed. 
Faculty need to have individual offices that have floor-
to-ceiling walls to provide privacy for counseling, sen-
sitive advisement, and evaluation conferences. Beyond 
these basic elements, space requirements are dictated 
by the mission and goals of the program. The space 
available should be congruent with the productiv-
ity expected of those who use the space, equipment, 
and supplies. This element is often reviewed through 
surveys of faculty, students, and staff. Another com-
ponent of this review is documentation of holdings. 
It is important not only to have space and equipment 
needed to accomplish the mission and program goals 
but also to know where it is located and how well it is 
maintained.

Clinical facilities should be evaluated to determine 
their effectiveness in providing appropriate learning 
experiences in relation to the mission and goals of 
the program. This evaluation includes consideration 
of the patients served by the facility. It is important to 
assess whether the patient population profile is consis-
tent with the learning objectives of the program and 
whether the number of patients is sufficient to support 
the student population. It is equally important for the 
standard of care provided by the institution to be of 
high quality so that students will be socialized to high 
standards. One measure of quality is the accreditation 
of the facility. Another is the expert judgment of the 

faculty members who review the facility. The willing-
ness of staff to interact with students in a facilitative 
manner is important, as is the skill of staff as role mod-
els. It is important to know how many other student 
groups are using the same facility and units within the 
facility and how easily reservations for these areas can 
be scheduled. Any special restrictions or requirements 
may influence decisions about use of the facility.

Evaluation of the clinical experience includes re-
view of agency contracts. These contracts should be 
filed in a central location and should be reviewed on 
a regular schedule. The conditions of the agreement 
should be spelled out, with some standards required. 
For example, all contracts should include the process 
and time frame for canceling or discontinuing the con-
tract with a clause that allows any students scheduled 
for that facility to complete the current course of study. 
It is also important that faculty maintain control of 
student assignments and evaluations within the frame-
work of the agreed-on restrictions and regulations. A 
review of contracts by legal counsel will ensure that ex-
pert judgment has been applied to the legal parameters 
of the contract.

Some schools have developed and implemented 
faculty-run clinics that serve as learning sites for 
students. Reviews and contracts related to student 
learning in these clinics should be subject to the same 
evaluation as any other facility under consideration.

Instructional Technology

Information and instructional technology must be 
up to date and support the achievement of program 
goals. Productivity is directly related to the technology 
available to students and faculty, which enables them 
to meet their responsibilities and to create a dynamic 
learning environment. Outcome measures can be spe-
cifically stated in this area. For example, one might 
state that increasing numbers of faculty will incorpo-
rate virtual simulations into teaching methods until 
all faculty use virtual experiences to enhance student 
learning. Another outcome measure might state that 
virtual technology will be integrated throughout curri-
cula by a stated target date. Assessment of virtual labo-
ratory usage that includes frequency of use and type of 
learning experiences from simple to complex simula-
tions can be completed. Faculty and student satisfac-
tion with the virtual laboratory is another effective 

B O X   2 7. 9
ELEMENTS OF FACULTY EVALUATION

■	 Faculty members are qualified and sufficient in num-
ber to accomplish the mission, philosophy, and ex-
pected outcomes of the program.

■	 Faculty receive orientation that prepares them to be 
successful.

■	 Faculty receive adequate support for professional 
development.

■	 Faculty achievements in scholarly activity support pro-
gram effectiveness and the mission of the university.

■	 Evaluation of faculty performance promotes quality 
improvement.

■	 Aggregate and individual faculty outcomes demon-
strate program effectiveness.
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outcome measure. Technology needs should be linked 
broadly to the mission and goals of the school and 
specifically to the teaching, scholarship, and learning 
needs of faculty and students.

An assessment of student and faculty skills in the 
use of information technology at the time of admis-
sion or employment should be included. These data 
provide information for student and faculty develop-
ment opportunities in the use of both software and 
hardware in the school itself and in resource facilities 
such as the library or a computer laboratory. Exciting 
advances have been made in instructional technol-
ogy available for the teaching and learning of skills in 
nursing, but they require planning for availability of 
the equipment and software and preparation of fac-
ulty and students to use these resources. Creating a 
collaborative relationship with the information sys-
tem’s personnel is necessary to ensure an effective, on-
going dialogue between users of technology (faculty 
and students) and personnel who maintain the tech-
nology equipment.

Distance Education

Distance education is becoming more common in 
higher education and in nursing education. Distance 
education, in the context of course credit hour alloca-
tion and program review, is defined by various national 
and state commissions of higher education. Distance 
education is defined by the Distance Education 
Accrediting Commission (DEAC, 2017) as a program 
that occurs either online, through correspondence, 
or is internet based and is “designed for learners who 
live at a distance from residential education provid-
ers and/or institutions” (p. 5). Generally, if programs 
are delivered more than 50% via distance education 
methods, they are considered distance education 
programs. Some distance education programs use 
printed or electronic materials and meet face-to-face  
at specific intervals. When a program uses distance 
education for part or all of course delivery, the influ-
ence of this delivery mode on program outcomes, 
teaching–learning practices, and the use of technol-
ogy and the teaching and learning quality that results 
must be considered in evaluation. Methods of data 
collection may need modification for distance educa-
tion programs. Because students are not on-site, in-
structional strategies that are interactive and creative 

are needed. Evaluation methods will also need to be 
creative to assess student learning. Recruitment and 
retention of students requires special consideration in 
distance education because some students may lack 
the motivation or technological competence to be 
successful. Other aspects of program implementation 
that need special consideration for distance education 
include faculty development and support, student ori-
entation and instruction on how to learn online, and 
learning resources and support services. The appro-
priate user support and technology, especially with 
internet delivery modes, must be available to sustain 
distance education. Costs associated with distance ed-
ucation should be considered in the financial analysis. 
(See also Chapters 21 and 22.)

Library Resources

Library resources must be sufficient to support the 
programs of learning offered by the institution and 
the school. Issues of concern in this evaluation in-
clude the holdings (books and journals), services, and 
rates of use. Faculty, students, and librarians are im-
portant stakeholders in this review, and each cohort 
often has a very different perception when the same 
questions are asked. There is controversy about the 
relative importance of on-site holdings and access to 
holdings through interlibrary loan and online data-
bases. A core collection of holdings is crucial to stu-
dents and faculty.

Various standards are used to measure the ade-
quacy of library holdings. Some schools use published 
source lists as standards for library holdings. The 
American Journal of Nursing list of resources, based on 
an annual review of books, is often used as a standard. 
Some schools consider it important to include any re-
quired textbooks and required reading in the library 
holdings, at least at the undergraduate level. Graduate 
programs may require more extensive databases with 
access to more materials than undergraduate pro-
grams because of the scope of reading expectations. 
Faculty task forces are often assigned to review library 
holdings in relation to graduate education in specialty 
majors. Comparisons of the holdings of peer institu-
tions with similar programs are sometimes used in 
these reviews. Some programs rely on the expertise 
of the faculty on the task force. Still others survey all 
faculty in the major for lists of holdings they consider 
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B O X   2 7.1 0
EVALUATION OF LEARNING RESOURCES

■	 Classroom and laboratory facilities provide an effec-
tive teaching and learning environment.

■	 Clinical facilities provide effective learning experiences.
■	 Information and instructional technology is up to date 

and supports achievement of program goals.
■	 Library services and holdings are comprehensive and 

meet the needs of students and faculty.

to be critical. The aggregate becomes a point of refer-
ence for the review.

Library services are as important as the hold-
ings and are usually assessed by a survey method. 
Evaluation of library services should occur on a con-
sistent basis. Librarians, students, and faculty may 
indicate their views about services offered and the 
effectiveness of those services. Surveys may be inter-
nally developed and provide very specific information 
about library services. For example, an internal survey 
may review the interlibrary loan system to determine 
both satisfaction and levels of use related to the time 
frame for borrowing materials. This may be measured 
against an established goal, such as an average time of 
1 week to secure a book. In addition to the quantitative 
data, an opportunity to comment on the best features 
and areas of concern related to library holdings and 
services often provides valuable qualitative data. Some 
libraries maintain specific use data by school or divi-
sion. Others do not but can estimate whether a given 
group of students use the library facilities less, the 
same, or more than other students. Some libraries have 
very liberal hours and some do not. This may become 
an evaluation question, depending on the context.

Most libraries are able to make effective use of tech-
nology. The internet provides access to a wide variety 
of resources and access to full-text articles and copying 
services. This type of information, ubiquitous because 
of the internet, brings new opportunities and chal-
lenges to the provision of information resources to stu-
dents over a wide geographical area. Those who make 
use of this opportunity will establish specific criteria for 
evaluation geared to access. It is important to identify 
and review the databases available to faculty and stu-
dents and the methods used to orient them to the use of 
this service. Box 27.10 provides a summary of the ele-
ments associated with evaluation of learning resources.

Evaluation of Administrative Effectiveness, 
Structure, and Governance
The qualifications and leadership skills of program 
administrators are important to program effective-
ness. Formal evaluation of administrators should oc-
cur annually or at regularly specified intervals. The 
specific evaluation of the administrator may include 
the extent to which the administrator guides the es-
tablishment of a clear mission and goals for the unit 
and the effectiveness with which the administrator 
represents the department or school, both internally 
and externally, and contributes to the reputation of 
the unit within and beyond the institution. Attention 
should be focused on the administrator’s ability to 
raise funds and to allocate the budget in a fair and ef-
fective manner. Evidence of integrity and collegiality 
is an issue of concern, as are the leadership qualities of 
conflict resolution, decision making, motivation, and 
interpersonal skills.

Regardless of the university size and focus, evalua-
tion of administrative effectiveness should be a collab-
orative process in which faculty members participate. 
Faculty members should have the opportunity to pro-
vide evaluative feedback on the performance of ad-
ministrative faculty. This collaborative process can be 
replicated at various levels within the nursing school 
and the institution. For example, the responsibility for 
the evaluation of the nursing department chair may rest 
with the dean of the school; however, information from 
faculty members should be considered in that evalua-
tion. This process may be repeated to the level of the 
vice president for academic affairs who evaluates the 
dean and who in turn receives evaluation feedback from 
the faculty. At all levels, input from supervisors and 
subordinates is taken into consideration as the faculty 
or administrator writes his or her own self-evaluation, 
identifying strengths, plans for improvement, and goals 
for the upcoming year. In addition to defining the ap-
propriate process for performance review, faculty and 
administrators should reflect on the effectiveness of the 
process, including the utility of evaluation forms and 
the usefulness of evaluation in improving performance.

The use of standard assessment tools, such as those 
provided by the IDEA Center for the evaluation of 
department chairs and deans, is another means of 
obtaining feedback on administrative effectiveness. 
The advantage of these standardized tools is that they 
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provide the opportunity to compare administrative 
performance with national benchmarks. The disad-
vantage of this approach is the cost.

In addition to effective leadership, the structure 
and governance of the department must provide 
effective means for communication and problem solv-
ing. Bylaws and written policies are two mechanisms 
for promoting effective department governance. The 
nursing school’s bylaws should be examined for con-
gruence with the constitution and bylaws of the larger 
institution and the structures included to facilitate 
faculty governance in relation to academic authority. 
For example, it is useful to do a comparative analysis 
of standing committees and the mission and goals of 
the school. Are the standing committees configured to 
address major issues related to faculty affairs, student 
affairs, curriculum, budget, and major thrusts of the 
mission? In universities with a school of law, consulta-
tion is often readily available to review the fit of the by-
laws with parliamentary rules and congruence checks.

The extent to which stakeholders are included in 
the committee structures delineated in the bylaws 
is important as well. For example, are students rep-
resented on appropriate committees, and how are 
voting privileges defined? Whether the established 
mechanisms actually function in the manner de-
scribed is another issue for evaluation. Minutes of 
all standing committees should be filed in a central 
location. These minutes should reflect member-
ship, agenda items, salient discussions, and a precise 
statement of decisions made and actions taken. It is 
useful for evaluation follow-up to designate member-
ship annually in the minutes of the first meeting of 
each committee. After each name, there should be 
an indicator of representation (e.g., faculty, student, 
alumni, consumer). In this way, one can track whether 
stakeholders indicated in the bylaws are in fact rep-
resented on designated committees. Representation 
is an intended means of integration of stakeholders, 
but attendance and participation are indicators of 
actual participation. Therefore attendance should be 
recorded for each meeting. Accreditation teams may 
review minutes for these elements and often track 
membership participation and decisions. Including 
tracking data is important. For example, the minutes 
of each meeting should state how decisions and docu-
ments are channeled for final decision making and 

what actions have been taken. If a curriculum com-
mittee recommendation was forwarded to the faculty 
council for deliberation and action, the date it was for-
warded should be included. The minutes of the faculty 
council can then be tracked to ensure that the decision 
item moved forward in a timely fashion and what de-
cision was made. Accurate record keeping facilitates 
evaluation tracking.

Policies should be evaluated for their effectiveness 
in supporting and guiding communication and deci-
sion making relevant to program implementation. 
Policies should be organized in a manual or file and 
should be available to all to whom they apply. Many 
schools provide all new faculty with an electronic or 
written policy manual and send updates to the manual 
on a regular basis. Students usually receive informa-
tion related to relevant policies at an appropriate time. 
For example, some policies are included in the school 
catalog. Policies related to specific courses are usually 
included in course materials. An investigation of how 
policies are disseminated to those affected by the poli-
cies should be a part of the evaluation of policies. A 
mechanism should be in place to let the appropriate 
constituents know about changes in policies. Policies 
should be reviewed annually and updated regularly. 
The approval documentation that should be present 
on every policy will demonstrate that all stakehold-
ers had input into their development and approval. 
Minutes of meetings of appropriate bodies will pro-
vide evidence of discussion and action by the stake-
holders. Policies need to be clearly stated and widely 
communicated. Evidence that policies are not fol-
lowed is cause for analyzing reasons and intervening 
accordingly. Box  27.11 highlights elements for the 
evaluation of administrators, organizational struc-
ture, and governance.

Evaluation of Fiscal Resources
Program effectiveness depends on the availability of 
adequate fiscal resources. The budget of the nursing 
unit (school or department) should be reviewed in 
relation to personnel, equipment and supplies, travel, 
and infrastructure. As a starting point, personnel sala-
ries are reviewed in terms of supply and demand, and 
against guidelines for faculty and staff salaries at the 
university, plus regionally and nationally. For example, 
one may have indicated a desired mix of faculty to 
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meet the mission and goals, but that mix depends on 
the fiscal ability to recruit and attract faculty to meet 
the mix outcome expectation. If a large percentage of 
the personnel budget is targeted for part-time faculty, 
it may be difficult to convert to full-time positions 
at a desired level to meet broad educational goals in 
terms of teaching, scholarship, and service. The data 
gathered in the comparative analysis of salaries noted 
previously will also have implications for the budget 
review. If salaries need to be upgraded or compression 
issues exist, there will be a need for a review of alter-
natives available to meet competing needs for fiscal 
support.

As technology advances, it becomes increasingly 
important to identify fiscal support for its use beyond 
the usual physical environment considerations noted 
in the physical space section. Although internal and 
external sources may be found for the acquisition of 
such technology, funding for maintenance and up-
grading is an issue that requires attention. Many pro-
grams have received grants for technology hardware 
only to find that the monies for software, upkeep, and 
upgrading are not available in the budget. Careful 
record keeping provides a database for projecting fu-
ture needs in this area and the cost–benefit evaluation 
of technology. Decisions must be made regarding the 
technology that will provide the greatest return for 
the investment involved. These data also provide sup-
portive evidence when one goes in search of additional 
funding. Solid data make a stronger case than a wish 
list. Future acquisitions may depend in part on the data 
available about the effective use of existing technology. 
This is a multiple stakeholder issue.

Maintenance and extension of infrastructure needs 
require careful documentation as well. Records of such 
basic issues as heating, lighting, and telephone ser-
vice provide trend data for projecting future needs. 
The need for building maintenance and expansion for 
new programs must be documented. Requesting funds 
without data will ultimately result in the need to make 
choices that may not be well grounded.

Funding for faculty development is important to 
faculty growth. Input from administration and faculty 
is needed to target the funds based on the mission and 
goals of the school and department. For example, if in-
creased scholarship productivity is a goal, a percentage 
of this budget might be targeted for attending research 
conferences and giving presentations. A percentage 
might be targeted for conferences and presentations 
related to teaching and learning to advance excellence 
in teaching. Some schools designate some funds to en-
able students to participate in scholarly conferences 
or to present papers based on their student research 
efforts. Evaluation requires a review of the use of the 
monies for the designated purposes and follow-up in 
some cases to determine what benefit accrued to the 
school from the activities funded by the school. Some 
schools indicate the amount any one person can re-
ceive in a specified period and monitor this as an eval-
uation measure to foster equity.

Fiscal resources may also depend on the ability of 
the nursing school to seek and secure external fund-
ing. The size and nature of the parent institution and 
the school or division will guide outcome expectations 
in this area. Increasingly, schools are pressed to obtain 
external funding for programs and scholarship ef-
forts. The sources of stable funding also influence this 
area. State schools have, in the past, assumed that they 
would receive their funding in thirds from the state, 
from tuition, and from external funding. State appro-
priations are decreasing in most states, and efforts are 
being made to control increases in tuition and fees to 
offset this loss. As a result, there is a greater need to es-
tablish clear goals for external funding and to measure 
progress in this area. Stated goals may be somewhat 
broad or very specific. For example, some schools may 
simply indicate that there will be evidence of increased 
external funding reviewed on an annual basis. In this 
scenario any increase is evidence of success. Other 
schools may set specific goals such as indicating the 

B O X   2 7.11
EVALUATION OF ADMINISTRATORS, 
ORGANIZATIONAL STRUCTURE, AND 

GOVERNANCE

■	 Qualifications and skills of program administrators 
enhance program effectiveness.

■	 The structure and governance of the department pro-
vides effective means for communication, decision 
making, and problem solving.

■	 Nursing faculty participate actively in the university 
governance system.

■	 There is an adequate number of qualified staff and pro-
fessional personnel to support program effectiveness.
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percentage of increase expected every 1 or 2 years or 
a 5-year goal of an increase at a stated level with an-
nual targets to achieve the long-term goal. Others in-
dicate specifically where the increases should occur. 
For example, some schools indicate a desire to increase 
funding from specific sources such as the National 
Institutes of Health. These measures provide specific 
evaluation targets. Trend data over 5- and 10-year pe-
riods are useful for analysis of progress over time and 
as a database for future goals.

Another issue related to fiscal resources is devel-
opment monies. Often resources must be provided to 
establish a fundraising program from which returns 
are expected. For example, many schools support a 
“friends of [discipline]” advisory group gathered to 
enable fundraising campaigns. The goals of the fun-
draising should be specified. Some believe that giving 
is more likely to occur when a specific project that is 
valued by potential donors is identified. Certainly, a 
percentage of monies should be designated to be used 
at the discretion of the school to advance goals, but 
targeted funding is also critical to success. Evaluation 
includes measuring the cost of the fundraising effort 
against resulting gains. Trend data are critical to this 
area. It is important to know not only the amount of 
giving but also the sources of those gifts and the rela-
tionship of those sources to marketing efforts.

Many schools have targeted financial incentive 
projects to encourage donors to engage in the educa-
tional mission. Examples include endowed chairs, cen-
ters of excellence, technology initiatives, faculty and 
student recognition programs, library enhancement, 
and programs for curricular innovations. Evaluation 
of the success of these initiatives reaches beyond the 
mere counting of dollars received. It should include 
the congruence of the initiative to the stated mission 
and goals, trend data with indicators of performance 
outcomes for the investment, comparisons with peer 
institutions, and analysis of the worth of the initiative 
in meeting the stated goals for that initiative.

The sources of funding are important for review 
as indicators for future efforts as well. Some schools 
have relied exclusively on alumni as a source for de-
velopment monies. Others reach out to corporations 
and special interest groups. In nursing, for example, 
hospitals have often provided funding for initiatives 
of interest to future human resources. They are more 

likely to continue their interest if evaluation reports 
are created indicating the efficient and effective use 
of the monies provided. One of the elements of evalu-
ation often overlooked in this area is the mechanism 
to inform donors of the outcomes achieved as a re-
sult of their generosity. This alone may affect future 
giving.

Another source of data for analysis and decision 
making is a review of the goals of funding groups and 
state initiatives that may have attached funding. When 
the goals and initiatives of external agencies are con-
gruent with the mission and goals of the school, this 
may provide opportunities to apply for funds that will 
contribute to the desired outcome of increased exter-
nal funding. These data are usually available through 
the parent institution, library searches, professional 
organizations, the office of research and development, 
or direct contact with the funding group.

Regardless of the sources of funding, nursing pro-
grams, like others in higher education, are facing 
greater expectations to be cost-effective. As colleges 
and universities face the need to increase quality and 
strengthen academic reputation, they also face state 
and national calls for financial accountability. Because 
academic programs are the primary driver of costs, 
it is logical that institutions of higher education ex-
amine the cost-effectiveness of academic programs. 
Dickeson (2010) proposed a process to prioritize aca-
demic programs by conducting a simultaneous review 
of programs using a common set of criteria to deter-
mine which programs are most effective, efficient, 
and central to the mission. The outcome of program 
prioritization is the strategic allocation of resources 
and may involve closure of less productive programs 
to move resources to more productive programs. 
Nursing schools may find themselves participating 
in institutional program prioritization projects in the 
near future. Large nursing schools with multiple nurs-
ing programs may need to conduct a school-based 
prioritization project to determine resource allocation 
among nursing programs. Other methods of allocating 
resources may include equal distribution across all dis-
ciplines or charging academic units with covering their 
own costs by generating their own revenue (Hnat, 
Mahone, Fitzgerald, & Crawford, 2015). Regardless 
of the method of allocation, there should be a defined 
process.
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An adequate number of qualified staff and pro-
fessional personnel is necessary to support program 
effectiveness. The level of clerical and professional 
staff is important to all program levels as well. For 
faculty to meet the expectations of teaching, schol-
arship, and service, the support personnel available 
to them are critical. The nature of the institution 
and the mission and goals also influence the stan-
dards set in this area. Nursing schools with gradu-
ate programs, for example, consider the number of 
graduate assistants and research assistants to be an 
issue of importance and in some cases computer 
programmers and statisticians may be important to 
goal achievement. Faculty-to-staff ratios and satis-
faction surveys to elicit administration, faculty, and 
staff perceptions about the quality of this support 
provide baseline data for this review. The analysis of 
these data may suggest the need for further data to 
complete a full analysis.

Many institutions of higher education have central 
evaluation tools and processes for the evaluation of 
function and performance of professional and cleri-
cal staff. Others rely on school or departmental evalu-
ation. Still others supplement the central evaluation 
process with unit-specific efforts. The scope of staff 
under review will vary widely according to the size and 
complexity of the school. In any event, the evaluation 
should focus on the job descriptions and expectations 
of the individuals under review and the extent to which 
the job responsibilities are met in terms of efficiency 
and effectiveness. As with all other areas of evaluation, 
the process should include feedback on strengths and 
areas for growth; the establishment of goals for growth 
should be appropriate to the evaluation findings. All 
subsequent evaluations include a review of progress 
toward the stated goals. A common problem encoun-
tered in staff evaluation is the finding that the role 
of the staff member has drifted, because of changing  
circumstances, from the job description. This may 
create tensions that negatively affect evaluation. It is 
therefore necessary to include a periodic review of the 
job description for congruence with ongoing expecta-
tions. Revisions should occur as needed and as a col-
laborative effort between the staff member and the 
appropriate supervisor. Box 27.12 provides a summary 
of the elements associated with evaluation of fiscal 
resources.

Evaluation of Partnerships and 
Relationships With External Agencies
Program effectiveness is influenced by the relation-
ship of the nursing program with outside agencies. 
For example, partnerships and collaborative arrange-
ments with health care agencies are essential to provid-
ing needed educational experiences for students. One 
method of facilitating these relationships is establish-
ing an advisory board that can provide a direct commu-
nication link with these important stakeholders. The 
composition of the advisory board should be evaluated 
to determine that its membership is appropriate. The 
purpose and functions of the advisory board should be 
communicated to members and reviewed periodically 
for clarity. Effectiveness of the board’s function can be 
determined by surveying board members and nursing 
faculty regarding their perception of the board’s effec-
tiveness in fulfilling its purpose.

Many nursing programs have agreements with 
other educational institutions that provide mobility 
pathways for students to complete upper-level de-
grees. An articulation agreement may define special 
admissions policies and the type of transfer cred-
its that will be accepted between a community col-
lege and a university. For example, an articulation 
agreement may involve the admission of students in 
an associate degree program to a baccalaureate degree 
program while they are enrolled in the associate de-
gree program. The effectiveness of these articulation 
agreements and mobility plans can be evaluated by 
having both institutions review the transfer admission 
criteria for appropriateness. The nursing program ac-
cepting students should conduct a periodic audit 
of the transcript evaluation process to ensure that 

B O X   2 7.1 2
ELEMENTS OF EVALUATION OF FISCAL 

RESOURCES

■	 Faculty and staff salaries are commensurate with insti-
tutional, regional, and national salary guidelines.

■	 Budget supports technology and instructional innova-
tions.

■	 There are fiscal resources to recruit and develop fac-
ulty and staff.

■	 There is a plan to raise funds from external sources, 
foundations, alumni, and friends.
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transcripts are being accurately evaluated. The final 
test of the effectiveness of an articulation agreement 
is an examination of enrollment and various out-
comes. Does the agreement support enrollment goals? 
Are students in the mobility program successful? 
Comparison of progression, retention, and comple-
tion rates of the students in the mobility program with 
those of students in a more traditional program will 
provide baseline data from which to determine the 
effectiveness of the articulation program. Box  27.13 
provides a summary of the elements to consider when 
evaluating partnerships and relationships with exter-
nal agencies associated with evaluation of the interor-
ganizational dimension.

Evaluating Student Support Services
The evaluation plan should include elements of evalu-
ating student support services before admission, while 
matriculating, and after graduation. If the program’s 
relationship with prospective students is not satis-
factory, students will be discouraged from pursuing 
admission. A positive relationship with prospective 
students begins when students receive current and ac-
curate information about the program. Because of the 
cost of higher education, prospective students need 
accurate information about financial aid. Transcript 
evaluation needs to be accurate and performed in a 
timely manner for all transfer students. New student 
registration should be run efficiently and provide a 
welcoming atmosphere. The admission and registra-
tion process should occur efficiently in as little time 
and hassle as possible. Universities may lose students 
if there is frustration because of being sent from one 
place or person to another to get admitted and en-
rolled. After students are admitted and registered, 

they will need orientation to the nursing program. 
Orientation should provide information about nurs-
ing program policies, especially requirements for 
admission into clinical courses and academic progres-
sion policies.

Activities at program completion may influence 
the satisfaction of students and their ongoing relation-
ship as alumni in addition to their success in achiev-
ing terminal outcomes. The nursing school may offer 
special workshops in preparing students for licensure 
examinations. Career services may provide assistance 
in résumé preparation and job searches.

Academic advising is an important factor in pro-
gram effectiveness and influences student success from 
program entry through completion. Some institutions 
use staff-level student advisers to assist students with 
registration and ongoing advisement, whereas oth-
ers assign students to faculty advisers. Programs to 
educate faculty in effective advising should be evalu-
ated for their utility. Further analysis of advising ef-
fectiveness can be determined by surveying students 
regarding their level of satisfaction with advising. As a 
component of the advising system, academic advising 
records are created when a student enters the program. 
These records should provide a thorough and objec-
tive record of student advisement. An audit of student 
files may be done to determine that files are set up 
correctly and maintained accurately through program 
completion.

Other aspects of the immediate environment that 
influence program success include housing, health 
services, student academic support services, business 
office and registrar, and cocurricular activities. One 
method of evaluating these functions is through stu-
dent satisfaction surveys. One survey commonly used 
to assess the engagement of students in support ser-
vices and activities on campus is the National Survey 
of Student Engagement (Indiana University School of 
Education Center for Postsecondary Research, 2014). 
This survey examines student engagement in effective 
educational practices by measuring the amount of 
time students spend on educationally related activi-
ties and how institutions organize the curriculum and 
on-campus activities to encourage student participa-
tion in campus activities. Results are provided at an 
institutional level, and comparisons are made with 
national norms.

B O X   2 7.1 3
EVALUATION OF PARTNERSHIPS AND 

EXTERNAL AGENCIES

■	 Advisory board and other communities of interest 
provide effective communication links with important 
stakeholders to support program improvements and 
quality.

■	 Articulation and other collaborative agreements are 
mutually beneficial, and written agreements meet re-
quirements of both parties’ organization.
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Box 27.14 provides a summary of the elements as-
sociated with evaluation of student support services.

Outcome Evaluation
The purpose of outcome evaluation is to determine 
how well the program has achieved the expected out-
comes. This step of the evaluation plan may be inte-
grated into the final semester courses or may be applied 
at exit and during alumni and employer follow-up 
studies. For each of the outcomes, a simple model 
provides a framework for assessment and evaluation. 
The behavior of interest must be clearly defined and 
the attributes of that behavior must be delineated with 
benchmarks set. Faculty must then determine what 
measures will be used to assess the behavioral attri-
butes with rationale for the selected measures. Finally, 
faculty must demonstrate how the data from such 
assessment and evaluation measures will be or have 
been used to develop, maintain, or revise curricula. To 
achieve this final objective for outcome evaluation, it 
must be placed within the context of overall program 
evaluation. Outcomes assessment in isolation will 
not provide adequate direction for program revision. 
Nevertheless, outcome evaluation is critical in that it 
may be the primary measure by which external stake-
holders judge the merit of the program.

Student Outcomes

Student outcomes are measured at multiple levels in 
the program of learning. Student learning outcomes 
deal with attributes of the learner that demonstrate 
achievement of program goals. Examples include 
critical thinking, communication, and therapeutic 
interventions. Other areas of measurement of learner 
outcomes occur at the course, clinical practice, and 
classroom levels. This level of outcome measurement 
is discussed in detail in Chapter  24. Assessment of 
learner outcomes at the broad program level usually 
involves aggregate data designed to examine general 
measures of learner success. At this level, one can 
communicate to the public the extent to which one is 
preparing well-educated and competent practitioners 
to meet the human resource needs of the community.

Of particular interest are the graduation and reten-
tion rates in each program within the school. A clear 
understanding of the graduation and retention rates 
will influence decisions about recruitment and reten-
tion methods in the future. The state is interested in 
the graduation rate from the perspectives of human 
resource flow and as a measure of return on invest-
ment in the educational program. Tracking graduation 
rates is a measure of the productivity of a program and 
may provide information about the program itself. A 
low graduation rate or high attrition rate can indicate 
problems with admission criteria, the curriculum, or 
teaching effectiveness and mentoring of students. It is 
useful to track the absolute attrition of individuals over 
time and to document the number of graduates com-
pared with the number of program entrants by gradu-
ation year. This allows the program to track students 
who are readmitted and who eventually graduate. In 
programs with high numbers of adult students, there 
may be a larger number of students who leave the pro-
gram because of family problems or job-related issues. 
They may return and graduate at a later date. Thus 
a given class, when defined by the admission enroll-
ment, may have a lower attrition rate than a class de-
fined by numbers admitted and numbers graduated in 
a defined expected time span for program completion

Many programs use the pass rate on national li-
censing examinations or certification examinations as 
a measure of program success. The number of gradu-
ates licensed or certified to practice in a given area is 
seen as a measure of production of qualified human 

B O X   2 7.1 4
EVALUATION OF STUDENT SUPPORT 

SERVICES

■	 Prospective students receive current and accurate in-
formation about program options, admission criteria, 
and financial aid.

■	 Student recruitment plans support admission for a di-
verse population of students.

■	 Transcript evaluation is accurate and performed in a 
timely manner for all transfer students.

■	 New student registration is run efficiently and provides 
a welcoming atmosphere.

■	 Students receive adequate orientation to the program.
■	 Services are in place to support an academically, lin-

guistically, and culturally diverse group of students.
■	 Academic advising is effective.
■	 Advising records are accurate and maintained from 

program entry through program completion.
■	 Support for student learning is adequate.
■	 Students receive final preparation after program com-

pletion for licensure examinations.
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resources. Pass rates that are lower than the bench-
mark set by the school or set by approval or accredi-
tation bodies may be an indication of an issue in the 
nursing program such as problems with the curricu-
lum. However, variables other than the program of 
learning, such as individual preparation or test anxi-
ety, may also influence a graduate’s performance on the 
examination. Certainly, a school should be concerned 
if the pass rate falls below reasonable norms, and ad-
ditional assessment measures should be initiated to at-
tempt to determine what issues may be involved and 
what might be done to improve those concerns. There 
may be issues involved that are not under the control 
of the nursing program.

Employment rate is an aggregate measure of prod-
uct demand. The extent to which the graduates are able 
to find employment may provide both marketing data 
and a broad measure of employer satisfaction with the 
product a program produces. Less information may be 
gleaned in a tight market in which demand exceeds 
supply. When the demand is high, employment rates 
may be more an indication of need than selective em-
ployment based on the quality of the applicant. When 
the supply exceeds the demand, the specific applicants 
the employer selects may provide stronger data. If the 
graduates of a given program are not in demand or are 
not marketable, the nursing program should be evalu-
ated to determine whether the reason for the decreased 
marketability is related to the quality of the graduate 
and the curriculum. Obtaining data from potential 
and current employers may be useful. Ultimately, the 
viability of the program may be questioned.

Employer Outcomes: Graduate Employment Rates 
and Satisfaction

Employer surveys may provide a means to determine 
the extent to which the consumer believes the grad-
uate of the program has the skills necessary to meet 
employment expectations. Feedback from employers 
provides useful data for program review. It is difficult 
to obtain good response rates from employer surveys. 
Brevity and ease of completion are key to a high re-
sponse rate. This is of particular importance during 
a time of work redesign and increasing demands on 
employers in health care. Extensive survey tools de-
signed for each program with long lists of questions 
about skills to which the individual is asked to respond 

are less likely to be completed. Respondents are more 
likely to reply to fewer questions that have been well 
developed to provide useful information. Other av-
enues for gathering data may be useful such as focus 
groups made up of employers.

Gathering data related to several areas are of partic-
ular interest. Brief demographic information about the 
nature of the agency is helpful in learning which set-
tings use the program graduates. Expressed concerns 
or commendations may be specific to a given setting; 
therefore it is important to look for themes from a 
variety of employers. It is useful to know whether an 
employer would hire more graduates of the program 
if they were available. When questions about satisfac-
tion with particular abilities are asked, it is helpful to 
state them in broad terms rather than providing the 
traditional laundry list of individual skills. For exam-
ple, data about satisfaction may be linked to the ex-
tent to which an employer believes the graduates of the 
program are able to problem-solve, think critically, re-
solve conflicts, communicate effectively, use resources 
efficiently, and perform essential psychomotor skills 
safely. These and other broad classifications of behav-
iors can be selected on the basis of program outcome 
expectations. Provision of space for comments allows 
for the addition of qualitative information and the op-
portunity to identify any specific areas of concern.

Another issue in many employer surveys is the 
identification of which stakeholders are in the best 
position to respond to particular questions. Although 
an administrator may be able to respond more quickly 
and accurately to demographic questions and inquiries 
about the number of graduates employed, he or she 
may not be in the best position to respond to questions 
about the skills and abilities of graduates. The admin-
istrator may respond according to perceptions based 
on factors other than direct observation. Some em-
ployers delegate completion of the survey. Therefore it 
is helpful to request information about the respondent 
in the cover letter that accompanies the survey. For ex-
ample, one might ask for the title of the respondent 
as a guide for determining how likely he or she is to 
be in a position of interacting directly with graduates. 
Some schools send employer surveys to graduates and 
request that they forward the surveys to their immedi-
ate supervisors for completion. This practice is prob-
lematic in that it usually results in a low return rate 
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and a completed survey often reflects a respondent’s 
reaction to an individual graduate rather than the ag-
gregate of program graduates he or she has observed. 
Box 27.15 provides an example of an employer survey 
and sample questions.

Another method of obtaining ongoing feedback 
about the graduates of a program is to establish an 
advisory committee of consumers from agencies that 
typically employ program alumni. Such committees 
often provide advice and counsel on multiple matters, 
but satisfaction with the product and advice about 
the changing needs of the marketplace are traditional 
agenda items for such a group.

Alumni Evaluation: Employment Rates and Profile

There are multiple avenues for obtaining alumni data. 
One approach is to survey students who are about to 
become alumni. The exit survey is a method of deter-

mining product satisfaction with a program just com-
pleted. At this point, students’ perceptions are fresh in 
their minds. Through the exit survey, it is possible to 
learn which students have found employment at the 
time of graduation, follow up on entry data collected 
for comparison purposes, and identify students’ per-
ceptions about the strengths and weaknesses of the 
program they have just completed. An online survey 
generally has a higher return rate than a survey sent 
through the regular mail. The exit survey is usually 
done within 10 days of graduation and has the advan-
tage of a higher return rate than surveys sent at a later 
time. A disadvantage is that the exiting students may 
not have had an opportunity to apply their education 
in a work setting, which may change their perceptions.

Another method commonly used for exit data is the 
focus group. A focus group provides an opportunity 
for a representative group of students in the graduating 
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EXAMPLE: EMPLOYER SURVEY

To improve the quality of our academic nursing program, your thoughtful and honest responses to this survey are very im-
portant to us. Darken the oval that corresponds to your response.

Section I: Program Goals Poor Fair Good Excellent

1.	 Example program goal #1: Value … 0 0 0 0
2.	 Example program goal #2: Communicate … 0 0 0 0

Section II: Components of Program Goals Poor Fair Good Excellent

3.	 Example: Manages an environment that promotes clients’ self-esteem, 
dignity, safety, and comfort.

0 0 0 0

4.	 Example: Establishes and maintains effective communication with 
clients, families, significant others, and health team members.

0 0 0 0

5.	 Example: Promotes continuity of client care by utilizing appropriate 
channels of communication external to the organization.

0 0 0 0

Section III: Overall Satisfaction With Nursing Program Poor Fair Good Excellent

6.	 My overall satisfaction with this employee is: 0 0 0 0

Other Examples of Employer Survey Questions

7.	 What is your primary source of information about this graduate?
8.	 What are your recommendations for strengthening this nursing program?
9.	 What suggestions do you have to facilitate transition into the professional role?

10.	 What changes in the health care environment will affect the educational preparation of future graduates?
11.	 Other comments: Survey completed by: ____ Position ____
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classes to reflect in more detail about their experiences. 
Selection of the moderator is important to the col-
lection of rich and valid insights (Nestel et  al., 2012; 
Wilson et al., 2013).

A first concern is that the moderator be skilled in 
group process and listening. The moderator should 
have several questions prepared to guide the group dis-
cussion yet be able to respond to and facilitate group 
discussion when other relevant issues emerge. In an 
end-of-program focus session, more open-ended ques-
tions encourage free-flowing responses and invite the 
participants to provide the amount of information they 
wish. If specific types of information are desired, the 
questions may be more structured. The more structured 
the question, the more reliable the data, but the trade-off 
may be less richness of data. One may find it useful to 
begin with open and broad questions and follow up with 
more structured questions as the discussion unfolds.

If the focus group is conducted by someone the stu-
dents view as a neutral person and if that person is able 
to facilitate equally the expression of opposing points of 
view, the participants are more likely to be open in their 
comments and the content is likely to be more valid. 
Focus groups have the advantage of providing quali-
tative data in more detail than is usually obtained in a 
written survey, but they have the disadvantage of being 
a representative group that may or may not provide the 
range of data that a full group survey would provide. 
Use of both a survey and a focus group may resolve this 
issue, but students may be reluctant to participate in 
more than one end-of-program evaluation effort when 
they are in the process of final examinations and end-of-
semester evaluations. Timing is important in this effort.

Alumni surveys may be conducted at regular in-
tervals to obtain long-term data about the products 
of an educational program. Data can be collected in a 
nonthreatening way and they are relatively inexpensive 
to administer. The timing of such surveys depends on 
the data desired, the size and complexity of programs 
in the school, and the cost–benefit ratio of the survey 
effort. It is common to complete at least 1-year and 
5-year surveys. The information sought depends on 
the level of the program and the outcome measures 
for which data are sought. Alumni surveys can involve 
the use of a tool developed by the nursing program 
or can be done using a standardized tool such as that 
developed by Skyfactor. The advantage to a standard-

ized tool is the ability to make comparisons to other 
schools nationwide and to accreditation standards. 
One approach is to provide a two-part survey in which 
one part is devoted to broad outcome measures and 
the graduates’ perceptions of their general education 
experience on the campus. Questions on this survey 
may relate to perceptions about the extent to which 
they acquired skills such as critical thinking, and ef-
fective written and oral communication; gained an 
understanding of different cultures and philosophies; 
and developed a sense of values and ethical standards, 
leadership skills, an appreciation of the arts, an ability 
to view events and phenomena from different perspec-
tives, and an understanding of scientific principles and 
methods. One can also learn about the alumni’s view of 
services available across the campus and opportunities 
to interact with students and faculty across disciplines. 
An advantage to this survey is the opportunity to com-
pare the responses of students across disciplines to de-
termine relative experiences and perceptions.

The second component of an alumni survey is usually 
discipline specific. In addition to general demographic 
data, the survey seeks information about positions held 
(title, location, population served, salary), the extent 
to which alumni believe they were prepared to prac-
tice according to the program outcomes, their general 
satisfaction with the program and activities related to 
scholarship such as publications, presentations, certifi-
cations, and entering advanced educational programs. 
Graduate programs find data related to the scholarship 
of alumni to be particularly valuable.

When surveys are conducted, the questions should 
be considered carefully in terms of data that will be used 
in decision making. If surveys are concise and ques-
tions are clearly stated, responses are more likely to be 
received. As a rule, response rates will be improved if 
the survey does not take more than 10 minutes to com-
plete. A high response rate increases the credibility of 
the data in reflecting the perspectives of the popula-
tion surveyed. The survey can be sent through regu-
lar mail or online. Online surveys are cheaper to send; 
however, studies have demonstrated that mail surveys 
result in higher response rates (Guo, Kopec, Cibere, 
Li, & Goldsmith, 2016). With the volume of e-mails 
sent, the message may be lost or ignored and there may 
be issues related to internet access or web navigation. 
Incentives used in e-mail or mail surveys have been 
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shown to be effective in increasing response rates (Guo 
et al., 2016). The cover letter is an important element 
of the survey. The letter should be concise yet spell out 
the importance of the data to the educational program 
and the value placed on the input received from grad-
uates. The more personalized the letter and the more 
professional the survey tool, the more likely it is that 
alumni will respond. The letter should also include a 
statement about confidentiality and the use of pooled 
or aggregate data in reports of survey findings to pro-
tect the anonymity of the respondents. Although it is 
useful to have several open-ended questions to obtain 
qualitative data, the simpler the tool is to complete, 
the more likely it is that respondents will complete the 
task. Well-designed questions, for which the respon-
dent can check or circle an item or provide a number 

as a response, are more likely to be answered. Multiple 
mailing is another method of improving the return 
rate. There are several opinions about the best mailing 
sequence. One method is to send a second mailing or 
e-mail within 2 to 3 weeks of the first, with a second 
survey tool included in case the first mailing has been 
misplaced. If the survey is being sent through regular 
mail and cost is an issue, a reminder card may suffice. 
A third mailing in the form of e-mail or a postcard 
should occur between 10  days and 3  weeks after the 
second mailing, depending on the nature of the survey. 
Rewards can help with response rates. A small mon-
etary reward or an opportunity to be entered into a lot-
tery are commonly used strategies (Guo et al., 2016).

Box 27.16 provides an example of an alumni survey 
and sample questions.

B O X   2 7.1 6
EXAMPLE: ALUMNI SURVEY

As a graduate of our nursing program, you are especially qualified to tell us what works well and what does not. We would 
like your input and would appreciate any suggestions that you might have. Would you please take a few minutes and com-
plete this survey? The survey is completely anonymous.

Darken the oval that corresponds to your response.

Section I: Perceptions of Attainment of Program Goals. Indicate how well 
the program prepared you to fulfill the following program goals Poor Fair Good Excellent

  1. Sample program goal #1: Integrate … 0 0 0 0
  2. Sample program goal #2: Utilize … 0 0 0 0
  3. Sample program goal #3: Synthesize … 0 0 0 0

Section II. Satisfaction With Nursing Courses. 
Indicate how well each course contributed to your 
attainment of program goals

Course Not Taken—
Does Not
Apply Poor Fair Good Excellent

  4. Sample Course A 0 0 0 0 0
  5. Sample Course B 0 0 0 0 0
  6. Sample Course C 0 0 0 0 0

Section III: Overall Satisfaction With
BSN Nursing Program Poor Fair Good Excellent

  7. My overall satisfaction with the Nursing Program 0 0 0 0 0

Additional Example Survey Questions
	 8.	 What semester and year did you graduate or complete your program?
	 9.	 What I liked best about my program was:
10.	 One thing I believe should be changed is:
11.	 What suggestions do you have to facilitate transition from the student role to professional practice?
12.	 Additional Comments:
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Box 27.17 provides a summary of the elements as-
sociated with outcomes evaluation.

Improving Program Outcomes
For the purpose of determining how to improve the 
program’s outcomes, faculty first must review each 
variable that contributes to program success. These 
can include:

1.	 Qualifications of students admitted to the program
2.	 Definition and implementation of progression 

policies
3.	 Quality of the curriculum
4.	 Quality of instruction
5.	 Evaluation methods used to determine students’ 

knowledge, skills, and abilities
6.	 Student preparation for employment and em-

ployer satisfaction.

The program evaluation plan should be reviewed 
at regular intervals to determine that each of these 
variables are examined as a part of the program evalu-
ation plan. A similar process should be followed for all 
program outcomes. Mapping the relationship between 
and among variables may help clarify the role each 
variable has in influencing outcome achievement.

Potential variables should be reviewed annually and 
added to the evaluation plan as needed. Intervening 

variables may be identified through literature review, 
program evaluation reports, or internal studies. All 
variables need to be evaluated at some point in the pro-
gram evaluation plan. Analysis of these variables will 
help define where to make program improvements so 
that benchmarks can be met.

INTERNAL PROGRAM EVALUATION

Some universities require programs to undertake an in-
ternal evaluation or review of their programs. The pur-
pose of many internal program evaluations is to assess 
and improve the quality of programs and to determine 
whether they are helping accomplish the university’s mis-
sion. The questions to be answered include: (1) How well 
are we doing what we say we are doing? (2) How do we 
support student learning? (3) How well are the academic 
programs relating to each other? (4) Is the university ful-
filling its mission and achieving its goals? This process 
informs the university about successes and weaknesses 
in the programs so that improvements can be made. The 
assessments are generally made in a rotation so that each 
program is reviewed at a specific interval.

The internal evaluation process usually calls for a 
written, evidence-based self-study. The information 
is reviewed by a team from outside the department 
and at least one representative from the profession 
who is external to the school and can be an objective 
reviewer. The reviewers are responsible for synthesiz-
ing and making judgments about the program quality. 
Those judgments then lead to a list of recommenda-
tions for improvement. The availability of resources to 
accomplish the goals and recommendations is assessed 
along with the involvement of campus administrators, 
faculty, and the community in the program and its 
evaluation.

Although each institution may have a different pro-
cess, many regional accrediting bodies require that in-
stitutions of higher learning conduct internal program 
evaluations (Middle States Commission on Higher 
Education, 2014).

COMPREHENSIVE PROGRAM 
EVALUATION

Overall program evaluation provides the opportunity 
to examine the program in its entirety and to make 

B O X   2 7.1 7
ELEMENTS OF OUTCOMES EVALUATION

■	 Students achieve all program goals and outcomes by 
graduation.

■	 Students achieve all technical competencies by gradu-
ation.

■	 The program has defined a benchmark for graduation 
rates.

■	 The program has defined a benchmark for first-
time NCLEX passage rates and certification rates as 
appropriate.

■	 The program has defined a benchmark for employ-
ment rates.

■	 Students are satisfied with the overall quality of the 
program.

■	 Employers are satisfied with the performance of 
graduates.

■	 Other potential outcomes are identified and evaluated

NCLEX, National Council Licensure Examination.
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revisions to improve its effectiveness. Program evalua-
tion seeks to ensure that program improvement occurs 
as a result of a comprehensive collection and analysis of 
data.

A comprehensive program evaluation plan should 
be developed and written and should include the fol-
lowing questions:

1.	 What areas should be evaluated?
2.	 How often should the evaluation occur?
3.	 Who is responsible for collecting and analyzing 

the data?
4.	 Who is responsible for making decisions based 

on the data?
5.	 What benchmarks is the program setting to 

show quality?

The areas to be evaluated include any potential in-
tervening factors, and should designate what data will 
be collected and how the data will be collected. The 
accreditation standards are often used as a framework 
to help define intervening factors and to demonstrate 
that the standards are met. The evaluation plan should 
also be reviewed at regular intervals for completeness.

The time frame for evaluation of each area should be 
set. For example, the mission and goals of the program 
may only need to be evaluated on a cycle of every 3 or 
5 years. This is generally often enough to evaluate some-
thing so all-encompassing that changing it would only oc-
cur very carefully. However, graduation rates and National 
Council Licensure Examination—Registered Nurse 
(NLCEX–RN) pass rates need to evaluated annually.

Someone should be designated as responsible for 
the data collection, analysis, and decision making re-
lated to each item in the evaluation plan. Things tend 
to be overlooked unless someone takes responsibility. 
The responsibility will lie with a committee or a person 
associated with a position. For example, evaluation of 
faculty often lies with the dean, whereas evaluation of 
the curriculum lies with the faculty or a faculty com-
mittee such as a curriculum committee.

Setting benchmarks provides a goal for which to 
aim. A benchmark is a quality designation that allows 
faculty to determine progress toward attainment of 
the goal. They should be set fairly high but not at an 
unattainable level. They should be reviewed at regular 
intervals and altered as appropriate. Examining other 
schools nationwide and trend data for some bench-

marks may help faculty set the benchmark. For exam-
ple, it may be unreasonable to set 100% pass rate as a 
benchmark for NCLEX–RN. However, after examin-
ing trend data you may decide that 90% is an attainable 
benchmark that demonstrates quality.

Once the evaluation plan is developed, it should be 
implemented correctly. Identifying evaluation activi-
ties called for in the plan by responsible parties at the 
beginning of the academic year will help ensure that 
evaluation activities are completed. Entering the pro-
gram evaluation plan into an electronic spreadsheet or 
database may assist faculty in determining responsible 
parties, activities, and time frames allowing the plan 
to be sorted on these categories. Preparation of a year-
end report with all completed forms and data sets will 
help track implementation of evaluation activities.

A record should be maintained of the data col-
lected, the analysis of the data, decisions made re-
lated to the data, and program changes resulting from 
evaluation activities. Analysis of the data may not al-
ways result in change. The ultimate decision may be 
to gather data for another year or to maintain what 
exists and reevaluate. However, any decision should 
be reported.

Actions taken to improve program quality can be 
summarized in a yearly report. This report will serve as 
a permanent record of the utility of the evaluation plan 
in bringing about program improvements. Faculty 
may want to review these summary reports, discuss 
strengths and limitations of the plan, and propose 
changes to improve the plan’s effectiveness after they 
have reviewed year-end reports. Questions that will 
help guide this review include “Does the plan provide 
information when it is needed for decision making?” 
and “Do the faculty trust the information provided by 
evaluation strategies?”

Another important factor in the plan’s effective-
ness is the reliability and validity of evaluation tools. 
Reliability refers to the accuracy of measurement. 
Validity means that evaluation tools measure what 
they intend to measure. Internally developed measure-
ment tools should be evaluated for reliability and va-
lidity at the time of their development. If faculty are 
unable to demonstrate reliability and validity of evalu-
ation tools, they will not be able to trust the results of 
program evaluation activities. In addition, data need to 
be appropriately aggregated and trended over time to 
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support decision making. Faculty should be cautious 
about making decisions based on limited data.

The evaluation of any education program is con-
text specific. Consequently, the results of program 
evaluation may not be generalized to other programs. 
Nevertheless, nursing faculty should report success-
ful strategies in program evaluation in the nursing 
literature. Nursing faculty across the nation may ben-
efit from program evaluation research studies, such as 
those that report successful assessment strategies or 
provide insight about intervening variables for com-
mon program outcomes.

Box 27.18 provides a summary of the elements as-
sociated with comprehensive program evaluation.

Accountability for Program Evaluation
Responsibility for development and implementation of 
the program evaluation plan rests with the nursing ad-
ministration and faculty. The process for development 
and implementation may vary across nursing schools, 
depending on such factors as the number of faculty 
in the nursing school and the institutional resources 
available to support the evaluation. In some schools, 
an evaluator position is created to manage program 
evaluation practices, including the development and 
implementation of the program evaluation plan. An 
office of evaluation may be necessary in large schools, 
providing support staff to coordinate data collection 
at multiple levels. A common approach in small- and 
moderate-sized nursing schools is to appoint a stand-
ing committee of faculty who provide leadership and 
coordination of evaluation efforts. Regardless of the 
plan, the nursing faculty must determine accountabil-
ity for each element of the evaluation plan. Without 

clear accountability and firm time frames, it is easy for 
evaluation efforts to get lost in the press of daily de-
mands on faculty and administration.

Another issue of concern is the reporting and record-
ing of evaluation data. Information is of little value to 
decision making unless it is channeled to those who are 
responsible for making decisions. Careful attention to 
this issue not only increases the likelihood that decisions 
will be based on actual data but also facilitates analysis 
of the value of the data. Evaluation data also serve as a 
rich resource when responses to external reports and ac-
creditation expectations are required. One of the dangers 
is data overload. Because data are used for making de-
cisions, it is best to determine what information is nec-
essary and what is interesting but not important. Over 
time, a goal of evaluation is to streamline the amount 
of data collected. Asking questions such as “Why do we 
need these data or information?” and “How will these 
data or information assist in making decisions for im-
provement?” will assist in eliminating data overload.

The location of evaluation information is also im-
portant. Access to the information increases the like-
lihood of its use. An official location for evaluation 
reports ensures that they can be found when they are 
needed. Advances in technology have made the devel-
opment of computer databases an important source 
of information that can be accessed by multiple stake-
holders from a central location or file server.

Finally, the outcome of evaluation efforts in terms of 
creating change is an element that is sometimes omitted 
in record keeping. It is important to close the loop related 
to data collection and decision making. Accrediting bod-
ies are as concerned about the actions that result from 
analysis of evaluation data as they are that a plan is in 
place. The best plan loses value if it does not create change 
when a need for intervention is indicated by the data.

SUMMARY

Program evaluation is a comprehensive and complex 
process. Use of a systematic approach to program 
evaluation increases the likelihood that all program 
elements will receive appropriate attention and that 
evaluation activities will lead to program improvement. 
This chapter provides an overview of the evaluation 
process and its use as a guide for improvement for nurs-
ing education programs. The program evaluation plan 

B O X   2 7.1 8
ELEMENTS OF COMPREHENSIVE 

PROGRAM EVALUATION

■	 Assessment strategies are reliable and valid.
■	 Evaluation activities provide meaningful data for pro-

gram improvement.
■	 The evaluation plan is reviewed and modified to im-

prove its effectiveness.
■	 The evaluation plan is implemented as written deci-

sions are made and changes implemented related to 
the data collected.
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serves as a road map to ensure that program evaluation 
activities are appropriately implemented. Development 
and implementation of a carefully designed program 
evaluation plan will support continuous quality im-
provement for nursing education programs.
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A  ccreditation is an ongoing, voluntary process that  
has existed in the United States for more than 100 years 
and is pursued by nursing programs to ensure the quality 
of those programs. Through the accreditation process, 
nursing programs are held accountable for establishing 
appropriate program outcome measures and designing 
effective evaluation systems for measuring program 
outcomes. This process promotes continuous quality 
improvement as nursing programs strive to meet their 
educational goals. The Accreditation Commission 
for Education on Nursing (ACEN), the Commission 
on Collegiate Nursing Education (CCNE), and the 
National League for Nursing Commission for Nursing 
Education Accreditation (NLN CNEA) are three ac-
creditation agencies for nursing education programs. 
ACEN and CCNE have been recognized by the US 
Department of Education (USDE), and NLN CNEA is 
undergoing the recognition process at this writing. All 
three accrediting agencies are dedicated to maintain-
ing quality nursing programs.

Accreditation and regulation are two distinct, inde-
pendent entities. State boards of nursing regulate nurs-
ing education and practice. The state boards of nursing 
develop rules and regulations designed to protect the 
health, safety, and welfare of the public. Consistent 
with this mission, nursing programs must comply with 
the administrative codes of state boards of nursing and 
submit annual reports addressing compliance with 
state regulatory standards. A nursing program may 
lose its accreditation status and remain operational, 

because accreditation agencies lack the authority to 
close a program. However, under their jurisdiction, 
state boards of nursing have the statutory authority to 
close nursing programs that do not comply with the 
criteria as stated in the administrative code.

This chapter provides an overview of the accredi-
tation process for nursing programs. The chapter 
discuses elements of the accreditation process for 
nursing programs, including preparation of the self-
study document, use of consultants, and the on-site 
visit.

OVERVIEW OF THE ACCREDITATION 
PROCESS

Accreditation is a process used by higher education 
programs to assure quality and guide quality im-
provement. (Eaton, 2015, p. 1; Brittingham, 2017). 
Accreditation provides evidence of quality education 
to stakeholders including students, families, and the 
general public. The linkage of quality and accreditation 
enhances funding opportunities in the public and pri-
vate sectors and enhances employment opportunities 
for graduates of accredited programs. Accreditation 
facilitates the transfer of academic credits between in-
stitutions. Graduation from an accredited nursing pro-
gram is an admissions requirement for many graduate 
programs.

External review of accreditation agencies is pro-
vided both through USDE recognition and through 
the Council for Higher Education Accreditation 
(CHEA). The US Secretary of Education is required 
by law to publish a list of recognized accrediting 
agencies that are considered to be reliable authorities 

*The authors acknowledge the work of Marsha Howell, DNS, RN, 
CNE, FAAN in the previous edition of the chapter.
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as to the quality of postsecondary education pro-
vided by the institutions and programs they accredit. 
In addition to meeting quality criteria, agencies that 
successfully complete the application process must 
meet criteria unrelated to quality, such as demon-
strating a link to funding programs administered by 
the USDE or other federal agencies. CHEA is a non-
governmental association that includes thousands 
of degree-granting colleges and universities. CHEA 
provides recognition for institutional and program-
matic accrediting agencies. CHEA’s recognition pro-
cess focuses on the quality of regional accreditors 
that accredit 2- and 4-year public and private colleges 
and universities; national faith-related accreditation 
agencies, which accredit nonprofit, degree-granting, 
religious, or doctrine-based institutions; and na-
tional career-related accreditors, which review 
single-purpose, for-profit, career-based institutions, 
and programmatic accreditors for specific programs 
and professions (USDE, n.d.).

In the United States, accreditation has been de-
scribed as changing from an “independent, collegial 
process by which higher education decides and evalu-
ates academic quality on its own to a compliance-
driven process” (Eaton, 2017, p.1) where external 
stakeholders develop and implement requirements for 
accreditors to use. The factors associated with this shift 
include the sources for oversight and leadership in ac-
creditation, the definition of quality, determination of 
for what and to whom accreditation is accountable, 
and how accreditation agencies should operate.

Historically, institutional and programmatic US 
accreditation agencies have operated independently 
of government control. What constituted program 
quality was defined jointly by accreditation agen-
cies along with their institutions and programs. 
However, because of the government’s financial in-
vestment in student aid, the US federal government 
is increasingly involved in providing oversight of ac-
creditation, affecting the independent operation of 
the agencies it recognizes. Federal agencies are de-
termining how quality is defined rather than using 
quality standards that were developed by accredita-
tion agencies and are evident in the published ac-
creditation standards of each agency.

Accreditation standards comprise a variety of ex-
pectations for institutions and programs in the areas 

of missions, financial resources, academic standards, 
curricula, and support services for students and facili-
ties. In the context of accreditation, quality has been 
defined as having resources and processes necessary 
to fulfill the missions of institutions or programs. The 
increased role of government in accreditation has nar-
rowed the definition of quality to areas such as gradu-
ation and employment rates along with student loan 
debt. The focus of accreditation accountability is now 
on protecting and serving student economic well-
being and mobility.

The entities to which accreditors are accountable 
are students, the government, and the public, in ad-
dition to the institutions and programs they serve. 
Historically, self-reporting and peer review were the 
basis for institutional and programmatic evaluation, 
but external verification of data provided by insti-
tutions and programs is increasingly required. The 
government and the public expect more informa-
tion about specific performance metrics for institu-
tions and programs beyond resources, process, and 
performance—the mainstays of many accreditation 
reviews (Eaton, 2017). The effect of these changes 
on nursing accreditation is yet to be determined. 
Nursing educators and administrators need to be 
aware of impending changes in accreditation so 
that the structure, process, and outcome variables 
assessed for quality improvement purposes are ap-
propriately modified.

Categories of Accrediting Agencies
There are different categories of accrediting agen-
cies, including institutional and programmatic. 
Institutions that house nursing programs may also 
possess regional institutional accreditation. Regional 
accreditors accredit institutions and are responsible 
for setting standards and monitoring compliance with 
those standards by the college or university as a whole. 
Regional accrediting organizations recognized by 
CHEA have standards and processes that “are consis-
tent with the academic quality, improvement and ac-
countability expectations that CHEA has established”. 
CHEA-recognized regional accreditation organiza-
tions include the Higher Learning Commission, the 
Middle States Commission on Higher Education, the 
New England Association of Schools and Colleges 
Commission on Institutions of Higher Education, 
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the Southern Association of Colleges and Schools 
Commission on Colleges, the Western Association 
of Schools and Colleges Accrediting Commission for 
Community and Junior Colleges, and the Western 
Association of Schools and Colleges Senior College 
and University Commission.

Programmatic accreditation agencies are discipline-
specific and accredit programs and professional 
schools such as nursing, law, pharmacy, medicine, al-
lied health, and engineering. The programmatic ac-
creditation agencies for nursing programs are ACEN, 
CCNE, and NLN CNEA. In addition to these entities, 
there are advanced practice nursing accrediting agen-
cies including the Council on Accreditation of Nurse 
Anesthesia Educational Programs (COA) and the 
Accreditation Commission for Midwifery Education 
(ACME).

Some accreditation agencies serve as “gatekeepers” 
for federal funds awarded to institutions and pro-
grams in the form of student aid. Grants and loans au-
thorized under Title IV of the Higher Education Act 
are the major source of federal student aid. Students 
who seek federal (and sometimes state) grants and 
loans need to attend a college, university, or program 
that is accredited and recognized by the USDE for 
this purpose. In this regard, a USDE-recognized ac-
creditation agency is considered a “gatekeeper” for 
federal funds.

Most nursing students access federal funds through 
regionally accredited universities that conduct nursing 
programs. Other students who attend hospital-based 
or freestanding institutions, not associated with region-
ally accredited universities, rely on approved USDE 
Category 3 programmatic accrediting agencies to ob-
tain Title IV funds (USDE, 2017). Category 3 accredit-
ing agencies must meet specific regulations, including 
provisions to be separate and independent from parent 
professional organizations. ACEN, COA, and ACME 
are recognized by USDE as Category 3 agencies, which 
allow the qualified programs accredited by these agen-
cies to participate in Title IV programs. The nursing 
program accreditors CCNE and NLN CNEA are con-
sidered to be Category 2 accrediting agencies, and as 
such, do not serve as Title IV gatekeepers for federal 
student aid, instead relying upon the institution’s ac-
creditation by a USDE-recognized, institutional ac-
crediting Title IV gatekeeper to serve that purpose.

Accreditation Models
The accreditation process model practiced by most ac-
crediting agencies is a combination of a self-study and an 
on-site visit by a team of peer evaluators. The self-study is 
a document that provides a systematic and thorough ex-
amination of a program and its components as related to 
its stated mission and expected outcomes. The self-study 
provides evidence for program compliance with the stan-
dards and criteria of the accreditation agency. The self-
study document is reviewed by peer evaluators including 
faculty members, administrators, and practitioners 
within the stated profession. An on-site visit is conducted 
by peer evaluators to verify, clarify, and amplify the con-
tent of the self-study. The peer evaluators submit a report 
to the accreditation agency that addresses programmatic 
compliance with accreditation standards based on infor-
mation obtained through the self-study and on-site visit. 
The decision-making body of the accreditation agency 
is composed of elected representatives who make the 
final decision to grant accreditation or reaccreditation, 
deny accreditation, or place the program on probation. 
Accreditation agencies publish lists of accredited institu-
tions and programs on their websites.

The focus of the accreditation process is similar 
across accreditation organizations. The basic compo-
nents addressed in institutional or programmatic ac-
creditation include

■	 Measurable program outcomes
■	 Curricula
■	 Faculty
■	 Qualified students
■	 Student support services
■	 Quality and adequacy of resources
■	 Qualified administration
■	 Policies and procedures
■	 Formal complaint mechanism
■	 Systematic program evaluation plan

NURSING PROGRAMMATIC 
ACCREDITATION AGENCIES

Accreditation Commission for Education in Nursing 
(2019), Commission on Collegiate Nursing Education 
(2017), and National League for Nursing Commission 
on Nursing Education Accreditation (2019) serve as 
the three accrediting bodies for nursing programs in 
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the United States. A summary of each agency and their 
standards, criteria, and processes is in this section, but 
the reader is advised to review each agency’s website 
for updated information.

Accreditation Commission for Education on 
Nursing
In 1996, the NLN approved the creation of the National 
League for Nursing Accreditation Commission (NLNAC)  
as an accrediting entity. In 2013 the NLNAC changed 
its name to the ACEN. The mission of ACEN is to 
support nursing education and practice, and the pub-
lic, through accreditation. ACEN (2019) defines ac­
creditation as “a voluntary, peer review, self-regulatory 
process by which non-governmental associations 
recognize educational institutions or programs that 
have been found to meet or exceed standards and cri-
teria for educational quality” (ACEN, 2019). ACEN 
provides accreditation for nursing programs rang-
ing from practical, diploma, associate, baccalaureate, 
master’s, and postmaster’s certificate, to clinical doc-
torate programs. ACEN serves as a Title IV gatekeeper 
for federal funds for those nursing programs that do 
not possess regional accreditation, and it is recog-
nized by CHEA.

ACEN is governed by a 15-member Board of 
Commissioners composed of individuals represent-
ing nursing education (nine commissioners), service 
(three commissioners), and the public sector (three 
commissioners). The ACEN chief executive offi-
cer reports to the Board of Commissioners. ACEN 
operations are supported by professional, adminis-
trative, and support staff; program evaluators; and 
committees.

ACEN program evaluators, or peer reviewers, par-
ticipate as site visitors, evaluation review panel mem-
bers, and appeal panel members. Program evaluators 
must meet defined criteria related to their educational 
preparation, nursing education expertise, and profes-
sional service in addition to attending regularly sched-
uled program evaluator professional development 
sessions. Expectations for program evaluators include 
maintaining confidentiality related to programs vis-
ited and recommendations made as a result of the self-
study and on-site visit. ACEN site visit policies and 
procedures are published in the ACEN Accreditation 
Manual (ACEN, 2019).

ACEN Standards and Criteria

There are six ACEN accreditation standards and re-
lated criteria for each standard (ACEN, 2019). ACEN 
standards and criteria are published for every type of 
program accredited by ACEN, including the clinical 
doctorate and doctorate in nursing practice (DNP) 
specialist certificate, master’s and postmaster’s certifi-
cate, baccalaureate, associate, diploma, and practical. 
The accreditation standards address mission, adminis-
trative capacity, faculty and staff, students, curriculum, 
resources, and outcomes. An Accreditation Manual 
Supplement for International Programs is also avail-
able (ACEN, 2019). There is an ongoing assessment of 
the adequacy of these standards and criteria with a full 
review conducted every 5 years.

ACEN requires programs to be in compliance with 
all accreditation standards to receive initial accreditation 
and in substantial compliance with standards to receive 
continued accreditation. Nursing programs are expected 
to provide a summary of program strengths, areas need-
ing development, and an action plan based on the stan-
dards and criteria. ACEN offers self-study forums for 
nursing programs beginning the accreditation or reac-
creditation process. The focus of the forums is an over-
view of the accreditation process and writing a self-study.

ACEN Accreditation Process

ACEN follows the accreditation model discussed ear-
lier in the chapter. A four-step process is used that 
includes a self-study report, an on-site evaluation, a 
review of submitted materials by the evaluation panel, 
and a final decision by the Board of Commissioners. 
The on-site evaluation is performed by site evalua-
tors composed of professional peers in education and 
practice. The team of peer evaluators looks for con-
gruence between the self-study and their assessment 
of the program. The report of the on-site evaluators is 
submitted to ACEN and a copy is sent to the nursing 
program administrator, who is given time to review 
the report and clarify any factual errors on a response 
form. The final draft of the report is sent to the on-
site evaluators and the nursing program administrator. 
The next step in the process is review of the report by 
the evaluation review panel. This body validates the 
report of the on-site evaluation team and determines 
whether evidence demonstrates compliance with the 
accreditation standards and criteria. The review panel 
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is appointed by the ACEN Board of Commissioners, 
and one of the commissioners serves as a member of 
the review panel. The nursing program administrator 
may attend the meeting of the evaluation review panel 
in person or via conference call. A recommendation 
from the evaluation review panel is made to the ACEN 
Board of Commissioners, which has the sole author-
ity for determining the accreditation status of nursing 
program applicants.

Initial Accreditation and Continuing Accreditation

Nursing programs that seek initial ACEN accredita-
tion must comply with its current policies and pro-
cedures, which are available at www.acenursing.org/
resources for nursing programs and are subject to 
change. Current requirements stipulate that the chief 
executive officer of the governing college or univer-
sity and its nursing administrator initiate the process 
and authorize ACEN to begin the accreditation pro-
cess. The nursing program applies for candidacy status 
by submitting state board of nursing approval docu-
mentation, fees, and information related to the faculty 
members, curriculum, and resources. Once candidacy 
status is established, the nursing program has 2 years 
to complete the accreditation process. Failure to com-
ply with accreditation standards and criteria may re-
sult in denial of accreditation.

Nursing programs that seek continuing accredita-
tion must be in compliance with all ACEN standards 
and criteria to receive an accreditation term of 8 years. 
Shorter terms of accreditation and various sanctions 
are imposed, depending on the type and number of ci-
tations, for programs that do not fully comply. Nursing 
programs that face possible denial or revocation of ac-
creditation can appeal those decisions. ACEN policy 
provides a 30-day timeframe to initiate the appeal of an 
adverse accreditation decision. An appeal panel reviews 
all pertinent materials, including any documentation 
relevant to the adverse accreditation decision and tes-
timony presented at an appeal hearing where represen-
tatives of the nursing program, including the program 
administrator, may present evidence. The decision of 
the appeal panel may range from affirmation of the 
adverse decision, to reversal of the decision, or to re-
manding the decision to the Board of Commissioners. 
All ACEN accreditation decisions are made available 
to the USDE, state boards of nursing, and the public. 

The ACEN website (www.acenursing.org) provides ex-
tensive information to guide nursing programs in every 
aspect of the accreditation process.

Commission on Collegiate Nursing Education
In 1998 the Nursing Education Accreditation Com
mission (NEAC) was created by the American 
Association of Colleges of Nursing (AACN) for the sole 
purpose of accrediting baccalaureate and higher-degree 
nursing programs, including MSN and DNP programs. 
The NEAC was subsequently renamed the Commission 
on Collegiate Nursing Education. In 2000 CCNE received 
initial USDE recognition. CCNE strives to be mission-
driven with foci including innovation, autonomy, and 
creativity. The CCNE is autonomous from the AACN. 
Its mission is to serve as “an autonomous accrediting 
agency, contributing to the improvement of the public’s 
health.” CCNE provides accreditation for baccalaureate 
and higher-degree programs in nursing, including bach-
elor and master of science in nursing (BSN and MSN), 
DNP and post-baccalaureate nurse residency programs. 
Doctor of philosophy (PhD) programs are accredited 
by regional accreditation agencies. CCNE is the autono-
mous accreditation agency of the AACN. CCNE does not 
provide Title IV gatekeeping functions for the programs 
it accredits. The Commission serves the public interest by 
assessing and identifying programs that engage in effec-
tive educational practices. “As a voluntary, self-regulatory 
process, CCNE accreditation supports and encourages 
continuing self-assessment by nursing programs and 
supports continuing growth and improvement of col-
legiate professional education and post-baccalaureate 
nurse residency programs” (CCNE, 2009, para 1).

The CCNE accreditation process is based on its 
core values: 

■	 Foster trust in the process, in CCNE, and in the 
professional community.

■	 Focus on stimulating supporting continuous 
quality improvement in nursing education pro-
grams and their outcomes.

■	 Be inclusive in the implementation of its activi-
ties and maintain openness to the diverse institu-
tional and individual issues and opinions of the 
interested community.

■	 Rely on review and oversight by peers from the 
community of interest.
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■	 Maintain integrity through a consistent, fair, and 
honest accreditation process.

■	 Value and foster innovation in both the accredi-
tation process and the programs to be accredited.

■	 Facilitate and engage in self-assessment.
■	 Foster an educational climate that supports pro-

gram students, graduates, and faculty in their 
pursuit of lifelong learning.

■	 Maintain a high level of accountability to the 
public served by the process, including consum-
ers, students, employers, programs, and institu-
tions of higher education.

■	 Maintain a process that is both cost-effective and 
cost-accountable.

■	 Encourage programs to develop graduates who 
are effective professionals and socially respon-
sible citizens.

■	 Ensure autonomy and due process in its delibera-
tions and decision-making processes.

CCNE is governed by a 13-member Board of 
Commissioners that is composed of 3 deans of nurs-
ing programs, 3 faculty, 2 professional consumers, 
2 public consumers, and 3 practicing nurses. The 
CCNE executive director reports to the CCNE Board 
of Commissioners. The CCNE infrastructure also in-
cludes staff and standing committees, which include 
the Accreditation Review, Budget, Nominating, Report 
Review, and Hearing Committees. CCNE staff mem-
bers report to the director and assistant director and 
are responsible for supporting all board and standing 
committee activities in addition to administration of 
accreditation processes and procedures.

The CCNE site evaluators are nursing faculty mem-
bers, administrators, and practicing nurses. Each on-
site reviewer completes CCNE evaluator training. 
Site evaluators are expected to maintain confidenti-
ality at all times regarding the accreditation process. 
Individuals selected as CCNE accreditation team lead-
ers attend training for leading on-site visits. Resources 
for CCNE on-site evaluators are located at http://www.
aacnnursing.org/CCNE/Resource-Documents.
CCNE Standards, Key Elements, and Elaborations

Four CCNE standards with 23 key elements address 
mission and governance, institutional commitment and 
resources, curriculum, and teaching–learning prac-
tices. These standards address expected institutional 

performance and the key elements provide direction in 
meeting the overall standard. The rationale for provid-
ing key elements is to provide nursing programs with 
the opportunity to interpret each key element at the 
broadest level, allowing for creativity and innovation. 
Elaborations are provided for each key element and are 
used to help clarify and interpret each key element. At 
the end of each standard is a list of possible support-
ing documentation for the self-study and on-site visit 
that can be used to demonstrate compliance with the 
standard. During the programmatic self-assessment 
process in preparation for an accreditation review, 
nursing programs are expected to address strengths, 
challenges, and an action plan for each standard, not-
ing evidence of the ongoing improvement process in 
action. CCNE provides self-study workshops and ac-
creditation updates throughout each year to educate 
nursing programs about the CCNE accreditation 
process.

Nursing programs that possess CCNE accreditation 
or those that are in the process of seeking accredita-
tion are required to use the professional standards and 
guidelines developed by the AACN. Programs can also 
use professional standards in addition to the AACN 
Essentials, such as the Criteria for Evaluation of Nurse 
Practitioner Programs (AACN, 2016). Each program 
type has a specific set of “essentials” that guide the 
nursing program and its curriculum. These curricu-
lar essentials outline the expected outcomes needed 
for graduates of specific programs. For example, The 
Essentials of Baccalaureate Education for Professional 
Nursing Practice (AACN, 2018) are incorporated in 
CCNE-accredited baccalaureate programs and specify 
the competencies needed in a baccalaureate graduate. 
AACN also promulgates essentials for MSN and DNP 
education.

CCNE Accreditation Process

The CCNE accreditation process is similar to that 
used by other accreditation agencies. CCNE (2009) 
identified a six-step accreditation process. The nurs-
ing program develops a self-study report that it uses 
to perform a self-assessment of how its program meets 
the CCNE standards and key elements. An on-site visit 
is conducted, during which a peer evaluation team 
validates the self-study findings. The peer evaluators 
are described as a fact-finding team. The evaluators 
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prepare a report that describes whether the program 
complies with CCNE accreditation standards and in-
cludes the related key elements for each standard. The 
report of the evaluation team is sent to the nursing 
program, and the administrator has the opportunity to 
respond to the report and clarify any areas in question.

The CCNE Accreditation Review Committee 
(ARC) reviews the self-study, the report of the evalu-
ation team, and the response of the program to the 
team report. The ARC makes a recommendation to 
the CCNE Board of Commissioners regarding accred-
itation. The CCNE Board of Commissioners reviews 
the ARC’s recommendation and decides whether to 
grant initial or continuing approval, deny approval, 
or withdraw accreditation of the program. The Board 
of Commissioners periodically reviews nursing pro-
grams between accreditation visits to monitor contin-
ued compliance with the standards.

Initial and Continuing Accreditation

CCNE policies and procedures are available on the 
agency website. Current requirements mandate that 
the chief executive officer of the sponsoring institu-
tion and the chief nursing administrator begin the 
process for initial CCNE accreditation through re-
quest of program applicant status from CCNE. The 
nursing program must demonstrate that the spon-
soring institution is accredited, and that approval 
from the state board of nursing has been obtained. 
Applicant programs must show that they have the 
potential to meet the accreditation standards and 
pay the necessary fees. Once applicant status is re-
ceived, the nursing program has 2 years to complete 
the accreditation process, including development 
of a self-study document and scheduling an on-site 
visit. Nursing programs that receive initial CCNE 
accreditation are reviewed again 5  years after ini-
tial accreditation has been granted. A progress im-
provement report is submitted at the midpoint of the 
5-year accreditation term. Nursing programs that do 
not comply with CCNE accreditation standards do 
not receive accreditation recognition from CCNE.

Nursing programs that seek reaffirmation of their 
CCNE accreditation are required to contact the 
agency 12 to 18  months before the planned on-site 
visit. The chief nursing administrator sends a letter of 

intent for reevaluation and possible dates for the on-
site visit. A 10-year term of continuing accreditation 
is granted by the CCNE Board of Commissioners for 
nursing programs found to be in compliance with all 
CCNE accreditation standards. CCNE reaffirms the 
accreditation of these programs based on the self-
study and report of the on-site visit. Nursing pro-
grams that are found out of compliance with CCNE 
accreditation standards may have their accreditation 
withdrawn. Programs have the opportunity to “show 
cause” as to why withdrawal of CCNE accreditation 
should not occur by responding to the concerns 
of the Board of Commissioners regarding lack of 
compliance. There is a specified time frame during 
which a program can initiate a “show cause” action 
with CCNE. CCNE accreditation decisions are com-
municated to USDE, other applicable institutional 
accreditation agencies, and the public, if applicable. 
Nursing programs that face denial or revocation of 
accreditation can appeal the decision per CCNE pro-
cedures. Nursing programs have 10 days to begin the 
appeal process after receiving notification of an ad-
verse accreditation decision. A Hearing Committee 
is appointed by the chair of the CCNE Board of 
Commissioners. The purpose of the committee is to 
review all written evidence and oral testimony pro-
vided during the appeal process. During the appeal 
process, the appellant nursing program bears the bur-
den of proof. The Hearing Committee submits a writ-
ten recommendation to the Board of Commissioners 
to affirm the adverse accreditation decision or to re-
mand the action for reconsideration by the Board of 
Commissioners. Information about all aspects of the 
CCNE accreditation process is located on the AACN 
website: www.aacn.nche.edu.

National League for Nursing Commission 
for Nursing Education Accreditation 
The NLN established a new autonomous accredita-
tion division in September 2013 by vote of the NLN 
membership, in response to requests for additional 
program accreditation options within the nursing 
profession. After development of policies and accredi-
tation standards, accreditation activities were started 
in 2016. The NLN CNEA provides accreditation for 
all types of nursing programs including practical/
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vocational, diploma, associate, baccalaureate, mas-
ter’s, postgraduate certificates, and clinical doctorate 
programs. The NLN CNEA does not provide Title IV 
gatekeeping functions. Since 2016 many programs 
have been successful in earning preaccreditation sta-
tus with the NLN CNEA, and initial accreditation was 
granted to the first programs in 2017.

Information about the NLN CNEA can be found at 
their website, http://www.nln.org/cnea.

As stated in its mission, the NLN CNEA “promotes 
excellence and integrity in nursing education globally 
through an accreditation process that respects the di-
versity of program mission, curricula, students, and 
faculty; emphasizes a culture of continuous quality 
improvement; and influences the preparation of a car-
ing and competent nursing workforce” (NLN CNEA, 
2019). NLN CNEA applies the NLN’s organizational 
core values of caring, diversity, integrity, and excellence 
throughout the accreditation services that it provides.

A culture of caring is demonstrated through an 
accreditation process that reflects a culture of 
advocacy for quality assurance in nursing educa-
tion, and is implemented in a collegial, collabora-
tive context with stakeholders. NLN CNEA staff, 
governance board, committee members, and on-
site evaluation teams demonstrate through their 
interactions with stake holders that accreditation 
standards can be upheld in a rigorous, yet caring 
and respectful manner.

A culture of diversity is evidenced by a commit-
ment to accredit all types of nursing programs 
from PN/VN education through clinical doctor-
ate education. NLN CNEA’s accreditation stan-
dards reflect a respect for the diversity of nursing 
programs’ mission, curricula, faculty, and stu-
dents that can be found to exist in nursing educa-
tion nationally and internationally.

A culture of integrity exists throughout NLN 
CNEA with a commitment to exercising per-
sonal, professional, and organizational integrity 
throughout the accreditation process. This is 
evidenced, in part, by ensuring transparency and 
ethical decision-making in all accreditation ac-
tivities, and demonstrating open communication 
and timely responsiveness to stakeholders.

A culture of excellence is promoted through es-
tablishing clarity of purpose in the accreditation 
process with an emphasis on fostering continu-
ous quality improvement in nursing programs. 
The outcome of a culture of excellence collab-
oratively instilled in nursing programs through 
participation in the accreditation process, is the 
creation of a student-centered learning environ-
ment that prepares a caring and competent nurs-
ing workforce.

NLN CNEA is governed by a 15-member Board of 
Commissioners that is composed of nurse educator 
representatives (10), nursing practice representatives 
(3), and public representatives (2). The NLN CNEA 
executive director reports to the NLN CNEA Board of 
Commissioners. NLN CNEA staff members report to 
the executive director and are responsible for support-
ing all board and standing committee activities in ad-
dition to administration of accreditation processes and 
procedures. Volunteers include nurse educators and 
nurse practice partners who serve as on-site program 
evaluators, committee members, and accreditation 
process navigators.

NLN CNEA Standards and Accreditation Process

There are five NLN CNEA standards with accompa-
nying quality indicators and interpretative guidelines. 
The five standards are related to mission, governance, 
and resources; faculty; students; curriculum and teach-
ing, learning, and evaluation processes; and program 
outcomes. They are based upon a model of continu-
ous quality improvement guided by the NLN’s core 
values of caring, diversity, integrity, and excellence. 
The quality indicators and interpretive guidelines con-
tained in the Standards of Accreditation were adopted 
by the NLN CNEA Board of Commissioners in 2016. 
The standards can be found at http://www.nln.org/
cnea. The policies and processes that govern the NLN 
CNEA accreditation processes can also be found on 
the NLN CNEA website.

There are three steps in the accreditation pro-
cess: preaccreditation, initial accreditation, and 
continuing accreditation. All three types of applica-
tions require a preliminary review and recommen-
dation from the Program Review Committee or one 
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of its subcommittees and a decision by the Board of 
Commissioners. Attaining preaccreditation establishes 
that a program has met eligibility requirements and is 
ready to seek initial accreditation. Programs holding 
preaccreditation status have 3 years to complete a self-
study report, host an on-site evaluation, and achieve 
initial accreditation. Compliance with the NLN CNEA 
Standards of Accreditation must be demonstrated for 
the Board of Commissioners to grant initial accredita-
tion. The length of initial accreditation is 6 years with 
a required midcycle report. Continuing accreditation 
applications are to be submitted before expiration of 
initial accreditation. After submission of a self-study 
report and a successful on-site program evaluation, the 
Board of Commissioners can award a continuing ac-
creditation for a maximum length of 10 years with a 
required midcycle report.

Adverse decisions that either deny preaccreditation 
or accreditation, or withdraw accreditation because of 
compliance concerns related to the NLN CNEA Stan­
dards of Accreditation can be appealed. The accredi-
tation status of the program remains unaltered until 
the appeal process is completed and a final decision 
is made.

STEPS IN THE NURSING PROGRAM 
ACCREDITATION PROCESS

Preparation for the programmatic accreditation pro-
cess should begin 1 to 3 years before the planned visit 
for nursing programs seeking initial or continued ac-
creditation to have sufficient time to ensure that all 
elements of the accreditation process have been com-
pleted. This preparation time may vary based on the 
number of internal programs to be accredited within 
the overall nursing program. For example, a nursing 
program may have baccalaureate, MSN, and DNP de-
gree options to be reviewed for accreditation. Other 
institutions may have only one nursing program, such 
as an associate or baccalaureate degree program.

A systematic program evaluation needs to be 
conducted that addresses all aspects of the nursing 
program with specified measurable performance 
indicators and benchmarks along with appropriate 
measurement tools, data analysis, and dissemina-
tion of findings (see Chapter 27). Examples of areas 
to be addressed include aggregate measures such as 

achievement of program outcomes; quality of instruc-
tion and resources for learning; and overall satisfac-
tion with the program by students, alumni, faculty, and 
employers. Nursing programs need to have mecha-
nisms for tracking data to support program outcomes, 
including program completion and graduation rates, 
licensing and certification examination pass rates, 
alumni and employer satisfaction, and graduate em-
ployment. Institutional assessment plans, including 
databases, analysis, and dissemination of assessment 
findings facilitate the work of program evaluation. 
Programs will be expected to collect, trend, and ana-
lyze these data during a specified period (e.g., 3 years 
of aggregate data).

Professional Standards
Professional standards and guidelines need to be re-
flected in the program and its components. These 
standards and guidelines serve as building blocks for 
the nursing curriculum and must be consistent with 
the mission, goals, and expected outcomes of the 
program. Professional standards and guidelines are 
developed by professional nursing and specialty orga-
nizations, state regulatory agencies, and nationally rec-
ognized accreditation organizations. ACEN, CCNE, 
and NLN CNEA support the use of professional nurs-
ing standards and expect that nursing programs can 
demonstrate how these standards are used within the 
curriculum and their consistency with overall pro-
gram outcomes. Although CCNE requires certain 
AACN professional standards based on program type, 
nursing programs have the opportunity to use other 
professional standards in addition to those required. 
Box 28.1 lists examples of professional standards and 
guidelines.

Preparing the Self-Study Report
One of the first steps in preparing the self-study docu-
ment is agreement on the type of structure and ap-
proach to be used when writing the report. This can 
vary by institution, but the faculty and administration 
need to agree on structure and approach so that the 
self-study authors operate within a common frame-
work. Various approaches can be used to create the 
self-study, such as matching individual standards to 
specific standing committees for development of first 
drafts, assignment of one or two faculty members to 
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write the self-study, assignment of faculty teams to 
write each standard, hiring a professional writer, or 
developing a self-study steering committee composed 
of individuals who represent all internal programs 
and administration. Each representative on the steer-
ing committee heads up a writing team of faculty. It is 
helpful to identify faculty with expertise in writing and 
editing with strategic placement of these individuals 
on specific teams.

Regardless of the approach used to develop a 
self-study, faculty members must be knowledge-
able about and invested in the self-study process 
and kept abreast of progress on the document. For 
example, accreditation can be a recurring faculty 
meeting agenda item. An author/editor with re-
sponsibility for the final self-study draft needs to 
be identified. This individual can ensure that the 

document is comprehensive, clear, and concise. The 
author with final draft responsibility can perform a 
comprehensive review of the document, remove er-
roneous materials, delete content that is duplicated, 
and ensure that each standard has been adequately 
and accurately addressed.

All faculty need to be conversant with the self-study 
document and how accreditation standards and crite-
ria have been addressed. If outside consultants have 
been involved in the development of the self-study, it 
is especially important for faculty to familiarize them-
selves with its content so that they can respond accu-
rately to questions from on-site reviewers, providing 
clarification where necessary.

The development of a timeline for completion of 
the accreditation self-study document and planning 
of the on-site visit is crucial. Adequate time must be 

B O X   2 8 .1
EXAMPLES OF PROFESSIONAL STANDARDS AND GUIDELINES

Adult-Gerontology Acute Care Nurse Practitioner Com
petencies (AACN, 2012).

Adult-Gerontology Clinical Nurse Specialist Compe
tencies (AACN, 2010).

Adult-Gerontology Primary Care Nurse Practitioner Com
petencies (AACN, 2010).

Criteria for Evaluation of Nurse Practitioner Programs 
(National Task Force on Quality Nurse Practitioner 
Education, 2012).

Educational Standards and Curriculum Guidelines for 
Neonatal Nurse Practitioner Programs (National 
Association of Neonatal Nurses [NANN], 2009).

National League for Nursing (NLN) Outcomes and 
Competencies for Graduates of Practical/Vocational, 
Diploma, Associate Degree, Baccalaureate, Master’s, 
Practice Doctorate and Research Doctorate Programs 
in Nursing (NLN, 2009).

National Association for Practical Nurse Education 
and Service (NAPNES, 2007) Standards of Practice 
for Licensed Practical/Vocational Nurses.

Nurse Practitioner Core Competencies (National Orga
nization of Nurse Practitioner Faculties [NONPF], 
2012).

Population-Focused Nurse Practitioner Competencies 
(Family/Across the Lifespan, Neonatal, Pediatric 
Acute Care, Pediatric Primary Care, Psychiatric-Mental 
Health, Women’s Health/Gender-Related (NONPF 
Population-Focused Competencies Task Force, 2013).

The Essentials of Baccalaureate Education for Profes
sional Nursing Practice (AACN, 2018).

The Essentials of Master’s Education for Advanced 
Practice Nursing (AACN, 1996).

The Essentials of Doctoral Education for Advanced 
Nursing Practice (AACN, 2006).

Criteria for Evaluation of Nurse Practitioner Programs 
(CCNE, 2016).

Nursing: Scope and Standards of Practice (ANA, 
2010).

Core Competencies for Interprofessional Collaborative 
Practice (Interprofessional Education Collaborative 
Expert Panel, 2011).

Domains and Core CNS Competencies (NONPF, 2010).
Emphasizing the Older Adult in Nurse Practitioner 

Curriculum (NONPF, 2008).
National Association of Clinical Nurse Specialties Core 

Practice Doctoral Competencies (2009).
National Association of Neonatal Nurse Practitioners 

(2010).
NLN Core Competencies for Nurse Educators (NLN, 

2012).
NLN Hallmarks of Excellence (NLN, 2004).
Practice Doctorate Nurse Practitioner Entry-Level 

Competencies (NONPF, National Panel for NP 
Practice Doctorate Competencies, 2006).

Quad Council Competencies for Public Health Nursing 
(2013).

Standards for Accreditation of Nurse Anesthesia Edu
cational Programs (COA, 2014).

Standards for Accreditation of Nurse Anesthesia 
Programs—Practice Doctorate.
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provided to perform a self-review and self-assessment 
of all components of the nursing program, complete 
the self-study process, and write the self-study docu-
ment. If adequate time is allowed for self-study devel-
opment, there is less pressure on the involved faculty 
and staff, resulting in a comprehensive and well-
written document.

During the self-study process it is not desirable 
to make any major programmatic changes. Major 
programmatic changes have the potential to change 
the focus of faculty members from self-review, self-
assessment, and self-study development to implemen-
tation of the proposed change. The need for major 
changes may become apparent during the self-study 
process and can be identified as such.

The self-study timeline is created by working back-
ward and beginning with the possible dates for the on-
site visit. Necessary events to include in the timeline 
are the due dates for drafts of each standard; faculty 
meetings to discuss standards both during self-study 
development and in preparation for the on-site visit; 
documentation of program improvement and program 
outcomes; finalizing the self-study; setting a mock site 
visit date with an external consultant; development of 
due dates for printing and binding self-study copies for 
faculty, administration, and visitors; preparation of the 
resource room; and finalizing the agenda for the site 
visit. The program may choose to rely more on digital 
versions of the self-study and supporting documents 
that can be housed on a secure network drive or flash 
drives with backup hard copies.

Correct interpretation of the accreditation standards 
is important during development of the self-study 
document and sets the stage for a successful on-site 
review. Each of the nursing accreditation agencies pro-
vides self-study workshops, webinars, and forums for 
faculty to attend that provide important information 
related to interpretation of each standard, clarifying 
any areas of confusion, and providing examples of evi-
dence to support fulfillment of each criterion. Faculty 
members who write self-studies need to understand 
the importance of addressing the involved accredita-
tion standards. Narrative statements need support-
ing documentation that provides evidence of how the 
program meets criteria. The identification of program 
strengths, challenges, and areas needing development, 
along with an action plan, provides evidence for the 

program evaluators that an overall commitment to 
continuous quality improvement exists.

It is helpful to have faculty members who serve as 
on-site accreditation reviewers who can be used as in-
ternal consultants during the creation of the self-study. 
These individuals can provide valuable insights into 
the development and organization of the self-study 
document.

Providing evidence of how accreditation standards 
are met is an important aspect of the self-study. Use 
of data for quality improvement helps self-study au-
thors maintain their focus on quality while perform-
ing a thorough programmatic assessment. The visiting 
evaluation team needs a clear, concise picture of the 
program.

The self-study team needs to demonstrate in the 
self-study document that programs use assessment 
data to close “feedback loops.” Narrative self-study 
statements need supporting documentation that evi-
dence how criteria are met. Documentation is needed 
on-site, but the self-study is strengthened when re-
viewers are provided with tangible examples of how 
accreditation criteria are met. For example, evalua-
tions for a particular course may not consistently meet 
programmatic benchmarks. If the evaluation data are 
used to bring about change, such as modified content 
delivery methods, or inclusion of new instructors, this 
supports use of evaluation data to close the feedback 
loop. If evaluative data are collected and not used in 
decision-making processes, the feedback loop is not 
closed. Data-based programmatic decision making 
should be reflected in self-study responses to specific 
criteria and in the supporting documentation for the 
self-study.

Supporting documents that reflect compliance with 
specific criteria include committee, course, and fac-
ulty organization minutes, which include the commit-
tee and course name and meeting dates. To the extent 
that these documents reflect use of assessment data to 
close feedback loops, the program can demonstrate 
a commitment to quality improvement. Referencing 
other conducting organization information such as 
the catalog (including page numbers and data sources) 
facilitates a concise programmatic review. The use of 
tables, charts, and graphs is recommended wherever 
possible. Essential tables and figures should be placed 
in the body of the self-study. Documents such as the 
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strategic plan, curriculum evaluation system, and or-
ganizational chart should be appropriately referenced 
and placed in the appendices, where page limitations 
are not as much of an issue.

An external consultant who is knowledgeable about 
the involved accreditation, standards, policies, and 
procedures of the accreditation agency that will be 
making the on-site visit can be instrumental in com-
pletion of the self-study document and in preparation 
for the on-site visit. The external consultant can review 
the self-study document in detail and offer objective 
recommendations for improvement. During a mock 
on-site visit, the external consultant can provide op-
portunities for faculty and administration to engage in 
a simulated accreditation visit. This allows faculty and 
administration to practice their responses to questions 
that might be asked during the actual on-site visit. The 
mock visit can help faculty identify their knowledge 
strengths and areas needing further development re-
lated to the self-study content. A mock on-site visit can 
alert faculty about which faculty members are better 
suited for responding to certain types of questions. The 
simulated visit shows faculty the importance of prepa-
ration, which includes each faculty member knowing 
the accreditation standards and program responses in 
addition to engaging with the on-site evaluators during 
the site visit. During the mock visit, faculty members 
should be reminded to respond with short answers and 
use examples to further clarify their points.

The self-study document should be neatly for-
matted and easily accessible. The self-study narrative 
and supporting documents should be professionally 
printed to ensure an overall attractive appearance. The 
ability of readers to move from standard to standard 
and from standard to specific supporting tables and 
appendices without difficulty is important to on-site 
evaluators and reviewers. The use of printed tab divid-
ers between each standard and for each appendix helps 
ensure accessibility of materials. Providing a detailed 
table of contents and list of all tables and appendices 
aids in ease of reading and decreases the time needed 
to search for specific documents.

If the self-study and supporting documents are 
provided in digital format to the on-site reviewers, the 
program can use hyperlinks in the narrative so that 
readers can easily access online reference documents. 
Program files such as course and faculty evaluations 

and faculty CVs can also be provided in electronic 
form for reviewers.

An example of a response to CCNE Standard I-A 
is presented in Box 28.2. This example is conceptual 
and not prescriptive, because various strategies may be 
employed to address the compliance of a program with 
accreditation criteria.

The On-Site Visit
The purpose of the on-site visit is to provide the evalu-
ation team with the opportunity to verify, clarify, and 
amplify information provided in the self-study docu-
ment. During the on-site visit, accreditation reviewers 
assess the compliance of the program with accreditation 
standards and learn how the nursing program uses as-
sessment data for quality improvement purposes. The 
evaluation team accomplishes its purpose by conduct-
ing interviews with the communities of interest, includ-
ing faculty members, students, central administration, 
clinical agency representatives, alumni, employers, and 
any other program stakeholders. The leader of the eval-
uation team and nursing program administrator jointly 
determine the agenda for the on-site accreditation visit.

The evaluation team will have a designated area 
called the “resource room” where a hard copy of the 
self-study and supporting documents are housed. This 
area will serve as the “home base” for the evaluation 
team during the on-site visit.

Preparing for the On-Site Visit

Careful preparation for the on-site visit helps ensure 
that the evaluation team has access to necessary docu-
ments and to create a positive and pleasant climate for 
the evaluation team members and the nursing pro-
gram. The nursing program administrators will de-
velop a draft agenda that will be sent to the team leader 
or chair of the evaluation team for their final approval. 
It is not unusual for this approval process to go through 
multiple iterations before finalization. During the de-
velopment of the agenda, meeting times need to be 
designated for the evaluation team members to inter-
view individuals and groups including the president, 
provost, clinical agencies, and alumni. It is important 
to inform the communities of interest for the program 
about the accreditation visit in a timely manner so that 
scheduling will be manageable. Typically letters are 
sent by the chief nurse administrator to the members 
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B O X   2 8 . 2
EXAMPLE OF A COMMISSION ON COLLEGIATE NURSING EDUCATION  

SELF-STUDY RESPONSE

I-A. The mission, goals, and expected program outcomes are:
■	 Congruent with those of the parent institution.
■	 Consistent with relevant professional nursing stan-

dards and guidelines for the preparation of nursing 
professionals.

Elaboration: The program’s mission statement, goals, 
and expected program outcomes are written and accessible 
to current and prospective students, faculty, and other con-
stituents. Program outcomes include student outcomes, 
faculty outcomes, and other outcomes identified by the 
program. A mission statement may relate to all nursing 
programs offered by the nursing unit or specific programs 
may have separate mission statements. Program goals are 
clearly differentiated by level when multiple degree/certifi-
cate programs exist. Student outcomes may be expressed 
as competencies, objectives, benchmarks, or other terminology 
congruent with institutional and program norms.

The program identifies the professional nursing stan-
dards and guidelines it uses. Commission on Collegiate 
Nursing Education (CCNE) requires, as appropriate, the 
following professional nursing standards and guidelines:

■	 The Essentials of Baccalaureate Education for Pro
fessional Nursing Practice (American Association of 
Colleges of Nursing [AACN], 2018)

■	 The Essentials of Master’s Education in Nursing 
(AACN, 2011)

■	 The Essentials of Doctoral Education for Advanced 
Nursing Practice (AACN, 2006)

■	 Criteria for Evaluation of Nurse Practitioner Programs 
(National Task Force on Quality Nurse Practitioner 
Education [AACN], 2016)

A program may select additional standards and 
guidelines.

A program preparing students for certification incorpo-
rates professional standards and guidelines appropriate to 
the role/area of education.

An APRN education program (degree or certificate) pre-
pares students for one of the four APRN roles and at least 
one population focus, in accordance with the Consensus 
Model for APRN Regulation: Licensure, Accreditation, 
Certification, and Education, AACN (2018).

PROGRAM RESPONSE
School of Nursing Mission and Vision. The School of 
Nursing (SON)’s mission is to promote and protect the health 
of the public by preparing future leaders in nursing practice, educa-
tion, and research. This mission is consistent with that of the 
University and shares the common themes of education, 
research, and quality health care.

The SON’s mission is written, public, and accessible to 
current and prospective students and faculty through the 

SON Handbook (available in the Resource Room) and to 
other constituents through the SON website under Facts 
About the School. The mission statement was revised earlier 
this year to more accurately describe the direction of the SON.

Central to our mission is the vision that the SON will 
be an academic leader in nursing education through inno-
vation and excellence in nursing practice, education, and 
research. The strategic priorities of the SON include:

■	 Develop future generations of leaders in education, 
practice, research, and policy.

■	 Create new knowledge and apply it to practice.
■	 Lead in the transformation of the health care system 

so that nurses will practice to the fullest extent of their 
education and training.

■	 Understand and participate in health care policy 
development.

■	 Collaborate effectively with other health care profes-
sions in learning and practice.

■	 Ensure that SON activities are aligned with University 
goals.

■	 Engage with community partners to improve health care.

DIFFERENTIATION AMONG PROGRAM GOALS
The SON prepares future leaders in nursing practice by educating 
nurse leaders and practitioners whose practice is client-centered 
and evidence-based. Program goals describe our graduates and 
clearly differentiate among each of the program levels.

■	 The Clinical Nurse Leader (MSN) program prepares 
graduates as generalist nurses with a focus on prac-
tice and clinical leadership at the microsystem level.

■	 The Doctor of Nursing Practice (DNP) program prepares 
graduates to effect change through evidence-based deci-
sion making, outcomes management, and health policy 
improvements for diverse populations in a variety of 
settings. The DNP program includes BSN to DNP and 
MSN to DNP options that include preparation as APRNs 
(nurse anesthetists, clinical nurse specialists, nurse practi-
tioners) in one of five population foci (adult-gerontology, 
family/individual across the lifespan, neonatal, pediat-
rics, and psychiatric-mental health), Advanced Public 
Health Nurses (APHN), Systems Leaders, and Leaders to 
Enhance Population Health Outcomes.

■	 The postgraduate certificate program prepares grad-
uates who seek advanced knowledge and skills and 
acquire certification to function as APRNs in one of 
four population foci: adult-gerontology, pediatrics, 
neonatal, or psych/mental health.

■	 The Doctor of Philosophy in Nursing Sciences (PhD) 
prepares clinical researchers who contribute to the 
scientific basis of care provided to individuals across 
the lifespan.

Continued on following page
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of the communities of interest that include the on-
site visit dates and agenda, and an invitation for these 
individuals or groups to submit comments about the 
nursing program. Notices are placed on websites and 
in college publications, are announced in class, and 
are distributed electronically through learning man-
agement systems and e-mail lists. Information about 
public meetings related to the accreditation visit can be 
placed in local media, including newspapers and radio.

The on-site visit agenda should reflect meeting 
times for the following individuals, groups, and sites to 

be visited: central administration, including the presi-
dent and provost; key individuals on campus, such as 
the deans of the graduate school, libraries, and distance 
education, if applicable, as well as the registrar and 
chief financial officer; students, faculty, alumni, and 
clinical agency representatives; and clinical and class-
room sites. Transportation to and from meetings and 
clinical sites needs to be finalized based on the agenda.

Faculty members and clinical site leadership need 
to be notified if the evaluation team will be visiting 
their clinical sites. Finally, there needs to be ample 

Expected student outcomes are described as terminal 
objectives that are specific to each program level. Cognitive 
outcomes that are common to all programs include 
knowledge of core concepts, analytic thinking, evidence-
based decisions, outcomes assessment, and nursing roles. 
Psychomotor outcomes are reflected in the clinical evalua-
tion tools and are role-specific. Affective outcomes include 
advocacy, autonomy, human dignity, and integrity. The DNP 
terminal objectives were revised in 2010 in concert with the 
transition of advanced specialty programs to the DNP level.

PROFESSIONAL STANDARDS THAT GUIDE OUR 
EDUCATIONAL PROGRAMS
All programs offered by the SON are based on national nurs-
ing standards developed by AACN. The Doctor of Nursing 
Practice incorporates the AACN Essentials of Doctoral Education 
for Advanced Nursing Practice. The course approval process 
that is described under Standard III requires that course 
directors submit evidence of the alignment between termi-
nal objectives, course objectives, curricular threads, course 
content, learning activities and the AACN Essentials, NONPF-
DNP Core Domains and/or NACNS Core Competencies. 
The alignment between DNP terminal objectives, AACN 
Essentials of Doctoral Education for Advanced Nursing Practice and 
NONPF Core Competencies are found in Appendix X.

APRN tracks, including the BSN to DNP, MSN to DNP, and 
postgraduate certificate options, also incorporate the Criteria 
for Evaluation of Nurse Practitioner Programs (National Task Force 
on Quality Nurse Practitioner Education, 2012). APRN tracks 
prepare students for one of our four APRN roles in at least one 
population focus in accordance with the Consensus Model for 
APRN Regulation: Licensure, Accreditation, Certification and Education 
(Advanced Practice Registered Nurse [APRN] Consensus Work 
Group, 2008). This is further described in Key Element I-B and 
is evident in current curricular descriptions under Standard III.

In addition, each of the clinical tracks that prepares 
APRNs and community/public health specialists in-
cludes competencies specific to each specialty area: Nurse 
Practitioner Core Competencies (NONPF, 2012); Population-
Focused Nurse Practitioner Competencies (Family/Across 
the Lifespan, Neonatal, Pediatric Acute Care, Pediatric 
Primary Care, Psychiatric-Mental Health, Women’s 
Health/Gender-Related) (NONPF Population-Focused 
Competencies Task Force, 2013); Adult-Gerontology Acute 
Care Nurse Practitioner Competencies (AACN, 2012); Adult-
Gerontology Primary Care Nurse Practitioner Competencies 
(AACN, 2010); Standards for Accreditation of Nurse Anesthesia 
Educational Programs—Practice Doctorate (COA, 2015); 
National Association of Neonatal Nurse Practitioners 
(2010); Quad Council Competencies for Public Health 
Nursing (2013); National Association of Clinical Nurse 
Specialties Core Practice Doctoral Competencies (2009); Practice 
Doctorate Nurse Practitioner Entry-Level Competencies (NONPF, 
National Panel for NP Practice Doctorate Competencies, 
2006); Core Competencies for Interprofessional Collaborative 
Practice (Interprofessional Education Collaborative 
Expert Panel, 2011); Domains and Core CNS Competencies 
(NONPF, 2010); Emphasizing the Older Adult in Nurse 
Practitioner Curriculum (NONPF, 2008); Adult-Gerontology 
Clinical Nurse Specialist Competencies (AACN, 2010); and 
Educational Standards and Curriculum Guidelines for Neonatal 
Nurse Practitioner Programs (NANN, 2009). Copies of pro-
fessional standards are available in the Resource Room.

Upon successful completion of the APRN and post-
graduate certificate programs, graduates are eligible for 
certification by the American Nurses Credentialing Center, 
Pediatric Nursing Certification Board, National Board for 
Certification and Recertification of Nurse Anesthetists, 
American Academy of Nurse Practitioner Certification 
Programs and the National Certification Corporation.

B O X   2 8 . 2
EXAMPLE OF A COMMISSION ON COLLEGIATE NURSING EDUCATION  

SELF-STUDY RESPONSE (Continued)
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blocks of time designated for the evaluation team to 
spend in the resource room. Time for breaks between 
meetings should be included in the agenda for the on-
site review. Although planning the agenda events may 
occur several months in advance, it is a good practice 
to confirm the agenda with all stakeholders a week or 
two before the actual visit.

Preparing the Resource Room

Because the resource room will be considered the 
“home base” for the evaluation team, it should be 
equipped in a manner that will meet the needs of the 
evaluation team. There should be tables and chairs; 
computers and a printer; office supplies such as pens, 
pencils, and sticky notes; and a listing of all exhibits 
available for review. It is also good to have water, soft 
drinks, and snacks available for the team. Everything 
should be easily accessible to the evaluation team. One 
approach for effective resource room preparation is 
assignment of specific faculty members to this area. 
These faculty members are responsible for ensuring 
that all documents are labeled and correctly placed 
in the resource file. The resource file should be cat-
egorized according to standards and criteria or key 
elements. One recommendation is to make multiple 
copies of short documents such as minutes, highlight 
the information cited in the self-study, and place a 
copy in each criterion or key element file where the 
minutes show support within the self-study. This al-
lows more than one accreditation team member to si-
multaneously access the information.

The resource file should contain documents includ-
ing examples of student work, course syllabi, course 
schedules, faculty teaching assignments, faculty vitae 
and accomplishments, evaluation responses from all 
sources, minutes cited in the self-study that demon-
strate utilization of data to close feedback loops, student 
complaints and grievances, and letters from members 
of the community of interest for the program. On-site 
reviewers may want to review the files of students or 
faculty members who have submitted complaints or 
grievances to evaluate the application of due process 
for these appellants. Evidence of aggregate data track-
ing, including NCLEX and certification examination 
pass rates and employment rates should be available in 
the resource room for the evaluation team to view. The 
resource room should also contain documents related 

to the most recent reviews by other external agencies, 
including the regional accreditor and the state board 
of nursing.

Many nursing programs use information technol-
ogy, including learning management systems, for doc-
ument management and delivery of course content. 
Resource rooms may incorporate digital resources. 
For example, on-site reviewers may be provided with 
access to internal data sources such as a password-
protected shared drive where accreditation documents 
are housed. External services such as Dropbox and 
Google Drive are web-supported file sharing options. 
Document management systems such as Dokmee and 
FileHold allow users to centralize documents securely 
online and ensure that current versions of software are 
used (Capterra, 2014; Thompson & Bovril, 2011).

Some programs may elect to use a hybrid approach 
to documents available in the resource room; some 
documents, such as the self-study and college and 
university catalogs, may be made available in both 
hard copy and electronic format, and other files, such 
as course and instructor evaluations, made available 
digitally. Site team evaluators may be provided with 
flash drives that contain all accreditation-related doc-
uments, or temporary access to password-protected 
shared drives or learning management systems where 
accreditation-related documents are stored. The 
self-study narrative can provide direct links to on-
line supporting documentation through the use of 
hyperlinks.

Use of digital documents in the resource room 
decreases the amount of hard copy documents re-
quired. This decreases resource use, including copying 
and binding time and paper consumption, and saves 
space. Digital documents, including the self-study and 
supporting evidence, are advantageous to reviewers 
because the need to transport weighty hard copy doc-
uments is obviated, and accreditation-related docu-
ments can be viewed from any computer work station 
(Thompson & Bovril, 2011).

All nursing accrediting agencies provide informa-
tion about documents that should be available in the 
resource room during accreditation visits on their 
respective websites. See ACEN (www.acenursing.
org/accreditation-manual/), CCNE (www.aacn.nche.
edu/accreditation/pdf/advice.pdf), and NLN CNEA 
(http://www.nln.org/cnea).
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Decision-Making Process by 
the Accreditation Organization
All accrediting agencies follow similar steps in their 
decision-making processes, which are in part regu-
lated by the USDE. The processes of these agencies 
include the following steps:

■	 A peer evaluation team submits a report to the 
accreditation agency based on compliance with 
the accreditation standards as demonstrated in 
the self-study document and verified through the 
on-site visit.

■	 The chief nursing administrator of the nursing 
program has the opportunity to respond to the 
report of the evaluation team.

■	 The report of the evaluation team, response of the 
nursing program to the report, and the self-study 
document are sent to the review panel of the ac-
creditation agency. The review panel makes a rec-
ommendation regarding the accreditation decision.

■	 The recommendations of the review panel and 
all relevant materials are sent to the Board of 
Commissioners, which makes the final decision 
on whether to grant, reaffirm, deny, or withdraw 
accreditation.

■	 The final accreditation decision is communi-
cated to the USDE, the parent institution, and ap-
propriate accreditation and regulatory agencies.

Each accreditation agency has an appeals pro-
cess that the nursing program may choose to pursue 
based on an adverse accreditation decision. There is a 
prescribed timeframe during which appeals of an ac-
creditation decision may be generated. The appellant 
program may incur additional fees associated with 
submission of an appeal.

SUMMARY

Accreditation is a voluntary activity that has over a 
100-year history in the United States. In other coun-
tries, governments frequently provide oversight of 
educational institutions. Privately operated US ac-
creditation agencies provide quality assurance and 
quality improvement for their accredited programs 
and institutions. They also can serve as gatekeepers 
for accredited programs and institutions to access 
programs administered by the USDE or other federal 

agencies, including student financial aid programs. 
Accreditation agencies that are recognized by fed-
eral and state governments are considered to be re-
liable authorities on academic quality (Association 
of Specialized and Professional Accreditors [ASPA], 
2017; Council on Accreditation of Nurse Anesthesia 
Educational Programs (2017)).

Accreditation is a peer process that involves grant-
ing of public recognition to an institution or special-
ized program by a private, nongovernmental agency. 
Granting of accreditation indicates that the institution 
or program meets or exceeds nationally established stan-
dards for acceptable educational quality. Institutions or 
specialized programs are evaluated based on their own 
stated purposes if those purposes are educationally ap-
propriate, meet accreditation standards, and fall within 
the recognized scope of the accreditation agency (ASPA, 
2017; Council on Accreditation of Nurse Anesthesia 
Educational Programs (2017)).

Accreditation exists to ensure quality assessment 
and to assist with quality improvement. Accreditation 
can apply to institutions or programs, whereas cer-
tification and licensure are related to individuals. 
Accreditation does not ensure the quality of individual 
graduates, but provides reasonable assurance of the 
context and quality of the education that is offered.

Accreditation is of benefit to the public for these 
reasons:

■	 Reasonable assurance of the external evaluation 
of a program and its conformity with general ex-
pectations in the professional field

■	 Identification of programs that have voluntarily 
undertaken explicit activities directed at quality 
improvement

■	 Improvement in the professional services avail-
able to the public, resulting from evidence-based 
program requirement modifications

■	 Less need for intervention by public agencies in 
educational program operations because private 
accreditation provides resources for quality as-
sessment and quality improvement

Students benefit from these aspects of accreditation:

■	 Reasonable assurance that the educational activi-
ties of an accredited program are satisfactory and 
meet student needs
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■	 Facilitation of academic credit transfer between 
programs and institutions

■	 Provides a uniform prerequisite for entering the 
profession

■	 Establishes eligibility to seek Title IV financial 
aid and other federal and state programs

Programs benefit from accreditation through these 
mechanisms:

■	 Accreditation provides a stimulus for self-
directed improvement.

■	 The accreditation agency may provide peer re-
view and counsel.

■	 The reputation of the program is enhanced be-
cause it is accredited.

■	 Accreditation may be a mechanism that provides 
eligibility for selected governmental funding 
programs and private foundation grants.

Professions benefit from accreditation in that it 
provides:

■	 A means for participation of practitioners to es-
tablish requirements for professional education

■	 A contribution to professional unity through 
bringing together practitioners, educators, stu-
dents, and the communities of interest in an ac-
tivity that improves professional preparation and 
practice (ASPA, 2017).

Successful completion of the accreditation process 
is a significant achievement for all nursing programs. 
The components of self-review and self-assessment 
should be viewed as ongoing rather than sporadic. 
Achievement of accreditation demonstrates program-
matic commitment to quality assessment and quality 
improvement.

With the existing agencies of ACEN, CCNE, and 
NLN CNEA, most nursing programs will have the 
option to choose from among the three program-
accrediting agencies. Baccalaureate and higher degree 
programs will be able to choose to seek accreditation 
from ACEN, CCNE, or NLN CNEA. Associate degree, 
diploma, and practical/vocational nursing programs 
seeking accreditation will be able to choose from 
ACEN or NLN CNEA. If the programs require pro-
gram accreditation for Title IV funding authorization, 
ACEN will remain the nursing accrediting agency of 
choice. Achieving accreditation from any of the three 

nursing program agencies is considered a mark of pro-
gram quality.

Although faculty members may view the accredi-
tation process as tedious and time consuming, it 
is an opportunity for programmatic improvement. 
Accreditation agencies provide detailed guidelines for 
nursing programs to use in their pursuit of initial and 
continuing accreditation.
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Content ownership, 426–427
Content validity, 452, 507–508
Content-related evidence, 444
Context, input, process, and product (CIPP) 

model, 515b
Context of the behavior, 125–126
Continuing education, 538–539
Continuity, curriculum organization and, 107
Continuous quality improvement, 434
Continuous quality improvement (CQI) 

model, 515b
Contract law, 41
Conversation, 107–108

critical, 368t
Cooperative learning, 291

advantages of, 291
disadvantages of, 291
teaching tips for, 291

Coping Behavior Inventory, 74–75
Copyright laws, 4, 426
Core competencies for nurse educators, 173–174
CORE Institute survey, 71–72
Core principles, of Aquinas College, 124b
Cosmology, 107–108
Council for Higher Education Accreditation 

(CHEA), 560–561
Council on Accreditation of Nurse Anesthesia 

Educational Programs (COA), 562
Countenance model, 515b
Course concepts, 182–183
Course design, 127–128

evaluation of, 197–198
in multicultural education, 318

Course design process, 182–185
competencies of, 182
course concepts and content, 182–183

organizing, in modules, 183, 183b
course objectives of, 182
designing lesson plans, 183–184, 184b
implementation of, 185
integration of, 184
outcomes of, 182
predesign of, 182



	 INDEX	 583

Course evaluation, 528
Course faculty, for supporting international 

student learning, 244–245
Course grades, 536
Course grading policies, 197
Course information, 196
Course management systems (CMSs), 410
Course materials

for multicultural education, 319
and resources, 197

Course norms, 197
Course report, 531, 532b
Course requirement, 197
Course syllabus, 41

developing of, 194–197
forewarning in, 274–275, 276b

Courses
clinical practice, 320–321
inclusive excellence in, 315–323
integrating simulations, 367–369
online, 321–322

CP. See Collaborative practice
Criminal background, checks of, 59
Criminal background checks, 77–78, 77b
Criminal cases, 284
Criminal conduct, 273–274
Criminal history check policy, 77b
Criteria, program admission, 317
Criterion-referenced interpretation, 446
Criterion-referenced tests, 475
Criterion-related evidence, 444
Criterion-related patterns, 486
Critical conversation, 368t
Critical reflection, 460–462

advantages of, 461
description and uses of, 460–461
disadvantages of, 461
issues of, 461–462

Crossing the Quality Chasm, 111, 169
"Crowd sourcing,", 386
Cultural Care Theory, 307
Cultural competence, 308–310

assessing personal, 309t
knowledge and, 307
sensitivity and, 307–308
service learning and, 218–232
skills and, 307–308
teaching for, 306t
understanding and, 307–308, 308b

Cultural interaction, 310
Cultural knowing, 307–308
Cultural knowledge, 307
Cultural transmission, 138–139
Currere, 107–108
Curricula (curriculum), 318

blocked course content, 114–115
change, 156
clinical practicum experiences across, 

333–336

Curricula (curriculum) (Continued)
curriculum, understanding, 333–336
evaluating experiences, 335–336
interprofessional clinical education, 335
scheduling clinical practicum 

assignments, 336
selecting clinical practicum experiences, 

334–335
understanding the student, 334

concept-based, 115–117, 116t
considerations, in planning to use 

simulations, 362
content, 526
courses crafting, 158
creating vision, 156–157
definition of, 107–113
design of, 113–118

models for, 114–118
teaching and learning trends in, 

128–129
developing contemporary nursing, 

106–107
development, processes in, 157b, 157f
elements of, 118–130
ideologies in, 104–106

influence of, on nursing education, 
105–106

implementing, evaluating, and improving, 
158

inclusive excellence in, 315–323
integrating service learning into, 222–226
integrating simulations, 367–369
leveling competencies in, 127t
ordering or constructing knowledge 

within, 118
organizing parameters, 157–158
philosophical foundations of, 135–146
philosophical statement for, implications 

of, 144, 145t
resources for, 130
types of, 108–109
for undergraduate programs, 147–162
work dissemination, 158

Curricular design models, 114–118
blocked course content curricula, 114–115
competency-based education and, 117–118
concept-based curricula, 115–117, 116t

Curricular elements, interrelation of, 137f
Curricular experiences, 233–246
Curricular models, transition to practice, 

155–156
Curriculum design, 526
Curriculum development

competencies and, 122–127
environmental scanning and, 97–98
epidemiology and, 98
faculty in, 130
forces and issues influencing, 84–102

strategies to identify, 97–98

Curriculum development (Continued)
for graduate programs, 173–174
introduction to, 103–134
issues in higher education and, 90–93
issues specific to the nursing profession 

and, 93–95
in nursing, 109
nursing and health care workforce and, 

95–97
outcomes and, 122–127
process for, 130–131
revision of, 130–131
role of faculty in, 109–110
simulation and, 112
social context of, 84–90
strategic planning and, 98

Curriculum evaluation, 526–528
elements of, 529b

Curriculum map, 527–528
Curriculum models, for graduate programs, 

163–180
Curriculum organization, evaluation of, 

526–528

D
DASH tool. See Debriefing Assessment for 

Simulation in Healthcare (DASH) tool
Data

collection of, 445
interpretation of, 445–446

Data collector, 445
Data source, 445
Debate, 290–291, 398–400t
Debriefing, 230, 340, 366–367, 368t

postexperience, in education abroad 
experiences, 244

in Simulation Design Scale, 370t
Debriefing Assessment for Simulation in 

Healthcare (DASH) tool, 367
Dedicated education unit (DEU)  

model, 348
Deep learning, 262–265

implications for nursing education, 265
premise of, 265
surface learning vs., 264

Deferred Action for Childhood Arrivals 
(DACA) policy, 92

Delphi approach, 524–525
Deming's continuous quality improvement 

(CQI) model, 515b
Demographics

of changing US population, 87–89
enrollment, 17–18
generational, for nurse educators, 20

Demonstrations, 294
advantages of, 294
disadvantages of, 294
teaching tips for, 294
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Design, course, in multicultural education, 
318

Design phase of simulation, evaluation of, 
369

Designed interprofessional relationships, 
214–215

Designing courses, and learning experience, 
181–201

Designing curriculum, 158
Designing learning experiences, principles 

for, 185–188
Designing lesson plans, 183–184
DEU model. See Dedicated education unit 

(DEU) model
Developing placement sites, 225
Developing values, service learning and, 

218–232
Development, faculty, 13
Development, Relief, and Education for Alien 

Minors (DREAM) Act, 92
Development monies, 547
Development phase of simulation, evaluation 

of, 369
Dialogue, 290
Didactic course, report for, 532b
Diffusion of Innovations, 131
Digital natives, 376
Digital platforms, 356–357
Digital technology, to promote learning in the 

connected classroom, 378–387
Dilemmas, 290–291
Diploma programs, 149
Disabilities, students with, 62–83. See also 

Learning disabilities
accommodations for, 65, 68–69
case studies for future discussion, 79b
legal issues related to, 62–66, 64–65b
mental health problems in, 74–77
physical, 69–71
services for, 64b
standards for, 64
substance abuse and, 71–74
websites with information on 

accommodating, 78
Disability Support Services, 64b
Disabled military veterans, 71
Disciplinary issues, due process for, 45–46
Disciplinary literacy, 27
Discipline, 279
Discipline specific survey, 553
Discovery, scholarship of, 8, 539
Discovery learning, 186
Discussion

class, 417
online, management of, 420–421

Discussion forums, 425b
Discussion groups, 398–400t
Dishonesty, in classroom setting, 55
Disposition, of nurse educators, 16–17, 17f

Distance education, 392–409, 543. See also 
Online learning

adapting service learning for, 228
adapting teaching for, 403
asynchronous technologies and, 400–402
course enhancements and resources for, 

405
definition of, 392
design considerations of, 403–405
emerging trends in, 402
evaluation of, 405–406
program evaluation in, 406
regulatory issues of, 403
synchronous technologies and, 395–400

Distance learning, 393
Distractor evaluation, 489–490
Distractors, 478
Diverse learning

in simulation scale, 371t
strategies to support, 15–37

Diverse students
barriers that affect the success of, 22–24

faculty diversity, 24
financial resources, 23
language skills, 23–24
rigorous academic preparation, 23
social class differences, 23

community, curriculum development 
and, 104

learning outcomes of, 32
preparation for transition to practice of, 

32–33
strategies to increase success of, 24–27

academic support programs, 26
inclusivity, 27
nursing language comprehension 

studies, 26–27
Diversity

demographics and, 88
nursing, general population and, 16, 16t
undergraduate principle of learning related 

to, 235b
Dixon v. Alabama State Board of Education, 

40, 46
DNP. See Doctor of nursing practice (DNP) 

degree
Doctor of nursing practice (DNP) degree, 

2, 96
development of, 166–167
program design, 171–172
progression and graduation requirements 

for, 175
Doctoral education

for nurses, 165–166
program designs for, 170–172

Doctoral programs in nursing
academic progression for, 173
development of, 165–166

Doctorate in education (EdD) degree, 167

Documentation
accreditation process and, 570
clinical performance evaluation and, 501
communication and, 278–279
in student performance, 533

Documents, due process for academic issues 
and, 44

Domain, of learning, 453–456
Drag-and-drop questions, 481
Drug guides, 380
Drug testing, 59, 72

mandatory, 73
random, 73–74

Dual assignments, 342–343
Due process, 40–42, 41t

for academic issues, 43–45
for disciplinary issues, 45–46
procedural, 40
substantive, 40

Dunn, Dunn, and Price Productivity 
Environmental Preference Survey, 30–31

Dynamics, classroom, 311
Dyslexia, 65, 67–68

E
E-book readers, 384
E-books, 384–385
Eclectic framework, development of, 

120–121, 121f
Educating for the Health Team, 202–203
Educating Nurses: A Call for Radical 

Transformation, 111
Education

distance, 392–408
adapting teaching for, 403
asynchronous technologies and, 

400–402
course enhancements and resources 

for, 405
definition of, 392
design considerations of, 403–405
emerging trends in, 402
evaluation of, 405–406
program evaluation in, 406
regulatory issues of, 403
synchronous technologies and, 395–400

higher, issues in, 90–93
access, 91–92
accountability, 92–93
affordability, 91
campus activism, 93
internationalization, 93

interprofessional. (see Interprofessional 
education)

multicultural
academic programs in, 316–318, 317t
classroom dynamics in, 311
course design in, 318
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Education (Continued)
course materials for, 319
cultural competence and, 306t
immersion experiences in, 321
inclusive learning environment and, 

310–312, 311b
institutional values in, 316
instructional resources, 319
in nursing, 304–327
recruitment in, 316–317
retention, 318

nursing
changes in, 376
curriculum ideologies on, influence of, 

105–106
future technologies of, 388–389, 388b
implications for, 63–66
litigation within, 59
online learning in, 409–410
philosophy and, 138–139

Education abroad, experiences in,  
240–244

Education Amendments of 1972, 315–316
Educational practices, 424t

integration of, 423
in online courses, 424t
in simulation scale, 371t

Educause Center for Analysis and Research 
(ECAR) study, 376

Effective behavioral feedback, providing, 
277, 277b

Effective clinical teachers, 339b
Effective clinical teaching, 336–340, 338b
EHRs. See Electronic health records
Elaborations, of CCNE, 565
Electronic classroom

student's view of, 404–405
teacher's view of, 404

Electronic device use policies, developing and 
using, 378, 378b

Electronic health records (EHRs), 88, 375
documentation, 501

Electronic testing formats, 502
Emergency Nurses Association, 73
Emeritus, 6
Emerson, Ralph Waldo, 136
Emory University's Nell Hodgson Woodruff 

School of Nursing, 141b
Employer outcomes, 551–552
Employer surveys, 551, 552b
Employment rate, 551
End-of-Life Nursing Education Consortium 

(ELNEC), 87
Engagement, definition of, 286
Enhanced podcasts, 401
Enrollment demographics, 17–18
Enrollments, in online courses, management 

of, 421–422
Enthusiasm, in warm syllabus, 195t

Environment
community-based, 332
learning

clinical, 328–333
inclusive, 310–312, 311b
practice, 328–329

social, in inclusive academic program, 317t
trusting and caring, establishing, 276–277, 

277b
virtual learning, 410

Environmental challenges, intensifying, 
curriculum development and, 90

Environmental fidelity, 354
Environmental scanning, 97–98
Epidemiology, 98
E-portfolios, 298, 456
Equivalence reliability, 444–445
E-service learning, 228
Essays, 462–463

advantages of, 462
description and uses of, 462, 462b
disadvantages of, 462–463
issues of, 463

Essential abilities, 64
Essentialism, 138t
Essentials, 236
Ethical issues, 38–61

related to academic performance, 54–57
Ethics, in IPEC core competencies, 204–205, 

204b
Ethnic diversity, in nursing workforce, 16, 20
Ethnicity, in microaggressions, 312t
Evaluating experiences, 335–336
Evaluation. See also Program evaluation

administrative effectiveness, structure, and 
governance, 544–545, 546b

alumni, 552–555
assessment and, 450–451
of clinical performance, 494–513

evaluation of, 511
general issues in, 494–497, 495b
methods and tools for, 497–506, 498t
process of, 506–511

course, 528
curriculum, 526–528

elements of, 529b
organization, 526–528

defined, 437–439
determining when, 440, 440b
in distance education, 405–406
external agencies, 548–549, 549b
faculty, 536–541

elements of, 542b
performance of, 13, 540–541

fiscal resources, 545–548
elements of, 548b

formative, 191–192, 438, 497
identifying the purpose, 440
internet-based resources related to, 448b

Evaluation (Continued)
learning materials, 530–531
mission and goal, 517–525

elements for, 525b
models of, 515–517, 515b, 517f
of online learning, 419
outcomes, 550–555

elements of, 555b
participants, 495–497
partnerships and relationships, 548–549, 

549b
peer, 4

accreditation and, 561
clinical performance evaluation and, 496
distance education and, 406
of faculty performance, 541
of teaching strategies, 529–530

philosophical approaches of, 439
purpose of, 440b
sample writing assignment with grading 

rubric, 461b
selecting strategies for, 451–453
self, 498t, 505–506, 540–541
strategies for

learning outcomes, 456–471, 457–458t
observation, 498–499, 498t
oral communication methods, 498t, 

502–503
self-evaluation, 498t, 505–506
simulations, 498t
student written communication, 

501–502
of student

APG policies and procedures, 533–536, 
536b

support services, 549–550, 550b
teaching strategies, 529

summative, 192–193, 438, 497
support courses, 528
of teaching, 530–531

effectiveness of, 528–533, 533b
tools for, 528

timing of, 431
transcript, 549
use of simulations for, 357

Evaluation cycle, 517, 517f
Evaluation data, access to, 497
Evaluation process, 437–449

choosing, of framework or model for, 
441–442

collecting data, 445
considering the cost of, 447–448
evaluator, selecting, 440–441, 441b
instrument, selection of, 442–445
internet-based resources related to, 448b
interpreting data, 445–446
legal and ethical considerations in, 446
reporting the findings, 446–447
using the findings, 447
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Evaluators
peer, 496
selecting, 440–441, 441b

Evidence-based debriefing, 366–367, 368t
Evidence-based teaching practices, 10b
Ewing, Regents of University of Michigan v., 46
Excellence, inclusive, developing, 315–323
Exhibit questions, 479–480
Existentialism, 138t
Exit surveys, 552
Expectations, high, online learning and, 

423–424
Expected outcomes, 122
Experiential learning, 219

Kolb's theory of, 220
simulations as, 357–358

Experiential learning theory, 249–252t
External agencies, evaluation of, 548–549, 

549b
External consultant, 571
External evaluators, 441
External funding, 546–547

F
Face validity, 452
Facebook, online learning and, 430
"Facebook effect," social networking, 419
Face-to-face Teaching Exemption, 427
"Facilitator," of learning, 420
Fact-finding team, 565–566
Factual knowledge, 288–290, 288t
Faculty

adjunct, 348, 422
appointment in, 5–8
autonomy of, 110
in blocked course content curricula, 114
in classroom settings, 39
clinical performance evaluation and, 

495–497
in clinical settings, 39
in concept-based curriculum, 115
core responsibility of, 4
course, for supporting international 

student learning, 244–245
in course design, 127–128
development of, 13, 538–539

and support, 416–417
evaluation of, 536–541

elements of, 542b
performance of, 13, 540–541

experience with, 287
incivility and, 270
interactions with students, 38–39
in IPE and CP, 208–210
leading study abroad programs, 241b
mentoring for, 7–8
nursing, responsibility of, 48
online learning and, 419

Faculty (Continued)
in ordering or constructing knowledge, 118
orientation programs for, 12
philosophical statement and, 142–144
planning development for, to service 

learning, 224–225
preparation of, for clinical teaching, 

340–341
preparing, teach graduate level, 176–177
promotion in, 5–8, 417–418
qualifications of, 536–537
responsibilities of, 4–5

in students with impairments, 73–74
in students with mental health 

problems, 76–77
rights of, 4–5
role of

in appeal process, 48
in curriculum development, 109–110
in facilitating debriefing, 367
future of, 3–4
historical perspective of, 2–3
in nursing, 1–14

sabbaticals for, 13
scholarship in, 539–540
scholarship of application in, 9
scholarship of discovery in, 8
scholarship of integration in, 8–9
scholarship of teaching in, 9
service learning and, 221–222
shortage of, 2
simulation and, 362–363
as stakeholders, 529–530
-student learning relationship, 281–282, 

282b
and student relationships, 57
teaching as a scholarly endeavor and, 8–10

Faculty constraints, 198–199
Faculty development

funding for, 546
in planning to use simulations, 363

Faculty diversity, lack of, 24
Faculty evaluator, roles of, during evaluation 

process, 507b
Faculty support, 223
Faculty tenure, 5–8, 417–418
Faculty-at-a-distance nurse educator (FDNE), 

416
Faculty's philosophy, of teaching and learning, 

196–197
Faculty-to-staff ratios, 548
Fair Testing Guidelines for Nursing Education, 

58–59
Fair treatment, student rights and, 42
Fair-use laws, 4
Faith-based curricula, service learning and, 

227
Family Educational Rights and Privacy Act 

(FERPA), 278–279, 497

Favoritism, 57
FDNE. See Faculty-at-a-distance nurse 

educator
Federal Educational Rights and Privacy Act, 43
Feedback

clinical teaching and, 338–340
due process for academic issues and, 45
elucidating role of trust in, 276–277, 277b
online learning and, 425–426
preventing problematic behavior and, 277, 

277b
"Feedback loops,", 570
FERPA. See Family Educational Rights and 

Privacy Act
Fictitious license, 49
Fidelity

levels of, 354
simulation and, 354
in Simulation Design Scale, 370t

Fill-in-the-blank questions, 480
Financial resources, lack of, 23
Financial support, 317
First generation, college students, 22
Fiscal resources, evaluation of, 545–548

elements of, 548b
Flipped classroom, 129, 188, 292–293, 

375–376, 410
advantages of, 292
disadvantages of, 292
teaching tips for, 292

Focus groups, 529, 552
Focused clinical experiences, 334–335
Formal data collection, 445
Formative evaluation, 191–192, 438, 450–451, 

497
distance education and, 405–406, 431

Fourteenth Amendment, 40
Frame of reference, 445–446
Framework

eclectic, 120–121, 121f
organization of, 118–121, 119b

guiding principles for developing, 
121–122

single-theory, 120
France, Anatole, 136
Full syllabus, for undergraduate nursing 

course, example of, 194, 195b, 196t
Full-context simulations, 354–355
Full-web courses, 411
Functional standards, for disabled students, 64
Funding groups, 547
Future of Nursing report, 143–144

G
Game-based learning, simulation through, 

357
Games, 294–296

advantages of, 294
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Games (Continued)
disadvantages of, 294–295
teaching tips for, 294–295

GarageBand, 401–402
"Gatekeeper,", 562
Gay, nursing students, 21
Gender, 313–314

in microaggressions, 312t
Gender diversity, in nursing workforce, 16
Generation, nursing students and, 18
Generation X, 18
Generation Y, 19
Generation Z, 19
Giving, clinical teaching and, 338–340
Global Advisory Panel on the Future of 

Nursing & Midwifery (GAPFON), 236
Global Alliance for Leadership in Nursing 

Education and Science, 236
Global awareness, through service learning, 

227–228
Global focus, example university mission 

statement with, 235b
Global health, 89–90, 233–246

advancing
professional nursing associations in, 

235–236
through internationalizing the nursing 

curriculum, 237–240
competencies, 233–234, 234b

for health professions programs, 234b
definition of, 233
description of, 233
education abroad experiences in

academic framework, 240–241, 241b
developing student learning outcomes, 

242
onsite arrival, 243
onsite learning strategies, 243, 243b
organization support, 241
partnership development, 241–242
postexperience debriefing, 244
purpose and program development, 

240
students and predeparture planning, 

242–243
students and student code of conduct, 

242
perspectives, in school of nursing, 235
US schools of nursing, international 

students enrolled in, 244–245
Global learning goals, 235b
Global nursing leadership, organizations 

involved in, 236t
Global perspective, in higher education, 

234–235
Global violence, curriculum development 

and, 86–87
Globalization, 89

increase in, 89–90

Goal, evaluation of, 517–525
elements for, 525b

Goal-free evaluation model, 515b
"Good" model, online learning and, 415
Gordon, Suzanne, 136
Governance, evaluation of, 544–545, 546b
Governmental issues, 315–316
Grade indexing, 492
Grade inflation, 492, 533–535
Grades, assigning, 490–492, 491t
Grading, 439

online learning and, 431–433
Grading rubrics, 455b

sample writing assignment with, 461b
Grading standards, 492
Graduate degrees, 96. See also Doctor of 

nursing practice (DNP) degree
Graduate education

academic progression models for, 172–173
future trends in, 177–178

Graduate nursing education, 163, 177
historical development of, 163
quality of, 174–175

Graduate programs
competency/outcomes based models, 174
curriculum designs for, 174
curriculum development for, 173–174
curriculum models for, 163–180
teaching in, 174–177

Graduate Record Exam (GRE), 474–475
Graduation

preparation for, 318
test for, 474–475

Graduation rates, 550
Grand rounds, 344
Graphic design principles, 426
Graphic items, 481–482, 481f
Graphics, 398–400t
Greene, Maxine, 135
Grievances, 41–42, 46–48
Grit, 28
Group assignments, 291
Group discussions, 289–290

advantages of, 290
disadvantages of, 290
teaching tips for, 290

Guided reflections, 340
in Simulation Design Scale, 370t

Guides, drug, 380

H
Harassment, 57
Hatch Act, 3
Health care environments, selecting, 333
Health care information technology, changes 

in, 375
Health care reform, 85, 86t
Health care system, service learning and, 222

Health care workforce, nursing and, 95–97
Health Information Technology for Economic 

and Clinical Health Act, 343
Health Insurance Portability and 

Accountability Act (HIPAA), 43, 341, 
497

Health Resources and Services 
Administration (HRSA), 21

Health-related applications, 380–381
Healthy People 2020, 106
Hearing Committee, 566
Hearing impairments, 70
Hermeneutics, 138t
Hidden curriculum, 108, 142
High expectations

online learning and, 423–424
in simulation scale, 371t

Higher education, 409
issues in, 90–93

access, 91–92
accountability, 92–93
affordability, 91
campus activism, 93
internationalization, 93

High-fidelity simulation, 354, 358
High-impact practices, 287
High-stakes simulations, 359
High stakes testing, 58–59, 474–475
HIPAA. See Health Insurance Portability and 

Accountability Act
Holistic approach, to grading, 454–455
Holistic review, 25
"Home base,", 574
Honor code, 56
Horizontal organization, 526
Horowitz, Board of Curators of the University 

of Missouri v., 40
Hotspot (rollover) questions, 480–481, 480f
HRSA. See Health Resources and Services 

Administration
Human beings, statements of philosophy 

and, 141b
Human capital, 95–96
Human potential movement, 258. See also 

Humanism theory
Humanism, 138t
Humanism theory, 258–260

implications for nursing education, 259
premise of, 259

Humor, in warm syllabus, 195t
Hybrid courses, 393, 411
Hybrid simulations, 355

I
“Icebreaker” strategies, 259
IDEA. See Individual Development and 

Educational Assessment
Idealism, 138t
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Idiosyncratic methods, 193
If-then statements, 144, 145t
IHI. See Institute of Healthcare Improvement
Illegitimate curriculum, 108
Imagery, 295

advantage of, 295
disadvantage of, 295
teaching tips for, 295

Immersion experiences, in multicultural 
education, 321

Implementation phase, 191–192
evaluation of, 369, 371t

In situ simulations, 356
Incentive projects, 547
Incivility

being transparent, 275
campus resources for, 280
case studies of, 283b
establishing a trusting environment, 

276–277, 277b
faculty-student learning relationship and, 

281–282, 282b
in higher education environment, 

270–271
implications for practice and, 280–281
managing student, and misconduct, 

270–285
overview of, 270
proactive response strategies for, 274–280
providing effective behavioral feedback, 

277, 277b
uncivil faculty behaviors, 271, 271b

Inclusive excellence, developing, 315–323
Inclusive learning environment, 310–312, 

311b
Inclusive teaching strategies. See Universal 

design strategies
Inclusive Teaching Strategies in Nursing 

Education (ITS-NE), 65–66
Inclusive Teaching Strategies Inventory 

(ITSI), 65
Inclusive Teaching Strategies-Student 

(ITSI-S), 66
Inclusivity, success of diverse students  

and, 27
Individual Development and Educational 

Assessment (IDEA), 529, 544–545
Individual web conferencing, 397
Informal data collection, 445
Information, in Simulation Design Scale, 

370t
Infrastructure, 546
Inquiry-based learning, 186
Institute for Higher Education Policy, 418
Institute of Healthcare Improvement (IHI), 

202, 207
Triple aim, 207f

Institute of Medicine (IOM), 148, 169, 
202–203, 222–223

curriculum development and, 111

Institution
academic, inclusive excellence in, 315–323
service learning and, 222

Institution will, 416
Institutional code of conduct, reviewing, 

275
Institutional planning

commitment and, 414–416
for online learning, 413–419

Institutional values, 316
Institutionally based dedicated video 

conferencing systems, 394–395t, 396
Institutionally focused web conferencing, 

396–397
and cloud based software (two-way), 

394–395t
Instructional delivery systems, 394–395t
Instructional resources, for multicultural 

education, 319
Instructional techniques, 336
Instructional technology, 542–543
Instructor, 6
Integration

curriculum organization and, 107
scholarship of, 8–9, 540

Integrative clinical experiences, 335
Integrative Clinical Preceptor Model, 346
Intellectual and moral development theory, 

257–258
implications for nursing education, 

257–258
premise of, 257

Intellectual property, 4
Intellectual test, 527–528
Interaction

asynchronous, 411–412
in online learning, 426
synchronous, 411–412

Interactive learning, 401
Interim evaluation, 531–532
Internal consistency, 527–528, 539f
Internal consistency reliability, 444–445
Internal evaluators, 440–441
International Council of Nurses (ICN), 236
International Nurses Society on Addictions, 

73
International perspective of women's health, 

in BSN curriculum, 237t
International students, 244–245
Internationalization, curriculum development 

and, 93
Internet, connecting to, 377
Interorganizational dimension, of program 

evaluation, 548–549, 549b
Interpretive pedagogies theory, 260–262
Interprofessional clinical education, 335
Interprofessional collaborative practice, IPEC 

core competencies for, 204b
Interprofessional communication, in IPEC 

core competencies, 204b, 205–206

Interprofessional conferences, 503
Interprofessional education (IPE), 112–113, 

202–217, 297–298
advantages of, 297
curriculum for, framework of, 208–210
disadvantages of, 297–298
experiences, 213–215
faculty in, 208–210
gestalt of, 206
historical perspective in, 202–203, 203f
initiatives

guide to planning, 209b
implementing, into curriculum, 

210–215, 212b
institution in, 208–210
IPEC core competencies for, 204b
Kirkpatrick model in, application of, 

209b
national standards for, 203–207
organizing, 213–215
on patient outcomes and education, 

207–208, 207f
simulations used in, 360
student considerations with, 215
successful integration of, steps for, 210
teaching tips for, 297

Interprofessional Education Collaborative 
(IPEC), 112–113

core competencies, 204, 204b
Interrater reliability, 452–453, 453b, 

507–508
Interview, 398–400t, 442, 503
Involvement, definition of, 286
IOM. See Institute of Medicine
IPE. See Interprofessional education
IPEC. See Interprofessional Education 

Collaborative
IPod devices, 385, 401
Items, determining number of, 477
ITSI. See Inclusive Teaching Strategies 

Inventory
ITSI-S. See Inclusive Teaching 

Strategies-Student

J
Journal writing, 299–300

advantages of, 299–300
disadvantages of, 300
teaching tips for, 299

Journals, 345, 345b, 506

K
Key elements, of CCNE, 565
Kirkpatrick model, 208, 515b

application of, 209b
Knowledge, procedural, 293–294
Kolb Learning Style Inventory, 29
Kolb Model of Experiential Learning, 30, 30f
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L
LACE Network, 168, 168t
Language comprehension studies, diverse 

students and, 26–27
Language skills, lack of, 23–24
Laptop computers, 378–379
"Last mile" problem, in telecommunications, 

427
Latchkey kids, 18
Leadership, 97, 544
LEAP. See Liberal Education and America's 

Promise
Learner-centered clinical education 

environment, 332–333
Learner-centered courses, 181

design process for, 182–185
evaluating course design and, 197–198
outcomes, 181
syllabus for, 194–197

Learner-centered ideology, 105
Learners, support of, 287
Learning

active, 187–188
benefits of, 187
overview of, 187–188
in simulation scale, 371t
strategies to promote, 286–303

assessment of, 531–533
assisted, 254
cognitive theories definition of, 253
deep, 262–265

implications for nursing education, 265
premise of, 265
surface learning vs., 264

distance education and, 392–408
domain of, 453–456
humanism theory definition, 258
nursing education and, 129–130
online

academic integrity in, 431–433, 432b
assessment of, 419
blending with various learning 

environments, 412t
clinical teaching and, 430
content ownership, 426–427
continuous quality improvement, 434
description of, 410
designing courses and activities for, 

422–426
effectiveness of, 434
evaluating and grading learning 

outcomes of, 431–433
evaluation of, 419
faculty role in, 419–422
institutional planning for, 413–419
in nursing education, 409–410

with peers, 287
statements of philosophy and, 141b
teaching to, 375
with technology, 287

Learning (Continued)
theoretical foundations of, 247–269
using simulations

for assessment and evaluation of 
learning, 359–360

challenges and benefits of using, 361–362
for clinical make-up, 360–361
for clinical substitution, 360–361
designing, 362
evaluation considerations when using, 

369
evaluation of the design and 

development phase of, 369
as experiential learning, 357–358
hybrid, 355
implementing, 365–369
integrating into courses and curricula, 

367–369
for interprofessional education, 360
nomenclature, 354–355
planning to use, 362–363
purpose of, 357–361
in situ, 356
as teaching-learning strategy, 358–359
types of, 355–357
unfolding case, 355–356
virtual, 356–357

Learning activities, 190–191, 319–320
concept-based, 345
for online learning, 422–426
passive and active, 187–188

Learning circles, 398–400t
Learning disabilities

academic failure in classroom setting and, 
52

accommodating, 68–69
campus support services and, 69
characteristics of, 67–68
National Council Licensure Examination, 

69
nursing student with, 67–69

Learning environment
clinical, 328–333
inclusive, 310–312, 311b
practice, 328–329

Learning experiences
active learning, 187–188
constraint to choosing and implementing 

courses and, 198–200, 198t
designing courses and, 181–201
domains of, 188–191, 188–189f
evaluating courses and, 191–193
locally based, in internationalizing the 

nursing curriculum, 238–240, 239b
passive and active learning, 187–188
passive learning, 187
principle for, 185–188
resistance participation in, 199
structured, 186

and unstructured, 186–187

Learning experiences (Continued)
with technology, 200
unstructured, 186–187

Learning management systems (LMSs), 387, 
393, 410

Learning materials
evaluation of, 530–531
selecting, 184–185

Learning modules, 411
Learning outcomes, 122, 182, 450–473

assessment of, 450–451
choice of strategy, 452
effectiveness of, 453
evaluation of, 322–323, 369, 450–451
procedures for, 452
purpose of, 451
reliability, 452–453
setting of, 451–452
strategies, selecting, 451–453
useful resources, 481b
validity of, 452–453

Learning resources
evaluation of, 541–544, 544b
selecting, 184–185

Learning space, creating, 377
Learning style, 310, 319

preference of student, 28–31
diverse, assessment of, 28–29
frameworks and models, 29–31
implications of, 31
VARK, 29–30, 30b

Learning theories, 247–265, 249–252t
behavioral, 248
cognitive, 248–253

Learning trends, in curriculum design, 128–129
Learning wheel, 526, 527f
Lecture, 289, 398–400t

advantages and disadvantages of, 289
teaching tips for, 289

Lecturer, 6
Legal considerations, in evaluation process, 446
Legal issues

disabled students and, 62–66, 64–65b
emerging, 57–59
service learning and, 226

Legislative issues, 315–316
Legitimate curriculum, 108
Lesbian, nursing students, 21
Lesson plans, designing, 183–184, 184b
Level of the behavior, 125–126
Liberal arts curriculum, goals of, 528
Liberal Education and America's Promise 

(LEAP), 32
Liberal education foundation, 528
Library resources, 543–544
Library services, 544
Licensed practical programs, 149
Licensed practical/vocational nurses, 

academic progression models for, 
153–154



590	 INDEX

Licensed vocational programs, 149
Licensing examination pass rates, 550–551
Lifting, students with disabilities and, 64, 70
Likert scale, 443
Linear congruence, 526
Linguistic bias, 313–314, 315b
Linguistic complexity, 482
Linguistic modification, 323, 482
Litigation, trends in, 59
Live capture, 385–386
LMSs. See Learning management systems
Locally based learning experiences, 

in internationalizing the nursing 
curriculum, 238–240, 239b

Logs, 506
Low fidelity, 354
Low-stakes simulations, 359

M
Magnet Recognition Program, 95
Mandatory drug testing, 73
Massive open online course (MOOC), 409

examples in, 424t
Master's education, program designs for, 170
Master's program, development of, 165
Master's programs in nursing, 163–167, 164t
Materials

advertising, in inclusive academic 
program, 317t

course, for multicultural education, 319
MBTI. See Myers-Briggs Type Indicator
Meditation, 75
Medium fidelity, 354
Men, in nursing, 20–21
Mental health problems, 74–77
Mental rehearsal, 76
Mentoring

for faculty, 7–8
faculty development and, 538
service learning and, 222

Mentors, 63
success of diverse students and, 25

MERLOT, 411
Messaging services software, 383–384
Metacognition, 128
Metacognitive knowledge, 288, 288t, 296–300
Metaparadigm of nursing, 139
Microaggressions, 311–312, 312t
Midclinical conferencing, 344
Midwife Educator Core Competencies, 234
Millennials, 19
Mind mapping, 291–292
Mindfulness, 75, 295
Misconduct. See also Incivility

being transparent, 275
campus resources for, 280
case studies of, 283–284
continuum of, 271–274, 272f

Misconduct (Continued)
establishing a trusting environment, 

276–277, 277b
faculty-student learning relationship and, 

281–282, 282b
in higher education environment, 270–271
implications for practice and, 280–281
in learning environment, 270–285
proactive response strategies for, 274–280
providing effective behavioral feedback, 

277, 277b
responding to, 279–280
of student in the classroom, 272b

Mission, 113–114
of Aquinas College, 124b
evaluation, 517–525

elements for, 525b
Mission statement, 136
"M-learners," online learning and, 423
Mobile computers, 380
Mobile devices, 378–381

cleanliness of, 378
in clinical setting, 388b
in connected classroom, 381, 381b
nursing software for, 379–381
requiring student use of, 379
using during clinical experiences, 

387–388
Mobile health, 345
Mock on-site visit, 571
Mock visit, 571
Modules, organizing concepts and content, 183
MOOC. See Massive open online course
Moodle, online learning and, 416
Morrill Act, 3
Multicultural education

academic programs in, 316–318, 317t
classroom dynamics in, 311
course design in, 318
course materials for, 319
cultural competence and, 306t
immersion experiences in, 321
inclusive learning environment and, 

310–312, 311b
institutional values in, 316
instructional resources, 319
in nursing, 304–327
recruitment in, 316–317
retention, 318

Multimedia, 398–400t
Multiple assignments, 342–343
Multiple intelligences theory, 262–265

implications for nursing education, 265
premise of, 265

Multiple-choice examinations, 533
Multiple-choice test questions, 474–493

planning, 474–477
structure of, 478

Multiple-response items, 479

Multipoint video conferencing, 396
Myers-Briggs Type Indicator (MBTI), 30

N
Narrative pedagogy, 128
Narrative pedagogy theory, 261–262

implications for nursing education, 262
premise of, 262

National College Student Health Assessment 
II, 74

National Council Licensure Examination 
(NCLEX), accommodations for, 69

National Council Licensure Examination-
Registered Nurse (NCLEX-RN), 556

National Council of State Boards of Nursing 
(NCSBN), 16, 58, 69, 71, 73, 78, 360, 
413–414

National Faculty Salary Survey, 537
National Institute on Drug Abuse, 72
National Institutes of Health, 546–547
National League for Nursing (NLN), 16, 

38–39, 103, 149, 222–223, 525, 566–567
scope of practice for academic nurse 

educators, 109
National League for Nursing Accrediting 

Commission (NLNAC), 515, 563
National League for Nursing Commission for 

Nursing Education Accreditation (NLN 
CNEA), 525, 566–568

standards and accreditation process, 567–568
National League for Nursing Competencies, 

for nurse educators, 10–12, 10b
National Organization of Nurse Practitioner 

Faculties (NONPF), 168, 525
National Student Nurses Association, 72–73
National Survey of Student Engagement, 549
National Survey on Drug Use and Health, 71
National Task Force on Quality Nurse 

Practitioner Education (NTF), 173
Natural disasters, curriculum development 

and, 86–87
Natural interprofessional relationships, 214
Naturalistic model, 441
NCLEX. See National Council Licensure 

Examination
NCLEX-RN. See National Council Licensure 

Examination-Registered Nurse
NCSBN. See National Council of State Boards 

of Nursing
ND. See Nurse doctorate
NEAC. See Nursing Education Accreditation 

Commission
Needs assessment, 403–404
Net/Internet Generation, 19
Neuroplasticity, 262–263
Neuroscience theory, 249–252t, 262–265
New Media Consortium's (NMC) Horizon 

Report, 113
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Next generation digital learning environment 
(NGDLE), 410–411

NGDLE. See Next generation digital learning 
environment

NLN. See National League for Nursing
NLN CNEA. See National League for Nursing 

Commission for Nursing Education 
Accreditation

NLNAC. See National League for Nursing 
Accrediting Commission

Nomenclature, simulation, 354–355
Nonacademic health centers, 211–213
NONPF. See National Organization of Nurse 

Practitioner Faculties
Nonselective portfolios, 456
Nontenure-track, 5
Normal curve, 488
Norm-referenced interpretation, 445–446
Norm-referenced tests, 476
Novice faculty, 198–199
Novice to expert theory, 258

implications for nursing education, 258
premise of, 258

Null curriculum, 108–109
Nurse doctorate (ND), 166
Nurse educator

academic, 53–54
disposition of, 16–17, 17f
implication of generational demographics 

for, 20
National League for Nursing Competencies 

for, 10–12, 10b
online learning and, 434
in practice setting, 422

Nurse Educator Core Competencies, 234
Nurse Practitioner Faculties, National 

Organization of, 168
Nursing

curriculum development in, 109
development of doctoral programs in, 

165–166
master's programs in, 163–167, 164t
men in, 20–21
multicultural education in, 304–327
school of, philosophy of

concepts in, 139–140, 141b
developing or refining, 142–144, 145t

teaching in, 1–14
veterans entering, 21–22

Nursing care delivery, context of, 93–95
Nursing care plans, 502
Nursing competencies, for nurse educators, 

10–12, 10b
Nursing curriculum

contemporary, 106–107
internationalizing, advancing global health 

through, 237–240
locally based learning experiences in, 

238–240, 239b

Nursing curriculum (Continued)
program level changes in, 237–238, 

237t, 238b
service learning and, 226–230

Nursing degree, PhD in, 167
Nursing education

changes in, 376
curriculum ideologies on, influence of, 

105–106
future technologies of, 388–389, 388b
implications for, 63–66
litigation within, 59
online learning in, 409–410
philosophy and, 138–139

Nursing Education Accreditation 
Commission (NEAC), 564

Nursing education exchange, 174
Nursing faculty, 66, 78
Nursing grand rounds, 344
Nursing profession, issues specific to, 93–95
Nursing program comprehensive evaluation 

plan, 518–524t
Nursing programmatic accreditation agencies, 

562–568
Nursing software, for mobile devices, 

379–381
Nursing staff, clinical performance evaluation 

and, 496
Nursing students

bisexual, 21
characteristics of, on academic success, 

27–28
with dyslexia, 65, 67–68
first generation, 22
gay, 21
lack of financial resources of, 23
with learning disability, 67–69
learning style preferences of, 28–31

diverse, assessment of, 28–29
frameworks and models, 29–31
implications of, 31
VARK, 29–30, 30b

lesbian, 21
men, 20–21
with mental health problems, 74–77
profile of, 16–22
with substance abuse, 71–74
transgender, 21

Nursing Workforce Reauthorization Act, 315
Nursing's metaparadigm, 119

O
Objective structured clinical examination 

(OSCE), 356, 359–360, 504
Objectives, 117, 182

in Simulation Design Scale, 370t
Objectivity, 446
Observation, evaluation and, 498–499, 498t

Off-campus clinical, 360
Official curriculum, 108
OLCs. See Online learning communities
On-campus clinical, 360
Online Adjunct Faculty Mentoring Model, 

422
Online conferences, 344
Online courses, 321–322

academic integrity in, 431–433, 432b
designing of, 422–426
educational practices in, 424t
effectiveness of, 434
large enrollments in, management of, 

421–422
programs, 434

Online education, 393
Online learning, 113

academic integrity in, 431–433, 432b
assessment of, 419
blending with various learning 

environments, 412t
clinical teaching and, 430
content ownership, 426–427
continuous quality improvement, 434
description of, 410
designing courses and activities for, 422–426
effectiveness of, 434
evaluating and grading learning outcomes 

of, 431–433
evaluation of, 419
faculty role in, 419–422
institutional planning for, 413–419
in nursing education, 409–410

Online learning communities (OLCs), 
410–413

Online videos, 294
Onsite arrival, in education abroad 

experiences, 243
Onsite learning strategies, in education 

abroad experiences, 243, 243b
On-site visit, 571–574

preparation of, 571–574
OPEL model, 69
Open-source systems, 416
Operational curriculum, 108
Oral communication, clinical performance 

evaluation and, 498t, 502–503
Oral questioning, 465–466

advantages of, 465–466
description and uses of, 465, 465b
disadvantages of, 466
issues of, 466

Ordered-response questions, 481
Organization support, in education abroad 

experiences, 241
Orientation programs, for faculty, 12

development, 538
OSCE. See Objective structured clinical 

examination
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Outcomes
curriculum development and, 122–127, 

124b
employer, 551–552
evaluation of, 550–555

elements of, 555b
learner-centered courses and, 181
learning, 450–473

assessment of, 450–451
choice of strategy, 452
effectiveness of, 453
evaluation of, 450–451
procedures for, 452
purpose of, 451
reliability, 452–453
setting of, 451–452
strategies, selecting, 451–453
useful resources, 481b
validity of, 452–453

of online learning, 431–433
program, improvement of, 555
purpose of, 550
student, 550–551

Outcomes based models/competency, 174

P
Packaging, the evaluation report, 447
Paired model, of clinical education, 347
Palmer, Parker, 135
Panel discussion, 398–400t
Papers, 462–463

advantages of, 462
description and uses of, 462, 462b
disadvantages of, 462–463
issues of, 463

Partial task trainers, 354–355
Partial-context simulations, 354–355
Partners in Caring and Community: Service-

Learning in Nursing Education project, 
223

Partnership
development, in education abroad 

experiences, 241–242
evaluation of, 548–549, 549b
models, 154–155

Passive learning, 187–188
overview of, 187

Patient care, preparing students for, 341–343
Patient care assignments, 341–342, 342b
Patient outcomes, in IPE and CP, 207–208
Patient progress notes, 501
Patient Protection and Affordable Care Act 

(PPACA), 3, 85
Patient safety, curriculum development and, 

95
Patient simulation, 468–469. See also 

Simulations
advantages of, 468

Patient simulation (Continued)
description and uses of, 468
disadvantages of, 468
issues of, 469

Patients
clinical performance evaluation and, 

496–497
standardized, 355

Pedagogical shifts, 375–376
Pedagogy, 256
Peer, definition of, 529–530
Peer active learning, 188
Peer evaluation, 4

accreditation and, 561
clinical performance evaluation and, 496
distance education and, 406
of faculty performance, 541
of teaching strategies, 529–530

Peer evaluators, 496
Peer learning, 289

advantages of, 289
disadvantages of, 289
teaching tips for, 289

Peer review, of web courses, 434
Peer sharing, 290
PEPS. See Productivity Environmental 

Preference Survey
Perceived Faculty Support Scale (PFSS), 72
Perceived Stress Scale, 74–75
Performance, teaching, evaluation of, 13
Personal variables, 28
Personnel salaries, 545–546
Pew Health Professions Commission, 

222–223
"Phablets,", 379
PhD program

design, 170–171
graduate of, 171
in nursing degree, 167

Phenomenology theory, 260–261
implications for nursing education, 261
premise of, 261

Philosophical approaches, to evaluation, 439
Philosophical perspectives, summary of, 138t
Philosophies

concepts of, 139–140
curricular elements and, 137f
curriculum development and, 113–114
description of, 135–136
nursing education and, 138–139, 138t
statements of

curricula and, 136, 137f
developing or refining, 142–144, 145t
examples of, 141b
purpose of, 140–142

Physical disabilities, students with, 69–71
Physical fidelity, 354
Pill finder guides, 380
Plagiarism, 56, 431

Planning
development, for faculty, 224–225
goal of, 223
learning activities, 226
strategic, 98
test, 474–477
to use simulations, 362–363

Planning phase, 191
Podcasts, 385, 385b, 394–395t, 401

creation tools, 401–402
enhanced, 401

Point-of-care technology, 345
Policies, 545
Polycom, 396
Portfolios, 298, 443, 456–460, 506

advantages of, 298, 459
description and uses of, 456–459
disadvantages of, 298, 459
issues of, 459–460
teaching tips for, 298

Positive psychology, 28
Positive/friendly language, in warm syllabus, 

195t
Postclinical conferences, 344
Poster, 295

advantages of, 295
disadvantages of, 295
teaching tips for, 295

Postexperience debriefing, in education 
abroad experiences, 244

Postgraduate certificate programs, 172–173
Postmaster's certificate programs, 170
Postmodernism, 138t
Posttenure review, 5
Power redistribution, options for, 199
PPACA. See Patient Protection and 

Affordable Care Act
Practice, transition to, 318
Practice learning environment, 328–329

acute and transitional care environments, 
331

clinical cases, unfolding case studies, 
scenarios, and simulations, 331–332

clinical learning resource centers, 
329–330

community-based environments, 332
health care agency environments, building 

relationship within, 333
learner-centered clinical education 

environment, 332–333
selecting health care environments, 333
simulation, 330
understanding, 329
virtual clinical learning environments, 

330–331
Practice model of nursing, 8
Practicum experiences, 334–335
Pragmatism, 138t
Preceptor model, 346, 346b
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Preceptors, 413–414, 496
Preceptorship, 346–347, 346b
Preclinical conferences, 343–344
Predeparture planning, in education abroad 

experiences, 242–243
Predesign, 182
Predictive evidence, 444
Predictive validity, 359
Prelicensure programs, for student learning 

evaluation, 532–533
Presentation software, 381–383, 383b
Principles, for designing learning experiences, 

185–188
Prior learning assessment, 193
Privacy, student rights and, 42–43
Privacy considerations, clinical performance 

evaluation and, 497
Proactive response strategies, for incivility 

and misconduct, 274–280
being transparent, 275
consultation

know when to call for, 278
know who to contact for, 277–278

course syllabus, forewarning in, 274–275, 
276b

documentation and communication, 
278–279

educational experience, discipline as, 279
effective behavioral feedback, providing, 

277, 277b
institutional code of conduct, reviewing, 

275
student misconduct, responding to, 

279–280
trusting and caring environment, 

establishing, 276–277, 277b
Probationary, tenure, 5–6
Problem-based learning, 128–129, 298–299

advantages of, 298–299
disadvantages of, 299
teaching tips for, 298

Problem-solving/complexity, in Simulation 
Design Scale, 370t

Procedural due process, 40
Procedural knowledge, 288, 288t
Process design, 118
Process recordings, 502
Productivity, technology and, 542–543
Productivity Environmental Preference 

Survey (PEPS), 30–31, 31b
Professional networking sites, 430
Professional nursing associations, in 

advancing global health, 235–236
Professional standards and guidelines, 568

examples of, 569b
Program admission criteria, 317
Program design

for doctoral education, 170–172
for master's education, 170

Program evaluation
accountability for, 557
accreditation and, 514–515
and accreditation models, 441
comprehensive, 555–557

elements of, 557b
course evaluation, 528
curriculum evaluation, 526–528

elements of, 529b
description of, 514
historical perspective of, 515
internal, 555
interorganizational dimension, 548–549, 

549b
mission and goal evaluation, 517–525

elements for, 525b
models of, 515–517, 515b, 517f
plan, 517–555, 518–524t
purpose and benefits of, 514
student dimension, 536
systematic, 514–559

Program level, in internationalizing the 
nursing curriculum, 237–238, 237t, 238b

Program outcomes, improvement of, 555
Programmatic accreditation agencies, 

nursing, 562–568
Programs

academic, in multicultural education, 
316–318

inclusive excellence in, 315–323
Progress notes, 479
Progression

and graduation, assessing graduate student 
readiness for, 175–176

test for, 474–475
Progressivism, 138t, 139
Projectors, connecting to, 377
Promotion, 5–8
Proprietary LMSs, 415–416
Psychological fidelity, 354
Psychology, positive, 28
Psychomotor domain, 188f, 190–191
Psychosocial adaptation undergraduate 

course, examples of modules and units 
in, 183b

Q
QM. See Quality Matters
QSEN. See Quality and Safety Education for 

Nurses
Quadruple aim, 207–208
Quality and Safety Education for Nurses 

(QSEN), 95, 111
Quality assurance models, 442
Quality improvement, continuous, 434
Quality Matters (QM), 406, 419
Quality of care, curriculum development 

and, 95

Questionable performance, students with, 
509–511

Questioning, 299, 398–400t
advantages of, 299
clinical teaching and, 338–340
disadvantages of, 299
oral, 465–466

advantages of, 465–466
description and uses of, 465, 465b
disadvantages of, 466
issues of, 466

teaching tips for, 299
Questionnaire, 442

R
Race, in microaggressions, 312t
Racial diversity, 20
Random drug testing, 73–74
Range, 488
Rank, 5
Rasch model, 443
Rating scales, 442, 499–500, 500b
Rationale for assignments, in warm syllabus, 

195t
Raw score, 488
Realism, 138t
Reconstructionism, 138t
Recruitment, in multicultural education, 

316–317
Reference software, 380
Reflection, 299–300, 366–367, 368t

critical, 460–462
advantages of, 461
description and uses of, 460–461
disadvantages of, 461
issues of, 461–462

service learning and, 228–230
Reflective observation (RO), 30f, 365
Reflective prompts, for clinical learning, 505b
Regents of University of Michigan v. Ewing, 46
Regional accreditation agencies, 564
Registered nurses

academic progression models for, 152–153
shortage in, 95–96

Regulation, accreditation vs., 560
Regulatory issues, 403
Rehabilitation Act (1973), 62
Reinforcers, 248
Relationships, evaluation of, 548–549, 549b
Relative scale, 491, 491t
Relevance, 443
Reliability, 444–445, 486–489, 487b, 556–557
Representation, 545
Research, survey, 98
Research scientist track, 6
Residency models, 348–349
Residency programs, 155–156
Resource constraints, 200
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Resource file, 574
Resource room, preparation of, 574
Resources

curriculum development and, 130
instructional, for multicultural education, 

319
in planning to use simulations, 362

Responding phase, 192, 192b
Responsibilities, in IPEC core competencies, 

204b, 205
Retention, in multicultural education, 318
Retention rates, 550
Return on expectations (ROE), 208
Reusable learning objects (RLOs), 411
Revision, for curriculum development, 

130–131
RLOs. See Reusable learning objects
RO. See Reflective observation
Robert Wood Johnson Foundation, 87
ROE. See Return on expectations
Role models, 25
Role play, 293, 398–400t, 467–468, 504

advantages of, 293, 467–468
description and uses of, 467
disadvantages of, 293, 468
issues of, 468
teaching tips for, 293

Roles, in IPEC core competencies, 204b, 205
Romanticism, 138
Rounds, 344
Rubrics, 422–423, 499–500

S
Sabbaticals, 13
Safety, of patient, curriculum development 

and, 95
Sakai, online learning and, 416
Salaries, 537

personnel, 545–546
Sample test statistics report, 487f
Sarcasm, 57
SAT. See Scholastic aptitude test
Scaffolding, 526
Scenario, 478, 478b
Scheduling clinical practicum assignments, 

336
Scholar academic ideology, 105
Scholarship, 317

of application, 9, 539
Boyer's model of, 539
of discovery, 8, 539
faculty, 539–540
of integration, 8–9, 540
of teaching, 9, 539

Scholarship, Reconsidered: Priorities of the 
Professorate, 8

Scholastic aptitude test (SAT), 474–475, 
533–535

School of Nursing, statement of philosophy 
of, 142–144

School policies, 197
Science. See also Technology

issues specific to nursing profession in, 
93–94

Scriven's goal-free evaluation model, 515b
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