
Cover design by Tiger Finch Creatives

This popular book is an essential companion for supporting and supervising student 
nurses in clinical practice. The book examines the theory of supervision and the 
underlying principles of teaching and assessment in nurse education and includes  
case studies, tools and interventions that can be used in clinical practice. 

Key areas covered include:

Fully updated in this third edition the book simplif ies the theory, delivering practical 
guidance on best practice in student support and includes insights from students  
and supervisors.

Danny Walsh was a mental health nurse for over 40 years and a senior nurse lecturer for 
more than 15. He has published widely in the fields of nurse education and dementia care. 

“Out with the old and in with the new! looking back on my nurse training I can vividly 
recall clinical placements where I was mentored by inspirational, dynamic, enthusiastic, 
and nurturing mentors. however, I can equally recall the toxic mentors that ruined clinical 
placements and made me question whether I wanted to be a nurse at all! supporting 
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book demystifies the nMC’s sssa document and provides a real insight into the meaning 
of the word mentorship, along with practical advice on how to be a practice supervisor.” 
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teaching, learning and assessment for new mentors, practice assessors and supervisors. 
It can be a resource for nurses returning to study, international students and anyone 
involved in clinical guidance/teaching such as practice education coordinators, facilitators, 
and nominated persons. It would also be suitable for lecturers delivering core modules for 
Diploma, Degree, Masters and Dissertations.”
Leontia Hoy - Course Director - Bsc Hons/ Graduate Diploma/ Post Graduate Diploma- 
Specialist Practice, School of Nursing, Queens University Belfast, Northern Ireland.

 • The new nMC standards for supervision and assessment, as well as the history and politics 
of student nurse mentorship

 • Effective practice supervision – the role of the supervisor and the practicalities such as  
the importance of forming effective working relationships and communication skills

 • Clear guidance on best teaching and assessment practice with practical examples  
and techniques

 • an examination of the importance and methodology of giving good feedback

 • Fostering successful placement experiences and supporting a range of students with 
varying learning needs, including best practice in supporting a struggling student
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Praise page

Out with the old and in with the new! Looking back on my nurse train-
ing I can vividly recall clinical placements where I was mentored by 
inspirational, dynamic, enthusiastic, and nurturing mentors. However, 
I can equally recall the toxic mentors that ruined clinical placements 
and made me question whether I wanted to be a nurse at all! Support-
ing students in clinical practice is a privilege and getting it right is 
essential! Danny Walsh’s book demystifies the NMC’s SSSA document 
and provides a real insight into the meaning of the word mentorship, 
along with practical advice on how to be a practice supervisor.

Mike Parker is an Associate Professor in  
Emergency Nursing at the University of York, UK

This is a real-world book that offers practice supervisors and asses-
sors detailed guidance on their new role within the context of the 
recent NMC (2018) standards for supervision and assessment of 
students. It gives information on the background policy to the stan-
dards and what is expected of nurses who take on these new roles. 
The book provides the theoretical base and practical guidance on 
facilitating good quality learning experiences for students and on 
teaching, assessment and providing evidence of learning.  It is the 
ideal handbook for nurses since it addresses all the issues that you 
are likely to encounter whilst supporting students, with an easy ref-
erence system and great practical examples.

Professor Fiona Irvine - Emeritus Professor  
in Nursing, University of Birmingham

A book worth recommending and adopting as a core text for mod-
ules, especially those in teaching, learning and assessment for new 
mentors, practice assessors and supervisors. It can be a resource 
for nurses returning to study, international students and anyone 
involved in clinical guidance/teaching such as practice education 
coordinators, facilitators, and nominated persons.  It would also be 
suitable for lecturers delivering core modules for Diploma, Degree, 
Masters and Dissertations.

Leontia Hoy - Course Director - Bsc Hons/  
Graduate Diploma/ Post Graduate Diploma–  

Specialist Practice, School of Nursing,  
Queens University Belfast
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Arguably the most important aspect of nursing and midwifery training is the 
clinical placement during which nurses learn and practise their many skills 
in the real world. The most important factor underpinning a good placement 
is the practice supervisor who works with the student. All nurses have a 
duty, through their professional code of conduct, to pass on their knowledge 
and to teach students – and this book is a guide to doing just that. The sec-
ond edition of The Nurse Mentor’s Handbook embraced changes in nurse 
education and this third edition has had to incorporate some wholesale 
changes in pre-registration nurse training and student nurse mentorship 
described by the NMC as not just an update but a radical revision. Not least 
of these have been changes in terminology and the division of labour: nurse 
mentors have been replaced by practice supervisors and practice assessors. 
In a sense it is a case of the emperor’s new clothes (or titles) – of which more 
in Chapter 1. Among other changes, there have also been new standards of 
proficiency for registered nurses and the introduction of nurse associates.

Introduction

What’s in a word!

While the mentor of old is now cast as a practice supervisor and some-
times practice assessor, the reality will see the same roles and skills being 
used by the same nurses under new titles, with little practical difference. 
The word mentor is still used in many instances throughout this book, 
such as in the examples from practice taken before the new terminology 
was in place; indeed, it will take a while for nursing to get used to the new 
terminology – not least because the word mentor perfectly describes the 
role of the supervisor and assessor in a clinical practice setting.

Who is this book for?

The purpose of the book is to examine and support the role of the nurse 
acting as practice supervisor and/or assessor to pre-registration student 
nurses in the light of the NMC 2018 Standards for Student Supervision and 
Assessment (NMC 2018a). The book is intended primarily for qualified 
nurses undertaking the roles of practice supervisor and assessor. However, 
it will also be of value to all student nurses themselves, containing as it does 
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a wealth of guidance and ideas on useful learning experiences to undertake 
in practice and how these can be presented as evidence of achievement of 
proficiencies. It will also be useful to those undertaking mentorship or 
supervision in other related health and social care settings, such as occupa-
tional therapy, physiotherapy and social work. The professional standards 
might vary, but, as with midwives, the supervision skills and teaching ele-
ments will be transferable.

A brief summary

Chapter 1 ‘The mentor’s new clothes’ discusses the policy context and recent 
changes arising out of the NMC’s (2018a) Standards for Student Supervi-
sion and Assessment which sets out the roles and requirements for practice 
supervisors and assessors. The history and politics of mentorship are also 
examined for valuable lessons to be learnt.

Chapter 2 ‘Effective practice supervision’ examines the role of the super 
visor, trying to capture the essence of what it takes to be a good supervisor. 
It examines some key principles – including effective working relationships 
and communication – and offers much practical advice on how to make a 
student feel valued and the placement successful.

Chapter 3 ‘Supervision considerations’ examines the literature around clin-
ical supervision to see how it informs practice supervision. It looks at the 
concept of ‘toxic’ mentoring or supervision and how to audit your supervi-
sion skills. It also looks at the introduction of a new level of nurse associate 
and examines their own needs in relation to supervision.

Chapter 4 ‘The clinical learning environment’ examines the qualities of a 
good learning environment as well as what detracts from it. In any learning 
environment, many factors affect the learning that takes place, for good and 
for bad. Readers are asked to reflect upon their own experiences here in 
order to explore key issues. The chapter also covers the key aspects of pro-
ficiency mapping and how this can be achieved, and explores the range of 
potential learning opportunities in the clinical environment. Furthermore, it 
introduces a range of strategies that can help improve the learning environ-
ment. An emphasis is placed upon evidence-based practice and the role action 
research can play.

Chapter 5 ‘Teaching and learning theory’ explores the major educational 
theories, examining them for their usefulness and practical application. 
Behaviourist, cognitive and humanist approaches to learning and teaching 
are explored alongside the concepts of andragogy and pedagogy. The chapter 
also examines the concept of learning styles and the work of Kolb, Bloom, 
and Honey and Mumford, among others.

Chapter 6 ‘Teaching in practice’ looks at the teaching cycle, planning for 
teaching, and lesson planning. The chapter  outlines the practicalities and 
skills of delivering teaching in the practice setting and examines the various 
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teaching methods and resources that are available, giving the practice 
supervisor a range of strategies to choose from. It also looks at assessment 
of learning.

Chapter 7 ‘Assessment: theory and practice reality’ focuses upon assessment, 
examining the process and the theory behind it. From definitions and aims 
of assessment, it goes on to discuss the cardinal criteria for assessment – 
such as validity and reliability. From a practical point of view, a range of 
assessment methods are examined which can be used to assess clinical pro-
ficiency, again giving the practice supervisor and assessor a range of strat-
egies to choose from.

Chapter 8 ‘Evidence of learning’ looks at the range of evidence which can 
go towards demonstrating the student’s achievement of their proficiencies. 
The role of portfolios which many students and qualified nurses have to 
keep is examined. It also highlights the importance of reflection.

Chapter 9 ‘Fostering a successful placement’ provides a summary of good 
practice in relation to supporting students generally. It also looks at the 
ways in which mentors can help students with disabilities such as dyslexia 
and dyscalculia, and support students under stress. The chapter also exam-
ines the work of Kathleen Duffy and others who identified that mentors were 
‘failing to fail’ students for various reasons. The evidence and implications 
are examined in detail before outlining a strategy for fair and objective sup-
port for a failing student. The implications for professional (and other) 
accountability are made clear. Particular emphasis is placed upon the diffi-
cult area of assessing a student’s ‘attitude’. The chapter outlines good prac-
tice guidelines for practice supervisors and assessors and suggests ways in 
which the supervisor can help the student get the best out of their placement.

Chapter 10 ‘Support and development for the practice supervisor and 
assessor’ provides a range of strategies relating to how practice supervisors 
can be supported. The chapter also looks at the evidence nurses could gen-
erate in relation to updating and building a portfolio of ongoing proficiency. 
There is also an examination of commonly encountered placement problems 
giving suggested strategies for dealing with them.

Quotes and narratives

The chapter themes are illustrated in part by quotes and narratives from 
students in training, supervisors and previous mentors. These are real com-
ments and describe the students’ raw concerns. It is the kind of feedback 
straight from the horse’s mouth that we should all be gathering and acting 
upon. The importance of the role of practice supervisors in pre-registration 
nurse education cannot be underestimated, a point reiterated and evidenced 
throughout this book and one that these quotes highlight. Many of the quotes 
from nurses are from recent times when they were still called mentors, and 
I have kept that term for these quotes rather than change it to the new title 
of practice supervisors.
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Second-year student on medical ward

What stood out for me was working closely with motivated mentors who 
were willing to share the wealth of their knowledge despite the pressures 
of their hectic shifts.

Third-year student on surgical ward

Every member of the team was approachable and helpful. I was made to 
feel valued at all times. Nothing was too much trouble for my mentor and 
associate mentor.

Benefits of being a practice supervisor

As nurses, we have a professional duty towards students as set out in the 
NMC Code paragraph 9.4 ‘Support students’ and colleagues’ learning to help 
them develop their professional competence and confidence’ and 20.8 ‘Act as 
a role model of professional behaviour for students’ (NMC 2018b). Becoming 
a practice supervisor is a role nurses should wish to embrace, as it is by no 
means just one-way traffic. Here are just a few of the tangible reasons for 
becoming one:

• Increased job satisfaction

• Increased professional role

• Involvement with the higher education provider

• Being updated by and learning from the students

• Developing teaching skills

• Adding to personal profile/CV

• Supervision skills useful in other areas – such as management

• Gratitude of the students, and increased self-esteem

• Opportunity to impact upon curriculum and nurse training

• Maintaining the standards of your own profession

• Helping to protect the public

Students’ views

Here are a selection of student reflections suggesting that good practice 
supervisors/mentors are highly valued.

(continued)
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Summary

• This introduction has hinted at both the diversity and importance of 
the role of the practice supervisor, and this will become even more 
apparent in the following chapters.

• It is well documented that nurses who support students are pivotal 
in ensuring a student nurse has a good placement experience, and 
this view is supported by the students quoted in this book.

References

Nursing and Midwifery Council (NMC) (2018a) Realising Professionalism: Part 2:  
Standards for Student Supervision and Assessment. London: NMC.

Nursing and Midwifery Council (NMC) (2018b) The Code: Professional Standards of 
Practice and Behaviour for Nurses, Midwives and Nursing Associates. London: 
NMC.

Third-year student on emergency assessment unit

Very welcoming staff made the placement very enjoyable. I have gained 
valuable knowledge and skills from excellent mentors. They put lots of 
effort into the teaching despite the busy workload.

First-year student on medical acute placement

They gave me plenty of opportunity to take part in clinical skills and I 
didn’t feel pressured to contribute if I felt I couldn’t do it. Everyone tried 
to make me feel welcome and get the best experience I could.

Third-year student on forensic mental health placement

I think what makes a good supervisor is one that takes an interest in their 
students’ learning and gets them involved. Somebody you can look up to 
in terms of practice and say to yourself ‘I want to be like that’. Somebody 
who can tell you what you don’t do well in such a way as to make it not 
feel like a criticism but an opportunity. I’ve been very lucky.

First-year mental health student

This placement was a remarkable experience and the credit is due to my 
mentor.



The aim of this book is to explore the nature and role of supervising and 
assessing student nurses in practice. Gone is the old title and role of mentor, 
having been replaced by the roles of practice supervisor and practice asses-
sor. To understand how we have arrived here, it is useful to look back briefly 
at the history and context in which the current situation has developed.

History and context of student supervision

In 1999, the Department of Health (DoH) published a strategy for nursing 
entitled Making a Difference (DoH 1999). The document was critical of the 
abilities of newly trained nurses on the previous Project 2000 curriculum, 
saying that evidence suggested that in recent years students completing 
training had not been equipped at the point of qualification with the full 
range of clinical skills they needed. The strategy also heavily stressed the 
importance of practice placements in nurse education, stating a determination 
to enhance the status of those who provide practice-based training – i.e. the 
mentors. The Department of Health wanted to ensure that nurses were ‘fit 
for purpose’, having the necessary skills, knowledge, and ability to provide 

The mentor’s new 
clothes: the NMC 
standards for student 
supervision and 
assessment

1

Key points

• The history and politics of nurse education can inform current prac-
tice

• Good collaboration between education and practice remains crucial 
to nurse education

• The old mentor role is now split into those of practice supervisor and 
practice assessor

• Nurse education can now be more multidisciplinary

• Practice learning is the responsibility of every registered nurse
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the best care. During the same year, the UK Central Council for Nursing, 
Midwifery and Health Visiting (UKCC) published its review of nurse educa-
tion entitled Fitness for Practice (UKCC 1999). Essentially, this document 
stressed the need to emphasise the role of the mentor/teacher in the practice 
setting and reiterated the belief that practice experience was crucial to 
nurse education. The report also acknowledged the need for higher education 
institutions (HEIs) and health service providers to formalise the preparation 
of mentors for nurses in training. The other significant change was the 
accreditation of 50 per cent given to the achievement of clinical practice 
outcomes, thus raising the status of the clinical aspect of training and under-
lining the need for credible mentor preparation programmes.

Subsequent reports such as Placements in Focus (ENB/DoH 2001) confirmed 
this message. Partnership between the National Health Service (NHS) and 
HEIs was stressed, and both became responsible for providing and support-
ing clinical placements. The partnership between the clinical areas and the 
HEIs is crucial because, as Hand (2006) points out, skill without knowledge 
fosters unsafe practice and knowledge without skill fosters incompetence.

How robust do you consider the partnership between your own clinical 
area and the university and how could this be improved upon?

SLAiP: the NMC framework to support learning and assessment in 
practice

The NMC document Standards to Support Learning and Assessment in 
Practice (NMC 2006) gave us the mentor standards describing the outcomes 
nurses must attain to become mentors to student nurses.

The framework also identifies eight domains for achieving mentorship:

• Establishing effective working relationships

• Facilitation of learning

• Assessment and accountability

• Evaluation of learning

• Creating an environment for learning

• Context of practice

• Evidence-based practice

• Leadership

The domains were a revision of those previously published by the NMC in 
2004 as Standards for the Preparation of Teachers of Nurses, Midwives and 
Specialist Community Public Health Nurses. The 2004 standard of ‘Role 
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modelling’ was replaced with the domain of ‘Leadership’. They were also 
modified slightly in 2008 in the second edition of Standards to Support 
Learning and Assessment in Practice (NMC 2008).

These mentor domains (or standards as they were called) represented the 
competencies and outcomes for mentors, with each domain broken down 
into several outcomes:

Establish effective working relationships

• Demonstrate an understanding of factors that influence how students 
integrate into practice

• Provide ongoing and constructive support to facilitate transition from 
one learning environment to another

• Have effective professional and interprofessional working relation-
ships to support learning for entry to the register

Facilitation of learning

• Use knowledge of the student’s stage of learning to select appropriate 
learning opportunities to meet their individual needs

• Facilitate selection of appropriate learning strategies to integrate 
learning from practice and academic experiences

• Support students in critically reflecting upon their learning experiences 
in order to enhance future learning

Assessment and accountability

• Foster professional growth, personal development, and accountability 
through support of students in practice

• Demonstrate a breadth of understanding of assessment strategies 
and the ability to contribute to the total assessment process as part 
of the teaching team

• Provide constructive feedback to students and assist them in identify-
ing future learning needs and actions. Manage failing students so they 
may either enhance their performance and capabilities for safe and 
effective practice, or be able to understand their failure and the impli-
cations of this for their future

• Be accountable for confirming that students have met, or not met, the 
NMC competencies in practice. As a sign-off mentor, confirm that stu-
dents have met, or not met, the NMC standards of competence in 
practice and are capable of safe and effective practice

(continued)
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Evaluation of learning

• Contribute to evaluation of student learning and assessment experi-
ences – proposing aspects for change as a result of such evaluation

• Participate in self- and peer evaluation to facilitate personal develop-
ment, and contribute to the development of others

Creating an environment for learning

• Support students to identify both learning needs and experiences that 
are appropriate to their level of learning

• Use a range of learning experiences, involving patients, clients, carers, 
and the professional team, to meet the defined learning needs

• Identify aspects of the learning environment that could be enhanced, 
negotiating with others to make appropriate changes

• Act as a resource to facilitate personal and professional developments 
of others

Context of practice

• Contribute to the development of an environment in which effective 
practice is fostered, implemented, evaluated, and disseminated

• Set and maintain professional boundaries that are sufficiently flexible 
for providing interprofessional care

• Initiate and respond to practice developments to ensure safe and 
effective care is achieved and an effective learning environment is 
maintained

Evidence-based practice

• Identify and apply research- and evidence-based practice to their area 
of practice

• Contribute to strategies to increase or review the evidence base used 
to support practice

• Support students in applying an evidence base to their own practice

Leadership

• Plan a series of learning experiences that will meet students’ defined 
learning needs

• Be an advocate for students to support them accessing learning 
opportunities that meet their individual needs – involving a range of 
other professionals, patients, clients, and carers

(continued)
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While the landscape and terminology have changed, these domains and their 
outcomes remain very relevant to the new practice supervisors and asses-
sors because essentially the skills and knowledge required have not changed. 

The document Standards to Support Learning and Assessment in Practice 
(NMC 2006) introduced what was often referred to as the student ‘passport’. 
This is a record of each placement in a book/file that is taken from placement 
to placement. From 2007 it became known as the ‘Ongoing Achievement 
Record’ (OAR) and has recently morphed into a PAD or Practice Assessment 
Document. 

• Prioritise work to accommodate support of students within their 
practice

• Provide feedback about the effectiveness of learning and assessment 
in practice

Previous mentor preparation programmes

The NMC requirements under SLAiP for nurse mentorship courses 
declared that they should:

• be at a minimum of Level 2, otherwise known as diploma level or HE 
intermediate level

• be a minimum of ten days in length, of which five days are protected 
learning time

• include learning in both practice and academic settings

• have a work-based learning component as a key feature. This often 
entailed acting as an associate mentor or undertaking tasks related 
to student learning in the workplace as directed by the course 
locally.

In reality there were many variations of this course nationally, it being 
interpreted locally and creatively in many different ways. However, 
another reality in many areas suggests that nurses often struggled to 
secure their ten days training, often only managing five and making up 
the rest in their own time. For managers, releasing staff is difficult at the 
best of times, and the course was seen in the light of its predecessor, 
which in many areas was interpreted as a three-day course. The NMC 
had not previously defined a specific mentor course, and previous men-
tor preparation programmes were approved as part of pre-registration 
and specialist practice qualification programmes, producing much 
national variation.
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With the onset of the new 2018 standards for student supervision and assess-
ment, the requirements for a mentorship course have radically altered and 
shortened. The new requirements are explored in more detail below, but one 
can argue that the new approach is a watering down of the supervision and 
assessment (mentorship) training and represents a worrying devaluation of 
the role. Cynically, it can also be seen as a neat way of addressing the wor-
rying lack of good mentors which dogged the old system by replacing a 
limited pool of well-trained mentors with a readily available plethora of less 
well-prepared, if nonetheless dedicated, practice supervisors.

NMC review of nurse education 2010

The revised Standards for Pre-registration Nursing Education (NMC 2010) 
were born out of a consultation exercise commissioned by the NMC entitled 
Nursing: Towards 2015 (Longley et al. 2007). The new standards ushered in 
an all-degree profession arguing that this was necessary for the future and 
to ‘enable new nurses to work more closely and effectively with other pro-
fessionals’ (NMC 2010, p. 8). The review also attempted to clarify the nature 
of the concept of ‘due regard’, stating that other registered healthcare pro-
fessionals who have been suitably prepared can supervise and contribute 
towards the assessment of nursing students. The new 2018 standards move 
this on further in a welcome expansion and flexibility towards who can sup-
port and assess nursing students.

The politics of mentorship!

Many nursing workplaces are stressful and nurses are faced with con-
stant challenges, including lack of time, organisational reform, new tech-
nology, an increasingly aware and challenging patient group, high public 
expectations, bed shortages, cost-saving measures, and increasing 
non-nursing and administration duties. To this list we must add the almost 
constant staff shortages that are the source of most care failings for 
which nurses are sometimes erroneously blamed. On such a ward, the 
picture to an outsider might be one of unremitting chaos. Yet in the face 
of this chaos high standards of care remain and the fact that the above 
factors do not often undermine the quality of nursing care, is testimony 
to the professionalism of today’s nurses. It can be argued that they are 
the glue that holds the NHS together.

This scenario also masks the unofficial training that accompanies such a 
shift, whereby students witness thinking in action, intuitional decision- 
making, and creative individualised care in the face of daunting con-
straints. Many examples of learning opportunities could be described if 
one just sat and watched a shift, noting all that the nurse did on a clipboard. 

(continued)
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Alongside skilled physical and psychological care tasks are managerial 
and decision-making skills, assertive and confident practice. Such 
nurses can see beyond the chaos and achieve Benner’s (2001) intuition. 
Merely being with these nurses is an important learning experience for 
students. Much key learning takes place almost by osmosis with the stu-
dent soaking up styles of nursing, ways of reacting and dealing with 
complex situations amid uncertainty and pressure. Such experience is 
as beneficial as structured learning and the use of reflection can help to 
make sense of it.

When students describe how they learnt to become a nurse, they usually 
cite key role models whom they have witnessed regularly in such situa-
tions. It is the skill of the mentor in allowing the student to participate 
according to their ability and level in such dynamic and chaotic scenar-
ios that gives the students the opportunity to build personal and profes-
sional competence.

The 2012 NHS London examination of nurse mentorship (Robinson et al. 
2012) cites Pulsford and co-workers (2002), reminding us that mentors in 
this study wanted more support from trust managers and more time for 
mentoring activity, specifically help with managing multiple demands 
upon their time. This is still the case and serves as a timely reminder that 
if nursing shortages increase and mentorship is not given time, we may 
well lose the most important, albeit chaotic, learning experience that stu-
dents get. The profession must monitor very carefully whether the new 
approach to mentoring student nurses overcomes or exacerbates these 
problems. The title ‘practice supervisor’ is quite succinct, but it doesn’t do 
justice to the diversity of roles involved or the range of knowledge and 
skills required to undertake it. That mentors did not get any ‘time out’ for 
‘mentoring’ a student has been hard to reconcile with the requirements of 
the role. Compared with other professions, before the dawn of the new 
practice supervisor era, nurses were the poor relations. In their Stand-
ards and Guidance for Mentors document (AODP 2006), the Association 
of Operating Department Practitioners recommends that mentors have 
four hours a week protected time per student. This is to allow them ‘suffi-
cient time to provide regular supervision, including assessment and feed-
back’. Social workers receive enhanced payments for mentoring 
students. Occupational therapists are in the same boat as nurses. Their 
Code of Ethics and Professional Conduct (College of Occupational Ther-
apists 2005) asks that they make a commitment to the education of stu-
dents in the workplace, having a ‘professional responsibility to provide 
educational opportunities for occupational therapy students’ (5.5). For 
this role, like nurses, there was no protected time or any extra remuner-
ation – they simply had to try and put aside time for a weekly supervision 
session with their student. The NMC Standards to Support Learning and 
Assessment in Practice (2006) state that mentors ‘will need time, when 

(continued)
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undertaking work with a student, to be able to explain, question, assess 
performance and provide feedback to the student in a meaningful way’ 
(NMC 2006, p. 30). The document goes on to state as an NMC requirement 
that sign-off mentors should be allowed one hour a week per student. 
Given the professional responsibility involved here, this was derisory. 
The document had little to offer non-sign-off mentors who had to balance 
their clinical and managerial duties with mentoring students.

In 2009, the NMC began a review of pre-registration nurse education with 
the aim of developing a teaching, learning, and assessment framework 
suitable for the future of an all-degree profession. As part of this process, 
a practice educator facilitator workshop identified ten priority areas of 
concern, one of which was mentorship. It raised the question, should all 
nurses be mentors? An acknowledgement perhaps that a significant 
number of nurses have far too little time to be effective mentors, but it 
also acknowledged a lack of funding for mentorship and, most tellingly, 
lamented the lack of value attributed to the status of mentors. The nurs-
ing professional body should recognise the importance of mentoring by 
introducing protected time, if not financial reward, for undertaking the 
role. The theory side of training has been elevated to degree status, but 
the practice side of training is arguably more deserving of elevation and 
status, and this can be achieved in part by recognising and giving real 
value to the role of the mentor. But the NMC have not chosen to do this; 
they have instead changed the name to practice supervisor and said that 
all nurses must be supervisors in an attempt to spread the mentoring 
load.

The mentor’s new clothes 2018

Clare Sobieraj and Karen Johnston

In 2018, the Nursing and Midwifery Council – following intensive scrutiny 
and consultation – published two new sets of standards. The first, Future 
Nurse: Standards of Proficiency for Registered Nurses (NMC 2018a) focuses 
on the knowledge, skills and attributes student nurses need to attain in train-
ing to become registered nurses. The second, Realising Professionalism, 
sets out expectations regarding the provision of all pre- and post-registration 
NMC-approved nursing and midwifery education programmes. Realising 
Professionalism was set out in three parts.

• Part 1 Standards Framework for Nursing and Midwifery Education 
(NMC 2018b)

• Part 2 Standards for Student Supervision and Assessment (NMC 2018c)

• Part 3 Standards for Pre-registration Nursing Programmes (NMC 
2018d)
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This book focuses upon Part 2: The Standards for Student Supervision and 
Assessment (NMC 2018c) as these are the standards which superseded the 
Standards to Support Learning and Assessment in Practice (SLAiP, NMC 
2008) which outlined the requirements of the well-established mentor role, 
for supporting and assessing student nurses within the practice learning 
environment.

Background

The NMC have historically defined the term ‘mentor’ as a registered nurse 
who has met the approved preparation and standards and who facilitates 
learning and supervises and assesses students in a practice setting (NMC 
2008). In preparation for this dual role, prospective mentors with a mini-
mum of one year’s experience and a period of preceptorship after registra-
tion were required to undergo an NMC-approved preparation course, to 
demonstrate achievement of the eight NMC Standards to Support Learn-
ing and Assessment in Practice, as described earlier (SLAiP, NMC 2008). 
Recorded on a maintained register, mentors in practice then worked with, 
guided and supported, the student throughout their placement, assessing 
them through various means, including direct observation in practice, 
reflective discussions, question and answer sessions, reflective writing 
and assessment of a range of clinical and essential skills through continu-
ous, formative and summative means. Both written and verbal feedback 
from other team members, such as clinical and practice educators and the 
interprofessional team, were implicit within this model. It was a require-
ment that the supernumerary student would spend 40 per cent of their 
placement time with a qualified mentor who would work closely with them 
and simultaneously oversee and assess the student at defined points, while 
giving constructive feedback and support aligned to required compe-
tences and experience. Furthermore, there was a sign-off mentor role, 
who having met further requirements stipulated by the NMC, was required 
to ‘sign off’ final placement nursing students to assure the required level 
of competence had been met for entry onto the register. By and large the 
model worked well, but there were some problems with this approach – 
most notably time limitations and role pressures for already hard-working 
pressurised nurses. The management of challenging or failing students 
was also highlighted by many, notably Duffy (Duffy 2003). Not all nurses 
were mentors, so workloads could become unevenly spread with no remis-
sion from nursing duties to offset the time pressures of mentoring stu-
dents. The lengthy mentorship course of up to ten days also contributed to 
a diminution in the supply of mentors. The 2018 Standards for Student 
Supervision and Assessment (NMC 2018c) set out to address these issues 
and outline the new approach to nurse mentorship. They set out new 
expectations for the learning support, supervision and assessment of stu-
dents in the practice environment, and replace the mentor and sign-off 
mentor role with those of practice supervisor, practice assessor and aca-
demic assessor.
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The Standards for Student Supervision and Assessment (NMC 2018c) are 
divided into three headings:

1. Effective practice learning

2. Supervision of students

3. Assessment of students and confirmation of proficiency

Effective practice learning

This reiterates the need for students to remain supernumerary. It says that all 
NMC registrants should now be involved in practice learning. It also states that 
the practice supervisor is encouraged to utilise interprofessional learning in 
order to meet specific programme and proficiency requirements for the individ-
ual needs of students, tailored to their stage of learning. The perspective of users 
and carers is essential to modern healthcare, and students should be encouraged 
to follow the patient’s journey in a supportive and flexible learning environment 
which encompasses a range of settings and other professionals, as appropriate. 
The students themselves are to be regarded as active participants, included and 
involved in their own learning, in order to enjoy experiences specific to their 
stage of learning and to achieve outcomes relevant to their programme.

Supervision of students

There is now a clear division and separation between the role of practice 
supervisor, who works with the student and facilitates their learning, and that 
of the practice assessor, whose role is to assess the student in practice and 
determine achievement of proficiencies as stipulated in the student’s practice 
assessment document. This is a clear move towards improving the objectivity 
of the assessment process as the ‘teacher’ (practice supervisor) and assessor 
are no longer the same person. Following this, the academic assessor from 
the approved education institution (AEI) must determine whether proficiency 
and programme outcomes are met in order to confirm progression.

Roles and responsibilities of the supervisor role 

The maintenance of public protection and the provision of safe and effective 
care remain of paramount importance for the NMC, and it is the practice 
supervisor’s role to safeguard this. In general, the practice supervisor should 
facilitate and identify learning opportunities for the student based upon 
their individual needs and the stage of learning the student is at. Such super-
vision should aim to promote independent learning and can decrease as pro-
ficiency and confidence develop.

All NMC-registered nurses, midwives and nursing associates can be included 
in the supervisory role; they are no longer required to be on the same part of 
the register or within the same field. As role models, practice supervisors 
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should practise effectively, in line with their code of conduct, and support 
the student to meet their proficiencies and programme outcomes.

Apart from nurses, one major change is that any registered health and social 
care professional may take on the role of supervisor to students and provide 
ongoing support and guidance for the duration or part of the placement. 
This role might be undertaken by occupational therapists, physiotherapists, 
nursing associates, social workers, paramedics and potentially pharmacists 
and doctors as registered professionals – essentially any professional within 
the multidisciplinary team. A significant outcome of this change may be that 
capacity for student nurses in placement could well increase, with a wider 
professional workforce responsible for supervision rather than one individ-
ual in one profession. Another benefit may be the potential for movement 
around services and agencies as part of neighbourhood teams, and primary 
care networks with more flexible working across boundaries. These other 
registered health and social care professionals are also tasked with training 
their own profession, and may not feasibly have capacity to extend this to 
nursing students. However, adopting a more interprofessional workforce 
approach to training should lead to the development of more knowledgeable 
practitioners who are able to more readily understand each other’s roles and 
liaise more effectively across team and profession boundaries. Such poor 
interprofessional and inter-team communication has often been cited as a 
key factor in many recent tragedies where care has failed.

Effective record-keeping on behalf of the supervisor will be essential, while 
direct observations and reflective discussions and other resources – for 
example, fellow professionals, patients and service users’ views – can be 
drawn on to inform decisions. Supervisors will provide feedback to the prac-
tice assessor and ascertain the achievement of clinical skills. As supervisors 
can change over the course of a week, a ‘go to’ professional may manage 
and oversee learning opportunities to ensure a diverse and relevant range of 
skills and proficiencies are observed, attempted, practised and assessed. 
The NMC (2018c) state that a nominated person in each practice setting 
should be identified to actively support students and address their concerns. 
Thus, in case of difficulty, the students will have an identified ‘go to’ person. 
This will be locally managed by practice partners with the support of their 
approved education institute partner. The supervisor also contributes 
through both written and verbal feedback to the student’s overall assess-
ment of proficiency and achievement of programme outcomes, and so must 
have a good understanding of these through effective preparation and sup-
port. Liaison and meeting with the practice assessor are also essential to 
discuss direct observations, progress, and the development of skills. Super-
visors should seek support from assessors when raising concerns. Once 
effectively prepared, supervisors can also take on an assessor role but can-
not supervise and assess the same student, in order to enhance objectivity.

Many aspects of a student’s placement will look much the same and remain 
unchanged, they will still need an induction to the placement, an initial inter-
view, mid-point and final interviews. Indeed, the skills and practicalities of 
supervising and assessing remain pretty much as they were under the title 
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of mentorship. Role modelling used to be a staple of good mentorship, and 
the new approach from the NMC reiterates the importance of this, stating 
that supervisors serve as role models for safe and effective practice.

Preparation and support for the supervisor role

The preparation and support for the practice supervisor and assessor role 
are no longer NMC-approved but determined through collaboration between 
the practice partner and the student’s approved education institution, who 
are accountable for the local delivery and management of approved pro-
grammes, thus allowing innovative approaches to be developed. The super-
visor role requires knowledge and understanding of the proficiencies and 
programme outcomes, and preparation for this is important for potential 
non-nursing supervising professionals. Coordination and ongoing support 
for the role will therefore be essential to ensure that safe and effective prac-
tice learning take place. There must be opportunities to discuss feedback 
with assessors and others, and raise concerns to ensure that fitness to prac-
tise is upheld. This new flexible approach has developed without the require-
ment for an NMC-approved preparation course. The NMC do, however, need 
to be satisfied that preparation of supervisors is adequate and that support 
for them is in place as part of their approval processes.

Some issues

The preparation for the role of supervisor is now the remit of the AEI in 
coordination with the employing organisation, and so could theoretically 
vary widely between providers. Such variation could be in the depth and 
level of supervisor training, and preparation from face-to-face, university, 
in-house-led or online courses – this is a far cry from the previous restric-
tions of the NMC under SLAiP, which involved the administrative burden of 
managing a database and checks on mentor status, annual updates and tri-
ennial review, not to mention the ten-day mandatory training.

Questions may also arise as to whether the student’s professional identity 
will be maintained in the absence of a registered nurse as their supervisor. It 
is possible that student nurses may access placements where no registered 
nurse is employed, and is conceivable that over two placements they may be 
supervised solely by the other professions.

Much like the old system of mentorship, the new practice supervisors will 
need to ensure that their managers allow them sufficient time to supervise 
students in a useful and meaningful way.

Assessment of students and confirmation of proficiency 

The 2018 NMC standards for student supervision and assessment state that 
responsibility for the development of an effective, objective, robust and evi-
denced-based approach to the assessment process lies in the collaboration 
of partners, AEIs and employing organisations. To support this, the NMC 
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have clearly defined practice and academic assessor roles to ensure that 
timely assessments facilitate confirmation of proficiency and student 
achievement of competence.

The practice assessor 

The practice assessor does not work with the student on a daily basis but is 
involved purely for the purposes of objective assessment. They liaise closely 
with practice supervisors, observe a clinical episode of care, attend inter-
views, provide constructive feedback, and liaise with the new role of aca-
demic assessor from the AEI. The practice assessor is required to possess 
current knowledge and expertise within their field of practice and have 
in-depth knowledge of proficiencies and programme outcomes, as well as an 
understanding of the students’ learning in theory. Individual students are 
required to be allocated to an assigned practice assessor for each practice 
placement area and to an academic assessor for each part of the programme. 
These assessors are required to be registered nurses or midwives to assess 
midwifery students, while student nursing associates can be assigned to a 
registered nurse or associate. The NMC stipulate that the practice assessor 
should have ‘equivalent experience for the student’s field of practice’. This is 
quite vague, but it means that the assessor should have work experience and 
knowledge to understand and assess what the student is trying to achieve. 
Liaison with the academic assessor will be integral to the new system so that 
recommendations for progression for each part of the programme can be 
made. The practice assessor requires the opportunity to periodically observe 
the student in practice, and must conduct assessments to confirm student 
achievements of proficiencies and programme outcomes for practice learn-
ing. They will not supervise the student while on placement, but will observe 
them periodically as part of the assessment. Heavy reliance on feedback 
from supervisors will therefore be integral to the success of this method. 
Practice assessors should confirm and challenge achievement of outcomes 
with the student and support supervisors when raising concerns.

It is feasible a failing student may go unnoticed in this new more flexible 
learning environment, but this can be mitigated through effective recording 
in the practice assessment document and good communication between 
supervisors and assessors.

Preparation and support for the practice assessor role 

The effective preparation of practice assessors new to student assessment, 
and for those existing mentors already holding mentor qualifications 
approved by the NMC, again falls within the remit of local providers to 
devise appropriate programmes in response to need and demand. While no 
longer to be regulated by the NMC, there are responsibilities to ensure that 
preparation includes development around the assessment process, effective 
interpersonal communication skills, the provision of constructive feedback 
and the undertaking of objective and evidence-based assessments.

Systems are required to provide ongoing support and continued profes-
sional development for the supervisor and assessor roles. Such roles could 
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be similar to the link tutor or practice educator role currently in place. 
Knowledge and understanding of practice assessment documents will there-
fore be essential for all members involved in the student’s assessment in order 
to assure public safety, as well as the student’s demonstration of values, 
leadership, confidence and proficiency.

Academic assessor roles and responsibilities 

The academic assessor should be a suitably prepared academic able to col-
late and confirm student performance and their achievement of proficiencies 
and programme outcomes. To achieve this, they must work in partnership 
with the nominated practice assessor to confirm that the student may pro-
gress to the next part of the programme. Effective communication channels 
between practice and education must therefore be developed to discuss stu-
dent progression for theory and practice. With regard to the management of 
failing students, they must raise and respond to concerns regarding student 
conduct, competence and achievement. Like their practice colleagues, the 
academic assessor must also be effectively prepared and supported in this 
role, holding relevant qualifications, while possessing appropriate knowledge 
of the proficiencies and programme outcome, demonstrating effective inter-
personal communication skills and the ability to conduct objective assess-
ments with the provision of constructive feedback (Figure 1.1).

Comment

Most of the SLAiP (NMC 2008) mentor standards remain very relevant to 
effective student learning and achievement. For example, ‘Establishing effec-
tive working relationships’; ‘Creating an environment for learning’; ‘Context 
of practice’ and ‘Leadership’. It is important to retain those aspects which 

Assuming three placements that year with several practice supervisors in each:

Practice supervisor 1

Placement 1 Practice supervisor 2 Practice assessor 1

Practice supervisor 3

Practice supervisor 4

Placement 2 Practice supervisor 5 Practice assessor 2 Academic assessor

Practice supervisor 6

Practice supervisor 7

Placement 3 Practice supervisor 8 Practice assessor 3

Practice assessor 9

NB: the student may have the same practice assessor for a series of placements.

Figure 1.1 How it might look!
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added value to facilitating students and in which student nurses felt valued 
and invested in, leading to increased recruitment and retention (McCabe and 
Sambrook 2013). There is a new opportunity for the development of lead 
roles in practice to actively support the student experience and encourage 
feedback, self-reflection and evaluation, as well as placement evaluation. 
Academics should therefore still form effective links to the practice area, 
address and discuss concerns, and support the management of challenging 
or failing students within the role of academic assessor in order to confirm 
achievement with the student’s nominated practice assessor.

Summary

This chapter has:

• Examined the history and politics of nurse mentorship

• Outlined the new roles of practice supervisor and assessor

• Stressed the increasing importance of having robust links between 
placement areas and the approved education institutions providing 
the nurse education

Further reading

Nursing and Midwifery Council (NMC) (2004) Standards for the Preparation of 
Teachers of Nurses, Midwives and Specialist Community Public Health 
Nurses. London: NMC.

www.practicebasedlearning.org 
This website ‘aims to enhance the quality of student experiences whilst on prac-

tice, i.e. work-based placement. It covers much ground and has a very useful 
resource section. It has sections which will be useful to all aspects of mentor-
ship and supervision and which relate to many chapters in this book.
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Key points

• A good practice supervisor is a motivator

• There are many aspects to the role of the practice supervisor

• An effective working relationship is the backbone of good practice 
supervision

• A student’s welcome and induction are crucial in setting the tone for the 
placement

• Active listening is a key skill in forming effective working relationships

• Leadership and managerial skills are key aspects of practice supervision

Motivation, Maslow, and practice supervisors

The motivational theory of Abraham Maslow (1987) is described later in 
relation to learning and teaching theory. However, it is useful here to look at 
it from the practical point of view of a student on placement. In identifying 
an order in which we usually meet basic human needs, Maslow gives us a 
clue as to how to appreciate and account for the needs of our students. 
According to Maslow, some higher-order needs cannot be met until certain 
lower-order needs have been met. Physiological needs must be met first fol-
lowed by the needs for security and safety, belonging, self-esteem, and finally 
self-actualisation. Because of this, we also need to see students as people 
who have lives, and therefore other needs, outside of nursing.

Physiological needs

At a basic level, students will not be able to get the best out of their place-
ment if they are not eating enough and it should be recognised that some 
students live within limited means. Most universities will have student hard-
ship funds and support mechanisms for financial needs, and the practice 
supervisor can involve the link tutor to help the student explore these. The 
student may also have problems with accommodation, or lack of sleep due to 
life stress and/or the pressure of study; indeed, many students balance their 

Effective practice 
supervision
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full-time nursing course with paid work elsewhere. Add to this mix a ‘healthy!’ 
social life and it is easy to see why a student might be too tired to get the 
most out of the experiences the placement provides. A number of students 
will, of course, invert Maslow’s hierarchy, with the need to ‘belong’ and 
‘party’ taking precedence over the basics such as eating. That’s life, but prac-
tice supervisors may occasionally need to remind students about their pro-
fessional responsibilities. Similarly, many students are mature and have 
family responsibilities. Ward teams need to take account of these human 
stresses and strains and be realistic in their expectations and supportive, but 
also be assertive and offer guidance where a student is consistently falling 
short of expectations. An open and frank discussion should ensue and a way 
forward agreed. The student can be pointed in the direction of other support 
mechanisms if appropriate, and the practice supervisor may also involve the 
university link tutor should it become necessary.

Security and belonging needs

The need to feel secure on placement can be met by reducing anxieties, 
especially early on in a placement. A good orientation programme will do 
this with the student being met and seen early on by their supervisors and 
inducted and introduced to others within the team. It is also important for 
students to feel well supported when they are asked to perform tasks with 
which they are unfamiliar or which are particularly demanding. By being 
aware of the student’s level and ability, the practice supervisor will ensure 
the student is adequately supported and their anxieties addressed. It also 
helps if students are not alone on placement but have peers they can chat to 
and work with. Sometimes on short placements it can be difficult to achieve 
a real sense of belonging, but a good practice supervisor can help to make a 
student feel they are valued and can make a useful contribution, by giving 
them time, seeking their opinion, and making sure they are involved.

Self-esteem

This need will likely only be met if the above ones have been met first. The 
practice supervisor can help the student here to gain a sense of being involved, 
valued, wanted, and of making a positive contribution. Being given frequent 
positive feedback and being included in the social as well as the working life 
of the clinical team will foster this even more.

Self-actualisation

Self-actualisation is a vague concept and often ill defined. It has been 
described as the achievement of ambitions and goals in professional or per-
sonal life. Others describe it as fulfilling one’s potential. It is difficult for a 
practice supervisor to promise this, but for many students the road to this 
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goal can be via the personal and professional achievements made on the 
journey through a successful placement and nurse training.

The characteristics and roles of the supervisor/mentor

According to Homer’s Odyssey (circa 800 bc), Mentor was the name of the 
person Odysseus asked to look after his son while he was away. The word 
‘mentor’ now means a guardian, advisor, teacher.

According to the NMC (2006), the responsibilities of nursing mentors included:

• Organising and coordinating student learning activities in practice

• Supervising students in learning situations

• Providing constructive feedback

• Setting and monitoring objectives

• Assessing students’ skills, attitudes, and behaviours

• Providing evidence of student achievement

• Liaising with others about student performance

• Identifying concerns

• Agreeing action about concerns

Gopee (2008), among others, cites the work of Darling (1984) and others 
who together have  suggested the following roles and characteristics of a 
mentor – these now equally apply to the practice supervisor:

• Role model  Always under scrutiny and always upholding 
high standards and professionalism. Well 
respected by their peers and someone who the 
student ‘looks up to’ and holds in high regard. 
This is a powerful position of influence.

• Energiser  Motivating, inspiring, and enthusiastic. Seeks 
to use every situation as an opportunity to 
teach.

• Envisioner  Keen to embrace change and improve care, 
and to encourage the student to see beyond 
the present and seek improvements in care.

• Investor  Gives freely of their time, knowledge, and 
experience. Delegates responsibility to the stu-
dent.

• Supporter  Available and willing to listen; encouraging. 
Humanistic and empathic in approach. Takes 
account of the student’s anxieties and needs.
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• Standard prodder  Questioning, seeking to improve standards. 
Demonstrates up-to-date knowledge. Matches 
student tasks to their level.

• Teacher–coach  Passes on skills and competence, guides, sets 
up learning experiences, allows time for prac-
tice. Encourages personal and professional 
development. Provides and organises a range 
of learning opportunities. Willing to share 
knowledge.

• Feedback giver  Gives constructive feedback, identifies future 
learning. Skilled questioner and facilitator of 
reflection. Assessor.

• Eye-opener  Shows student the wider picture beyond the 
team – e.g. politics, management, research.

• Door-opener  Points out and brokers other learning opportu-
nities and resources, such as the wider multi-
disciplinary team.

• Ideas bouncer  Helps student reflect and generate new 
ideas, open to discussion and exploration of 
the literature.

• Problem solver  Helps student develop problem-solving skills. 
Supportive when a student is struggling.

• Career counsellor  Gives guidance upon future directions and 
possibilities.

• Challenger  Helps student develop critically and encour-
ages them to question and challenge views and 
prevailing norms.

Other desirable qualities of a practice supervisor include:

Assertive  Knowledgeable
Confident  Competent
Approachable  Honest
Empathic  A good listener
Experienced  Trustworthy
Patient   Accessible
Creative   Kind
Consistent  Fair
Non-judgemental  Respected by peers

The list of qualities is endless and a good supervisor is many different things 
to many different people, but from the above list it is clear that they are a 
dedicated professional with a real desire to further the profession of nursing 
by giving their time and energy to passing on their knowledge, skills, attitude, 
and intuition to others.
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Effective working relationships and the practicalities of supervision

The foundation for being a good practice supervisor is in building a good 
working relationship with the student. Achieving this one initial, important 
goal will solidly underpin every other aspect of supervision and do much to 
reduce the usual anxieties of the student on a new placement. The contem-
porary scenario of the nurse in a short-staffed and busy clinical area trying 
to balance the needs of patients, managers, and others with those of a stu-
dent means that time is at a premium. As such, any time spent with the stu-
dent must be very well used. For this to be the case, it is imperative that good 
working relationships are achieved as quickly as possible. There are two 
major facets to this: the first is managing the student’s first day and week in 
a productive and welcoming way; the second is the supervisor’s use of good 
communication skills and ‘active listening’.

Trainee mentor describing the diversity of their role

I hadn’t realised until I actually sat and watched a mentor and worked 
with them just exactly what it entailed. From the welcoming and inducting of 
the student, identifying their needs, setting up learning experiences, 
action planning, setting aside time to discuss things with them, assessing 
them and a whole lot more besides.

Increased anxiety reduces learning (Moscaritolo 2009)

Why is this quote important?

Pre-placement visits

Both the student and the clinical placement staff should be aware of who is 
going where before the placement starts. A good student will contact the 
clinical team in advance of the placement to check what time they should 
turn up, and whether there is any uniform policy or other protocols they 
should be aware of. Similarly, a good ward team will encourage the student 
to make a preliminary visit just to be given the above information and to say 
‘hello’. It can help enormously to reduce anxiety on a first day if the student 
already knows one or two faces. The supervisor(s) should be allocated well 
in advance of the student arriving, and they should be allocated on the basis 
that they can spend an adequate amount of time with the student. On a 
pre-placement visit, the student can be introduced to supervisors and have a 
quick chat and any pre-placement reading can be handed out together with 
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the placement information pack, outlining learning opportunities and ward 
information, shift pattern, dress code, and so on. Off-duty rotas can be planned 
together and a pre-placement visit can also be the forum for any negotia-
tion over study days and childcare needs, for example, so that the anxiety 
over these can be managed prior to the placement. A good welcoming pre- 
placement visit can begin the process of socialisation into the team and its 
culture and can give the student an early sense of belonging.

Pre-placement pack

Often given out prior to a student beginning a placement, this pack 
will include much of the material included in the induction. If you don’t 
already have a pre-placement protocol and student pack, consider what 
should be included in one. Think back to your own experiences in the 
early days of placements and generate a list of useful information and 
things that could be achieved on such a visit.

Student quotes

A common feature of student feedback was that of their mentor going on 
holiday shortly after they have begun the placement. These kinds of 
eventualities can easily be foreseen and thus avoided with effective 
pre-planning.

Third-year mental health field student on mental health  
adolescent unit

Although my mentor was supportive and knowledgeable, she was on 
annual leave for the crucial first two weeks of the placement, then she 
had further holidays and spent much of the time on nights. I felt quite 
isolated.

First-year adult field student on first placement  
(acute admissions)

I arranged and visited the unit prior to commencement of the placement. 
This helped to alleviate uncertainties into what awaits you and helps in 
building relationships prior to the dreaded ‘first day at work’ feeling. On 
the starting day, I was one hour late due to unforeseen circumstances, 
then I got asked by the nurse, ‘What are you doing here?’ My mentor was 
unaware that he was mentoring me and due to his holiday arrangements 
and night shifts I only saw him for three days over the next five weeks.
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The first day and week

Newly qualified mentor

Looking back on my own placements, I can remember how nerve-wracking 
it is when you start a new placement. Being made to feel welcome made 
all the difference. I make sure that all the students are greeted with a 
smile – it sets the tone for the entire placement.

The important elements of the first week are building up a rapport with the 
student, orientation and induction to the placement, and the all-important 
first interview.

Building rapport

Many of the attributes of good supervision discussed above are the key 
qualities of a humanistic approach to teaching in the tradition of Carl Rogers 
(1994). Rogers felt that providing an appropriate culture or environment would 
in itself facilitate and nurture learning. A key element of this approach is 
developing a relationship with the student which is respectful of their auton-
omy and in which the supervisor displays the qualities of genuineness, respect, 
trust, acceptance, and empathy. According to Rogers, genuineness is about 
being your real self rather than presenting a false face or pretending to be 
some sort of ideal type. An effective supervisor does not pretend to be per-
fect or that they know all the answers. They are real people who are still 
learning themselves but are willing to share what they do know. Good super-
visors are non-judgemental about their students, and thus are able to develop 
a relationship based upon trust and acceptance. Only in such an open and 
trusting atmosphere can a student really feel at ease and free to ask for help 
and to question.

Stupid question?

One sign of a good learning environment and good practice supervisor is 
that the student feels able to ask any question no matter how ‘silly’ it 
might seem, without fear of being shot down and ridiculed.

There is no such thing as a stupid question, just learning opportunities.

Within such a relationship, the student will feel respected rather than awk-
ward and incompetent. This is especially important in the early stages of 
training where many students will be both young and inexperienced in 
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healthcare matters. The supervisor needs to strip away some of the awe in 
which they can find themselves shrouded.

Awestruck!

A first-year student on their first placement and who has no previous 
healthcare experience is looking quite scared after shadowing you for the 
morning. Close to tears, they tell you they don’t think they can do it, that 
they’ll never get to be as skilled and professional as you.

What would you say to this student?

Having insight into the student’s needs will allow you to display a degree 
of empathic understanding, which will make the student feel more at ease. 
A bit of self-disclosure on the supervisor’s part can go a long way here, reas-
suring the student that they were once a novice and that the student will also 
become competent. Such empathy can do much for developing the student’s 
confidence that they, too, will achieve the same professionalism and stand-
ard as their supervisor.

Displaying and using Rogers’ core conditions as described above will allow 
you to build a relationship with the student in which each other’s expectations 
can be shared in a trusting and open way.

First-year adult nursing student on mental health placement

I was really quite apprehensive and it must have shown because my 
mentor took me to a quiet room and we sat and had a chat about the ward 
and what to expect. She just sat and listened, but more importantly took 
me seriously.

Consistency on the part of the supervisor is also important in building trust. 
The supervisor must do what they say they will and not embark upon a 
pattern of excuses for not having time and postponing agreed meetings. In 
many respects, finding the time is the hardest part of being a practice super-
visor but it is crucial to do so.

Taking the student as they are is also important and this means that the 
supervisor must be non-judgemental and display what Rogers calls uncondi-
tional positive regard. An effective supervisor is capable of being objective 
and has an awareness of their own prejudices and preconceptions and will 
not allow themselves to be swayed by such.
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Wilkes (2006) reminds us that although we should seek to bond with the 
student, we must keep the relationship professional. Developing too much of 
a social relationship will make it difficult for a supervisor to act profession-
ally and compromise the offering of objective feedback. 

Question

What might be the underlying reasons for a student trying to cultivate a 
friendship rather than a professional relationship?

Orientation is the gateway to a successful placement (Beskine 2009).

Welcome and orientation

The initial welcome and orientation form a crucial phase in helping the student 
get off on the right foot and make the most of their placement. At the outset, 
it is useful to share a little of your own experiences of being a student and to 
talk a little about yourself, and to ask the student about their experiences so 
far and a little about themselves outside of nursing. Gray and Smith (2000) 
highlight the importance of the early days of a placement, reporting that a 
good orientation experience reduces the dependency of the student upon 
the nurse. Ensure the first shift is not too busy and that you have time to 
spend with the student. Gray and Smith (2000, p. 1546) cite one student from 
their study who made just this point, that if the first shift is a morning shift, 
‘you are just going to be used as a pair of hands . . . Whereas if staff roster 
you on a back shift they are more willing to give you time for a proper orien-
tation.’ The orientation should include introducing the student to the ward 
team and giving them a tour of the area. Essential information should be 
provided, including fire and emergency procedures, location of essential 
equipment, and security issues.

First-year adult field student on children’s ward

I was made to feel part of the team and felt well supported. The orienta-
tion day was very useful and you became prepared for what to expect from 
the department – they taught us some basic skills. I felt much more 
confident after this session.
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First interview

The first interview really sets the tone of the placement and puts the student 
at ease. The following is a list of things that should be covered at this early 
stage:

• Deal with any anxieties the student may have regarding the placement. 
These may range from unmet objectives from previous placements to wor-
ries in relation to their ability, including concerns about the client group or 
type of experience. These concerns need to be listened to and dealt with 
early on so that the student can concentrate upon the placement.

• Clarify general information about contact details, shifts, and breaks.

• The student should be introduced to the ward/team philosophy and made 
aware of the location and importance of adhering to local procedures 
and policies.

• It is important to identify the student’s level and stage of training, and 
clearly ascertain their learning needs. Supervisors need to work closely 
with students in the first week to assess their level of competence and 
accurately gauge the level of supervision required, as supervisors will 
remain accountable for any tasks they delegate to the student. 

• Initially, set achievable objectives so that the student can be up and run-
ning almost straight away. It will boost their confidence if they are able 
to achieve some objectives early on in a placement.

• Discuss the student’s need to experience the full range of shifts and days.

• Ask if there is anything they need to do linked to assignments. Students 
can come to placements worried about assignments and it can become 
their prime focus if the supervisor is not careful. As a link tutor, I visit 
students on placement wanting to discuss their placement experience  
but am often confronted with an anxious student who only wants to talk 
about their assignments.

• Ask if there are any essential skills assessments they need to achieve 
within the placement. Plan the necessary practice sessions and set clear 
dates for the summative assessments, or for reviewing progress.

• At the initial interview you should explain to the student the clinical 
learning opportunities that are available and how best to access them.

• Discuss the importance of reflection and how you will facilitate this.

• Identify dates for subsequent, more formal interviews.

• Make known objectives for shifts when you cannot be with the student and 
identify other practice supervisors who will support them in your absence.

• Point out learning resources, such as internet access, books, journals, 
and any study area.
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• Ask about their strengths and areas they would like to work on. There 
may be things they have been avoiding or haven’t had the opportunity to 
do yet. Many mental health students, for example, become quite anxious 
about giving an intramuscular injection, some because they don’t like the 
idea and some because all their peers have done this and they feel that 
they are behind.

• Reiterate issues around professionalism and motivation, timekeeping, 
and confidentiality.

In general, the overall impression of the student should be one of an enthu-
siastic and competent supervisor who will make sure they get a good experi-
ence if they themselves put the effort in. The initial interview is thus a good 
time to remind students of their responsibilities.

First-year student on oncology placement

Having such a good mentor enabled me to learn many new skills. From 
the start of the placement I felt like part of the team, and they created a 
great environment to learn in. They guided you towards the knowledge 
base.

The initial interview is also the place to discuss the student’s own responsi-
bility towards the placement and their own learning. It is important that stu-
dents do not become too reliant upon the supervisor and should begin 
learning to shoulder some responsibility early on in their training.

Student’s placement responsibilities

• Contact the placement in advance and establish start time and 
dress code, etc.

• Undergo all induction tasks.

• Act professionally in relation to timekeeping, dress, attitude, and 
confidentiality.

• Identify your own learning needs.

• Take responsibility for your learning needs.

• Be honest about your ability and level of competence.

• Ask for help when unsure.

• Always respect the client’s dignity and individuality.

• Actively participate and seek out learning opportunities.

(continued)
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Guidance on Professional Conduct for Nursing and Midwifery Students 
(NMC 2010)

This mirrors the checklist above and can form a very useful basis for 
discussion around the student’s responsibilities.

• Ensure you take time to reflect.

• Identify and undertake insight visits with the wider multidisciplinary 
team.

• Practise good communication and a willingness to work with the 
team.

• Ensure placement paperwork is kept up to date.

• Present your supervisor/assessor with evidence of achievement at 
regular intervals.

• Act upon constructive feedback.

• Ensure assessment documentation is completed and submitted.

• Evaluate and provide feedback on the placement.

Second-year student on surgical ward

When I raised my concerns about my lack of input from my mentor, my 
issues were addressed quickly. I was expecting my mentor to shepherd 
me all the time. Now I realise I need to just muck in and get on and seek 
out opportunities for myself sometimes.

Induction checklist

The clinical area should have its own induction schedule for students which 
they have to complete within the first couple of days and tick off and date to 
show they have undertaken what is necessary. Often this can be adapted 
from that used for new staff. There will be variations according to clinical 
speciality, but it should include the following:

• Tour of area and facilities

• Staff introductions (key staff to meet)

• Contact information (team and student)
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• Clinic times and policies regarding sickness and uniform

• Key policies and locations (e.g. clinical, health and safety, moving and 
handling, lone worker policies, close observation, escorting clients, 
Mental Health Act)

• Procedures in case of fire, call numbers, alarms, equipment, escape 
and assembly points

• Emergency and resuscitation procedures, equipment, and call numbers

• Location and use of moving and handling equipment

• Waste disposal, control of infection

• Prevention and management of violence, and aggression policy and 
procedures

• Incident reporting

• Security issues

Second-year mental health student on adult medical ward

The orientation to the ward and induction pack was great – it helped us to 
work through things even when staff were busy and couldn’t devote the 
time to showing the students.

Active listening: the basis of effective working relationships

Achieving Rogers’ core conditions is an important foundation for an effect-
ive relationship with the student, and good communication skills are 
required to make it work. Perhaps the most useful communication skill in 
supervision is that of active listening. The supervisor who regularly takes 
the time to listen to the student’s concerns and frequently canvasses their 
opinion is laying the foundation of a good working relationship. Essentially, 
active listening is the ability to listen attentively, concentrating upon what 
the person is saying and making them aware that you are doing so. This 
sounds a bit simplistic, but it is easy to listen and not hear (i.e. forget half of 
what the person has told you). It is also easy to listen and give the other 
person the impression you are not interested. Both of these will quickly 
bring the conversation to a close and therefore be of little use. The key ele-
ments of active listening bring together a range of verbal and non-verbal 
skills that aim to convey your interest and develop the communication. In 
counselling scenarios, the active listener is trying to get the speaker to open 
up and describe their predicament in detail in order to help them explore it 
and its meaning for them. The skill is in blending the non-verbal elements 
such as eye contact and posture with the verbal elements such as question-
ing skills.
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Non-verbal elements of active listening

The non-verbal elements of communication are often overlooked and taken 
for granted. However, they are just as important as the verbal elements in 
conveying to the speaker the interest and concern of the listener.

Egan (2006) summarises the non-verbal elements of communication by sug-
gesting the acronym SOLER as a guide to helping us to ‘tune in’ to the other 
person and give them our full attention:

S Sit squarely or slightly angled, facing the student, indicating involvement

O Open posture, no folded arms or defensive, excluding postures

L Lean towards and orient yourself to the student to show interest

E Eye contact – ensure it is steady and natural, not threatening

R Relax, be comfortable, and be yourself. Try not to fidget

The following are some tips for improving non-verbal communication:

Give good eye contact

Don’t stare directly at the person as this can be off-putting, uncomfortable, 
and be misconstrued as aggressive. The British are said to be quite reserved 
and not to like a great deal of eye contact. Other cultures interpret this low 
level of eye contact as disinterest, preferring a much more direct and pro-
longed gaze. This fits in with the belief that a person who will not look you 
in the eye has something to hide and is generally not to be trusted. Good eye 
contact means different things to each of us, but in general look at the per-
son directly from time to time and keep reinforcing this contact.

Facial expression

This provides the listener with a window into the emotional state of the 
speaker, and vice versa. We need to ensure that we pick up on subtle clues 
and act upon them – for example, ‘you seem quite annoyed by that’, or ‘you 
look confused’. Facial expression can often let you know whether someone 
understands or not. Similarly, we need to ensure that our facial expressions 
denote our interest in the speaker and do not suggest disinterest and bore-
dom. An occasional smile and nod of the head will often be sufficient to let 
the speaker know we are still with them. It is worth remembering that it is 
relatively easy to lie verbally but much harder to lie non-verbally.

Overcome your own concerns

You cannot listen effectively to another person if you cannot put aside your 
own personal issues, such as being worried about whether your car will get 
clamped or ruminating upon your own personal issues. You need to give the 
other person your complete attention.
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Don’t be put off by silences

Moments of silence are important in allowing the speaker to reflect upon 
what they have said and formulate what they wish to say next. In emotional 
circumstances, they can feel awkward and there is a tendency for the listener 
to bring silences to a premature end because they are uncomfortable; this 
denies the speaker the opportunity to feel and express their emotion, which 
is a necessary part of the process if they are to come to terms with it and 
explore their worries further.

Avoid distractions

Ensure that you arrange for privacy and no interruptions. Let others know 
that you are in a private meeting and hang a sign on the door.

Paralinguistics

Tone of voice is the obvious example here. Again, this can give us significant 
clues as to the emotional state of the speaker and how they feel about what 
they are saying. We use tone of voice to express aggression and passion, as 
well as a range of other emotional states. Other vocal aspects of non-verbal 
behaviour are the ‘grunts’ and similar noises we make in conversation to 
reaffirm we are listening. These are the ‘aha’ and ‘mmm’ sounds we make, 
which we use in conjunction with an often unconscious nodding of the head 
to demonstrate that we understand.

Posture

Sitting or leaning slightly forward towards the speaker suggests that you 
are interested in what they have to say, just as leaning away implies that you 
are not. We tend to keep a safe distance from those we are wary of and get close 
to those we are fond of, and this delivers a simple but powerful message. 
Similarly, fidgeting suggests anxiety and we should be alert to such signs in 
the student.

Verbal elements and questioning skills

While non-verbal skills enable you to display interest and concern in the 
speaker, it is the verbal skills that help you to clarify and explore the content 
of what is being said in order to gain a greater depth of understanding of the 
speaker’s position. The following are some tips for improving your verbal 
and questioning skills:

Explore feelings

If a person is angry, sad or emotional, the listener has to help them address 
those feelings before they can explore any other issues. The student who is 
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upset at a failed assessment will need to be allowed to express and explore 
their emotions before discussing the way forward. You can’t discuss an 
action plan with an angry or tearful student.

Don’t interrupt

Let the other person finish before you jump in with your views. It is a natural 
tendency to want to do this, but it is disrespectful and may cut the speaker 
off when working up to something they feel strongly about.

Be challenging

This is about keeping a meeting or discussion on track. Having said above 
‘don’t interrupt’, you may have to bring the dialogue back on track because 
it is easy to avoid a difficult situation by skirting around the issue and filling 
the time with unrelated material. A student might need to be prompted and 
guided back onto the core subject matter under discussion. There are usu-
ally good reasons as to why a person is reluctant. In The Skilled Helper, 
Egan (2006) points out that every now and again we need to be challenged 
to move forward. Occasionally, we become stuck for a variety of reasons; 
for example, we may be anxious or avoiding a situation and need to be chal-
lenged to confront that fear and work through it. We all occasionally suffer 
from what Egan calls the ‘blind spots’ of unawareness, self-deception, choos-
ing to stay in the dark, or knowing but not caring. Only when these are 
challenged and acknowledged can the person work on them and move on.

Self-disclosure

A little self-disclosure can go a long way towards letting the speaker appre-
ciate you have similar experiences and know how they might feel. However, 
make sure you don’t hijack the conversation and lose the focus upon the 
student. In counselling sessions, a client may try to get the counsellor to 
speak about their life because it deflects attention away from themselves 
and the difficult task of dealing with their own problems.

Summarise

You can’t possibly remember everything, so occasionally, at appropriate 
points, stop the conversation and summarise what you understand the per-
son has been saying. This will allow you to make sure you have got it right 
and understood correctly. If you are wrong, the student will tell you and 
clarify the situation. It also tells the student that you have been listening to 
them and so encourages further dialogue.

Open questions

‘What do you think should have been done?’ and ‘How did you feel when 
you . . . ?’ are questions that demand more than a ‘yes’ or ‘no’ answer and lead 
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the speaker to divulge further information. They try to get the person to 
open up and explore the subject in greater depth. Try not to use closed ques-
tions or leading questions, as these will stifle the conversation and lead to an 
incomplete, unshared or biased view.

Try to turn the following closed questions into open ones:

Do you think that is the best way to do it?

Would you do it the same way again?

Will you be able to manage?

Did you manage to do it?

Should that go there?

Clarifying questions

‘What did you say you did when that happened . . . ?’ and ‘What do you mean 
when you say . . . ?’ are examples of questions that will help you make sure 
you have got the story right and help avoid any ambiguity.

Probing questions

The following questions let you delve deeper and help to clarify the position: 
‘Can you tell me a bit more about that?’, ‘What does that mean in terms of 
your future learning needs?’, ‘Why do you think it could have been pre-
vented?’, ‘Why is that important?’.

Hypothetical questions

The following questions will help the student to think more creatively and 
elevate their learning from experience to a higher level: ‘What do you think 
would happen if . . . ?’, ‘What else would you have to do if . . . ?’, ‘If money was 
no object, how would you improve . . . ?’.

Reflection

This entails occasionally reflecting back to the speaker in order to clarify 
your understanding of what has been said. It can also demonstrate that you 
were listening carefully. You can do this by ‘echoing’ back what the person 
has said exactly as they said it, or you can ‘paraphrase’ it by putting it into 
your own words. The person will either say ‘Yes, that’s right . . . ’ or ‘No, that’s 
not how I see it, what I meant was . . . ’. Either way, you have clarified your 
understanding of the situation and they have been reassured that you want 
to get it right and are listening attentively.
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Evidence-based practice

An effective supervisor will be more credible if they are using evidence- 
based practice. A student witnessing a supervisor researching the evi-
dence for a procedure and altering their practice by applying that 
evidence, will gain an impression of nursing as a dynamic and forward- 
thinking profession as opposed to one that routinely and blindly accepts 
current practice and routine as the norm. A supervisor can also demon-
strate this by attendance at training sessions, workshops, and confer-
ences. They might also ensure the ward has access to current journals of 
relevance to the specialty and by directing the students to such. Foster-
ing an enquiring spirit in students can also be achieved by asking the 
student to seek out information and relay this back to the team. Another 
important aspect of evidence-based practice is the supervisor’s use of it to 
underpin their supervision. The material discussed above is all evi-
dence-based, as are teaching skills and it is important that the practice 
supervisor understands the theory behind different styles of learning in 
order to teach effectively. In effect, they are applying research- and evi-
dence-based practice to their supervision.

Non-verbal exercises

As a lesson in self-awareness, arrange with a colleague to record an 
interview conducted by the two of you. Equipment can usually be bor-
rowed from the School of Nursing, or just use your phones. Take turns to 
be interviewed and to interview, discussing some work-related issue. The 
interviewer’s job is to draw out the information from the interviewee. Try to 
summarise occasionally and clarify where necessary. When you have 
finished, watch the recording together and discuss the skills used by the 
interviewer. Take note of your non-verbal behaviour and identify and dis-
cuss the questioning techniques used. This is a good exercise in practis-
ing these skills and also an opportunity to see how we come across to 
others both visually and behaviourally, as we are often unaware of our 
non-verbal ‘habits’.

Student-centred leadership

To be an effective supervisor, certain leadership skills are useful. These include:

• Being organised, so that you can effectively plan learning experiences 
that meet the students’ individual needs

• Advocating on behalf of students to help them access multidisciplinary 
learning opportunities
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• Prioritising practice work and managing your time to ensure you can 
provide support to students

• Providing feedback about the effectiveness of the clinical learning experience

It is often hard to describe exactly what these management skills are, but 
key indicators and leadership traits from the old NHS Knowledge and Skills 
Framework Leadership dimension hold strong resonance for practice super-
visors here. These include:

• Ensuring individuals meet their goals and have been given clear expecta-
tions of performance

• People feel well led and ‘heard’

• People get clear feedback

• Client- (student-) focused

• Develops individual people and teamwork ethos

• Develops an open, questioning, and supportive culture

• Having self-belief

• Being prepared to face challenges

• Effective decision-making

• Prepared to be accountable and hold people to account

• Role models ethical behaviour and champions values and standards

A supervisor displaying these qualities will ensure that students know what 
is expected of them and they will feel well supported. They will believe they 
are getting a planned, well-thought-through, and challenging placement 
experience that will develop their potential.

Management skills such as those outlined above will also play a large part in 
helping to foster a student-centred culture in a clinical area.

Exercise

Imagine you have just gained promotion to team leader. Student feed-
back and anecdotal evidence tell you that the clinical team has a history of 
negativity towards students and being used as a placement. Some staff 
feel they are too specialist and too busy and one or two staff members 
are, to put it bluntly, lazy when it comes to the idea of supporting stu-
dents. Several also have a distinct disdain for ‘modern’ nurse training.

As the ‘new’ manager, write an action plan for trying to turn this situation 
around and list the benefits for the whole team of becoming a stu-
dent-friendly environment.
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What can we learn from the clinical supervision literature?

Here I have asked two colleagues to examine the literature on clinical super-
vision generally in the light of their depth of experience in order to see how 
it can inform and guide practice supervisors working with nursing students. 
While clinical supervision and practice supervision are separate entities, 
there is much practice supervisors can glean from an understanding of this 
literature. Indeed, the theory discussed below lends much weight to the 
practical advice and strategies outlined in Chapter 2.

Supporting students through clinical supervision

Julie Dixon and Fran Maplethorpe

Here we briefly define and discuss the background and principles of effective 
clinical supervision in the helping professions in the United Kingdom (UK). 
The functions and advantages of clinical supervision are explored before 
reviewing learning environments and quality of relationships required for 
clinical supervision to be effective. Then we offer an overview of reflection 
and finally suggest problem-solving approaches for the initial stages of 
effective clinical supervision.

Background

In the UK, clinical supervision has been recognised as an important fac-
tor in ensuring safe practice within the helping professions since the 1990s 

Key points

• There is much we can learn from clinical supervision literature

• ‘Toxic’ supervisors can sabotage a placement experience 

• A SWOT – Strengths, Weaknesses, Opportunities, Threats – analysis can 
enable practice supervisors to audit their supervision skills. Nursing 
associates require the same levels of supervision as pre- 
registration nursing students.

Supervision 
considerations
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(Ashburner et al. 2004). It has been described as a formal process of profes-
sional support and learning to enable health and social care professionals to 
develop knowledge, competence and responsibility in their practice (DoH 
1993). The DoH (1994) recommended that clinical supervision be introduced 
early in pre-registration education to help prepare students for practice. The 
process is conducted on a one-to-one basis or in groups to discuss practice- 
related issues, usually with a qualified supervisor (Buus et al. 2011).

Types

There are several types of supervision. The three most commonly referred 
to are: managerial, professional and clinical supervision. These types may 
sometimes overlap, and in practical terms it can be difficult to separate them 
from each other. Managerial supervision is carried out by a supervisor with 
authority and accountability over the supervisee. It provides the opportu-
nity for staff to review their performance, set priorities/objectives in line with 
the organisation’s goals and service needs, and identify training and con-
tinuing development needs. Professional supervision is often interchange-
able with clinical supervision. This term is sometimes used where supervision 
is carried out by another member of the same profession or group. This can 
provide staff with the opportunity to review professional standards, keep up 
to date with developments in their profession, and ensure they are working 
within professional codes of conduct and boundaries. Clinical supervision 
provides an opportunity for staff to reflect on and review their practice, 
discuss individual cases in depth, and change or modify their practice. We use 
the term ‘clinical supervision’ here to refer to the supervision for all helping 
staff who come into contact with people who use services, including regis-
tered professionals (from all disciplines) and support workers.

How

There is no single best way to implement clinical supervision (Hawkins and 
Shoet 2010; Cutcliffe et al. 2011), but there are some generally recognised 
principles in the literature (Bond and Holland 1998; Cutcliffe et al. 2011) that 
are necessary for effective clinical supervision.

These include:

• being centred on developing best and safe practice

• a supportive, empowering and challenging – but not controlling –  
relationship

• not confusing it with personal counselling or managerial supervision

• reflection on practice

• having clearly negotiated agreements with regard to the limits of 
confidentiality.
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Functions and advantages of clinical supervision

Proctor (2000) identifies three functions of clinical supervision as: forma-
tive, normative and restorative. The formative function is the educational 
aspect which recognises that learning should take place during clinical 
supervision and focuses on skills and knowledge, learning from experience 
and competence. The normative function involves the quality aspect of help-
ing relationships and focuses on professional accountability, values and eth-
ical practice. The restorative function ensures that the supervisee feels 
supported by the supervisor and focuses on confidence building; coping 
strategies and the joys/sorrows of helping relationships. It is easy to under-
stand how these three functions can relate directly to the practice supervi-
sor role.

Clinical supervision can help staff to manage the personal and professional 
demands created by their work. This is particularly important for those who 
work with people who have complex and challenging needs. It can provide 
a space which helps to explore one’s own personal and emotional reactions 
to practice. It can also empower staff to reflect on and challenge their own 
practice in a safe and confidential environment, while receiving feedback 
on their skills that is separate from managerial considerations. Further to 
this, it can be one part of their continuing professional development (where 
applicable). Again it is clear how these functions translate to supporting 
students. Clinical supervision has also been associated with higher levels of 
job satisfaction, improved retention, reduced turnover and staff effective-
ness. Effective clinical supervision may increase employees’ perceptions of 
organisational support and improve their commitment to an organisation’s 
visions and goals (Care Quality Commission (CQC) 2013). Relating back to 
nurse education – good practice supervision is likely to deliver better levels 
of student satisfaction.

Clinical supervision can help ensure that the people who use services, and 
their carers, receive high-quality care at all times from staff who are able to 
manage the personal and emotional impact of their practice. It should be 
appreciated within the context of the culture of the organisation, which is 
crucial in setting the tone, values and behaviours expected of individuals. It 
is one way for a provider to fulfil their duty of care to staff, and has been 
linked to good clinical governance by helping to support quality improve-
ment, managing risks and increasing accountability (CQC 2013).

Learning environments and the relationships within clinical 
supervision

Learning environments include any space in terms of physical location 
where discovery takes place, as well as the system of shared values, beliefs 
and behaviours within these places. Many of the aspects discussed in super-
vision – for example, learning from experience, ethical dilemmas and per-
sonal coping strategies – require a non-judgemental environment to allow 
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the supervisee to feel safe about exploring their own practice, as well as the 
practice of others. It must be recognised that there will be physical, psycho-
logical and social issues, so there should be a two-way (or multi-way) pro-
cess where all parties have the right to express their feelings, opinions and 
anxieties, without fear of ridicule. A key role of the supervisor is to be a 
critical friend providing constructive feedback aimed at safeguarding the 
supervisee and ensuring safe practice. The supervisor’s role should be that 
of facilitator, and not to dictate or decide for the supervisee – thus the process 
should be person-centred, not organisational or corporate-objective centred. 
The clinical supervision process should be underpinned by a set of mutually 
agreed ground rules that centre on personal and professional development 
in the supervisee and potentially the supervisor. The relationships that exist 
should be confidential within the context of the ground rules set.

In order to promote positive learning environments and improve the quality 
of relationships within clinical supervision it is important that the supervi-
sor also access their own ‘safe space’ in which to express their experiences, 
aiding their reflective practice and professional development.

Reflections, models and structure

Clinical supervision can be seen as a journey of discovery, so reflection is a 
cornerstone to effective learning processes. Reflection is talked about in uni-
versity and practice, but often not fully explained. Schön (1991) identified two 
different forms of reflection: ‘reflection-on-action’ and ‘reflection-in-action’. 
Clinical supervision can support reflection-on-action as thoughts, feelings and 
actions can be explored, offering understanding of different points of view after 
an event or situation. Reflection-in-action is more about ‘thinking on our feet’ 
during the event; this can be problematic as time can be short when decisions 
need to made quickly. Distinguishing between these two different types of 
reflection can be difficult, yet it is argued that both can be enhanced by regular 
clinical supervision as questioning one’s thoughts, feelings and actions becomes 
embedded in practice, leading to behaviour being modified in real time.

There are a variety of models available to provide structure to the reflective 
process, but (as discussed earlier) there is no best way of doing this. Practi-
cal experience of carrying out one-to-one and group clinical supervision with 
healthcare professionals and students suggests that approaches are often 
guided by the preference of the supervisor, the number of participants, and 
time afforded to those involved.

A key role of the supervisor is to help the supervisees help themselves and 
facilitate open dialogue. Egan’s Skilled Helper Model (2006) is one useful 
framework for this. It has three stages that can be summarised as:

• Exploration – What is going on?

• Challenging – What do I want instead?

• How might I achieve what I want?
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Stage 1: Exploration

The first task is to find out the supervisee’s story about what is happening in 
their own words, and then reflect it back to them without judgement. This 
involves:

• attention giving – positive body language, eye contact, etc.

• active listening – learning forward, nodding, focusing on what is being 
said not what to say in response

• acceptance and empathy – it is vital to be aware of personal and organi-
sational biases that may exist about what is being discussed.

It is difficult to open up in a situation where we feel judged, so it is important 
to use:

• Paraphrasing and summarising – to check understanding of what has 
been said.

• Focusing – which of the issues discussed seems the most important to the 
supervisee?

• Reflecting feelings – help supervisees to uncover blind spots or gaps in 
their perceptions and assessment of the situation.

• Questioning – useful questions are: How did you feel about that? What 
were you thinking? What was that like? What else is there about that?

For some people, this is enough. Reflecting and clarifying make the way 
forward obvious. However, when upset or confronted, it is often difficult to 
see things clearly and find one’s own way out of the situation.

Stage 2: Challenging

One way to help supervisees’ perceptions of a situation is to challenge exist-
ing views, one issue at a time. Encourage the supervisee to think about 
whether there is another way of looking at the issue. Some useful questions 
to do this are:

• What might this look like from another person’s point of view?

• What in particular about this is a problem for you?

• If you were describing someone else in this situation, how would you 
describe them?

• What does she/he think/feel?

Stage 3: Action planning

Once an issue has been identified, it is possible to explore ways forward via 
different options, which can lead to goal setting. Useful questions here include:

• What are the possible ways forward in this situation?



48 The Nurse Mentor’s Handbook

• Which of these options feels best for you?

• What will you achieve if you do this?

• What will you do first and by when?

The goal is to turn good intentions into actual results, so it is important to 
help the supervisee set realistic, practical and achievable targets. Make sure 
the targets are specific and measurable so that they know when they have 
been achieved. Agree a time period. 

Using Egan’s model (above), it is worth noting that each stage has a differ-
ent intent:

Stage 1: Exploratory
Stage 2: Checking out
Stage 3: For focus and commitment

Likewise, van Ooijen’s (2013) model of clinical supervision can also be broken 
down into three distinct steps, which are:

Step 1: Beginning supervision: working with the ‘What?’
Step 2: Reflecting in supervision: working with the ‘How?’
Step 3: Moving forward in supervision: working with the ‘What Now?’

While this is similar to Egan’s model, van Ooijen’s distinct steps offer sugges-
tions for the supervisee to think about what they are going to bring to the 
supervision session. Given that this process is supervisee-centred, there is 
an expectation that they will come prepared for the session. As this prepara-
tion may be difficult for some, below we offer guiding questions to help to 
clarify thoughts and identify issues to bring to supervision.

• What I like about this practice area is . . .

• Something that went well for me . . .

• What I don’t like about this practice area is . . .

• What could I do to improve things?

• What irritated me about today was . . . 

• What I tried to do in this situation was . . .

• Something that bothers me about what I do is . . .

• If I had the chance to do that again, I would . . .

• I really think that I need to know more about . . .

For supervisee think student, and looking at the list above, reflect upon how 
useful such questions would be for students on placement.

Alternatively, it is possible to use the first step of van Ooijen’s (2013) three-
step model to begin reflection and then the problem-solving approach within 
clinical supervision can be carried out using steps 2 and 3, as below.
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Step 1 What? What do I need to know?

What do I want to talk about?

What are my objectives in doing that?

What do I want to achieve?

What is the real issue here?

Step 2 How? How am I going to take this forward?

How am I going to find out?

How do I feel about this?

Step 3 What now? What do I think and feel now?

What might I need to think about now?

What steps do I need to take now?

What will I do now that I have found out 
what I wanted to know?

These elements/steps can be used as general guidance – though not written 
in stone – to help individuals and teams set up or maintain clinical supervi-
sion, and these approaches have much to offer the nurse student practice 
supervisor.

Toxic mentoring and supervising (how not to do it!)

An examination of how not to do something is usually a good guide to how 
to do it well by identifying negative behaviours that should be avoided. The 
concept of ‘toxic mentoring’ has been around for a while and describes those 
behaviours which a good supervisor should avoid.

A student experience

They were never there. Even on the days we were rostered to work the 
same shifts he was either off doing something else or he’d changed 
shifts. I ended up working with anyone who’d have me, or just doing stuff 
off my own bat. When we did work together, he just gave me menial stuff 
to do, and when I did get to do something more interesting, he never asked 
me about it or told me I’d done well. I think we only worked with each 
other about eight times and yet he signed all my paperwork! I didn’t learn 
much, but I passed!
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In a busy clinical area there are huge demands on practice supervisors’ time, 
and for numerous reasons some do not particularly like having to supervise 
students. Various behaviours can be identified which have a negative impact 
upon the student experience, and these have come to be collectively known 
as ‘toxic mentoring’.

How not to do it

If you were a ‘toxic’ supervisor, list the ways in which you could sabotage 
and detract from a student’s learning experience.

The impact of toxic mentoring can be devastating for students, as evidenced 
by the following quotes:

Quotations from student placement feedback

Student midwife

It really shocked me that she had assigned herself to work with students 
and should be an inspiration to them. I left the shift completely disillu-
sioned.

First-year adult nurse

The first encounter with my mentor was at the beginning of my second 
week on the ward, and this was an experience I shall never forget. She 
was rude and aggressive towards me and I didn’t want to go in the next 
day.

Mental health student on adult placement

There were many procedures done on a daily basis, but we were never 
asked to watch or help.

Adult nurse student on adult ward acute placement

The placement would have been a lot better if my mentor found things for 
me to do instead of leaving me alone. It made me feel very useless.

Mental health student on adult placement

She did my final interview without me. When I went in, in my own time, 
she said she couldn’t be bothered to do it and would do it at home later.

(continued)
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Second-year adult nurse student

I spent an awful lot of time just hanging around. It would be nice to have 
an active supervisor to work with and not one who spends all the time in 
the office.

Adult field student on mental health placement

Because of me being an adult field student, the mental health field stu-
dent got more of a look in than me because it was her intended field.

Adult student on adult placement

Basically, I spent the days making beds and working with the care assist-
ants.

Second-year mental health student on child and adolescent mental health 
placement

Because of the challenges presented when working with young people 
and the emotions invoked from doing so, effective mentorship is essen-
tial. I often felt that they dismissed my concerns, especially around 
restraint, as they were so familiar with the environment. Supervision is 
essential here, especially in the first few weeks of a placement, and needs 
to be formal and regular.

Mentor to adult student on theatre placement

There’s no point in teaching you anything, you’re only here for a fortnight.

Adult field student on accident and emergency placement

My final interview consisted of my mentor criticising my outcome evi-
dence. She gave me no verbal praise or feedback and her comments 
were written without discussion. I didn’t feel I could approach her to dis-
cuss the issue, as over the course of my placement my confidence had 
been somewhat undermined.

Adult field student on being asked how the placement could have been 
improved

A different mentor.

Third-year adult field student

If my mentor had given me more tasks to perform and more responsibil-
ity, it would have been OK. As a third year I am supposed to be nearly 
competent and need to develop my nursing skills, but I wasn’t given 
much chance.
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Davies et al. (1994) found that mentors gave structure, planning and mean-
ing to the students’ learning experience compared with students who had no 
mentor, and felt they were left largely just ‘hanging about’ purposelessly 
trying to slot in somewhere and make the best of it. Such a feeling is com-
mon to students who experience toxic mentoring.

Darling (1986) identifies four broad types of toxic mentor, and others have 
identified variants on the same theme:

• Avoiders: Avoiders simply are never available for a variety of reasons. This 
can lead to the student not being able to key into the placement and the 
team, and so not being able to fully exploit all the placement has to offer. It 
is a simple strategy for mentors to arrange and stick to meetings with the 
student and there is no real excuse for not doing so. Occasionally, the real-
istic excuse of being too busy will hold water, but the regular occurrence of 
this phenomenon indicates a mentor who is not at all committed to the task.

• Dumpers: These mentors put students into difficult situations, give them 
tasks well out of their depth, and offer no assistance. This can obviously 
be dangerous and have a devastating impact upon a student’s confidence. 
Such a student will be very unlikely to ask the mentor for anything else 
to do, and is likely to spend the rest of the placement with their head well 
down trying to avoid the mentor. This type of mentor will also take little 
responsibility for organising meetings or learning experiences, leaving it 
all up to the student. This is an abdication of responsibility. Such mentors 
are also likely to ‘dump’ unwanted jobs upon the student.

• Blockers: Such mentors actively refuse students’ requests for help or 
experience and withhold information, or oversupervise the student – thus 
limiting their development.

• Destroyers/criticisers: These mentors damage students’ self-esteem by 
being negative and concentrating on faults rather than strengths. At its 
worst, this is done in public and has a marked impact on students’ confi-
dence. Such mentors tend to have an overinflated view of their own com-
petence and can regard themselves as experts. Such a level of arrogance 
can be very off-putting for the novice student. One of the prime joys of 
being a mentor should be in embracing the challenge which students 
present. The welcoming of questioning minds and the desire to find out 
from the student any new theories or updates learnt in the university is a 
bonus. Once this desire is lost, the mentor needs to reconsider their role.

List of toxic mentor and supervisor behaviours

• Works with student much less than 40 per cent of the time

• Frequently cancels meetings

• Regards student as a care assistant
(continued)
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Third-year student on medical ward

I was finally given a mentor in week four and I was given my next shifts. I 
assumed they would be the same as my mentor’s, but they were actually 
the opposite shifts to his. When I asked if I could change my shifts, the 

• Does not let student do anything unsupervised

• Does not take account of level of learner

• Does not find out students’ learning needs

• Puts students in difficult unsupervised positions

• Does not broker learning experiences

• Frequently asks others to ‘look after’ the student

• Leaves the student to arrange everything themselves

• Does not engage student in reflection on experience

• Feedback focuses on deficits and ‘weaknesses’

• Does not help with action plans

• Takes no responsibility for student learning

• Does not attend education updates

• Is unfamiliar with the student’s paperwork and assessment

• Rarely aware of the evidence behind their own practice

• Does not acknowledge students’ prior experience

• Reluctant to embrace change

• Displays unprofessional behaviour

• Does not work well with the multidisciplinary team

Supernumerary status

A common feature of toxic mentoring is the convenient forgetting of the 
supernumerary status of the student, who immediately becomes an extra 
pair of hands and is rostered as an extra healthcare assistant. To a team 
manager on a budget this represents a saving in not having to ‘buy’ in bank 
staff, but essentially is an abuse of the student’s learning needs. Students are 
additional to the usual workforce requirements.

(continued)
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The NMC dictate that all student experiences should be ‘educationally led’. 
However, this is not to say that the student should not ‘muck in’ and perform the 
day-to-day tasks common to busy clinical areas. In general, the advice that ‘you 
get out of it what you put into it’ holds true for placements. There is much to be 
gleaned from ‘buddying’ with a healthcare support worker and drawing upon 
their years of experience. This is a vital part of the student’s learning experi-
ence, but not the mainstay of it. Practice supervisors and teams who do not 
utilise their healthcare support workers should consider the benefits of doing 
so for all concerned. Formalising this ‘buddy’ role can greatly enhance the sta-
tus and self-esteem of the healthcare support workers we often take for granted.

How can a student deal effectively with a toxic supervisor?

Darling, who first coined the term ‘toxic mentor’, suggests that students 
build a support network of others they can turn to, but this is easier said 
than done and does little to help the ‘stranded’ student (Darling 1986). 
Such students are unfortunate and it takes a degree of assertiveness 
and courage for a student to speak out. Some students ‘cope’ by avoid-
ing their supervisor by working different shifts. Often the student will 
have the support of their peers and fellow students on the ward, and 
they will try to access other ‘associate’ supervisors and staff in order to 
try and salvage their placement experience. This is not always possible 
and the student should try to be assertive and request a meeting with 
their supervisor. At this meeting they should point out what it is they 
feel aggrieved about and what they would like from the supervisor. If 
necessary, they could seek support and request the presence of their 
university link tutor who would act as their advocate. Should things not 
improve, the student should request a new supervisor. It is always 

(continued)

deputy sister said ‘no’, as I had been given the shifts as they were short-
staffed on those days and if I swapped there would be a staff shortage. 
During the whole placement I felt like I was being used to cover a shortfall 
in staff. If the senior staff saw me, they would take away the healthcare 
assistant and say they were not needed, as there was a student there.

Second-year mental health field student on mental health  
admission ward

More support should have been given to the students by the staff, but 
also more support given to the mentors. When I first arrived on the ward, 
no one knew who I was and they said they were not expecting me. Also, 
no one knew who my mentor was and it took them a while to allocate me 
one. They seemed unorganised for students.
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difficult for students to undergo what ostensibly is the process of com-
plaining, as there is a natural tendency to fear that they will not pass the 
placement if they ‘upset’ their supervisor. However, students have a 
responsibility to themselves and to the students who follow them to 
ensure they get a good learning experience. Ultimately, if this is not 
happening after meetings have been held, then the student should be 
encouraged and supported in filing a formal complaint. The ‘toxic’ 
supervisor is in breach of both their employment contract and, as Quinn 
and Hughes (2007) point out, their professional code of conduct. The 
student needs to keep a clear account of deficits and negative behaviours 
so that they have an accurate and objective record upon which to base 
their claims.

There is much anecdotal evidence that student complaints about their 
placements only surface in post-placement evaluations for the reasons 
hinted at above: they have left (and hopefully passed) the placement and 
need not face the person concerned again. Much of the onus here lies 
with the universities and schools of nursing in ensuring that they have in 
place good student support mechanisms and that students feel that they 
will be supported if they have worries and concerns and need to access 
that support.

From the student learning perspective, actually dealing with the problem 
and, if necessary, pursuing a complaint will be a ‘good’ learning experi-
ence in how to deal with negative staff for whom they will have respon-
sibility once qualified.

The university will have in place a placement evaluation mechanism 
whereby such negative experiences of students will be followed up and 
explored and, if necessary, appropriate action taken. Such action might 
be a refresher practice supervision course, buddying a more experienced 
supervisor, or disciplinary action by the employer.

Practice supervisor SWOT analysis

A SWOT (Strengths, Weaknesses, Opportunities, Threats) analysis is a sim-
ple and effective way of examining your own supervisory role and helping 
you develop and improve it. This is an extremely efficient method of reflec-
tion that will help you to explore your practice in detail, and often highlights 
issues hitherto not apparent:

• Strengths are your positive attributes and resources that enhance your 
ability to supervise a student.

• Weaknesses are aspects you feel you need to improve upon or skills you 
lack – aspects that you feel detract from your ability to be a good supervisor.

• Opportunities are the resources and opportunities you have around you 
which you might be able to access and which support you in the role.
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• Threats are the pressures and practicalities and other aspects of your 
role and responsibilities that might get in the way and hamper your abil-
ity to be a good supervisor.

Use the SWOT analysis to list your own personal qualities and strengths and 
examine the weaknesses and threats to your role as a practice supervisor.

The following amalgamation of several SWOT analyses from nurses on a men-
torship course gives some idea of the positives and negatives they recorded:

Strengths Weaknesses

Communication skills

Work well in a team

Sound knowledge base

Experienced

Timekeeping

Organised

Willingness to teach

Professional

Motivated

Non-judgemental

Sense of humour

Fair

Love my job

Accessible

Supportive

Lack of experience as a 
mentor

Find it hard to delegate, ‘need 
to be in control’

Unsure about teaching skills

Don’t know much about 
curriculum

Little leadership experience

Not sure about the paperwork

Lack of confidence about 
assessment

Nervous about giving criticism

Find it hard to fail someone

Poor time management

Tend to leave things to the 
last minute

Opportunities Threats

Many students in area

Plenty of opportunity to be an associate mentor

Doing the mentor course

Good university link tutor

Good peer support

Clinic is good learning environment

Many skills I could teach

Existing mentors to get help and learn from

Many opportunities to work with other 
disciplines and specialist nurses

Pressurised ward/heavy 
caseload

Time constraints, not being 
able to give the students 
enough time

Staff shortages

Stressful environment at 
times

No other mentors on ward

Little support from other staff
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Merely identifying your strengths, weaknesses, opportunities and threats 
can lead to useful insights, but the real value of the analysis is when it is 
used to identify personal development goals. These goals will be centred on 
consolidating strengths and thinking about how best you can use them. The 
goals will also be about eradicating or overcoming weaknesses, exploiting 
opportunities, and nullifying threats. Such goals should then become the 
focus of an action plan in order to take advantage of the insights gained. Try 
to set time limits to your action plan and ensure that your objectives are 
SMART (Small, Measurable, Achievable, Realistic, Timed).

The following are just a few of the goals and ideas derived from nurses 
undertaking a mentor course:

Goal Action

Become more aware of student 
outcomes

Gain confidence in assessment

Adapt teaching and learning opportu-
nity to level of student

Become familiar with the paperwork

Practise teaching skills

Find out more about curriculum

Qualify as a mentor

Ensure time will be available

Try mapping the outcomes to the 
clinic’s learning opportunities

Co-assess with a current mentor and 
sit in on assessments

Work with associate mentor as much 
as possible, identify level of 
current students and identify 
appropriate tasks

Ask current student to explain their 
curriculum to me, check with link tutor

Do teaching sessions for current 
students and healthcare support 
workers

Ask link tutor

Complete the mentor course

Speak with manager regarding 
expectations and time for students

A useful alternative

Another excellent way to use this tool is to ask a student you are supervising 
to do a SWOT analysis of their experience of your supervision. The benefit of 
this is that it is not your opinion about yourself, but a more objective outside 
view. It is helpful because we often see things differently from each other and 
are often unaware of how we come across to other people, so it is good to 
get another opinion to contrast with our own. When you hear a tape record-
ing of your own voice, you may be taken aback at how different you sound, 
but that is how other people hear you. The student’s SWOT analysis of you 
will let you know how you come across to them.
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Liaison with higher education institutions

To be an effective practice supervisor or assessor, you need the support of 
your partner in training, the higher education institution (HEI), university or 
School of Nursing. Good links here can make both the student’s and supervi-
sor’s life much easier. It is the HEI’s role to support both the students and the 
practice supervisors and assessors, usually via a named link tutor or some 
other form of practice learning support. Such a link tutor will be able to help 
you keep abreast of changes to the course structure and paperwork, and 
be there to advise new practice supervisors and advise on creating a good 
learning environment. The link tutor can also help you to map placement learn-
ing opportunities to the proficiencies students must meet, and with interpreting 
those proficiencies for specific clinical areas. The HEI will usually also likely 
provide the local practice supervisor training and provide regular updates.

The student’s personal tutor will also be a source of support. They will keep an 
eye on the student’s progress throughout their training and can be supportive 
in forming action plans where concerns are raised with particular students.

Questions that might be considered useful in relation to your own 
clinical area

• What links do you have with the university?

• Who is your named link person?

• How can you extend the link?

• What information does the university give you prior to placing stu-
dents?

• What other information would you like?

• What involvement (teaching) could you have within the university?

• What feedback about the placement do you get, and can this be 
improved upon?

• Do you know how to access a student’s personal tutor?

• Do you know how to access practice supervisor support or updates?

• Is there a protocol for dealing with difficult situations?

It is a good idea to explore the ways in which practice supervisors and 
the ward team can become more involved within the School of Nursing or 
university by, for example, undertaking teaching sessions and giving good 
practice workshops. Similarly, it is worthwhile investing some time in thinking 
about ways in which you can exploit the expertise within the university and 
create stronger links with the ward. This is discussed in Chapter 4, ‘The clin-
ical learning environment’.
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Qualities of a mentor/supervisor

As part of mentorship training on the last day of the course, students 
are asked to reflect upon their own student experiences and experi-
ences of co-mentoring students and to come up with ‘Ten golden rules 
for mentors’. In general, these reflect the qualities that are most highly 
regarded by students and fellow mentors. An example of one such is 
reproduced here.

Other posters included the following advice:

Being able to remember when they 
were a student

Being organised

Being a good leader/manager Setting initial expectations 
early on

(continued)
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The case of the associate nurse: a new role for  
health and social care 

Wendy Leighton

The nursing associate is a new role for the health and social care workforce 
born out of a number of recent key reviews and major policy changes: Five 
Year Forward Review (NHS England 2014), Leading Change, Adding Value 
(NHS England 2016), and Seven-day Services (NHS 2016). These required 
changes to the health and social care workforce, changing the mix of teams 
delivering care, the roles and responsibilities of members of those teams, 
enhancing existing roles and introducing new roles. The Shape of Caring: A 
Review (Willis 2015) aimed to ensure that, throughout their careers, nurses and 
care assistants receive consistent high-quality education and training in order 
to support high-quality care over the next 15 years. A significant recommenda-
tion of the review was the creation of a new nursing associate role. The nursing 
associate is expected to work alongside care assistants and registered nurses 
to deliver hands-on care, focusing on ensuring people continue to get the qual-
ity, person-centred care they deserve. The role was developed by the NMC to 
bridge the gap between healthcare assistants and graduate nurses, but it also 
serves as a long-overdue route for career progression for the many healthcare 
support workers who might wish to work towards full nursing qualification.

Flexibility Setting a good example (role 
model)

Firm, fair, and consistent Having a good relationship with 
university staff

Being able to challenge students Resourceful

Enthusiastic Knowledgeable (evidence- 
based)

Willing to teach Confident

Open-minded Reflective

Having a sense of humour See student as an individual

Familiar with paperwork Creates/plans learning experi-
ences

Recognises student’s level Making time

Maintains professional boundaries Deals with ‘issues’ early on

Enjoys what they are doing And always having a good 
supply of biscuits!
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What is a nursing associate? 

Nursing associates will have a foundation degree, and pre-registration train-
ing typically involves two years of higher education, including placements 
to gain experience across the four fields of nursing – adult, child, learning 
disability, mental health – and within a range of different health and care 
settings. The programme is person-centred, not field or speciality specific. 
Once students have completed their training, they must apply for registra-
tion with the Nursing and Midwifery Council before they can be employed 
and practise as a nursing associate. Like registered nurses, they will receive 
a personal identification number and have to revalidate every three years.

Education

Individual NMC-approved educational institutions (AEI’s) can set their own 
entry requirements or nursing associate programmes, as long as they meet 
the minimum asked for by the Nursing and Midwifery Council. The NMC 
do not set specific academic qualifications – only that students have ‘capa-
bility to develop numeracy skills required to meet the programme outcomes’ 
and ‘capability in literacy to meet programme outcomes’. The NMC 2018 
Realising Professionalism: Part 1: Standards Framework for Nursing 
and Midwifery Education (NMC 2018a) and Part 2: Standards for Student 
Supervision and Assessment (NMC 2018b) equally apply to student/trainee 
nursing associates as they do to student nurses. The NMC have been clear 
that there is one set of standards for all students undertaking training pro-
grammes that lead to registration. Some nursing associates will be self-funded 
as pre-registration nursing is generally, and these students will be supported 
by the same arrangements that are in place for other full-time student nurses. 
Others will train via apprenticeship schemes. These are work-based pro-
grammes where the student/trainee has to be an employee (existing or new). 
The student/trainee is working during the training period as an apprentice 
nursing associate. They will be required to attend learning days or block learn-
ing, usually at a university, and undertake placements in different areas to 
ensure they meet the programme requirements. When the apprentice is not 
attending learning days or placements, they are still an apprentice nursing 
associate and their time is protected for learning.

Assessment

Apprentice nursing associates will undertake a programme of study for a 
Level 5 foundation nursing associate degree via an approved AEI as part of 
the apprenticeship standard. There is also a requirement that apprentices 
without Level 2 English and maths will need to achieve this level before tak-
ing the end-point assessment (EPA). The EPA is to assure the employer that 
the individual is work-ready for the qualified role, so this is a holistic assess-
ment on the working role of a registered nursing associate.
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Supporting the nursing associate

Supporting an apprentice will require the same skills as supporting pre- 
registration students, and the NMC require and expect the same standards for 
assessment and support to be applied to the pre-registration nursing associ-
ate as for a pre-registration nurse – thus the roles of practice supervisor, 
practice assessor and academic assessor are the same. The difference is that, 
if it is an apprentice, there is an additional requirement of tripartite progress 
review meetings between employer, apprentice, and university – a minimum 
of three times per apprenticeship academic year or every 12 weeks. These 
progress meetings review the whole apprenticeship standard, not simply the 
learning outcomes of a particular learning opportunity or practice assess-
ment document. The tripartite reviews will discuss the employment circum-
stances of the individual – such as health and safety, equality, etc. – but also 
examine personal circumstances, access to protected learning time, pro-
gress in terms of developing towards a registered role, and coping with 
reducing levels of supervision. It is likely that the employer will delegate this 
tripartite review to the apprentice’s supervisor or line manager.

When supporting an apprentice nursing associate, it is important to think 
about the differences between them and a full-time pre-registration student 
nurse, such as:

• Lower level of academic entry requirement.

• Apprentices are employed – usually full-time, and usually in one work-
place – apart from when on placements. 

• Many apprentice nursing associates are existing employees accessing 
progression opportunities from healthcare support workers.

• They will likely have a good few years of experience in healthcare.

• The level of study is academically the same as year 1 and year 2 of 
pre-registration nursing.

• As an employee, the apprentice nursing associate is subject to the same 
internal policies as other employees, including disciplinary, appraisal, etc.

• This is a new role, and for a few years everyone involved will be learning 
how to teach it and operationalise it. Some uncertainties may cause addi-
tional stress on an apprentice nursing associate.

• Apprentices have to undertake an additional, external end-point assess-
ment and will require support and guidance in preparation for it.

Think about the list above, and try to make sure you consider your approach 
when offering supervision and/or assessment. It may be that the apprentice 
nursing associate brings a lower level of academic achievement but a high 
level of practice experience, often including extended skills such as phlebot-
omy. Take this into consideration when planning learning opportunities and 
in how you give support and feedback, recognising the skills the apprentice 
brings, but also reminding them that their role is different now – they are 
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learning at a higher level, and receiving an education to support their devel-
opment which includes depth and breadth of knowledge and critical think-
ing skills.

It is important to remember that this is not a healthcare support worker 
(HCSW) getting extra training; this is a change in role as a student nursing 
associate. This needs to be recognised in the team and in the support and 
development opportunities on offer.

When registered, some differences between the role of the registered nurse 
and registered nursing associate are:

1. Registered nurses will assess, plan and evaluate care alongside providing 
it, while nursing associates will provide and monitor care

2. Nursing associates will work in teams, while nurses will lead and manage 
those teams

3. Nursing associates will contribute to integrated care, while nurses will 
coordinate that integrated care

Summary

This chapter has:

• Examined the literature around clinical supervision.

• Identified how ‘toxic’ supervisors can sabotage a placement experi-
ence and what students can do if they encounter such a toxic 
supervisor.

• Described the use of a SWOT analysis to enable supervisors to audit 
their supervision skills and produce a personal development plan.

• Examined the nature and needs of nursing associate students.

Further reading

NHS (2016) Seven Day Services in the NHS [online]: https://improvement.nhs.uk/
resources/seven-day-services/ [accessed 5 June 2020].

NHS England (2014) Five Year Forward View. London: Public Health England, Health 
Education England, Monitor, Care Quality Commission, NHS Trust Development 
Authority. Available at: https://www.england.nhs.uk/wp-content/uploads/2014/10/ 
5yfv-web.pdf [accessed 5 June 2020].

NHS England (2016) Leading Change, Adding Value. London: NHS England. Available 
at: https://www.england.nhs.uk/wp-content/uploads/2016/05/nursing-framework.pdf 
[accessed 5 June 2020].

Wilkes, Z. (2006) The student–mentor relationship: a review of the literature, Nursing 
Standard, 20(37): 42–73.
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Creating an environment for learning

Creating a learning environment not only entails helping a student identify 
their learning needs, but also identifying and brokering a range of learning 
experiences for them to meet those needs. This chapter examines how that 
can be achieved and what constitutes a good clinical learning environment 
which fosters evidence-based practice.

Key points

• Enthusiastic and motivated staff are the key to a good learning 
environment

• There are many learning experiences in any one environment

• Learning experiences should be mapped to the students’ NMC outcomes 
and proficiencies

• Educational audit and student/practice supervisor evaluations are a 
vital source of feedback

• The use of evidence-based practice is a mark of a good learning envi-
ronment, and action research is a useful method for nurses to both 
demonstrate and generate evidence-based practice

The clinical learning 
environment

The learning environment is for all

We all, hopefully, contribute to and draw from the learning environment. 
It is not just a creation for student nurses. We are all students: some of us 
are on courses, some not – but we are all learners just the same. Col-
leagues on courses, post-registration students in need of preceptorship 
and supervision, new healthcare assistants, return-to-practice nurses, 
associate nurses, nurses from overseas, colleagues from allied profes-
sions undertaking insight placements – the list of those benefiting from the 
learning environment is lengthy. We must also include ourselves as we 
strive daily to keep abreast of developments and enhance our knowledge 
and skills base. So we are all beneficiaries and have a responsibility for 
creating a culture of debate, enquiry, questioning, reflection and learning.
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Creating a good learning environment is the real substance of student teach-
ing. The student comes to a placement armed with a list of proficiencies they 
need to achieve and they will seek to achieve them by experiencing the learn-
ing opportunities available under the guidance of their practice supervisor.

While the theory of nursing is taught largely within the university, it is only in 
the clinical environment that theories can be adequately tested, by putting them 
into practice. The quality of the placement experience is crucial to this end, and 
central to the quality of that placement experience is the practice supervisor. 
The rudiments and academic aspects of nursing theory are tested in the fire of 
reality during clinical experiences, as students discover how the theory needs 
to be adapted and refined to account for individual variations in circumstance 
and clinical presentation. It has to be thus, as no two people or situations are 
completely alike. The placement provides exposure to this huge variation and 
the supervisor’s role is to allow the student to experience its range and so 
develop their skills and confidence in adapting to differing situations.

Reality!

Teesdale (1993) makes the obvious but telling point that the great advan-
tage of teaching in the clinical area is the fact that it gives access to a key 
resource not available in the classroom – patients! 

Things have changed since Teesdale made this point, and increasingly 
patients are being used as ‘experts by experience’ in the classroom set-
ting, but his point remains a good one. It is a different thing talking to a 
service user in the classroom about their experience than getting a live 
history from a patient currently on an acute admission ward in a loud and 
busy environment when you are feeling under pressure.

It is also clear that some skills can only be experienced and improved upon 
in the real world. Dunn and Hansford (1997) argue that it is in clinical envi-
ronments that attitudes, communication skills, critical thinking and prob-
lem-solving abilities are really developed. Learning to think on your feet 
under pressure and make decisions in the light of new circumstances are 
key clinical proficiencies which cannot be achieved in classrooms. Only in 
the real world can you fully demonstrate competence.

Reflecting upon your own training

With a colleague, reflect upon your own training and the clinical learning 
environments you experienced. Share the positive and negative aspects of 
those clinical areas. Draw up two lists: identify factors that enhanced your 
learning and made it a good learning environment, and those that detracted 
from the experience and thus hindered your learning.



68 The Nurse Mentor’s Handbook

Factors that enhance a placement experience

In relation to what makes a good clinical learning environment, research 
has tended to identify two main factors. The first is linked to the quality of 
the supervisors and staff involved, the second to the variety and quality of 
learning experiences on offer.

Regarding the characteristics of the supervisors and staff, student feedback 
generally identifies what might seem obvious, but is still worth highlighting.

Support

Clinical environments can be strange and stressful places, especially to a 
novice. A placement might be the new student’s first real-life experience of 
working in a healthcare setting. Many students will be anxious on a new 
placement and in need of reassurance and encouragement. Even third-year 
students will feel the need to be supported in the early stages of a place-
ment until they find their feet and become familiar with the routine and 
staff. This underlines the importance of using other staff to widen the 
range of people the student feels they can access for support. Using health-
care support workers and associate nurses as buddies is another good 
form of support that also enhances the role and job satisfaction of associ-
ates and healthcare support workers. Similarly, the new team supervision 
approach of having several practice supervisors fosters the ethos that the 
student does not just ‘belong’ to one person, but is placed with the team as 
a whole. The student gains experience of seeing numerous different indi-
vidual approaches and ways of working, and the assessment process 
becomes much more objective, as the practice assessor is able to draw 
upon a more diverse range of opinion as to the student’s ability than if they 
were the only supervisor and assessor. In short, what is required is a 
whole-team approach whereby all members are happy to have – and keen 
to help – students. Happily, the NMC 2018 standards for student supervi-
sion require that all nurses contribute to practice learning in accordance 
with the nurses code (NMC 2018).

Nobody’s student

It is worth noting here though that there is a danger that, with having 
several supervisors, a student may not really feel attached, and it is 
possible that no one takes overall responsibility for the student and 
their experience. Care must be taken to ensure that this is not the 
case.

How can this be avoided?
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Being friendly, welcoming, and inclusive

Establishing effective working relationships was rightly the first domain of 
the old NMC 2008 mentor standards (NMC 2008). First impressions count for 
much, and making a student feel welcome and wanted will ease their anxi-
ety and make them more receptive to learning. Inclusivity is also important, 
and this should extend to the social milieu of the clinical area. If there is a 
night out planned, make sure the students are not overlooked. More import-
ant than the night out is simply being included in conversations, being 
included in breaks, and being asked their opinions no matter how ‘junior’ 
they are. Again, a team approach to supervision will help foster this sense of 
belonging. The importance of the way the student is received and welcomed 
on the first few days cannot be underestimated, as it will make a big impres-
sion on and set the tone of the placement for the student. A rapidly assimi-
lated and welcomed student is one who will be able to take advantage of the 
learning opportunities early on in their placement. Students who feel 
excluded and unwelcome will likely shy away, withdraw, and have raised 
anxieties regarding their chances of achieving their objectives.

Second-year student on surgical ward

I was made to feel welcome and felt like part of the team instantly. I was 
able to take the opportunity to be involved in many different situations on 
and off the ward. I got a clearer picture of what happens when a patient 
is in for surgery and extended my knowledge. I also had the chance to 
advance on many of my basic nursing skills like washing, dressings, and 
feeding. I liked the fact I was trusted to choose my own off duty and what 
shifts I did. The teamwork between the staff members taught me a lot.

First-year student on a medical short-stay ward

As well as basic skills I was able to take part in some other key areas. I 
was asked to help with things I thought were way beyond me and encour-
aged to ask questions on rounds. The staff nurses and auxiliaries were 
nice and friendly and helped me get into the routine quickly and easily. 
My mentors were very good and although they spent little time actually 
with me on the placement, they made the effort to ask the other staff to 
check my performance and abilities to ensure I was able to achieve my 
outcomes with plenty of evidence.

The possessive student!

Consider the possibility that a student, despite your best efforts, contin-
ues to arrange it so that they only work with you and appears to be 
‘clinging’ to you somewhat. How would you approach this situation?
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Giving your time

This is perhaps the hardest thing to achieve for a busy nurse. Having set 
times for teaching, demonstrating or supervising is usually something of a 
rarity in most clinical settings, and supervisors will have to be creative. 

Showing interest and understanding

As above, a little understanding goes a long way. This relates to finding out 
what stage the student is at in their training and what their own particular 
needs and interests are. It is important also that supervisors engage with the 
student early on in order to be able to make a judgement about the student’s 
level of competence, regardless of their stage of training. It’s also about 
acknowledging that students are not just students and that they have other 
needs and drives. By taking into account childcare or transport issues, as 
you would with the rest of the ward team, you can help make the student feel 
respected, acknowledged, and motivated.

Third-year student on a medical short-stay ward

I was made to feel like a member of the team rather than just another 
student (which I haven’t experienced anywhere else). The staff were more 
than happy to show me a range of procedures and explain why, and point 
me towards the relevant literature in support of it.

Third-year student on intermediate care ward

There was an excellent introduction to the placement, and all the learning 
opportunities were explained. All the staff were willing to help me and explain, 
and my mentor ensured I gained a broad, varied, and interesting experience.

Third-year adult acute inpatient nurse

Everyone made me feel part of the team and I practised my clinical skills 
every day. Any procedure that needed to be carried out they encouraged 
me to take part. Every day was a new experience.

And another on the same ward on being asked what was good 
about it . . .

Everything!! This is by far the best placement I have had; everyone works 
together as a team; the staff are approachable and very supportive. No 
one minds you asking a million questions and they don’t make you feel 
stupid when you get it wrong!
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Carving out the time to stop and help the student to reflect upon a learning 
experience, facilitate a discussion, or provide an explanation to a student is 
often difficult because of the pressures of work. The community mental 
health nurse, for example, will use the time spent in car journeys to discuss 
their visits with the student. This is not a luxury afforded to ward-based cli-
nicians. As such, the casual onlooker may get the impression that much 
nurse education is somewhat chaotic and spontaneous. However, the stu-
dent experience suggests that simply spending time with their supervisors 
will be the key to students having a positive experience. It is not so much the 
need to have lengthy meetings several times a week, although important, 
but the opportunity for frequent, short interactions which helps students 
feel supported. Thus, ‘little and often’ is usually the order of the day, with 
perhaps one lengthier meeting each week. With time at such a premium, it is 
important that supervisors fully utilize their colleagues. Not only does this 
provide the student with more support and teaching, it allows them to experi-
ence a broader range of styles and ways of working. The identification of 
insight visits relevant to the placement will also add structure to experience 
and make it feel less uncoordinated and chaotic. The following are examples 
of some innovative methods nurses have tried.

Practice supervisor on acute mental health ward

I feel sorry for some of the students when we are really busy, especially on 
their first days. It can be that we don’t get to see much of them, so now we 
plan ahead for this. It doesn’t always work, but it has improved things and the 
student feels less at a loose end. We identify things for them to get involved 
with and other people to work with in advance every week. So if we are busy, 
they still have things to do. In effect, this spreads the student out over the 
whole team from the ward clerk to the management. They can learn some-
thing from everyone. There is a list of people and services they can contact 
themselves to arrange visits and insight days. There is also a list of tasks 
they can undertake when we can’t supervise them, such as undertaking a 
review of the care plans of particular clients to report back on and present.

Surgical ward mentor

If we have two students, they get more support by spreading them across 
the shifts. Occasionally they are ‘shifted’ together so that on these 
shifts they support each other and one nurse keeps an eye on both. If we 
can foresee quiet periods, we make sure they are both on at that time so 
that we can get to spend time with them and do their interviews.

Emergency assessment unit nurse

I had to speak to my ward manager and be quite assertive. I had some 
‘student’ time built into the week, usually during lunch periods, and 

(continued)
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There are many other factors that will either add to or detract from a stu-
dent’s placement experience, and it is helpful to identify these. Recognising 
the factors that detract from a placement enables us to eliminate them. The 
factors listed below will be recognisable to many a student and supervisor.

Factors that detract from a placement experience

These are largely the opposite of the above, and it isn’t rocket science to be 
able to identify such things as ‘feeling unwanted’ or a sense of ‘being in the 
way’, ‘being with staff who don’t want to teach’, ‘not being respected’, and 
‘being made to feel at the bottom of the hierarchy’. Twentyman and Eaton 
(2006) suggest that poor treatment of nursing students is common in the 
workplace for a variety of reasons, including staff shortages, staff sickness, 
and the fact that some staff can feel threatened by the presence of students. 
There is much anecdotal evidence, too, that a significant number of students 
have encountered ‘mentors’ who clearly did not wish to be mentors. It 
remains to be seen what effect the new approach of having multiple practice 
supervisors will have!

altered my shift pattern slightly so that I had some protected time with 
my student. It doesn’t always come off, but it is useful.

District nurse based at multidisciplinary health centre

One way we came up with of giving the students some more time and a 
bit of structure in what can be a very chaotic centre was to start a prac-
tice learning club. Nursing and other students meet with several practice 
supervisors, other professionals, and the link tutor for an hour and a half 
a week to discuss cases and different approaches. Sometimes we have 
speakers in, but mainly it is a reflective practice meeting with people 
discussing their week’s practice experience. The students appreciate it 
by just knowing they will touch base with some support at the same time 
each week. It’s also useful if there are nurses they don’t know from time 
to time as they feel able to speak more openly when their supervisors 
and assessors are not there.

The reluctant supervisor!

Thinking about a busy clinical environment, how would you deal with a 
member of staff who refuses to be a supervisor or always avoids it, leav-
ing the burden of responsibility on the shoulders of others?
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Thankfully, this exercise usually draws out more positives than negatives – 
on the whole, learning experiences are good, but it is sobering that the neg-
atives persist. This highlights the need for good mechanisms for gathering 

Good and bad learning environments

The following is a selection of responses of nurses reflecting upon their 
own training a year after they qualified.

Good learning environment Bad learning environment

Consistency Not enough time with mentor

Resources available Not expected on placement

Flexibility Being compared with previous 
students

Staff approachable Too many students at the one time

Mentor enthusiasm Staff shortages

Mentor was patient and 
understanding

Mentor not interested in students

Student given responsibility Critical rather than constructive 
feedback

Identifiable learning opportunities Used as a pair of hands

Made to feel part of the team Not welcomed to the team

Sense of humour Regarded as a healthcare  
assistant

Encouragement Clash of personalities

Being respected Staff unfamiliar with paperwork

Mentor willing to listen Mentor too busy to give time

Given time to reflect Feeling of not belonging

Teaching sessions on ward Expectations too high/too low

Shift flexibility Ward politics/staff disharmony

Insight visits available Being ignored because it was not 
my field

Multidisciplinary teamworking 
opportunities

No learning opportunities  
identified

Peer support from other students

Open-minded staff
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Learning experiences

A major aspect of a practice placement that plays a large part in students 
achieving their NMC proficiencies is the vast number of different learning 
opportunities there are in any one clinical area. This is true, however spe-
cialised the area may be. It is a bit of an eye-opener to explore the role of 
the nurse generally and discover the vast array of knowledge and skills that 
nurses possess. These skills and knowledge bases each represent learning 
opportunities for practice supervisors to pass on to students.

student feedback on placements and acting upon it. The Student Evaluation 
of Placement proforma towards the end of the chapter outlines a simple but 
effective way of gathering students’ views, and also provides the clinical 
area with a useful quality monitoring tool.

The impact of things going wrong

First-year student on an adult acute medical ward

I did not feel welcomed when I first met the rest of the team (not very 
friendly and no introductions, apart from two nursing assistants). But I 
was glad to be put with the nursing assistants for the first few weeks to 
get used to the basic care and routine. I was told I should be with my 
mentor, but I don’t think I saw them more than 20 per cent of the time.

Adult nursing student on first placement

Half the time I didn’t have my mentor at all and the first week I didn’t even 
know who it was. I had to go to the ward manager to sort one out for me. 
I was made to work as a care assistant all the time my mentor was not 
around. I only actually spent about three weeks with her.

Third-year student on a theatre placement

Some staff were very unfriendly. It is difficult going into the theatre envi-
ronment after being so used to being on the wards, and at times I felt a 
bit lost and helpless, but it would have made me feel better if people 
introduced themselves and were more welcoming. I always felt it was me 
having to make the effort. I did my best to fit in.

Third-year student on haematology ward

When we got to the placement unit, we didn’t know where to report for 
orientation and there were about eight of us for two wards, so we were 
shunted from one place to the other until finally we were told to go back 
to the School of Nursing.
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The example in Figure 4.1 was generated by a group of nurses from several 
different areas and is by no means exhaustive. Each role listed can be bro-
ken down even further into its component parts and its knowledge, skills, 
and attitude dimensions.

Thinking now about the particular specialty you work in, the following three 
exercises will help you to explore the range of learning opportunities 
therein, and then break these down even further to examine the knowledge, 
skills and attitude components of those learning opportunities. The third 
exercise takes this further still by asking you to map these components 
against the students’ NMC proficiencies and examine the range of evidence 
that might be acceptable.

Role of the nurse

With a few colleagues, take a large sheet of flipchart paper and in the 
middle draw a small circle and in it write, ‘Role of the nurse’.

Create a spider chart by adding a leg for each thing that you think of 
which is part of the nurse’s role, such as medication, care plans, commu-
nication skills, breaking bad news, knowledge of the Mental Health Act, 
pressure care, health promotion, ward management, etc.

This is a sobering exercise when one considers the huge list you are 
likely to generate. There will be little space left on the page! Figure 4.1 
provides an example that could be much expanded.

The patient’s journey

Exercise 4.1

With a group of colleagues, think of a typical patient’s journey through 
your clinical area from admission to discharge.

Using a flipchart, write down every aspect of that patient’s care in which the 
nurse is involved. This will include clinical procedures, assessments, multi-
disciplinary working, recording, referral, medication, communication, etc.

Think back to the ‘Role of the nurse’ exercise and write down everything 
you do related to your typical patient.

Again, this is usually a bit of an eye-opener with respect to the number of 
procedures, skills and tasks a nurse must be competent in, alongside the 
breadth of knowledge required to do such. Every aspect of your interven-
tions is also a learning experience for the student nurse. So essentially 
what you have produced is a list of learning opportunities for students in 
your clinical area. Figure 4.2 is an example.
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Figure 4.1 Role of the nurse spider chart
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The example in Figure 4.2 derives from a group of nurses on a mentor course 
from similar clinical areas who chose to look at the care of an older person 
with renal failure and chronic obstructive pulmonary disease. They broke 
the journey into admission, ward, and discharge phases.

This was a quick 20-minute exercise, but even so it represents a large range 
of learning opportunities. As a practice supervisor, you could ask your stu-
dents to undertake a similar exercise.
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The exercise in Figure 4.3 can be adapted for use with students, as described 
below.

The second exercise will help you look at the aspects of nursing care in 
greater detail.

Expanding learning opportunities

Exercise 4.2

Now identify one broad learning experience such as taking a person’s 
blood pressure, giving an injection, or encouraging a client with depres-
sion to take some nourishment. Again, using a flipchart, break this task 
down into its constituent parts, such as gather equipment together, pre-
pare the trolley, check client’s preferences, gain consent, communication 
skills, etc. You will again be surprised at the number of aspects involved 
in one simple task, each of which represents a separate learning oppor-
tunity. To expand this even further, break the task down into the know-
ledge, skills and attitude components that the student nurse will need to 
perform, display, or be aware of.

Mapping to outcomes and evidence

Exercise 4.3

Having now generated a long list of aspects of nursing care a student 
must know and do, map these to the proficiencies or outcomes the 
student has to achieve (see Figure 4.3). The idea here is to see the 
large range of outcomes a student can achieve in the performance of a 
single task. Finally, while doing this exercise, it is worth considering 
what evidence you would require of the student to be able to assess 
them as competent.

Exercise for students

Mapping the patient’s journey through the clinical area in relation to a 
given diagnosis is also a useful exercise to give to students, who could 
then present this on a flipchart to the team. As an exercise in itself, this 
will allow the student to provide evidence of achieving several of their 
proficiencies. Look at one of your student’s outcome booklets and try to 
list these. Such an exercise for the student also allows them to identify gaps 
in their sphere of knowledge and experience and thus to identify new learn-
ing needs. The practice supervisor can then look through this with the 
student and plan future learning experiences.
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Learning resources

The clinical area ideally should have a range of learning resources on hand 
for students to use to follow up clinical experience. It is important that the 
student can see the evidence base for the practice they witness and access 
the latest research used by the specialty.

Figure 4.2 Sample patient’s journey
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Alongside the staff group and their special interests, a range of other 
resources might be considered:

• Ideally there will be a quiet area or room in which resources are located 
and in which students can work.

• Books and journals are the obvious components and it is useful to get the 
students themselves to help you build up such a resource. Students can 
photocopy useful articles they come across and begin to compile a series 
of files of relevant topics. At least one journal will be of particular rele-
vance to the clinical specialty and if finances are available, a subscrip-
tion can be taken out. Otherwise, one person can be charged with the 
task of scanning it each month for relevant articles. If this is not possible, 
use your university link lecturer to help you identify relevant articles on 
a regular basis. You could also build up a relationship with the library and 
your subject specialist to provide you with updates on new books or arti-
cles as they are published.

• Health promotion material for patients relevant to the clinical area and 
clinic/ward information leaflets are useful.

• Also useful is material from national and local organisations or support 
groups linked to the specialty, alongside government and Department 
of Health (DoH) documents such as policies and National Institute for 
Health and Clinical Excellence (NICE) guidelines.

• A ward/clinic policy file should be available developed by the local 
NHS trust.

Figure 4.3 Mapping learning experiences
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Placement profiles

These are written by the clinical staff and are a way of summarising the 
placement details and giving the student key information about the clinical 
area and the learning experience they will have and what they can expect. 
Importantly, they should list the learning opportunities available and include 
an induction programme for students, a staff profile, and suggested 
pre-placement reading. The profile should be available as a pack to which 
the student can refer, and ideally be given to them before the placement 

• Drug companies and equipment manufacturers are always a useful 
source of information in relation to their products and will often be will-
ing to do short training sessions.

• Mental health information and support relevant to your clinical speciality.

• Cultivate a relationship with your pharmacist and invite them to do an 
occasional training update on new drugs and refresher sessions on drug 
administration.

• Student induction packs are also a useful part of the overall resources 
alongside the placement profiles outlined below.

• Internet access is of course invaluable and there can be a list of credible 
and useful websites for students to explore alongside computer-based 
learning packages such as the use of different types of syringe driver.

• It is also worth exploring the use of iPhones and the now wide range of 
apps.

• Finally, don’t forget that the most valuable resource in any clinical area 
is of course the staff group.

A word of caution!

Occasionally, a student may spend too much time engaged with such 
resources and divorce themselves from practice. The supervisor needs to 
discuss this with the student and encourage a more appropriate use of 
their time. Many students have assignments to complete while on place-
ment and are naturally anxious to progress with these, but this should 
not be at the expense of gaining practice experience. Often the student’s 
withdrawal from clinical work can be a sign of other underlying personal 
problems and it is important that the supervisor acknowledges this and 
helps the student to access appropriate help if necessary. It is often a 
sign that the student has not fully integrated into the team and feels ill at 
ease. The supervisor should explore this possibility and put into place 
remedial measures to ensure the student fully integrates and can thus 
take full advantage of the practical learning experiences.
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begins. Usually this takes the form of a photocopied document or a small 
file. It needs to be reviewed and updated annually.

Key features of a placement profile include:

• Introduction/welcome statement

• Description of the clinical area and service it provides

• Contact details

• Staff profile and key multidisciplinary team members

• Clinical area philosophy/mission statement

• Induction checklist

• Health and safety, fire, moving and handling issues (in brief)

• Key policies list and location

• Students’ responsibilities

• Detailed list of learning opportunities and key skills mapped to proficiencies

• Link tutor details

• List of insight visits and contact details

• Resources available

• Reading list

• Client/carer information leaflets

• Several key articles

• Copy of last educational audit

• Student complaint statement/procedure

• Student evaluation of placement form

Third-year student on a stroke recovery unit

Specific learning opportunities were identified in the placement informa-
tion pack alongside what their expectations of a student were. There was 
background information on strokes and ward routine – this really helped. 
I also felt supported by the rest of the team when my practice supervi-
sors were not around and appreciated being able to study their resources 
now and again to look at the theory and evidence.

Second-year student on same unit

Working with my practice supervisor most of the time ensured continuity 
and there was an excellent ward arrival pack. I was easily able to achieve 
all outcomes and had wide and various insight visits.
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Insight visits

Insight visits are an integral part of any clinical experience given the 
multidisciplinary nature of healthcare today. As practice supervisors 
you could list all the other agencies and professions with whom your 
clinical area has dealings with, together with their contact details. Stu-
dents should then be encouraged to arrange any insight visit themselves. 
Such visits can be used for students to become familiar with these other 
professionals’ roles and their methods of working. The goals and object-
ives you set for the visits can also be linked to the students’ outcomes 
and proficiencies. Students can write reflective pieces outlining the 
learning they have achieved from the visit and use these as evidence 
within their portfolios.

Links with the School of Nursing/university

It is important to strengthen links with your university/School of Nursing. 
Each clinical area should have a named link person from education who has 
some expertise in your specialty. Their role encompasses supporting both 
the students and their clinical area and enhancing the learning environment. 
Ensure that you get to know them and invite them to visit the ward or team 
on a regular basis to discuss student-related matters alongside clinical 
issues. They can help you to build up a resource base and keep you updated 
clinically. They will also support you in your role as a practice supervisor/
assessor, especially if there are any difficulties. It is also a good idea to ask 
the link tutor to help run a journal club for staff and students alike. This 
meeting can be a regular monthly point of contact and help bridge the the-
ory–practice gap as well as consolidating links with the university. Another 
good idea is for the link tutor and supervisors to hold regular reflective prac-
tice sessions for students in the clinical area. The relationship with the uni-
versity should be a two-way process and it is also worth exploring the 
opportunities for practice  supervisors and staff teams to have some input 
into the taught sessions in the School of Nursing, either giving lectures or 
running workshops.

Role modelling

There are many opportunities for, and instances of, informal teaching through-
out any shift in every clinical area, and this is how most teaching takes 
place. Students learn by being with and watching nurses do what they 
are proficient at. Having a  student ‘shadow’ you is an unpressured 
learning experience for them. Indeed, a previous version of the NMC 
standards for mentors (NMC 2004) had ‘Role modelling’ as one of 
the standards.
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This standard was broken down as follows:

• Demonstrate effective relationships with patients and clients.

• Contribute to the development of an environment in which effective prac-
tice is fostered, implemented, evaluated, and disseminated.

• Assess and manage clinical developments to ensure safe and effective 
care.

As a practice supervisor, you will always be a role model. Everything you do is 
likely to be regarded by students as acceptable practice. Your knowledge, skills, 
and attitudes will be assimilated. Your professionalism and behaviour in different 
contexts closely monitored. Taking unacceptable risks or shortcuts, deviating 
from best practice or policy, and in general acting unprofessionally – all of these 
things will influence students. Senior students should also be encouraged to take 
junior students to shadow them as part of their own teaching skills remit.

Structured teaching

Alongside the plethora of unstructured informal teaching that occurs natu-
rally, it is good practice to back this up with more formal teaching sessions. 
Such sessions can be led by nurses or any of the other professionals involved 
in the clinical area, as well as university staff. The hospital pharmacist, drug 
company, and equipment representatives are also good sources of training 
sessions. Many training sessions can be linked to students’ outcomes, and 
you can also develop specific teaching sessions targeting students’ proficien-
cies. There is often an ongoing round of mandatory training in clinical areas 
run by the local NHS trust that students may also be able to attend. Sessions 
such as fire lectures and moving and handling updates can be attended 
alongside trust staff, which will help the students feel part of the team.

Mapping of learning opportunities

As shown above for each outcome or proficiency a student has to achieve, it 
is possible to generate a list of ways in which the student can achieve it in a 
specific clinical area or placement. This is a very useful resource for both 
students and practice supervisors alike. Occasionally, it is not clear what 
a student can do to achieve an outcome in a particular clinical environ-
ment; such a document overcomes this.

Outcome mapping exercise

Choose any student outcome or proficiency and generate a list of ways 
in which a student might achieve it in your clinical area. Remember know-
ledge, skills, and attitudes. You can use this as a base from which to 
build a complete proficiency-mapping document for your clinical area.
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Here are two examples of proficiencies mapped for specific clinical areas.

Mental health community experience

Platform 4: providing and evaluating care

Proficiency 4.2: Work in partnership with people to encourage shared 
decision-making in order to support individuals, their families and carers 
to manage their own care where appropriate.

Evidence

• Demonstrates respect for the client and acknowledges their individuality

• Seeks permission and gains consent

• Use and adapts appropriate communication skills

• Respects the client’s wishes, rights and choices and actively seeks 
their opinions

• Acknowledges the importance of supervision

• Demonstrates ability to empower the client in decision-making

• Explores with client ways in which they and their family can be involved 
in their own care

• Exhibits a non-judgemental attitude

Surgical experience (first year)

Platform 6: improving safety and quality of care

Proficiency 6.1: Understand and apply the principles of health and safety 
legislation and regulations and maintain safe work and care environments.

Evidence

• Is aware of health and safety policies

• Able to identify and discuss potential hazards in the clinical environment

• Able to describe potential hazards in common procedures

• Can discuss incident reporting procedures
(continued)
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These lists could be much expanded and it is a daunting task to make a com-
prehensive list of all the ways in which students can meet all of their out-
comes, but the final document will be extremely useful. Try getting together 
with practice supervisors from similar areas and the link tutor to form a 
working group in order to spread the load. Each clinical area in the group 
can work on different outcomes and the whole can be collated to form a 
complete outcome-mapping document.

Educational audit

The annual educational audit of the clinical area is a key quality measure-
ment tool for the placement and an ideal opportunity for educators and 
practice supervisors to reflect upon the effectiveness or otherwise of the 
placement. The aim is to improve the quality of the placement experience 
and give recognition to the staff supporting the students. It should highlight 
good practice, identify areas of concern, and provide an action plan to 
address any such issues. The audit asks a series of questions regarding the 
learning experience provided by the clinical area and is undertaken by both 
educators and clinical staff. The onus is upon the clinical and educational 
team to provide evidence of how they achieve the standards and criteria set 
by the audit. The audit should also entail talking with students and practice 
supervisors in that placement area and also reviewing the student feedback 
since the last audit. The audit should also look at the numbers of students in 
any one clinical area in ratio to the number of practice supervisors and 
assessors they have. 

Many nursing placement audit tools derive from the guidance set out in 
Placements in Focus (ENB/DoH 2001). The key areas examined in audit 
tools are:

• The safety of the environment

• The learning opportunities

• Student support

• Care is client-centred and respectful

• Reports occurrences that could compromise safety

• Participates in the safe administration of medicines with qualified staff 
member

• Considers available resources when planning and carrying out safe 
patient handling
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Typical educational audit questions

Safe environment

• How are students made aware of health and safety issues?

• When was the last health and safety inspection?

• What risk assessments are undertaken in the area?

• Are moving and handling policies adhered to and is equipment 
in place?

• What is the accident/incident procedure where students are involved?

• Are medicines stored as per national guidelines?

Learning opportunities

• What shifts will the students’ work?

• Is the placement long enough to allow achievement of proficiencies?

• What learning resources are available?

• What is the philosophy of care?

• Are there sufficient and appropriate learning opportunities?

• Are the staff willing to teach?

• Are students encouraged to contribute to individual care plans?

Student support

• Are students adequately prepared for the placement?

• Is there an orientation/induction pack for students?

• Do students spend sufficient time with their practice supervisors?

• When are students’ learning needs identified and achievements 
assessed?

• Is there opportunity for multidisciplinary working and insight visits?

• Is there evidence of adequate support from the university?

• Is the number of students allocated appropriate?

• How is student feedback gathered and acted upon?

• Do practice supervisors have access to professional development?

• Is clinical supervision evident?

(continued)
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Placements in Focus (ENB/DoH 2001) is a guide to auditing clinical areas. It 
provides an overview of the rationale for practice placements and is a prac-
tical guide as to what is expected of placements and what they should pro-
vide with respect to learning environments, student support, and assessment 
of practice in order to ensure quality of provision.

SWOT analysis of the placement area

Undertaking a SWOT analysis of your clinical environment is a useful exer-
cise. Doing so will help you to explore what you have to offer and what gets 
in your way as you strive to provide the perfect placement experience. Price 
(2004) offers a very useful model for undertaking this, or you can use the 
key questions in the education audit for the placement.

It is useful for practice supervisors to examine the educational audit in some 
detail. The suggestions in the exercise below will facilitate this.

Audit exercises

• Seek out and read the last educational audit for your area.

• Examine the evidence required to meet the questions posed.

• Do you agree with the answers given?

• Have any recommendations been met?

• Ask the School of Nursing for a blank audit tool and audit your 
own area.

• Ask to sit in on the next audit or one in a different clinical area.

Respectful and client-centred care

• Does practice respect rights, privacy, dignity, and diversity?

• Do clients consent to the involvement of students?

• Is the care provided client-centred and individualised?

• Are the individual needs of the students themselves taken into 
account?
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Students’ evaluation of placement

Every good placement should be gathering feedback from its students to 
improve the student experience and enhance their learning opportunities. If 
this is not being done, then make it your mission to begin gathering such 
feedback. It also acts as a good quality assurance tool and is a source of 
positive feedback to share with others as evidence of good practice. All it 
needs to be is a sheet of paper with a few pertinent questions as per the pro-
forma below. Simply ask the student to fill it in on their last day.

SWOT analysis of clinical learning environment:  
key areas to examine

What are the strengths, weaknesses, opportunities, and threats to your 
clinical learning environment in relation to the following categories?

• Health and safety of placement

• Learning opportunities

• Care planning

• Evidence-based practice

• Policies/best practice guidelines

• Learning resources

• Student welcome pack and induction programme

• Multidisciplinary opportunities/insight visits

• Practice supervisor support by management/team

• Practice supervisors having sufficient time for students

• Student support from other staff

• Student feedback is gathered and acted upon

Student evaluation of placement proforma

To evaluate your placement effectively and help us to improve the learn-
ing experience for those who follow, we would value your feedback on 
the following:

• What preparation for the placement would have been useful?

• In the first week, did you receive an induction and were your learning 
needs identified with your practice supervisors?

(continued)
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Physical safety

Physical safety and comfort are important and are a key feature of educa-
tional audits of placement areas. Students should not be placed in vulnera-
ble positions with respect to health and safety. The placement should be a 
safe physical environment, having had health and safety inspections annu-
ally. This usually incorporates fire safety, storage of dangerous chemicals, 
and moving and handling practices. However, it is also important to recog-
nise that some clinical areas are prone to violence and that the risks to staff 
are thus heightened. It is important to ensure that adequate staffing levels 
and staff training are maintained in such areas and that emergency proce-
dures are in place.

Evidence-based practice

Evidence-based practice was one of the NMC’s (2006) competencies for 
mentors and it remains an important aspect of the practice supervisor’s role. 
It stated that the mentor should be able to:

• Identify and apply research- and evidence-based practice to their area of 
practice

• Contribute to strategies to increase or review the evidence base used to 
support practice

• Support students in applying an evidence base to their practice

The clinical environment is where the evidence base is tested and new 
knowledge generated. New evidence is born of practice and old evidence 
is updated through practice. At its simplest, evidence-based practice is the 
use of best evidence to guide and influence current practice and proce-
dures. This is usually achieved by adhering to hospital policy and keeping 
abreast of new evidence and techniques by reading professional journals 
and attending courses. Other sources of best practice are national guide-
lines such as those generated by NICE, Department of Health guidance, 
conferences, computer databases such as the Cochrane Library or 
Medline, and not forgetting the feedback from clients and relatives which 
ought also to be shaping our practice. In this way, the benefits of research 
are transferred to the clients we treat. The nursing process can be seen as 
a way in which the raw research evidence is moulded to suit the needs of 
individual clients and refined in the light of practice experience. Minor 
changes are made in the application of the evidence and better results are 

• Did you spend sufficient time with your practice supervisors?

• What were the positive aspects of the placement?

• How do you think this placement could be improved?

• Please add any additional comments you might wish to make.
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The proficient nurse ensures they are using evidence-based practice, but the 
expert nurse generates new evidence. The excitement of being in an envi-
ronment where new knowledge is being generated can only be inspirational 
for student nurses. Such nurses are those who contribute to and write arti-
cles, attend journal clubs, attend and present at conferences, and derive sat-
isfaction from pushing the boundaries of their expertise further. This should 
not just be the preserve of university lecturers and research nurses. The long 
history of health research has slowly grown to incorporate nurse research-
ers, but most clinicians still do not become active researchers, anecdotally 
through lack of time and management support. 

What appears at first to be a daunting process can, however, be achieved by 
using a simple action research framework. The action research method 
closely resembles the nursing process in that both are similar cycles of 
observing, planning, acting, and evaluating. Indeed, one could argue that 
nursing is a form of action research in practice.

achieved. When this is shared and written up, others try it and so the 
knowledge develops.

The practice supervisor’s role here is to share that expertise and desire for 
best practice with the student, pointing them towards the sources of best 
practice and helping them see its practical application and therefore its value.

Best evidence

• What evidence-based practice can you identify in your clinical area?

• What examples of practice in your area require examination of their 
evidence base?

• What aspects of practice are in need of updating?

• What changes can you make to improve practice? This could be in 
relation to clinical issues, management and organisation, health pro-
motion/patient information, student teaching, communication, etc.

• Try to identify possible areas for nursing research within your clinical area.

• Is there something you are doing that is worth writing up and sharing 
with others?

Action research

Developed originally from the work of Kurt Lewin (1946), a social psy-
chologist working in the 1940s, action research is essentially a method of 
research that aims to change practice rather than merely generate new 

(continued)
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knowledge. Its other significant difference from mainstream research is 
that the researchers work in the situation being researched; in effect, 
they research themselves in action. In this way, the research is under-
taken and owned by practitioners whose sole aim is to improve their own 
practice.

In many ways, it closely mirrors the nursing process because it 
encompasses a cycle of activity that becomes a spiral of ongoing 
evaluation and improvement. It is also essentially reflective in nature.

Figure 4.4 mirrors the problem, plan, action, and evaluate nursing pro-
cess cycle. 

Clinical experience

Observe and reflectNew theory/knowledge

Understand and plan change

Figure 4.4 Nursing action research cycle

The idea is that by reflecting upon that which we want to improve, we 
gain new understanding and have new ideas or theories, often just minor 
changes that we put into action and then evaluate, and so on. If it brings 
about an improvement or gives new insights into current practice, it 
should be shared via publication so that others might try it. So the cycle 
can be seen simply as Figure 4.5.

Observe

Plan

ReflectAct

Figure 4.5 Simplified nursing action research cycle
(continued)
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Practice supervisor’s evaluation of placement

Student nurses undertake an evaluation of their placement experience after 
each placement. This information is used as a quality measure and also as a 
vital feedback mechanism for the placement to see how they are doing and 
how they might improve their learning environment and experience.

Of equal value would be an evaluation of the placement from the practice 
supervisor’s perspective.

Such evaluations are rarely undertaken, but it would be a useful quality 
assurance measure for practice supervisors to hold brief post-placement 

The key stages in the action research process are:

1. Reflect upon what you want to improve

2. Record and describe what is happening now

3. Do a literature search to see what others have done

4. Plan a change

5. Implement it

6. Observe

7. Evaluate its results

8. Amend the plan

9. Repeat the cycle

It is a simple process but an effective one that can help nurses to improve 
practice and share those improvements via publication. Nurses under-
taking action research based upon their practice will be a source of inspi-
ration to student nurses, instilling in them a sense of what is possible 
given enthusiasm and commitment.

First-year adult field student on older adult mental health ward

There is an excellent structure in place to support and facilitate the stu-
dent’s learning. All student material provided was relevant, recent, and 
evidence-based. Documentation is provided on the first day. The practice 
supervisors seem to be assigned well in advance of the student’s arrival 
in the area.
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Conclusion: putting it all together

By bringing together all the ideas discussed in this chapter, it is possible to 
identify a list of positive factors in a learning environment.

Checklist of qualities in a good clinical learning environment

• A written philosophy of care

• National and local policies and procedures available and adhered to

• A team leader who is enthusiastic about students

• A welcoming, democratic team which encourages questions

• Good team spirit/relationships/communication

• A safe environment

• Students are encouraged to make pre-placement visits

• A whole team approach

• Healthcare assistant buddies

post-mortems as to how well a placement went. These can examine the stu-
dent feedback and their own views to determine what adjustments may be 
needed to the learning environment, learning experiences, organisation, stu-
dent support, resources, and so on. It would be useful for the link tutor to be 
involved too, so that issues related to students can be addressed in a timely 
fashion. Such meetings held at the end of the placement need only be brief 
but will allow for any suggestions to be implemented before the arrival of 
the next student.

Such an evaluation could also detail difficulties encountered in performing 
the role of supervisor, what went well, what got in the way, what could be 
improved, and so on. This would be a good managerial tool for appraising 
the practicalities of student supervision and identifying the support supervi-
sors need. It might also be useful in highlighting for the university aspects 
such as the students’ preparedness or otherwise for the placement and iden-
tifying any knowledge gaps that need attention prior to a student being 
placed on that particular placement.

Exercise

Draw up a list of questions for an evaluation of placement by practice 
supervisors.
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• Nursing associate buddies

• Close clinical supervision

• Learning resources and study area are available

• Structured teaching sessions

• Staff can access professional development/training

• Practice is evidence-based and best practice guidelines are available

• Practice respects rights, dignity, privacy, and diversity

• There is a welcome/induction/orientation pack/placement profile

• Learning opportunities are identified and mapped to proficiencies

• Learning needs are identified and regularly reviewed

• A range of insight visits are identified

• Staff value learning and time is allowed for reflection

• Feedback is frequent and assessment ongoing

• The area is regularly audited for education

• Practice supervisors are regularly updated

• Supervisors are allocated prior to placement

• Multidisciplinary working opportunities are evident

• Student feedback is collected and acted upon

• Client satisfaction data are gathered

• Good (named) links are held with the university/School of Nursing

Summary

This chapter has:

• Highlighted the factors that enhance a learning environment

• Identified what can detract from it

• Examined the breadth of learning opportunities and mapped them to 
the students’ proficiencies

• Discussed the importance of evidence-based practice and the useful-
ness of action research

• Highlighted the importance of placement evaluation
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Having discussed the qualities of the clinical learning environment, it is now 
logical to explore the teaching that goes on in that environment in more 
detail. The next chapter examines the theory that underpins that teaching 
and learning.

Further reading

Gopee, N. (2008) Mentoring and Supervision in Healthcare. London: Sage. See Chap-
ter 4: ‘The clinical setting as an effective learning environment’.

Hinchliff, S. (ed.) (1999) The Practitioner as Teacher, 3rd edn. London: Baillière Tin-
dall. See Chapter 1: ‘Creating a learning environment’.

Morton-Cooper, A. (2000) Action Research in Health Care. Oxford: Blackwell. 
Chapter 1 is a useful introduction to the history of action research, and its basic 
principles.

Oliver, R. and Endersby, C. (1994) Teaching and Assessing Nurses: A handbook for pre-
ceptors. London: Baillière Tindall. See Chapter 8: ‘The clinical learning environment’.

Papp, I., Markkanen, M. and von Bonsdorff, M. (2003) Clinical environment as a learn-
ing environment: student nurses’ perceptions concerning clinical learning experi-
ences, Nurse Education Today, 23(4): 262–8.

Twentyman, M. and Eaton, E. (2006) Enhancing support for student nurses in the 
clinical setting, Nursing Times, 102(14): 35. This is an excellent summary of vari-
ous factors that help students achieve positive placement experiences.
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Apart from facilitating learning experiences, it is important that the practice 
supervisor assesses what the student already knows (the stage they are at), 
understands how they learn, and helps them to reflect upon their learning 
experiences.

Key points

• Anxiety hampers learning

• We each have our own personal learning style

• Variety in teaching methods is important

• Understanding how people learn helps us to adjust our teaching appro-
priately

• Teaching and learning theories can inform our teaching but they 
must be adapted to the subject and the needs of the learner

Teaching and learning 
theory5

How does theory help?

An understanding of the variety of ways in which people learn should 
enable the teacher to adapt their methods to suit each individual student, 
thereby maximizing the learning that occurs.

No rules, just guidelines!

Teaching should almost be second nature to nurses, as the teaching process all 
but mirrors the nursing process. A learner’s needs are assessed, a teaching plan 
is then formed, implemented, and finally evaluated through assessment of the 
learner. Teaching and learning theories are useful in showing us how different 
approaches can inform and improve the way we teach in different situations 
and with different subject matter and different learners. The teacher should not 
adhere strictly to any one approach, but rather be eclectic and use the best 
principles of each. Each theory naturally lends itself to certain subject matter.

The same approach should be adopted in relation to learning styles; they 
are there to inform and help us to adapt our teaching techniques to the 
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Teaching and learning theories

There are many different theories and models of learning, but the three 
major theories are behaviourist, humanistic, and cognitive. No one theory 
holds the truth, but each is useful in different ways and in different settings. 
The teacher, then, needs to be eclectic and choose a mixture of approaches 
to suit the needs of individual students and the material being taught.

Behaviourist theories

Behaviourist teaching is based upon the key concepts of stimulus, response, 
and conditioning. Two of the key behaviourist principles are those of ‘classi-
cal conditioning’ and ‘operant conditioning’. The work of early behaviourists 
such as J.B. Watson showed that the more a stimulus and response occurred, 
the more it became part of our behaviour pattern. We can, however, be condi-
tioned to respond to stimuli. It could be said that the teacher attempts to con-
dition the student to respond or act in a certain way. In his classic experiments, 
Skinner (1938) trained pigeons to operate a lever to obtain food. The food 
acted as the reinforcer for the pigeon’s behaviour. In teaching, it is often the 
teacher’s praise that is the positive reinforcement, alongside the student’s 
sense of satisfaction or pleasure at succeeding. It’s a simple basic principle but 
a strong one – the more you reward a behaviour, the more it will be done. 
Repetition is also a key feature of behaviourist theory, as Watson showed, and 

individual needs of the learner. As learners, we may have one preferred way 
of learning but will often swing from one learning style to another depending 
upon what we are trying to learn at the time. The practice reality for teaching 
is similar to nursing: you adapt to the needs of individuals. Having said that, 
teaching is also about taking people out of their comfort zone and showing 
them new ways of learning, as opposed to finding out how the learner prefers 
to learn and sticking with it. In this way, teachers can help learners to develop 
a more ‘rounded’ approach to learning so that they are helped to develop their 
learning skills by using methods and techniques they are less comfortable 
with. There are many factors that affect teaching and learning, and, as such, 
the theory provides us with no rules for teaching, just good guidelines.

Factors affecting learning

Thinking about your own previous learning experiences, list the factors 
that affected your learning in relation to the following:

1. The environment

2. The learner

3. The teacher

4. The methods
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behaviourist approaches to teaching are very good for teaching manual and 
skills-based tasks, where mere repetition can lead to mastery. A good exam-
ple here is the giving of an intramuscular injection. This is a task that induces 
apprehension in many student nurses. The rudiments of the technique are 
quite simple but it is only by practising that mastery can be gained. Lectures 
here will do little good after the principles of the technique are learnt; what is 
needed is plenty of practice in the skills laboratory. Here, under guidance, the 
student can become familiar with handling the syringe and needle and repeat 
the actions of the process of injecting as many times as they want. This repe-
tition and your praise will enable the student to move towards competence.

Much like Skinner, in behaviourist teaching the teacher is in control, 
directing the learning, and the student is largely the passive receiver. The 
two behaviourist principles of classical and operant conditioning are 
examined below.

Classical conditioning

Classical conditioning derives from the work of Pavlov and his dog 
experiments. He believed that behaviour was a reaction to stimuli. We 
are born with certain innate, unconditioned responses, such as salivating 
at the sight of food. Pavlov believed that all other behaviour was condi-
tioned or learnt. Food is an unconditioned stimulus (US). Dogs naturally 
(unconditionally) salivate at the sight of food and this is an unconditional 
response (UR). Pavlov found that if he then rang a bell every time he fed 
them, he could eventually make the dogs salivate just by ringing the bell 
in the absence of any food. The bell becomes a conditioned stimulus (CS) 
and the salivation is now a conditioned response (CR). This is an exam-
ple of classical conditioning or, put another way, learning by association.

Operant conditioning

This term refers to the fact that Skinner was interested in behaviours that 
‘operated’ on the environment. He believed that it was the outcomes of 
behaviour that determined whether or not it was repeated. Skinner’s 
pigeons were conditioned to push a lever to obtain food. The food was the 
reward that reinforced the behaviour. Operant conditioning, then, is when 
behaviour is modified by its consequences – i.e. reinforced by reward or 
weakened by punishment. Skinner also demonstrated that rewards were 
better at shaping behaviour than negative responses such as punishments.

Social learning theory

Bandura (1977) suggests that learning can take place simply by being with 
others and watching them – in short, people learn from one another via 
observation and modelling. You are also more likely to copy and adopt the 



Teaching and learning theory 99

Humanistic theories

Humanistic theories take into account underpinning feelings, attitudes, and 
values when examining knowledge and skills and suggest that the rationale 
for learning is personal growth. These theories see the teacher as a facilita-
tor rather than a pedagogue and also view experiential learning as espe-
cially useful. Humanistic approaches are particularly useful in teaching 
ethics and attitudes in nursing. One of the key features of the approach is the 
importance of creating a democratic, student-centred, welcoming, and safe 
teaching environment. Students will, for example, engage much more in a 
discussion taking place in a respectful, democratic environment than one in 
which humanistic principles are not apparent.

Carl Rogers

In relation to his theories on counselling, Rogers believed in a safe atmo-
sphere in which people felt able to express themselves openly. Rogers 
argues that the same ethos is important for education. Such an uncritical 

behaviour and attitudes of those you respect and admire. This can be seen 
as a variant of behaviourist approaches. The student observes the compe-
tent nurse, whom they hold in high regard; they see the outcomes of that 
nurse’s behaviour as positive and try to copy their behaviour, skills, and 
attitudes. If that nurse then gives them positive reinforcement through 
praise, the skills and attitudes are likely to be consolidated and reinforced 
even more. Thus the nurse is in a powerful position here as a role model. 
However, students can also learn undesirable behaviours and attitudes in 
this way.

Key principles of behaviourist theory

• New behaviours can be learnt

• Repetition is important in learning, especially for skills

• Practice in varied contexts reinforces learning and widens its application

• Positive reinforcement and praise cement learning and shape 
behaviour

• It is important to give feedback (reinforce) as close to the event as 
possible.

• Do not reinforce undesirable behaviours

• Active learning is better than passive learning
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atmosphere fosters confidence and boosts self-esteem in the learner, as 
they feel free to explore new knowledge without fear of reproach. It is often 
said that a good learning environment is one in which you are not afraid to 
ask questions for fear of being criticised. A learning environment where a 
learner feels able to speak their mind and air their views is a healthy one. 
Thus the teacher provides a safe, encouraging environment, guides the stu-
dent to resources and opportunities, and facilitates the student’s explora-
tion of them. Rogers also argues that the more interest a teacher shows in a 
student and the more positive feedback they are given, the greater will be 
the student’s self-confidence and self-esteem and thus their desire and abil-
ity to learn. This is also a form of behaviourism (the interest of the teacher 
is a reward) and its power is seen if we consider the opposite: if you criticise 
someone often enough, you will put them off completely. By constantly 
finding fault in a student, the practice supervisor will demoralise the stu-
dent and make them withdraw from learning opportunities.  

Abraham Maslow

Maslow’s (1987) ‘hierarchy of needs’ helps us to understand the role motiva-
tion plays in learning and is usually depicted as a hierarchy of five levels of 
need, each of which usually needs to be met before being able to move on to 
meet the next level. Thus . . .

Physiological or biological needs

Safety needs

Love and belonging needs

Esteem needs

Self actualisation 
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Maslow’s hierarchy is not always borne out, as in the case of many artists and 
writers who lived in abject poverty with their basic needs often unmet, but who 
nevertheless were extremely creative. However, as a general principle it 
remains valuable. Our patients, for example, will not be able to take on board 
our health education while they are in acute pain or highly anxious. The stu-
dent nurse will not be able to fully concentrate on the procedure if they have 
not eaten or slept very well for a while, or feel anxious about the new place-
ment because they haven’t settled in. For the practice supervisor it is important 
to check that the student is at a stage whereby they can take on board learning.

Adult learning (andragogy)

The concept of adult learning also falls under humanistic approaches.

Andragogy means ‘relating to adult learning’ and is largely derived from 
the work of the humanistic educator Malcolm Knowles (1990). Knowles 

According to Maslow, basic needs have to be met before higher-order needs 
such as learning. Put simply, you cannot enjoy listening to your favourite 
piece of music if you are very hungry.

Learning is a higher-order need, but a lower priority in the immediate survival 
stakes, so we need to take care of the lower-order needs first before the learner 
can concentrate on learning. Similarly if a learner feels uneasy or anxious in a 
group, or does not feel an equal member of the group, their learning will be 
compromised because their security and belonging needs will not be met.

Maslow’s hierarchy of needs in relation to education

Physical needs: The room is warm, the learner is fed and not 
tired.

Safety needs: It is a secure area where the student doesn’t 
feel threatened.

Belonging needs: The student feels welcome and wanted. They 
feel they are of equal status and belong to 
the group.

Esteem needs: The student feels encouraged and their confi-
dence is boosted by praise and positive rein-
forcement. Their contribution is valued.

Self-actualisation: The student learns and moves towards maxi-
mising their potential and achieving their 
goals and ambitions.
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suggests that there are four basic differences between adult learners and 
child learners and these form the four key principles of andragogy.

Self-concept

Adults take responsibility for their own learning. We become less dependent 
and more self-directed in our learning as we mature and less reliant upon the 
teacher, thus learning becomes more student-centred. As adults, we need to 
be more involved in the planning and evaluation of our learning.

Experience

As adults, we have a range of past experiences and prior knowledge and use 
this as a resource for learning and to direct our future learning.

Readiness to learn

Adult learners are more likely to be in education voluntarily. As adults, we 
are more willing to take responsibility for our own learning and tend to 
focus more on that which has direct relevance to our lives. Open discussion 
is more achievable.

Orientation to learning

Adults try and apply their learning to life and tend to become more prob-
lem-focused rather than content-oriented.

Knowles’ principles and assertions of differences between adult and child 
learners have been the subject of some debate and criticism: there will 
always be some adults who are unmotivated, for example, so one must see 
Knowles’ principles as generalisations rather than rules. In doing so, they 
can help inform the way in which we relate to and teach our student nurses, 
most of whom we will readily regard as adult learners.

Pedagogy

Pedagogy can be seen as the opposite of andragogy and it is generally 
regarded as relating to teaching children in schools. It is descriptive of the 
traditional approach to teaching, which regards the teacher as the font of all 
knowledge and upon whom the student is dependent. The teacher decides 
what will be learnt as well as where, when, and how it will be learnt. In gen-
eral, the student’s prior knowledge is not taken into account or acknow-
ledged and by and large the student is driven by pressure from the teacher or 
assessments. One can see that in modern schooling beyond the infant years, 
teaching methods have moved on from this somewhat crude view of teach-
ing and embraced many aspects of the andragogical approach, by regarding 
children as more autonomous and mature and having valid life experiences.



Teaching and learning theory 103

Cognitive theories

Cognitive theories of learning hinge on the belief that learning involves men-
tal processes, such as perception, reasoning, memory, and information pro-
cessing. The principles of cognitive approaches are especially useful in 
teaching theory, via the use of problem-solving approaches, analysis, and 
experimentation.

Bruner

Bruner’s (1966) contribution to the debate might seem obvious, but it high-
lights key principles that shouldn’t be ignored. Bruner’s theory of instruction 
consists of four elements.

Usefulness

He believed that learners have to be ready to learn and that teaching should 
be focused on problem-solving, which will stimulate the learner’s curiosity. 
It is far more interesting to have to use theory than merely learn it; in this 
way, a case scenario will bring the theory to life.

Structure

The teaching should be structured and presented in a way that makes it easy 
to understand. It should incorporate demonstrations, images, and diagrams. 
An unstructured lecture, for example, which merely presents a mass of 
information verbally, is unlikely to be remembered as well as one that is 
presented using a variety of methods such as pictures, demonstrations, and 
case scenarios.

Key principles of humanistic theory

• Each learner is seen as an individual

• Learning is self-directed

• The teacher is a resource and facilitator of opportunities

• Anxiety affects learning

• Learners’ self-esteem is important

• The atmosphere and climate of the classroom are important

• The relationship with the teacher is important

• People learn best by participation and cooperation
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Sequencing

The teaching should be logically sequenced so as to form a progression, 
allowing the learner to build upon what they already know. For example, 
explaining the steps of giving an intramuscular injection in sequence, as 
opposed to randomly examining the various aspects and considerations.

Motivation

The motivation of the learner is important and comes initially from the 
teacher’s praise (extrinsic) and later the student’s own satisfaction 
(intrinsic) at solving a problem. Practice supervisors may have to moti-
vate some students initially if, for example, they are in a non-field place-
ment and not particularly interested in that area of nursing. Having 
pointed out the relevance and learning opportunities related to all nurs-
ing fields, most students will begin to motivate themselves as they start 
to see the relevance.

Ausubel

Ausubel’s (1978) assimilation theory (a logical progression on Bruner) rests 
on the assertion that new knowledge always builds upon existing know-
ledge. This ties in nicely with Bruner’s ideas regarding sequencing. New 
information is incorporated into the learner’s already existing cognitive 
structure. This underlines the importance of a logical progression in learn-
ing. New knowledge is more easily assimilated if it already has a familiar 
concept upon which it fits or builds. Thus the skills are first taught in the lab 
and then tested out in real life on placement. Bits of new knowledge or vari-
ations in the skill are easily added to what is already known. Learning a new 
variation of a technique is easier than learning a technique from scratch. 
Another good example is giving a student reading to undertake prior to a 
lecture or skill session. The lecture will make more sense as the student will 
already have a base upon which to build. Having that little bit of prior 
knowledge aids retention of the material to be taught. Such preparation 
prior to teaching is referred to as an ‘advance organiser’. Advance organ-
isers can also help to consolidate and revise learnt material, via engaging 
with the material in different ways (e.g. bullet-point summaries, diagrams, 
mind and concept maps, timelines). These are good learning tools to use 
with students on placement by asking them to create, for example, a time-
line of a patient’s illness and treatment for life, or a mind map of the issues 
relating to consent.

For Ausubel, the most important factor in learning is what the learner 
already knows 
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Experiential learning and reflection

Experiential learning is learning by doing and then reflecting upon it to 
explore it and gain new insights. This is a key feature of the action research 
cycle as described in Chapter 4 and Kolb’s (1984) learning cycle. Critical 
incident analysis is another example of this, where a concrete experience is 
examined via a reflective cycle in order to generate new insights. The 
Gibbs (1988) model of reflection is a useful example of a reflective tool that 
can be used by practice supervisors to get students to examine clinical 
experiences. Reflection is a key feature of portfolio work and of nurse edu-
cation generally. 

Dewey

Dewey (1974) was a wide-ranging intellectual thinker who suggested that 
the only way to test theory and philosophy was by its practical results. 
Because of this, he became known as a pragmatist. His influence upon 
education was in stressing the importance of the teacher. He also believed 
that education should be active and that learning should involve real-life 
tasks and ultimately have an impact upon life and communities. As such, 
he was at the forefront of experiential education and schemes such as out-
ward bound.

Gestalt

Gestalt psychologists believe that if you break things down too far, it 
becomes hard to see the full picture. They believe that ‘the whole is greater 
than the sum of its parts’. Gestalt suggests then that learners learn best 
when they can see the ‘big picture’ and where the learning fits into it. Gestalt 
learning theory is also learning by insight. You gain insight by putting the 
disparate elements of a problem together and finally it clicks and you can 
see the big picture, what Gestalt psychologists call the ‘aha’ moment. The 
insight then is fostered typically by problem-solving exercises, group dis-
cussions, and projects. Case scenarios and discussions of critical incidents 
are useful, leaving the students to try and resolve the situation under scru-
tiny. Often, students cannot see the wood for the trees and can struggle with 
blind theory but when they are asked to engage with that theory in relation 
to a case scenario and are invited to work on it, bells begin to ring (the ‘aha’ 
moment) and connections begin to be made as the theory slowly reveals the 
sense it makes.

The skilled teacher will seek to incorporate a blend of many styles and 
theories and present information in a variety of ways.
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Key principles of cognitive theory

• Material should be presented in a logical sequence

• The learner’s participation is important

• Learning moves from the simple to the complex, building upon the 
previous step

• New learning is linked to existing knowledge

• Goal-setting by the learner is an important motivator

• The learner needs to see the bigger picture

• Teachers should demonstrate the links between the whole and 
its parts

• Reflection leads to insight

Student reflections

These reflections from students show that while theory is important, it 
relies upon the practice supervisor to apply it and create a good learning 
experience.

Third-year student on a medical ward

I was encouraged to ask questions by the whole team and allowed to 
participate in new situations. I was supported and encouraged by all 
staff to reach my potential without feeling pressured. They let me go at 
my own pace and allowed me time to settle into the ward.

Third-year student on a medical ward

The nurses were always willing to work with students and give us the 
opportunities which arose. Even though it was hectic and busy, there was 
always someone around if you needed them. They let you get on with it 
and this helped you to build up your confidence. I was never afraid to ask 
if I wasn’t sure of something.

Second-year student on a cancer ward

I was made to feel welcome by the members of the team and even though 
I had transport issues, they made it so I could fit in and feel part of it. 
They helped me to feel at ease when developing my nursing skills even 
though I went wrong sometimes.

(continued)
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Learning styles

As with learning theories, there are a range of ideas relating to learning 
styles, each of which can inform our teaching methods. Educationalists 
believe that we all have our own particular learning style, a way of tak-
ing on board information that is unique to us. Some of us prefer to learn 
by listening and taking notes and reading around the subject as much as 
we can; others prefer a more hands-on approach to learning and like to 
watch demonstrations and practise themselves. Some of us respond bet-
ter to a very visual style of teaching, whereas others prefer to listen. 
Some of us like to join in and participate, while others like to quietly 
soak it up.

The key protagonists with respect to learning styles are David Kolb, and 
Peter Honey and Alan Mumford (1988) whose work developed from that of 
Kolb. Kolb developed a theory of a learning cycle and identified different 
types of learning preferences. Honey and Mumford went on to develop 
their own version of these ‘learning styles’ and identified four key styles. 
Another learning style theory is the visual, auditory, kinaesthetic learning 
style, or VAK. Criticisms have been levelled at these theories, as you will 
find later in the chapter, but the crucial point for supervisors is the practi-
cal one that for students to learn best, we must first identify how they 
prefer to learn.

Third-year student on a medical ward

I knew most of the basic skills and wanted to start learning more but felt 
I lacked confidence. My mentor was very supportive and understood 
where I was at. She showed me a few simple tasks that I was responsible 
for and this built my confidence. This gave me something to do and 
avoided the feeling of being lost – it made me feel useful. She then 
explained the evidence base to me. Having gotten more confident I 
observed her do a dressing, doing it myself the next day with her super-
vising. She told me to get the trolley ready, making me think in advance 
what I had to do when I was with the patient. If I got anything wrong, she 
calmly explained it. She used simple steps but over the placement I did 
more and more.

Third-year student on forensic mental health placement

Both my mentors were good. The first, because she took the time to get 
to know me and my strengths and weaknesses, so she knew how best to 
teach me. She gave me a good role model: conscientious, cool-headed, 
and well read. The second pushed me to do what I was afraid to do and 
put me in contact with others who could help me to make the most of the 
placement.
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The work of Kolb

Kolb (1984) was essentially interested in how we learn from the concrete 
experiences we have. He argues that the way we perceive and process infor-
mation determines how we learn and therefore the learning style we adopt. 
Thus we develop preferences for different ways of learning (i.e. learning 
styles) in much the same way that we have different communication or lead-
ership styles and dispositions to behave in certain ways. The practical appli-
cation of this idea is that if teaching is consistent with the learner’s learning 
style, the potential for learning is increased.

Kolb identifies a cycle of learning that consists of four key stages which can 
be simplified as follows.

Experience – reflection – refinement – experimentation

Individuals immerse themselves in an experience – for example, they 
perform a task and then observe and reflect upon its effect. Next they 
form thoughts and concepts about the task and its effectiveness and so 
begin to understand it better. They then apply the refined knowledge in 
new situations and actively experiment with it and use it for prob-
lem-solving. In this way, it can be seen as a cycle of learning that is ongo-
ing and continuously refined – in effect, it is a spiral of learning, hopefully 
increasing our knowledge with each cycle. There is a direct parallel here 
with Lewin’s action research cycle (Lewin 1946). You will also note the 
close similarity with the nursing process (Figure 5.1). Kolb suggests that 
by going through the cycle several times, we gain sufficient understand-
ing of it to imbue us with the ability to anticipate the effects of the action 
in different circumstances (Figure 5.2).

Evaluate

AssessImplement

Plan

Figure 5.1 The nursing process
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This is somewhat akin to the intuition of experienced nurses as described by 
Benner (1984).

Kolb suggests that one can identify four basic types of learning style derived 
from the stages of his cycle, and these have been variously added to and 
amended by others over the years.

Figure 5.2 The nursing process and Kolb’s learning cycle combined

Clinical
experience

Observe
and reflect

Understanding
and planning

Act on
new knowledge

Divergers 

Divergers like to use their imagination, observe and try to see things 
from different angles. They like to gather much information and gener-
ate ideas. They are said to have broad cultural interests.

Assimilators 

Assimilators have a liking for theory and logic and thinking things 
through. They are said to have the ability to create theoretical models.

Convergers 

Convergers like problem-solving and practical application of concepts. 
They are said to prefer working with objects rather than people and do 
well on conventional tests.

Accommodators 

Accommodators are doers and risk-takers with a preference for hands-on 
experiences and practical sessions. They are said to be good at adapting 
to new situations and putting ideas into action and are supposed to be 
intuitive.
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Honey and Mumford

These two educational psychologists developed a model of learning styles 
largely based on the work of Kolb. They adapted Kolb’s four learning styles and 
called them Activists, Reflectors, Pragmatists, and Theorists. They also sug-
gest that, by and large, we are unaware of our preferred learning style and 
can, in fact, have more than one. You can complete a questionnaire to check 
what your own preferred learning style is (see Further reading).

Honey and Mumford (1988) and their various interpreters attribute certain 
characteristics to each of the learning styles.

Activists

Activists learn best by being actively involved; they like to immerse them-
selves in new experiences and enjoy being thrown in at the deep end. 
They learn by doing rather than reading or listening and are said to be 
open-minded and receptive to simulations, case studies, and role model-
ling. They are also open to new experiences and enjoy a degree of risk or 
challenge. They like to be at the centre – chairing meetings and leading. 
However, they can suffer from insufficient planning and be too hasty and 
are said to often neglect subjects that don’t interest them. When teaching 
an activist, you need to make sure they are involved, so give them case 
studies to work on and problems to solve or projects to report back on.

Theorists

Theorists like to consider problems, they strive to understand concepts 
and integrate them into their thinking. They learn through logic and 
facts, via lectures and reading, seeking to understand the theory behind 
and reason for what they observe. They are said to prefer to do things in 
a logical order and in set ways, being somewhat rigid and cautious. They 
will need much information before they are convinced to act. When 
teaching a theorist, you will need to supply them with a good reading list 
and get them to follow things up. It is useful to ask them to write up their 
findings and prepare a summary or synopsis to report back to others.

Reflectors

Reflectors learn best by standing back and observing and reflecting 
upon what they see and experience. Reflective writing and journals are 
likely to help them learn. Said to be cautious, they learn best by watching 
and thinking and talking things through rather than participating. They 
like to consider all angles and review the evidence before coming to any 
conclusion. Creative and easy-going, they will listen to others but can be 
worried by time pressures. When teaching a reflector, you will need to 

(continued)
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Visual-audio-kinaesthetic (VAK) model

This model suggests that there are three types of learner: visual, auditory, 
and kinaesthetic.

Visual learners learn through seeing and reading. These learners are said 
to need to see the teacher’s body language, gestures, and facial expressions. 

facilitate discussion groups and set tasks that require a reflective account 
to be produced and shared.

Pragmatists

Pragmatists like to try out new ideas and engage in problem-solving. 
They learn by applying things to practice, testing and experimenting to 
see if they work. They are receptive to role modelling. They like to ‘get 
things done’. Practical and well organised, they set goals to ensure tar-
gets are met, but they can rush and be impatient with others, preferring 
to get on with things. They like to do things that can be implemented 
immediately, and are not for lengthy discussion. When teaching a prag-
matist, you will need to set tasks and give them cases or projects to work 
on. Like the others, they can also be motivated by having to write up and 
report back upon their findings.

Thinking about the different approaches

If you wanted to teach a student how to take a person’s blood pressure, 
how would you do this if they were a . . .

• Reflector?

• Activist?

• Theorist?

• Pragmatist?

Think about yourself in relation to your learning. Do you like to:

• Apply ideas in practice (pragmatist)?

• Observe and reflect (reflector)?

• Experience and do (activist)?

• Think and conceptualise (theorist)? 

Do one or more of these suit you?
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Criticisms of learning styles

Not everyone is convinced about the existence or value of learning styles 
and there is a degree of scepticism about the research. Many regard their 
claims as exaggerated (Tennant 1997) and oversimplistic. Coffield et al. 
(2004), for example, found no fewer than 71 different theories of learning 
styles, and pointed out that few of them were validated by independent 
research; they were rather scathing, suggesting that many theories make 
‘overblown’ claims and that we place ‘unwarranted faith in simple inventor-
ies’. The authors believe we should use our common sense instead. Coffield 
and colleagues argue that it is obvious different learners have different 
ways of learning, and that it is also obvious that teachers should use a vari-
ety of teaching methods to account for this. Another criticism is that learn-
ing styles are not necessarily fixed and can be chosen according to 
circumstance. Thus the learner chooses to learn in slightly different ways 
according to the task they are set and material they are trying to learn, so 
that we each have a mix of varying styles we can use.

They position themselves near the teacher in order to see better. They are 
said to think in pictures and be especially receptive to visual images, dia-
grams, displays, demonstrations, and films, etc. They often prefer to write 
things down and take detailed notes.

Auditory learners learn through hearing and talking. These learners pre-
fer verbal lessons, listening to others, and talking things through or reciting 
facts. They are said to listen carefully, picking up on tone and pitch of the 
voice and searching for underlying implications. They need to hear things 
and often benefit from reading out loud and recording lectures.

Kinaesthetic learners learn through doing. These are active, tactile peo-
ple who learn best with and prefer a hands-on approach, trying things out 
physically. They find it hard to sit for long periods and prefer to actively 
explore.

Again, as with Kolb and Honey and Mumford, we might have a preferred 
style but are capable of adapting and switching to others as the situation 
demands. If we know what a learner’s preference is, we can then adapt our 
teaching methods to account for this. In a large group, it is thus good prac-
tice to vary the methods of teaching to involve something from each of the 
three categories. By doing this you will also be helping learners to explore 
new approaches to learning.

Try it online

Search for ‘learning styles’ online and you will find a range of tools for 
testing which learning style you have in relation to VAK and Kolb. Try 
them and see if you agree.
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Implications for teaching

There are many theories and opinions, but few hard facts. However, each 
theory gives us a different way of looking at and interpreting learning and 
what we experience, and that itself is a positive. We can also draw out of the 
debate some guidance for best practice.

For teachers and supervisors, the implication is that learners will learn best 
when information is taught in a way that suits their preferred learning style. 
Some students will want to see the practical application first and then look 
at the theory behind it (pragmatists), while others will want to know every-
thing about it first before they are willing to try it out in practice (theorists). 
Teachers need to be aware that there will likely be a range of learning styles 
in any group of students. For Kolb, learning is enhanced the more stages of 
the cycle the learner passes through and thus we should encourage learners 
to engage with all four stages, as each stage is a different way of learning.

To help find out about a student’s preferred learning style, you should have 
a general discussion about their previous learning experiences, both nega-
tive and positive. Ask the student to list what helped them to learn and what 
hindered them. You can also use Kolb’s stages to explore the mode of learn-
ing they like best and get them to think about the different learning styles 
and where they think they fit in. This will help them to expand and develop 
their repertoire and receptivity to different approaches to learning.

Remember that it is a good learning experience to take people out of their com-
fort zones every now and again (S. Hepworth, personal communication, 2009).

Because of the diversity of styles and stages, teachers need to develop a 
range of methods to cater for these. Repetition is an essential part of learn-
ing and if teaching repeats the same message via different methods geared 
to different styles or stages, it will likely be more effective.

Bloom’s taxonomy

Bloom (1956) attempted to classify all learning into three domains: cogni-
tive, psychomotor, and affective – these are often referred to as ‘head’, 
‘hands’, and ‘heart’ respectively. Bloom’s work is especially important for 
vocational and professional training. It is relevant for nursing in particular 
as it lends itself to the unique blend of knowledge, skills, and underpinning 
attitude that pervades all aspects of nursing care. 

Bloom’s domains

Cognitive Head Intellectual ability/knowledge

Psychomotor Hands Manual dexterity skills

Affective Heart Attitudes and values
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It is clear that whatever we teach, one domain will be dominant, but it is 
equally clear that whatever we teach will relate to elements of all three 
domains.

The domains are also very useful for lesson planning, helping to ensure each 
aspect is covered.

At its simplest and most useful we must ask, when we teach something, have 
we covered all three domains?

What domains would this teaching be aimed at?

• Aseptic technique

• A discussion around consent to treatment under the Mental Health Act

• Communication skills

• Giving an intramuscular injection

• Breaking bad news

• CPR

Think of a teaching session you might do with students:

• How will you cover the three domains?

• How will you assess the learning for each domain?

Out of the work of Bloom and others comes the idea of work-based compe-
tencies centred on knowledge, skills, and attitudes. These are arranged into 
levels to create a framework for their acquisition. Students work through a 
series of levels of competence as they progress through the curriculum 
towards competence.

Student and mentor/supervisor reflections

Student – the importance of repetition and an understanding supervisor

I don’t know what it was but I just couldn’t get taking a BP right. We’d done 
it to death at uni, and most of my friends in our cohort could do it, so I felt 
it was becoming a big thing for me. I felt as though I would never get it 

(continued)
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right. My supervisor was great – she made it sound that it was not a big 
deal and explained that she too had struggled with some procedures. She 
somehow took the pressure off and relaxed me about it. She said the best 
way to learn was to try and teach someone else. So she made me take a 
‘sphyg’ home and practise on my partner. She said I had to explain to him 
how it worked and what everything was and what the readings meant. She 
made me take hers every shift and she’d take mine too, and I think it was 
this constant repetition that finally got me over the hurdle.

Practice supervisor – self-awareness

I’ve had lots of first years, even second years and some thirds who got 
really worked up over things like their first injection or not being able to 
do a procedure, especially when most of the others around them were 
doing it. When you have been doing it for years, it’s easy to get a bit 
frustrated yourself and think, ‘Oh come on!’ But then I have to just give 
myself a reminder of what I was like when I trained and how long it took 
me to grasp what to the nurses was a simple basic task. Now I go out of 
my way to be patient and just reassure them that they will get there in 
the end and that it’s not a race.

Practice supervisor – anxiety affects learning

Because we work with anxious people, we ought to be better able to rec-
ognise it in our students. Everyone who is in hospital is anxious to a 
degree, and we often overlook this to the detriment of their recovery. It’s 
the same with the students. In mental health, we are often in counselling 
situations and I always remember what I learnt in my counselling train-
ing. The tutor used to ask us, ‘What’s on top?’ He meant us to think 
about what was uppermost in our minds, because if we can’t stop think-
ing about it we can’t give our clients our attention. It’s the same with 
students – you need to find what’s on top for them. If there is something 
bothering them, either personal or professional and they can’t get it out 
of their heads, then they can’t learn or give things their best attention. 
We have to remember that students are real people too.

Practice supervisor – variety is the spice of life

It’s not rocket science but a bit of behavioural theory goes a long way, 
especially in getting a student to grips with something that they are 
struggling with. The more you repeat something, the more you remember 
it and master it. On top of this, if you vary the ways you repeat some-
thing, it becomes more interesting and sinks in even further. Some like 
to watch, some like to read, and some like to do, but it’s best if they do 
all. So I’ll give them a mix of practice – reading, discussion, and observa-
tion – and try and get them to teach others. They get there in the end.

(continued)
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Summary of key principles of good teaching

• Student and teacher treat each other as equals

• There should be a safe environment and a non-judgemental, welcoming 
atmosphere

• The student needs to be motivated

• Anxiety affects learning

• Teaching should be student-centred

• The environment should be conducive to learning

• The teacher must be approachable

• The teacher facilitates and provides resources and opportunities

• Teaching should use a wide variety of methods and techniques

• Problem-solving and experiential learning are effective

• Reflection on learning and action is important

• Students should be exposed to a wide range of experiences

• Teaching recognises students’ individuality and learning style

• The teacher helps the student to accept responsibility for their own learning

• Repetition is important

• Positive reinforcement is useful and more effective than negative rein-
forcement

• Praise and reinforcement should be close to the event

• Role modelling can exert a powerful influence

Student – daunting but inspiring role modelling

I have to admit I was initially taken aback at just how professional they 
were in the team. There was a good laid-back atmosphere, but it didn’t 
get in the way. They had very high standards and as a result had very 
high expectations of me. What was good was that they made it very clear 
as to what they expected, so I was in no doubt and they gave me realistic 
tasks but expected me to do them to a high standard. Because they 
respected me and had faith in my ability to live up to their expectations, 
it spurred me on and rubbed off on me. In many respects, they were 
doing with me what they did with the clients they were helping. I learnt 
that a lot of respect comes from being that skilled and professional and 
that it’s important to have faith in people and give clear and realistic 
expectations and the support to reach them.
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Further reading

Ausubel, D.P. (1968) Educational Psychology: A cognitive view. New York: Holt, Rine-
hart and Winston.

Dix, G. and Hughes, S.J. (2004) Strategies to help students learn effectively, Nursing 
Standard, 18(32): 39–42.

Gopee, N. (2008) Mentoring and Supervision in Healthcare. London: Sage. This is an 
excellent book. Chapter 2, ‘How learners learn’ and Chapter 3, ‘Facilitating learning’ 
complement this chapter.

Honey, P. and Mumford, A. (1992) The Manual of Learning Styles, 3rd edn. Maiden-
head: Peter Honey. It is worth reading the original authors’ views rather than the 
interpretations of others.

Kolb, D.A. and Fry, R. (1975) Towards an applied theory of experiential learning, in C. 
Cooper (ed.) Theories of Group Process. London: Wiley. As above, it is wise to read the 
original works; Kolb has been commented upon by many and often misinterpreted.

• Learning should be active, not passive

• Many people learn by ‘doing’

• Goal-setting can be an important motivator

• Learning should match the learner’s pace and ability

• Learning should be practised

• Learning should be pleasurable

• Learning should be presented in a logical sequence

• Learning should build upon what the learner already knows and their 
past experience

• It’s important for learners to see the big picture or where the learning 
fits in

• Learners often need to see the practical application of theory

• High expectations often yield high achievement

• For all learning there are head, hands, and heart elements

Summary

This chapter has:

• Examined behaviourist, cognitive, and humanistic educational theories

• Explored the concept of learning styles

• Discussed how the work of Bloom is particularly useful in the nursing 
context

• Summarised the key principles of good teaching
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Race, P. (2005) Making Learning Happen. London: Sage. In Chapter 3, ‘Beyond learn-
ing styles’, Race offers an intelligent critique of learning styles and an examination 
of what helps us to learn.

Rogers, C. 1969 Freedom to Learn: A View of What Education Might Become. Colum-
bus, OH: Charles Merill.

Snelgrove, S. (2004) Approaches to learning of student nurses, Nurse Education 
Today, 24(8): 605–14.
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Key points

• Praise is an important factor in facilitating learning

• Lesson planning helps you to focus your teaching and assess it

• Use a range of teaching methods to vary it and suit the needs of differ-
ent learners

• Much good teaching is spontaneous

• Repetition and reinforcement are key factors in learning

Teaching in practice6

Warning! One of the biggest dangers in teaching is that of informa-
tion overload – trying to cover too much material. A teaching session 
is always partly an introduction, after which the student should be 
inspired to go away and fill in the gaps in a bout of self-directed learn-
ing. In fact, a good teaching session can be likened to being given a 
jigsaw with a few pieces missing – the student then has to go away and 
find those pieces!

Reflection on teaching

Think back to a teaching session you have given, whether formal or 
informal.

• Did you prepare for it or plan it in any way?

• What resources did you use?

• Did you evaluate it?

• If you were to do it again, what would you do differently?

Such practical questions are the focus of this chapter.
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There are two basic behavioural principles at play in the above lists – 
namely, repetition and reinforcement. When information is given in a vari-
ety of ways, it is being repeated and rehearsed and thus stands more chance 
of being embedded in long-term memory rather than being temporarily 
stored in short-term memory and subsequently forgotten.

Theory in practice!

Although much educational theory can at times seem distant from practice 
and of limited value, there are certain teaching ‘truths’ derived from theory 
that are worth bearing in mind. These truths suggest that people learn bet-
ter when:

• they want to learn

• they think the material is important

• they believe it has practical relevance

• they think it will make a difference

• the learning environment is supportive and free from threats

• the teaching is varied and information is presented in different ways

• they can try it out and practise ‘hands on’

• they are given feedback and praise

• they have some peer support.

Retention of learning

The evidence also suggests that how information is conveyed and used 
has a direct bearing upon how much is retained. In general, people are 
said to remember:

• 10 per cent of what they read

• 20 per cent of what they hear

• 30 per cent of what they see

• 50 per cent of what they see and hear

• 70 per cent of what they discuss with others

• 80 per cent of what they do and use in life

• 95 per cent of what they teach others to do
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Lesson planning

Although lesson planning is obvious, it is often ignored, and an unplanned 
lesson often fails to meet the needs of the students. Lesson planning 
is another cycle strongly reminiscent of the nursing process (see 
Figure 6.1).

Positive reinforcement via praise and encouragement also acts as a reminder 
of the importance of the learning and underpins its retention. Oliver and 
Endersby (2000) encapsulate this when they suggest that good teaching can 
be summed up by the maxim – tell them what you are going to tell them, tell 
them, and then remind them of what you have told them.

First-year mental health student

It didn’t make any sense at all until she actually showed me. Every time 
she tried to explain it, I just couldn’t get my head around it, but as soon 
as I saw her do it, it just clicked.

Repetition and variety

Alongside praise, repetition is key to helping people learn. The best way 
of repeating your message is by doing so in a variety of ways. Think 
about a teaching session you give or would like to give. List the different 
ways in which you could get your message across.

Needs

Evaluation

Assessment Content

Aims and objectives

Methods and resources

Figure 6.1 The lesson-planning cycle
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A carefully planned lesson should ensure that you don’t miss anything cru-
cial and that you logically sequence the material.

Teasdale (1993) argues that much clinical teaching is unstructured and 
often overreliant on role modelling. The student works alongside a trained 
nurse and it is hoped they pick up good practice in the process. Teasdale 
suggests that nurses need to structure their teaching, arguing that there is 
a fundamental difference between practising nursing and teaching it, 
between demonstrating expertise and passing it on to others. One way of 
trying to ensure teaching occurs is using a teaching or lesson plan. Teach-
ing plans should not be complicated; they should guide you in identifying 
the most important aspects of the session to be taught. The following is an 
example of a simple teaching plan that can be easily adapted for any teach-
ing session.

Teaching plan

Subject

• Monitoring respirations

Aims

• Students will be able to accurately monitor respirations

• Students will be able to accurately record respirations

Objectives

• Explain normal respiration

• Explain common respiration variations and the reasons for such

• List the steps and techniques in the procedure

• Measure and record respirations

Content

• Explanation of normal biology and reasons for and types of variation

• Explanation of procedure and correct ways of recording results

Method

• Lecture

• Demonstration

• Practice

(continued)
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The students’ learning needs will largely consist of the NMC proficien-
cies they have to achieve in that placement, but there may be particular 
objectives that the student wishes to concentrate upon. They may be 
keen to practise a certain procedure or find out about a particular aspect 
of care that is peculiar to that placement. The practice supervisor will 
also have to take into account the level which any particular student is 
at. Are they an anxious first-year student with little previous healthcare 
experience, or a confident third-year student with a strong healthcare back-
ground? Assessing these needs and factors will be a prime focus of the 
initial meeting and first week of working with the student. This informa-
tion will be important in guiding the focus and delivery of subsequent 
teaching sessions.

Resources

• Respiration charts

• ‘Do not disturb’ sign for room

Handout

• Key points

• Correctly filled in respiration chart

• References and reading

Assessment

• Observation

• Question and answer

Evaluation

• Questionnaire

Newly qualified nurse tutor

I used to just think I had to tell them everything I knew about X, Y or Z, 
and I’d end up just talking at them for ages and giving them a huge hand-
out. It was only when I started to really plan the sessions that I began to 
break the information down into manageable chunks. Actually writing the 
lesson plan out made it so much easier for me and the students got a 
more realistic session, better focused and more varied.
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Remember objectives for teaching sessions should be written using Bloom’s 
domains. Thus a good lesson plan will cover the cognitive, psychomotor, 
and affective aspects of any subject:

 Cognitive  the knowledge base
 Psychomotor  the hands-on, practical skills
 Affective  the underpinning attitudes and values

While most subjects will encompass aspects of all three domains, certain 
subjects will be more related to one specific domain. For example, a session 
on ethical aspects of nursing will draw more heavily upon the affective 
domain, while one on aseptic technique will draw more heavily upon the 
psychomotor domain. Both, of course, will need to embrace the cognitive 
domain too.

Experienced nurse tutor

It’s almost impossible to assess the sessions you give if you don’t set 
clear objectives. If you are not specific in what you want to achieve, you 
cannot tell if you get there. You need to be quite basic: ‘This is what I 
want the student to know’, ‘This is what I want the student to be able 
to do’.

Words of wisdom

Ley (1988) demonstrated that when information is conveyed, the short-
term memory is capable of remembering an average of only seven pieces 
of information. He also demonstrated that when a lot of information is 
being conveyed, people tend to forget what was in the middle and remem-
ber most the information they heard first and last. This is called the pri-
macy and recency effect.

Miller (1956) had earlier come to the same conclusions, arguing that most 
of us can take in no more than seven key pieces of information in any one 
teaching session.

What the above tells us, of course, is that we should limit the volume of 
information we convey to that which can be absorbed, and that if we have 
especially important things to say, we should say them first or last. Empha-
sising key points along the way is also very important in reinforcing the 
message.
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Second-year adult field student

I had failed a few outcomes in a previous placement and I didn’t get them 
because although I knew which competencies I had to get, I was never 
sure just how to get them or what I had to do and my mentor was quite 
vague. This time my mentor sat me down and we wrote out a plan of 
exactly what it was that I needed to do to achieve the ones I was missing.

Spontaneous teaching

There is no such thing as a planned curriculum for each placement; at best, 
it is a list of possible learning experiences. Such structures as lesson plan-
ning, aims and objectives are all well and good but as was mentioned earlier 
much teaching on wards is of a spontaneous, seize-the-moment variety. As 
situations arise, they become learning opportunities and practice supervisors 
turn action into teaching as it happens. Much clinical skills teaching takes 
place in this way, preceded or followed by more structured skills teaching.

Questions

• How might spontaneous practice experiences be turned into learning?

• How might you build in structured teaching or learning experiences 
in an otherwise busy and unpredictable environment?

Reflective discussions often underpin such spontaneous learning experi-
ences and are useful in consolidating the learning to be drawn from these 
experiences. Alternatively, ask the student to write a reflective account of 
the experience and examine the evidence underpinning it. Spontaneous 
learning is often the case with skills whereby in an intensive burst of activity 
in a short time frame, a student can often witness and be involved in a vast 
array of skills well delivered in difficult circumstances. The learning oppor-
tunities in such a scenario are legion. Imagine an emergency scenario and 
the practical, communication, and managerial skills involved. Or, a commu-
nity psychiatric nurse encountering a client with clear suicidal intent in their 
own home. A good mentor must use such experiences to direct the student 
to explore and unpick them and then relate them to their proficiencies.

First-year student on medical emergency assessment unit

It was all very quick . . . It was over before I knew it. A patient ‘crashed’ 
quite unexpectedly. One moment there was panic (from me) and the next 

(continued)
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Teaching methods and strategies

There will be certain methods that you prefer to use and feel better at deliv-
ering, but remember that you should also consider what is best for the stu-
dent, given their learning style and which method is best for the material you 
are teaching.

Lectures

Lectures get information across directly and in a logical sequence and get 
large amounts of information across in a short time. They are more influen-
tial if delivered by a clinician or expert with current experience upon which 
to draw and who can relate the theory to practice examples. However, com-
munication can be ‘one-way’ and the audience can be left largely passive. It 
is good practice to allow a period for questions and answers at the end if not 
invited throughout. A lecture needs a time limit to be effective, as concentra-
tion tends to lapse beyond 40 minutes. Thus it needs variety and exercises in 
order to keep the students interested. Lectures reflect a cognitive approach 
to teaching in that they focus upon delivery of information that has then to 
be processed by the learner and memorised before it can be used. Evidence 
suggests that if we don’t process or use the lecture information soon, the 
bulk of it quickly gets forgotten. Lectures are also a form of pedagogical 
teaching whereby the teacher informs the learner what they need to know. 
Time is a luxury too so mini lectures can be a good idea: 10 minutes teaching 
with 5 minutes discussion.

Expert panels

Having experts on hand brings currency and credibility to a session, but 
it may be hard to organise and experts are not necessarily good teachers. 
However, their clinical credibility tends to make people listen. A panel 

there was this completely professional, calm, assured process kicking 
in. It was very impressive and inspirational. My practice supervisor just 
said be ready to help and watch. I was asked (something miniscule) but 
to me at the time such a big thing. Afterwards my supervisor asked me 
to talk about what had happened and asked me if I could see anything 
that could have been done better (me!). He then asked me to write a 
reflection around the event and asked me to list the practical, manage-
ment, and human skills involved in the scenario. It took me ages to write 
it all down because when I analysed it, there was so much and it only 
lasted 20 minutes.
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can allow a useful dialogue and discussion of a range of opinions, espe-
cially if there is more than one expert. It is a great opportunity for open 
questions.

Critical incident analysis

This is an in-depth form of reflection. An incident (which, despite the name, 
does not have to be critical) is presented for discussion and group work. It 
may be a scenario or an example of practice, either good or bad. Critical 
incident analysis usually:

• describes the incident in some detail

• gives its context

• explains why it was important to you

• describes your initial and subsequent thoughts and feelings and actions

• identifies issues and dilemmas

• examines what helped and what hindered

• tries to look at alternative ways of seeing the incident

• looks at what you might do differently next time.

Thus, a critical incident analysis represents a useful way of examining 
practice and aiding personal and professional development. Students can 
be encouraged to use this structure or method and to present a critical 
analysis of something they have experienced and wish to examine in more 
depth. Also, note the similarity to the action research process. Critical inci-
dent analysis pays homage to Bruner’s (1966) assertion that teaching 
should be focused upon problem-solving. Such an analysis also relies 
heavily upon the work of Kolb and others in relation to the importance of 
reflection.

Reflective practice sessions

In such sessions, students are primed to bring along an incident, situation or 
client problem, discuss their reflections on it, and open up a debate with the 
others present.

Reflective diaries/writing

These are personal learning documents that can be drawn upon to identify 
learning needs and provide a focus for discussion with practice supervisors. 
They are developmental in that they allow the writer to chart and reflect 
upon their progress through an experience.
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Role-play/experiential exercises

A role-play adds much needed variety to learning, but some students find 
it threatening so they must be properly prepared. It gives the players the 
chance to experience how others might feel and to see problems in a differ-
ent light (i.e. as others might see it). It is also a good opportunity to prac-
tice communication and other skills. Videotaping the role-play can add 
another dimension, providing a unique opportunity for analysing skills 
and gaining some self-awareness. We rarely get the opportunity to see our-
selves in a professional role. To be most effective, it needs to be done with 
small groups and the groups need to be warned in advance and not just 
have this sprung on them.

Another frequent use of role-play is to gain an understanding of the perspec-
tive of others, such as patients. Students can take on the role of patients in a 
variety of settings, such as being interviewed or having blood pressure 
taken. The discussion following the role-play is crucial for drawing out the 
learning from the experience.

Other useful experiential learning exercises include such simple experi-
ences as sitting in an outpatient department for an hour and trying to get 
around in a wheelchair. Practice supervisors could be quite creative here. 
Mental health nursing students could experience a period of seclusion, 
and any student who is lucky enough to never have spent a night in hospi-
tal should be invited to do so in a hospital bed and perhaps lie there all 
day without visitors and share the patients’ meals and timetable. One cre-
ative nurse tutor I knew had her students wear a colostomy bag full of 
Weetabix for a day. You can imagine the anxieties and the learning that 
simple exercise created. Whether role-playing or undertaking experiential 
exercises, it is important that everyone is de-roled and allowed to discuss 
the experience in some depth, as it can often raise emotional responses in 
participants.

Second-year student mental health nurse

I didn’t go in that day. I hate being videoed and role-playing. It makes me 
nervous. Two other people in the group refused to do it as well.

Second-year student mental health nurse

It was really quite interesting to see yourself in that way. You don’t often 
get to see yourself in ‘work’ mode and I was amazed at just how I came 
across. I had no idea I fidgeted so much.

Role-play draws some of its rationale from cognitive theory and reflects the 
importance of experiential learning theory.
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Workshops

These can be a blend of theory input and skills practice and be open to a 
wide range of people. They are heavily interactive, encourage participation, 
and draw upon discussion and the experience of the participants, as well as 
the skills of experts. They are also an opportunity to move from the class-
room back into the practice area. Holding the workshops on the ward or in 
the clinic can allow them to become open to all, so that staff, clients, and 
others can drop in and participate.

Group discussions

A group discussion needs a stimulating focus or trigger and a facilitator to 
get it up and running and to keep it focused. The facilitator needs to ensure 
that everyone is involved, and that it is not dominated by a vocal minority. 
It also needs a relatively small group to encourage wide participation. Group 
discussion is a good way of encouraging reflection, providing feedback, and 
motivating students. Group discussion needs to heed the wisdom of human-
istic approaches to teaching by ensuring that the atmosphere is welcoming, 
democratic, and inclusive. Such discussions are also an expression of the 
andragogical principle, which respects the views of the learner.

Seminars/literature reviews/journal clubs

These entail a presentation and discussion, often examining a recent article or 
examining the literature surrounding a certain topic. It may be that each week 
a student is asked to review an article from a journal relevant to the clinical 
area. These sessions need not be long and can be quite informal. They will be 
enhanced if the article is circulated before the session; in this way, everyone 
will be familiar with the material and in a better position to comment.

Evidence-based practice

Evidence-based practice is at the heart of the above teaching methods and 
strategies. It is easy for practice supervisors to assume that students are 
aware of the evidence behind what they do, especially if they appear com-
petent. It does no harm to clarify this by asking the student to present it. This 
also acts as a valuable updating tool for the nurse, who can appraise their 
view in the light of what might be fresh evidence from the student. It is a 
very positive way of sharing. The practice supervisor can choose any task 
or procedure and ask the student to appraise the evidence base behind it. 
Another good approach is to look at the NICE guidelines and critique them 
in the light of the student’s and nurse’s practice experience. If there is a con-
flict, the question arises as to how can this be fed into the evidence pool.
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Question-and-answer sessions

A student-focused question-and-answer session is a simple and effective 
way of allowing students to drive the focus of a session and direct it to their 
own particular learning needs. Students bring questions to the group for the 
group to answer collectively. One good variation upon this is for each stu-
dent to bring a written question for the group. These are then folded and 
redistributed so that each student gets someone else’s question, which they 
try to answer before throwing it open to the group.

Mind storming

This can be a very creative way of generating a range of ideas for discussion 
and points of view or solutions. It is a good way of starting a session and 
getting things going. If all responses are appreciated, it can be very inclusive 
and draw responses from the quieter members of the group. Ideas are gen-
erated from other ideas. Mind storming is good for building up a sense of 
group togetherness and can be fun, since ‘offbeat’ ideas are also encouraged 
because they often lead to more robust variations. It needs a good facilitator 
to get it going and bring it back together. Ensure that all responses are writ-
ten down on a flipchart to refer back to.

Concept/mind maps 

These are a way of exploring and expanding a subject and breaking it down 
into its parts. Variations are sometimes called ‘spider charts’ or ‘tree dia-
grams’. A main subject is placed in the centre from which lines extend out to 
identify its constituent parts, as in the ‘Role of the nurse’ spider chart in 
Figure 4.1. Then lines are extended from these outer entities, breaking them 
down into their parts. There will also be some cross-referencing between 
parts, and there can be many branches and sub-branches. It can get quite 
complicated and messy but it is a useful way of exploring a subject, since 
putting pen to paper somehow helps you to see it from a wider perspective 
and appreciate interrelationships that were not previously apparent. It is a 
useful way of getting a group of students to explore an issue, especially if 
they can do it on flipchart paper or a big whiteboard (see Figure 6.2).

Case study/conference

A case study session or case conference is good for exploring many aspects 
of care. It will foster a problem-solving approach and engage the students 
at many levels (e.g. clinical skills, management, education, attitude). A 
case study is good at generating a range of ideas and is itself a good prob-
lem-solving tool when applied to difficult patient scenarios or difficult clin-
ical problems. It can highlight areas for further learning. A key feature of a 
case study is that it often provides the opportunity to relate the theory to 
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practice and real life. Another key feature of case studies is that they tend 
to foster an appreciation of the roles of other members of the multidisci-
plinary team. When the outcome of an analysis of a care plan review or 
case study is given as a presentation to the team, it is another good oppor-
tunity for the student to develop and practise other key skills such as team-
working and teaching.

Team members Communication

Off duty / shifts

Internet

Comfort

Resources

Orientation

Honey and
Mumford

Learning
style

Student factors

Learning theory

Workload

Mentor factors

Teaching style

Clinical
supervision

Code of conduct

Learning
opportunities

Cognitive
Attitude

Skills

Students

Support

Tutor

Journals

Safety

Physical

The learning
environment

Psychological

Professional

Social

Figure 6.2 Example of the construction of a mind map
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Role modelling

A competent, safe, evidence-based practice supervisor is perhaps the best 
teaching tool, as students will hold them in high esteem and learn from them 
almost by osmosis. ‘Sitting by Nellie’ was the old term for this, as appren-
tices just sat and watched the master at work in order to pick up their skills. 
It is a form of behaviourist social learning (Bandura 1977) whereby we 
watch others we hold in high regard perform and see the positive outcomes 
of their actions and so wish to mimic their behaviour in order to achieve the 
same outcomes. This is arguably how most learning occurs on placements; 
unfortunately, it is also how bad practice can be easily picked up, underlin-
ing the need for practice supervisors to use evidence-based practice and 
have a positive outlook. This is important because it is not just knowledge 
and skills that students pick up from role models, but attitudes as well. If 
the ‘real’ learning in nursing occurs in the workplace, and much of that learn-
ing occurs via role modelling, the importance of the role of the practice super-
visor and the need for highly skilled and highly professional practice 
supervisors become evident.

Task-setting

A bit like homework, task-setting gives people the opportunity to go and 
find things out for themselves and then report back. It can allow students to 
work at their own pace and set their own agenda or be directed by the prac-
tice supervisor. Individuals or groups of students can be given small pro-
jects to complete during their placement. These can be linked to the student 
outcomes and proficiencies so as to provide evidence of achievement.

Exercises/quizzes

Quizzes speak for themselves and are relatively easy to devise. Specific exer-
cises for students can be much more intricate but a good practice supervisor 
can devise many good learning exercises for students to undertake and relate 
them to the NMC outcomes and proficiencies the students have to achieve.

Third-year mental health student

It was a very good experience to attend the conference with so many 
qualified nurses. My practice supervisor  was presenting and she took 
me along. It made me feel I was part of the profession. To be invited was 
good in itself – it showed that they valued the contribution of students, 
and I learnt so much more than I could have done by just reading around 
the subject.
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If the above case study was subsequently presented to the team, it would 
enable the student to achieve more outcomes.

The following is an example of a case study for first-year mental health 
field students that can be easily adapted for all fields.

First-year student case study exercise

In collaboration with your mentor, identify a service user who may be will-
ing for you to undertake a case study of their care needs and care plan.

Gain consent from the service user and document how you obtained it.

Obtain the service user’s views of their mental health problems and care 
needs. Identify the details of this interaction:

• How did you start the conversation?

• What helped or hindered your engagement with the client?

• What do you understand by the term ‘effective communication’?

• What does the literature say?

Read the service user’s notes and plan of care. Consider the following:

• Does it reflect the service user’s view of their problems and care needs?

• If there are differences, why could these be?

• What assessment tools were used?

• What is the rationale for the planned care?

• What national and local policies guide the care given?

• Is the plan holistic and what does this mean?

Map these to the NMC pre-registration domains and proficiencies and to 
the ‘Code’.

(Devised by Fran Maplethorpe)

Task: exercises

Exercises reflect the cognitive theory of Ausubel (1978), in that they 
build upon prior knowledge. We give the student a piece of information 
and ask them to perform an exercise that leads to further learning or 

(continued)
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Videos/DVDs

These provide variety and present information visually as well as ver-
bally. They keep the group’s attention unless they are too long and wander 
off the point. It is sometimes best to show short clips as a focus for group 
work or discussion rather than the whole recording. They require a good 
facilitator to set the scene and generate responses and guide group work 
afterwards.

Handouts

In his work on communication, Ley (1988) reminds us that memory fades 
over time and that it is important to give written back-up. The ethos of evi-
dence-based practice demands that any handouts are fully referenced.

Visits to other departments/working with other members of the 
multidisciplinary team

Many opportunities will arise for students to undertake insight visits to 
other areas connected with the clinical area they are placed in. These may 

The internet

The internet is an invaluable tool because of its ability to provide us with 
wide-ranging and up-to-date information, and students can be asked to 
research aspects of practice to report back to the team. However, beware 
the student who hides behind the computer and who is more assignment- 
focused than placement-focused. If this happens, the practice supervisor 
needs to find out the underlying reasons, offer support, and key the student 
back into the placement.

consolidation. Many such exercises relate to the testing out of theory in 
practice.

What other exercises might you be able to construct relevant to your 
clinical area that will help towards the student’s achievement of the NMC 
proficiencies?

How might you use a mobile phone for teaching purposes?
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not necessarily be nursing/medical and can often be social services or 
voluntary agencies that play a part in patient support and aftercare. 
There are also many allied professions with whom we work and days 
spent with these can provide an invaluable insight into their respective 
roles and a better understanding of the workings and importance of the 
multidisciplinary team. From the consultant psychiatrist to the hospital 
chaplain or pharmacist, there will be many opportunities in any one clin-
ical area.

Talking to patients and relatives

Although patients are a learning resource, we tend to underuse them and 
their families in nurse education. We ultimately practise procedures and 
communication skills on and with patients, but how frequently do we 
encourage the students to sit and talk with them to get an insight into the 
human side of being away from home, being scared, and feeling lonely? 
Students should be encouraged to audit the client experience via such 
conversations so that they can keep in touch with the patient experience 
and help ensure humanistic rather than mechanistic care. It is easy for 
students to lose this important perspective when they are being taught 
technical procedures and theories and are focused upon outcomes and 
proficiencies.

Service users as experts

There has been an increasing recognition of the expertise of patients 
and service users. They have a unique insight into the care we provide 
and are in a perfect position to provide much valued feedback to help 
improve services. We may have in the past made little use of them as 
co-educators though. Most enlightened universities now invite service 
users to teach on their programmes and to help in student assess-
ment.

With colleagues, discuss as many ways a possible you can think of for 
including service users in student training while they are on your ward or 
in your service.

Resource area

Most clinical areas should also have a resource area for students as described 
in Chapter 4, ‘The clinical learning environment’. This will include such 
teaching aids as equipment, flipcharts, books, journals, models, posters, pol-
icies, and leaflets.
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Practical clinical skills teaching

Demonstration and practice are a mainstay of clinical skills teaching and 
to be effective need to be carried out in quite small groups to ensure that 
each participant is given sufficient attention. It is unsafe practice to try to 
teach a key skill to a large group. It is also crucial that the demonstrator 
can show the evidence base for the skill. Demonstration and practice are 
clearly a form of behavioural teaching whereby repetition leads to learning. 
It also relates to the ideas of Dewey (1974), who suggested that learning is 

Evidence-based practice

The following are ways to encourage students to engage with evidence-based 
practice:

• Ask the student to identify the different sources of evidence for the 
specialty

• Ask the student to identify the different levels of evidence

• Ask the student to look up policies and national guidelines for the 
specialty

• Ask the student to research and present an evidence-based article

• Ask the student to develop a comprehensive list of online resources for 
the clinical area

• Ask the student to explore an area of care using relevant databases

• Ask the student to reflect upon the professional and ethical implications 
of not using evidence-based practice

Staff

The most important resources in any clinical setting are, of course, the 
staff. All clinical areas offer experiences, but not all offer learning experi-
ences – it is the practice supervisors who make this difference.

Exercise: Evidence-based practice

For each of the teaching methods and strategies outlined above, identify 
the underpinning educational theory that supports them. Identify the key 
principles that govern how and why they work. Also consider which learn-
ing style such methods might appeal to.
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best when it is active and practical. However, as we have already identi-
fied, most skills teaching occurs in practice by seizing upon opportunities 
as they arise throughout the working day. Skilled practice supervisors turn 
their interventions into skills teaching sessions and follow these up with 
further explanation and practice. A good way of consolidating this is to 
arrange for students to teach skills to junior students while the practice 
supervisor assesses them. The theory suggests we retain 95 per cent of 
what we teach others and this is because in preparing the taught session 
we have to interact with the information to a deeper level. The following 
are some guidelines.

Principles for teaching clinical skills one-to-one and in small groups

(a) Initial introductions and setting the scene

In teaching clinical skills, explaining your qualifications and experience 
and demonstrating how you maintain your skills are important if you 
are to retain the interest and motivation of your students. Share some 
pertinent details of your professional background, past and current 
experiences, and encourage your students to do the same. Personal 
anecdotes about when you learnt a particular procedure are usually well 
received and form an integral part of the culture of shared experience 
within nursing.

Adult learners are most receptive when they have a real and pressing 
need to learn a particular skill or procedure, as, for example, in prepara-
tion for a practical assessment or before going out into clinical practice 
with their practice supervisor. Help the student(s) to understand the rele-
vance of the planned session by agreeing some simple learning object-
ives, placing the procedure into its clinical context, and ‘signposting’ the 
main theoretical perspectives (Fry et al. 2003).

(b) Value the prior experience of adult learners

It might seem self-evident, but it is essential to identify the relevant 
previous experiences and the level of knowledge of the individual 
learners before you start (Dix and Hughes 2005). Student nurses 
often have prior experience in health or social care, so if, for exam-
ple, your session for first-year students focuses on the skills associ-
ated with urinalysis, identify those who might have learnt this 
procedure as part of a previous role. Acknowledging skills and 
knowledge indicates that you value their ‘real-world’ experience. It is 
useful to continue your dialogue with those students by actively 
seeking their perceptions from time to time: ‘Was this a particular 
issue where you worked?’

(continued)
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(c) Establish a supportive learning environment

Teaching clinical skills is best performed in small groups, so initial, 
positive interactions between members will be instrumental in laying 
the foundations for the social learning to come. Such interactions 
facilitate metacognitive learning, as students closely identify with the 
opinions and views of colleagues and friends within their peer group 
(Biggs 1999).

Working in small groups helps students to develop transferable skills 
associated with teamworking in clinical practice, as the students actively 
collaborate in order to achieve an agreed outcome – in this case, profi-
ciency in a particular procedure or technique. This involves negotiating 
turns in practising, providing feedback on their own and on their peers’ 
performance, and demonstrating effective communication.

(d) Encourage ownership of procedure

It is advisable to provide the students with the evidence-based technique 
or procedure, split into stages in order for the students to better remem-
ber the steps involved. The stages should not be too detailed because, 
paradoxically, if you provide too much detail, it can overcomplicate 
rather than simplify!

The procedure should always promote the personhood of the individual 
patient/client, for example, by including the requirement to seek and docu-
ment consent and to maintain dignity and privacy, in order to reduce the 
risk of students adopting a ‘task-orientated’ rather than patient-centred 
approach.

Practical techniques are usually demonstrated before the student prac-
tises under supervision. The demonstrator needs to be competent and 
confident in both the technique and their underpinning knowledge in 
order to provide a meaningful commentary in relation to the rationale 
and evidence base for each stage.

Students should then practise and familiarise themselves with the proce-
dure through repetition.

Encourage them to rewrite the procedure, devising their own personal 
stages and prompts. This is particularly useful when preparing for a 
practical assessment, as the student can use it to aid their own memory 
via the ‘silent-run through’ or ‘internal commentary technique’ (Eason 
et al. 2012).

(e) Consider the use of simulation

Simulation is increasingly used within nurse education, as it represents a 
way in which students can practise their developing skills in a realistic 

(continued)
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setting without risk of harm to patients (Haidar 2009; Lewis and Ciak 
2011). It is also an effective method of ensuring that all students obtain 
the specific clinical experiences required to meet their learning object-
ives (Larew et al. 2006).

Teaching students to change a simple dressing on a manikin using asep-
tic technique, for example, represents a low-fidelity but effective simu-
lation. It has the advantage of allowing spontaneity when unexpected 
issues occur, such as when a student drops ‘soiled’ gauze onto the floor 
or pulls a hole in a sterile glove. As the patient within this scenario is not 
at risk, the group can focus on the range of options available to recover 
the situation, thereby promoting a problem-solving approach. Explor-
ing issues in the immediacy of the moment helps to avoid students 
learning a procedure merely ‘by rote’ by promoting reflection and criti-
cal thinking.

(f) Expert versus peer teaching

As mentioned elsewhere in this book, experts are not always the best 
teachers. Arguably, this has a particular relevance in relation to practi-
cal, psychomotor skills. Sometimes the expert becomes so adept at per-
forming a particular technique that they find it difficult to revisit the 
basics. Competent senior students have more recently learnt, so might 
empathise more readily and have the patience required to take the stu-
dent through the steps in a logical, unhurried way. Appropriate involve-
ment in peer teaching also benefits the senior students, helping them to 
develop and to consolidate their own teaching skills (Stables 2012).

Summary of main points

• Facilitate introductions, share professional background and some 
insights of learning procedure

• Explain the relevance of the particular procedure and make explicit 
connections with clinical practice and associated theory

• Identify and acknowledge the prior experience of individual learners

• Ensure the procedure used is patient-centred and evidence-based

• Break the procedure down into manageable stages

• Consider who is best placed to demonstrate and to answer student 
questions

• Encourage students to personalise the procedure and develop their 
own ‘internal commentary’

• Provide opportunities for safe, repetitive practise and consider pos-
sible untoward events

(continued)
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Assessment of learning

We assess teaching sessions to determine how successful (or otherwise) they 
have been. We need to know if the learners have learnt! The method of assessment 
can depend upon what you have taught. By and large you can draw upon a vast 
array of methods but for individual teaching sessions you will usually require a 
quickly applied measure of effectiveness at the end of each session, such as:

• Verbal question-and-answer session

• Short written question-and-answer test

• Multiple-choice test

• Discussion

• Practical test

• Observation of practice

Student evaluations

As well as assessing the students’ knowledge from the session, we should 
assess the teaching style and methods used. Student evaluations are 

Student presentations

There are many subjects upon which students can present to the team or 
their peers. They may provide the team with an update from current research 
or around something they have been taught at university. They might also 
be asked to review cases and present their findings. A good practice super-
visor will be fostering these teaching skills in their students.

Student’s evaluation of a module

Awful. At times it was just so much information being thrown at you, no 
interaction just ‘death by PowerPoint’.

• Allow time for reflection and for students to make own connections 
with pre-existing knowledge

• Signpost students to further sources of evidence-based information, 
including online resources

(Devised by Diane Ramm, Senior Lecturer,  
University of Lincoln)
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Questions teachers can ask themselves are:

• What went well?

• What didn’t go well . . . how can I alter it for next time?

• Were the activities at the right level – too easy/too difficult?

• Was there sufficient student interaction and involvement?

• Were all involved?

Conclusion

There are a host of factors that go towards a successful teaching session. 
The following is a list of good practice advice, but if there was one thing we 
ought to bear in mind, it is variety.

useful for checking that the session met its original aims and that 
the students benefited. This enables us to improve each time we do it. It 
also provides important feedback as to how we are developing as a 
teacher.

Student evaluation proforma

Student evaluation of teaching

• Were the aims and objectives clear?

• Were the aims and objectives met?

• Was the content understandable?

• Was the material linked to practice?

• Were the teaching methods appropriate?

• Did the session include student involvement and activity?

• Was the delivery interesting?

• Were the pace and timing alright?

• Was it well organised?

• Were you invited to ask questions?

• Were the handouts useful?

• Any other comments/suggestions for improvement.
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One of the best ways of measuring the effectiveness of teaching is by assess-
ing the student’s learning. The next chapter explores the ways in which we do 
this and looks at how we can do it in as fair and objective a way as possible.
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Summary of practical teaching tips

• Keep it simple (manageable chunks)

• Sequence it in a logical order

• Participation via group work tasks

• Demonstrate it

• Provide the opportunity for practice

• Make it fun

• Give praise

• Highlight the relevance to practice

• Summarise it and recap major points

• Evaluate it

• Reference it
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Summary

This chapter has:

• Shown how it is best to plan teaching and have clear objectives

• Shown that there are a wide range of different teaching strategies at 
the practice supervisor’s disposal

• Suggested that variety is very important

• Identified that much good teaching is spontaneous and needs backing 
up with reflection

• Emphasised the need to evaluate our teaching
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Key points

• You cannot assess the student you have supervised

• There are many ways to assess learning

• Validity and reliability are the cornerstones of a fair and objective 
assessment

• Both practice assessors and supervisors need to be aware of the factors 
that can sway and influence an assessment

• It is important to ensure that their assessments are appropriate to the 
level of the learner

• Attitude is as important as knowledge and skills

Assessment: theory and 
practice reality7

The NMC 2018 standards for student supervision and assessment

This NMC update of nurse education has altered the assessment land-
scape to a degree, so it is important to briefly remind ourselves of the 
main principles and guidelines the standards document sets out.

Practice supervisors

Practice supervisors have to contribute to assessment by recording 
their observations of the conduct, proficiency and achievement of the 
students under their charge (4.1). They must share these decisions 
with practice assessors (4.2), and must have sufficient opportunity to 
do so (4.3).

Practice assessors

Three sets of standards apply to practice assessors. Standards 6.1 to 
6.9 relate to their roles and 7.1 to 7.8 to their responsibilities. Standards 
8.1 to 8.4 relate to the preparation of practice assessors.

(continued)



Assessment: theory and practice reality 145

Role

The standards state that:

• Students will have a nominated practice assessor for each placement 
or series of placements

• Assessors must be registered nurses with appropriate experience in 
the relevant field

• Assessors will receive ongoing support to fulfil the role

Responsibilities

• To confirm (or not) student achievement of proficiencies.

• To seek feedback from practice supervisors to inform their decisions.

• Their decisions on conduct and proficiency should be evidence-based 
and objective.

• They should draw upon a range of evidence, including direct observa-
tion and student self-reflection. The standards state that there should 
be sufficient opportunity for practice assessors to periodically observe 
the student in different situations and environments.

• They must maintain their own expertise and continually develop their 
practice.

• They must work with the nominated academic assessor.

• Assessors cannot also be supervisors for the same student.

Preparation

• Assessors must be prepared for the role or provide evidence of such

• Must have adequate communication skills

• Be able to conduct objective assessments

• Provide constructive feedback to students

• Receive ongoing support for the role

• Must understand the proficiencies and outcomes the student is trying 
to achieve

Academic assessors

Each student has a named academic assessor who works with practice 
assessors to confirm achievement of the proficiencies for each part of 
the programme. The standards state that academic assessors should 

(continued)
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This chapter examines the theory behind assessment and looks at how it can 
best be achieved in practice. Evidence suggests that assessment is often not 
the priority it ought to be. However, Hand (2006) states that assessment is 
crucial in protecting the public and maintaining the credibility of the profes-
sion, while Phillips et al. (2000) suggest that student assessment is seen by 
many nurses as one of those activities that gets done only when the import-
ant tasks of the day, such as patient care, are completed.

make objective and evidence-based decisions from a range of evidence, 
and that opportunity to meet with practice assessors is scheduled at 
relevant points in the programme. The standards also relate that aca-
demic assessors should also receive suitable preparation for the role and 
ongoing support.

Remember: While any registered healthcare professional can be a 
practice supervisor – a practice assessor must be a NMC registrant. 
Assessors do not have to be field-specific, though they do have to 
have what the NMC call ‘equivalent experience’ in that field as demon-
strated by their work experience and qualifications. So a registered 
child nurse should not assess a mental health student on a dementia 
care placement.

Clinical assessment exercise

• Think about a student taking a pulse. What assessment criteria would 
you need to objectively assess that they were proficient?

• Draw up a list of criteria, including knowledge, skills, and attitudes. 
Suggest clear indicators that will demonstrate achievement of each 
criteria.

At the end of the chapter, check to see if your assessment meets the 
criteria discussed below.

First-year student on a mental health rehabilitation ward

I passed the placement but I had no real mentor – they all assumed I 
knew what I was doing. I had no initial or mid-point interview, and in the 
end the ward manager just signed my outcomes off. You couldn’t really 
say that I was assessed.

(continued)
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While it is clear that we are trying to gauge the degree of learning, the 
focus of assessment can be upon many areas of learning, such as profi-
ciency, knowledge, skills, attitudes, progress, performance, and so on. 
There are also different levels of achievement and proficiency, often 
defined by written standards and criteria that have to be met. In nursing, 
the assessment process is usually linked to the three areas of Bloom’s 
taxonomy – knowledge, skills, and attitude and expectations and out-
comes will vary from year 1 to year 3.

In truth, the definition of assessment we use is also heavily dependent upon 
why we are assessing as well as what we are assessing. If I were to assess 
your level of proficiency at managing a shift, I would look at different cri-
teria than if I were to assess your ability in mathematics compared with your 
peers. In the former, I would need to evaluate your management and com-
munication skills, but also help you to decide where you are and what you 

Theory of assessment

Definition of assessment

There is no completely adequate definition of assessment. Indeed, it is hard 
to try to define it because there are so many variables and variations, 
depending upon what or who you are trying to assess. The Concise Oxford 
English Dictionary states that to assess is to evaluate or estimate, while 
others suggest it is to judge or appraise the worth of something. These defi-
nitions are adequate because they embrace a wide range of situations and 
the reality is that we are indeed trying to make a judgement about the level 
of someone’s ability. However, there are many other possibilities.

Experienced mentor to novice mentor regarding a final 
placement student

I can’t see how she got this far or understand why they didn’t pick up on 
it in any of her previous placements – it must have been obvious. They 
obviously didn’t assess her at all.

Variations on the theme

estimate determine measure compare score value

appraise grade rate ascertain conclude decide
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need to do next. In the latter, I would need to score and measure your test 
results, to determine how you compare with your peers.

Purpose of assessment

Just as defining assessment is not straightforward, neither is the apparent 
purpose of assessment. Essentially, we assess in order to help people learn, 
but in relation to a student nurse’s clinical practice we assess for a variety of 
other reasons too:

• To monitor the student’s progress

• To provide feedback

• To uncover learning needs

• To motivate the student

• To assess their level of proficiency

• To assess knowledge, skills, and attitude

• To measure the effectiveness of our teaching

• To safeguard the patient and protect the public

Putting all these together will fulfil the NMC requirement (NMC 2018c, stand-
ard 7.1) for practice assessors to confirm student achievement of proficien-
cies. Because we assess for a host of good reasons, the assessment process 
must be very robust. It needs to enable us accurately to make realistic judge-
ments about the student’s level of competence, and whether to pass them or 
not. For the student, a good assessment process also gives them valuable 
feedback. It helps them to identify where they are at, highlights deficits in 
their learning, identifies what they need to do, and enables them to set real-
istic future goals.

A good assessment process should also enable us to predict the future 
behaviour of the nurses we train. It should, if we pass them, enable us to be 
assured that they will perform successfully in a safe and professional man-
ner using the latest evidence-based practice.

This is asking a lot of an assessment process, and no process is totally infal-
lible. However, we can cut down the risks by ensuring that the assessment 
process itself meets certain standards and criteria that are considered best 
practice.

Cardinal criteria

There are several key elements to assessment that can improve its quality 
and render it more objective. These are called the ‘cardinal criteria’ and 
include validity, reliability, discrimination, practicality, and transparency.
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Reliability

For an assessment to be valid, it must be also be reliable (i.e. consistent in its 
application). Reliability essentially means that an assessment gives similar 
results when repeated on different occasions. This is called re-test reliability.

If an assessment gives the same results when used by different assessors, it 
is also said to have inter-rater reliability.

Thus a good assessment should always give the same result, no matter who is 
administering it and in different situations. Many things can hamper reliability, 

Validity

The concept of validity asks several questions of an assessment and can be 
very difficult to demonstrate.

• Does the assessment measure what it’s supposed to measure – i.e. the 
learning outcomes?

• Is the assessment appropriate to the level of the learner?

• Is what is being tested within the context of the course? Does it test what 
is actually in the curriculum? (Content validity)

• Does the assessment predict the future performance of the student? (Pre-
dictive validity)

• If two different assessments are used to assess the same thing, do they 
give the same result? If a student took both, would they get the same 
result? (Concurrent validity)

• Does the assessment reveal attitudes and values correctly? (Construct 
validity) The constructs of professionalism and attitude are important in 
nursing and during a placement there will be ample opportunity for the 
student to demonstrate these over a range of circumstances and in inter-
actions with patients and other healthcare workers.

• Does the assessment appear to be relevant to what is being assessed? 
(Face validity) For example, assessing ability to perform aseptic tech-
nique via questions would not have face validity.

Question

How valid is assessing a student’s ability to perform cardiopulmonary 
resuscitation by asking them to write an essay on it?

A test can, at times, merely assess the ability to undertake the test 
rather than the ability to practically apply knowledge. It can test the stu-
dent’s ability to memorise information rather than understand it.
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Discrimination

The assessment should clearly distinguish between those who are up to a 
certain standard and those who are not. It should distinguish between differ-
ent levels of ability, between a good pass and a weak one. Put simply, it 
should tell us who can and who can’t, who knows and who doesn’t!

Practicality

The assessment should be practical to administer in terms of its ease of use, 
cost, and the time it takes. It should not be too difficult for practice assessors 
to administer and within the sphere of nursing this means it should take into 
account the needs of the busy clinical area and team.

including biases on the part of the assessor, lack of time in practice to do the 
assessment fairly, and the competence of the assessor among others.

Length of placement

A common feature of nurses feedback is that some placements are too 
short to be able to make an adequate assessment of the student. Think 
about your own experiences, placements, and current clinical area in rela-
tion to this.

What strategies can be employed in short placements to make the 
assessments valid?

Portfolios

The greater the variety and range of evidence within a portfolio, the 
more valid and reliable it will be. A range of opinion from others will also 
enhance the portfolio’s validity and reliability as a form of assessment. 
This ties in with the NMC 2018 standard 7.3 (NMC 2018c) which advises 
practice assessors to draw on a range of evidence, including student 
records, direct observation, student self-reflections and ‘other resources’.

Third-year student on acute medical unit

I felt that the management should have allocated time for the mentor to 
complete the final interview and discuss competencies. As it was very busy, 
there wasn’t time during the shift to complete the documentation, therefore 
my mentor had to come to the ward during her annual leave to complete it.
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Transparency

It should be clear to all learners exactly what the assessment is, they should 
be able to easily understand it, and the associated learning outcomes 
should be unambiguous. (See the discussion on subjectivity below.)

Types of assessment

It is possible to distinguish between different types of assessment, each of 
which has its own distinct purpose.

Continuous assessment

Oliver and Endersby (2000) suggest that no single final procedure is ade-
quate for assessing clinical competence and so it is far better to assess con-
tinuously. Continuous assessment is assessment conducted over a period of 
time, rather than a single fixed test. Indeed a final performance of a skill 
under scrutiny with the knowledge that it is a pass or fail is likely to put 
undue pressure on the student and possibly invite failure. Thus the student’s 
day-to-day clinical practice is scrutinised for the duration of their place-
ment, and not just tested in their last week. Good feedback should foster 
growth throughout the placement and the process of continuous assess-
ment relies upon good working relationships between student and practice 
supervisor. The feedback allows the student to monitor their progress 
towards achieving their learning objectives. It can be seen as subjective 
because of the bond that is formed between the practice supervisor or 
assessor and student, which can lead perhaps to a more favourable appraisal 
than one made by an unknown assessor. The new system of having a sepa-
rate assessor might well erode some of this bias. Continuous assessment 
can be quite time-consuming for the practice supervisor and a common fea-
ture of student placement evaluations is not having enough time with the 
nurse teaching them.

Continuous assessment consists of both formative and summative 
elements.

Formative assessment

Formative assessment is used to help the student gain an idea of where 
they are and what they need to do to progress. It helps them to identify 
strengths and weaknesses and learning needs. The process is facili-
tated by the practice supervisor providing regular feedback and praise, 
which also helps develop confidence and fosters motivation. The active 

(continued)
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Self-assessment

With self-assessment, the students set their own performance criteria and 
targets. It provides the learner with the opportunity to explore any gaps 
in their knowledge and identify both their learning needs and strategies 
to meet them. It is subjective in nature, but the views of others can be 
taken into account through discussion and questioning. Reflective prac-
tice is a key element of self-assessment and practice supervisors should 
thus provide regular opportunities for students to reflect upon activities 
and discuss clinical situations they have experienced. Such reflective dis-
cussions do not always have to be formalised or long. In the community, 
they often take place on the journey between visits, but occasionally the 
need will arise for a more formalised and undisturbed examination of a 
scenario between a supervisor and student. Such a discussion can then be 
written up and related to the literature and presented as evidence in the 
student’s portfolio. It is also a good learning experience to organise group 
reflective sessions with fellow students. Having identified new learning 
needs via reflection and self-assessment, action plans are a good way of 
translating these insights into practical instructions necessary to achieve 
that learning.

Two useful aids to self-assessment are a self-penned action plan and a more 
detailed SWOT analysis.

involvement of the student in their learning is important here too, as is 
self-assessment. The feedback fosters further learning by identifying 
gaps in knowledge and highlighting how these can be overcome. It also 
allows us to adjust the teaching to take into account any new learning 
needs. It can be useful to formalise the process at certain stages by 
jointly developing specific action plans.

Reflection is an essential aspect of formative assessment alongside 
questioning, discussion, and self-assessment. Such an approach is said 
to foster a deeper level of learning.

Summative assessment

Usually following a period of formative assessment, a summative assess-
ment occurs at a fixed time and is used to determine if the student has 
reached the desired level or met the set criteria. It is ultimately the sum-
mative assessment that provides the employer, educational institution, 
and profession with evidence of competence. Because of this, the pro-
cess of assessment must be rigorous, serving as it does to protect the 
public by ensuring that all who pass are of a certain standard.
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SWOT analysis

It is a good idea here to encourage students carry out a SWOT analysis of 
their learning needs in relation to a placement. This can then be used to form 
the basis of an action plan and is a good way of setting goals for a placement 
or experience. For example . . .

Example of a simple action plan

• What area do I need to improve upon?

• What do I need to achieve specifically in relation to knowledge, skills, 
and attitude?

• How will I achieve this?

• What resources and help do I need?

• Target date

A useful alternative is . . .

Reflective action plan

• What went well?

• What didn’t?

• What learning needs have I identified?

• How will I meet them?

SWOT

• What STRENGTHS do I bring to this placement?

• What WEAKNESSES can I perceive in my ability and knowledge?

• What OPPORTUNITIES can I use to aid my learning and overcome 
these?

• What THREATS might get in the way and how can I overcome them?
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Criterion-referenced assessment

A criterion-referenced assessment is used to assess a student against prede-
termined criteria, such as the NMC proficiencies which provide standards 
against which we can judge students.

Such an assessment avoids many of the pitfalls of subjectivity, such as the 
‘halo and horn effect’ (see below). With criterion-referenced assessment, the 
student should be clear as to what they need to do.

Norm-referenced assessment

Norm-referenced assessment is used to compare one person with another or 
with a group of peers at the same level, or with an expected level of attain-
ment for a similar group of learners. Such an assessment is open to the 
biases of the ‘halo and horn effect’ (see below). The focus can veer away 
from the specific outcomes and fall upon the student’s comparability with 
fellow students.

Peer assessment

Just as teaching your peers can be a great learning experience, being 
assessed by your peers can be a great motivator. It is particularly useful in 
enabling students to gain formative feedback relating to their perfor-
mance in practice. Many training courses link the trainee with a qualified 
worker who is charged with assessing that they have met the necessary 
outcomes. Similarly, many buddy schemes have junior nursing students 
supervised or overseen by more senior students. This can provide a less 
threatening experience than performing under the eye of the practice 
supervisor and for some students this will be a welcome opportunity. Hav-
ing students of the same level assess each other is also a very useful way 
of helping them to become more familiar with the assessment criteria and 
assess their own level of knowledge. One other benefit of peer assessment 
is that it can make students think more deeply about how to provide con-
structive feedback and it helps to embed a teaching ethos into their prac-
tice early on.

Second-year student on surgical ward

I was grateful to my supervisor because I had real problems early on 
and didn’t say anything. She saw it and took me aside and did an 
action plan with me that made me focus on important areas. In the end 
I passed, but without a good supervisor I would have just carried on and 
failed.
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Factors influencing assessments 

There are many ways in which an assessment can be influenced for good or 
for bad. An understanding of these factors can help to keep the assessment 
as fair and objective as possible.

Evaluating learning

As practice supervisors we too need to assess the quality and effectiveness 
of our teaching and supervision. 

Assessing your teaching

Think of a teaching session you do with students or an experience you 
provide them with and devise an assessment tool to provide you with 
feedback as to how much they have learnt.

Next, consider if the tool is valid, reliable, practical, and discriminating!

What gets in the way?

Try and identify factors that might influence or invalidate an assessment 
of a student in a clinical setting.

How might these be overcome?

Halo effect

A halo effect occurs when prior knowledge of a student leads the assessor to 
make a more favourable judgement. Something that a student excelled in in 
a previous placement area might lead a supervisor to assume proficiency 
and not test it thoroughly once more.

Horn effect

The horn effect is the opposite of the halo effect, where prior knowledge of 
an unfavourable kind leads the assessor to make a more negative judgement.

Hawthorne effect

The Hawthorne effect is a sociological phenomenon named after the fac-
tory in which workers were being studied. This effect reflects that we tend 
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to perform better when we are being observed or are being given special 
attention.

Error of leniency

This is simply being too lenient or soft and tending to ignore or overlook 
mistakes. It is giving people the benefit of the doubt, and the evidence sug-
gest that this is a common occurrence.

Error of severity

This is the opposite of the error of leniency – being too harsh, overly critical, 
and picking up on minor errors.

Central tendency error

This means awarding middle grades irrespective of the quality of the work 
or performance. This can be seen as ‘playing it safe’ and not being willing to 
give extremely high or low scores. This is often a criticism levelled at the 
marking of academic assignments.

Discussion: subjectivity

It is difficult to come up with an assessment process that has clear and 
specific criteria and yet is also adaptable to many different clinical envi-
ronments.

Frith and Macintosh (1984) suggest a good assessment rids us of the 
influence of the assessor as a person, thus raising the assessment’s reli-
ability.

There is an element of subjectivity in most assessment procedures. The 
NMC proficiencies for nurses, for example, are often quite vague and can 
be said to be open to wide interpretation. This is a little worrying from a 
public protection point of view. Different assessors might have different 
expectations and interpretations of what is expected. Many placement 
areas have mapped these proficiencies to specific learning experiences 
to reduce the risk of misinterpretation and to ease the understanding of 
the wording. In one respect, it is beneficial to have vague criteria because 
it enables them to be adapted and applied to many different settings. On 
the other hand, strictly defined criteria are easier to understand and 
make decisions about.

(continued)
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Assessment in practice

There are many different methods of assessment that nurses can use in prac-
tice to assess the clinical competence of their students.

Observation of practical skills

The practice nurse’s direct observation of the student’s practice is the cor-
nerstone of nursing assessment, mirroring a long tradition of vocational 
training whereby the master craftsman carefully observes the progress of 
the apprentice. It is strong evidence of competence because the supervi-
sor can see for themselves what the student can or can’t do rather than 
relying upon the word of others or indirect evidence such as a discussion. 
Alongside practical skills, observation will also highlight attitudes and 
ability to respond to different situations and adapt practice to individual 

You will probably remember at some time being surprised that a fellow 
student had passed a placement, or that a fellow nurse passed a student 
who you thought should have failed. Maybe it was an error of leniency or 
central tendency, or maybe it was because the outcomes were too vague 
so that it would have been unfair to fail someone.

What do you think? Should the proficiencies be vague or sharply defined? 
Should they be open to interpretation or should we be using a strict 
checklist? Look carefully at the proficiencies and see if you fully under-
stand what is being asked of each one.

Subjectivity and bias: can you be a supervisor to everyone?

We are supposed to be professionals and able to work with a wide variety 
of different people and other staff. But we are also fallible and human.

Honesty is important in nursing and assessment, and occasionally there 
may be a ‘clash of personalities’ that renders the supervision difficult and 
assessment unfair. Even the most objective person knows someone who 
they cannot relate to or work with, for whatever reason. If you sense this 
is the case, you should arrange for another nurse to take over in the inter-
ests of fairness and objectivity. It’s a two-way street and occasionally 
there will be a student who finds you difficult to work with. This should 
be openly discussed and if it can’t be resolved, the student should be 
handed over to another practice supervisor.
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Questioning

Questioning occurs in a variety of circumstances. Practice supervisors ask 
students questions during shared procedures and throughout the day-to-day 
routine, helping to give them an indication of the student’s level of know-
ledge and understanding. Questioning can also be formalised and carried 
out as an assessment, either formative or summative. Another variation is a 
set of printed questions the student takes away, thinks about, and responds 
to, which can form the basis of a later discussion. If observation is the cor-
nerstone of assessing practical skills, then questioning is the lynchpin of 
assessing the student’s knowledge base.

circumstances using decision-making and problem-solving skills. Over the 
duration of a placement, many opportunities will arise for such skills and 
their application to be observed in a variety of settings and circumstances, 
and by a variety of people thus increasing the predictive validity of such 
an assessment.

NMC guidance . . . importance and centrality of observation 

In Standards to Support Learning and Assessment in Practice (NMC 
2008) the NMC were quite clear that most assessment of competence 
should be undertaken through direct observation in practice. This 
remains the case with the new 2018 standards for student supervision. 
With respect to practice supervisors, standard 4.1 instructs them to peri-
odically record relevant observations on the conduct, proficiency and 
achievement of the students, while standard 4.3 states that supervisors 
must have sufficient opportunity to share their observations with prac-
tice and academic assessors. Practice assessors in standard 7.6 must peri-
odically observe the students across a range of environments in order to 
inform their decisions. Similarly, the NMC (2018b) Standards Framework 
for Nursing and Midwifery Education reiterates in standard 5.12 that 
practice assessment is facilitated and evidenced by observation, adding, 
‘and other appropriate methods’, thus indicating that direct observation 
by a trained nurse is still the most important assessment method.

I keep six honest serving men
(They taught me all I knew);
Their names are What and Why and When
And How and Where and Who.

Rudyard Kipling (1902)
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The words who, what, why, where, when, and how are good ones to bear in 
mind when framing questions. 

Bloom

Bloom’s (1956) taxonomy is useful here, too, as it breaks the cognitive 
domain down into six levels of understanding, and questions can be pitched 
at these levels to match the level the student is at and also to challenge them 
to think more deeply about the subject.

• Knowledge (recalling information and facts)
List, define, describe, arrange, label
List the major types of dementia

• Comprehension (understanding meaning, interpreting)
Explain, summarise, discuss, critique
Explain the difference between Alzheimer’s disease and multi-infarct 
dementia

• Application (putting into practice)
Apply, solve, construct, manage
How can reality orientation help Jim to maintain his independence?

• Analysis (examining something’s structure, elements and their interrela-
tionships)
Compare, relate, break down, contrast
What are the relative advantages and disadvantages of reality orienta-
tion compared with validation approaches to dementia?

• Synthesis (using it and creating your own variation or adaptation)
Plan, propose, design, revise
Devise a plan of care for Jim, giving a rationale for the approach adopted

• Evaluation (measuring effectiveness)
Review, assess, appraise, justify
Evaluate the effectiveness of Jim’s care plan

Reflective discussion/writing

Reflective discussions and reflective writing have an important role as 
evidence of competence. Students will vary widely in their opinion as to 
the value of reflection and their ability to undertake it and the practice 
supervisor may have to  encourage its use. There is also an erroneous 
assumption that learning occurs after reflection, but this is only the case if 
the student is helped to probe and explore the issues in depth. As with 
testimonies, the student should accompany reflective writing and notes 
from reflective discussions with a short explanation of how it relates to 
and meets their proficiencies. Reflective sessions and writing are often 
formative but can also be summative when presented as evidence of 
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achievement. They can indicate self-awareness, knowledge, attitude, and 
ability to apply theory to practice.

Case studies and case presentations/care plan reviews

These are an excellent way of gauging the student’s integration of theory 
with practice and of assessing and enhancing their communication skills. 
Working alone or in pairs, students should be encouraged to undertake an 
in-depth study of a client of particular interest to them. This reappraisal of 
the client and the care they are receiving should then be presented to the 
team or a small group. Presentation and teaching skills are thus also incor-
porated into such a task, but it is the student’s ability to link theory with 
practice and appraise care that is the most important aspect of this assess-
ment. A variation on this theme, instead of reviewing the full case history 
and care of a client, is to ask the student to review the care plan, reassess the 
client or check the assessments and review the goals and outcomes, and 
rewrite the care plan. The student should then present this and engage the 
team in debate with the support of their supervisor. Similarly the student 
can be asked to critique a particular procedure.

Group work

The ability to work as part of a team is crucial in modern interprofessional 
healthcare and there are many group tasks students can be asked to under-
take when there are several students on the same placement. One that will 
be of particular value to the placement team, is to ask the students to review 
the student information pack or learning objectives for the area. Other tasks 
could be to review new policies, procedures, equipment, drugs, and therapy, 
or examine the evidence base for practice. Such tasks can then also be pre-
sented and students can use these as evidence for their own portfolios.

Presentations

These are another variation on the above two themes. The student will likely 
have come across many things in the classroom which are new to the ward 
staff or will have had experiences on placement elsewhere which they can 
share with the team by way of an update, teaching session or discussion. Often 
work they have prepared for class-based presentations can be presented to the 
team as can a review of a recent journal article relevant to the clinical area.

Student self-assessment

This is described above and nurses should encourage students to perform 
self-assessments as the basis for discussion with the practice supervisors in 
relation to identifying their learning needs and goals for the placement.



Assessment: theory and practice reality 161

Testimony of others

The opinions of fellow professionals and others will serve to make any 
assessment fairer and more objective and, as we have said, this is one of the 
major benefits of moving away from a single mentor to the use of several 
practice supervisors. The wider the source of opinion and range of evidence 
the better. This is especially important when the scenario is one of a failing 
student. The views of associate supervisors, colleagues, members of the 
multidisciplinary team, patients, carers, healthcare assistants, and others 
can all be drawn upon. The student can be encouraged to solicit statements 
regarding their own performance from others they have worked with or on 
insight visits they have undertaken. This can represent a sound body of evi-
dence when the student writes a short accompanying passage explaining 
how the testimony relates to their proficiencies. A wider body of opinion will 
increase both the validity and reliability of the evidence.

Portfolios

These are discussed in detail in Chapter 8, ‘Evidence of learning’. The pur-
pose and structure of portfolios are discussed alongside an examination of 
the nature of the evidence a student can provide. However, it is important to 
reiterate here that it is the student’s responsibility to demonstrate their com-
petence to the supervisor or assessor and convince them they have achieved 
their outcomes by taking them through and explaining their portfolio evi-
dence. The portfolio might look wonderful and be full of articles etc., but it 
is no evidence at all until the student can demonstrate that they understand 
the contents and their application! 

Essential nursing procedures

In 2007, following consultation related to fitness for practice issues, the 
NMC introduced the idea of essential skills clusters (NMC 2007). The con-
sultation had suggested that recently qualified nurses lacked confidence 
and competence in certain key skills. The essential skills clusters (ESCs) 
which ensued were generic statements of skills outcomes required to enter 
the field and competencies required to enter the register. These comple-
mented the existing NMC competencies and arguably reflected the skills 
the public expected newly qualified nurses to have. They became compul-
sory elements of the pre-registration nursing curriculum in 2008 and were 
amended in the Standards for Pre-registration Nursing Education in 2010.

The ESCs covered skills in the key areas of:

• care, compassion, and communication

• organisational aspects of care
(continued)
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For more methods of assessment such as quizzes, simulation and role-play, 
see the section on teaching methods in Chapter 6, ‘Teaching in practice’.

Levels of learner 

The NMC (2004) defined competence as having the skills and ability to prac-
tice safely and effectively without the need for constant supervision. This 
was refined in 2010 as follows: ‘the combination of skills, knowledge and 
attitudes, values and technical abilities that underpin safe and effective 
nursing practice and interventions’ (NMC 2010, p. 145). The NMC’s (2018a) 
Future Nurse document created a new set of proficiencies applicable across 
all fields. 

Most university nurse training courses identify levels of ability on the 
journey towards proficiency for first, second and third year nurses and 
practice supervisors need to be aware of the level of their student in order 
to pitch their teaching interventions at the right level. Several models and 
taxonomies of levels of proficiency exist but the one that is commonly 
used in the nursing profession is that of Bondy (1983). Bondy examined 
rating scales in clinical education in relation to competencies and many 
nurse education courses have adopted and adapted his work. Nurse edu-
cation courses identify the levels at which students must demonstrate 

• infection prevention and control

• nutrition and fluid management

• medicine management

In 2018, the NMC published its major review document Future Nurse: 
standards of proficiency for registered nurses. With this publication 
the essential skills clusters were replaced with an ‘Annexe B: Nursing 
procedures’. This is a list of key skills that a newly qualified nurse 
must be able to demonstrate. The list has a few mental health skills but 
is largely, across 11 broad sections, a list of physical healthcare inter-
ventions which will be required of all fields with the proviso that lev-
els of expertise will vary according to the field of practice. It is 
interesting, in passing, to note that bed making has returned to the list 
of essential skills! How I ever passed I will never know! These skills 
support the main proficiencies and can be mapped against specific 
outcomes in the seven platforms. Some of these skills will be assessed 
via simulation at university, but it is wise to identify early on in a 
placement which particular skills assessments a student needs to 
undertake while with you. This will allow you to ensure that sufficient 
practices can be arranged and dates for summative assessments can 
be fixed well in advance.
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achievement of competence usually in relation to Bloom’s three core 
areas of knowledge, skills, and attitudes. It is useful as a rough guide for 
practice supervisors and assessors so that you pitch your expectations 
realistically.

Level 1 (start of first year)

Practises with constant supervision.

Level 2 (end of first year)

Practices with assistance

Level 3 (end of second year)

Practices with decreasing supervision, requiring occasional support and 
prompts.

Level 4 (before progression to registration)

Practices independently, meeting the standards of proficiency, seeking 
advice and support as appropriate.

At each of these levels, university student documentation usually pro-
vides a series of more well-defined indicators of what constitutes ade-
quate performance in order to help practice supervisors make decisions 
about the student’s competence. For example, at Level 1 the student will 
be developing communication skills, but at Level 4 they are expected to 
communicate effectively with the clients, carers, the nursing team and 
other professionals.

Attitude

The academic side of nursing is mostly assessed in the university while clin-
ical ‘hands-on’ skills are tested thoroughly on placement. Alongside these 
clinical skills, professional behaviour, teamwork, caring, attitude, and moti-
vation should also be assessed. However, it is the attitude aspect of nursing 
that tends to suffer most from poor assessment or falling under the radar. 
Errors of leniency seem to come into play here and evidence suggests that 
we do not place as much emphasis upon this aspect as we do the knowledge 
and skills aspects of nursing. We should be assessing the student’s compas-
sion, respect, caring, honesty, integrity, reliability, and enthusiasm, but 
often overlook these.
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For a fuller discussion and further guidance on assessing attitude, see 
Chapter 9, ‘Fostering a successful placement’.

Good practice in assessment 

Although it could be argued that it is the student’s responsibility to identify 
their own learning needs and self-assessment, the practice supervisor and 
assessor need to ensure that certain aspects of the assessment process are 
adhered to in order to provide a fair and objective assessment.

Reflective piece by a nurse on mentorship course

We recently had a student who wasn’t meeting the standards. Their clini-
cal skills were satisfactory but their whole attitude towards nursing was 
questionable at times. She lacked motivation and had little enthusiasm 
to further her knowledge base. It left me with a dilemma, as there was 
nothing specific that I could have failed them on, it was difficult to quan-
tify exactly what the problem was.

And another . . .

There was an awkward student who was never coming in on time and 
didn’t seem to care at all. They were rude to patients and treated the 
nursing assistants like they were worthless. It was all in their attitude. 
Their mentor didn’t know how best to approach the student without get-
ting personal. In the end she got the link tutor involved and they arranged 
a meeting between all three of them and helped the mentor point things 
out. The student didn’t change much but the link tutor came back for the 
final interview and that made it much easier for the mentor, otherwise I 
think they would have passed.

Good practice guidelines for assessment

• Ensure that you assess all three domains – knowledge, skills, and 
attitude.

• Observe your learner.

• As well as practice supervisors, assessors should seek the opinions 
of other colleagues, professionals, patients, carers, etc. so that the 
assessment is that of the whole team. Arrange for the student to have 
insight visits and to work with other healthcare and associated staff.

(continued)
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• Listen to the student.

• At the initial interview, ensure you understand the student’s learning 
outcomes and that they understand your expectations and the assess-
ment plan, and what you will be looking for as evidence of achievement.

• Set dates for intermediate and final interviews so that the student is 
aware of these well in advance and thus can prepare themselves 
adequately.

• Identify placement-specific outcomes and the student’s individual 
learning goals.

• Identify which ‘essential skills’ the student must achieve and set dates 
for these assessments.

• Encourage students to self-assess.

• Ensure you work with the student for a sufficient amount of time.

• Meet with the student regularly to review their progress, evidence and 
achievement instead of leaving it all to the final interview.

• Ensure that practice supervisors broker sufficient learning experiences.

• Provide constructive feedback frequently and as soon as possible 
after an event.

• Ask them questions such as Kipling’s who, what, why, when, where, 
and how!

• Ask them what they think about their experiences in frequent reflec-
tive discussions.

• Ask them to analyse their own performance.

• Concentrate on the positives.

• Help to overcome any negatives.

• At the mid-point interview, identify strengths and progress and areas 
in need of attention.

• As well as knowledge and skills, pay due regard to professionalism, 
attitude, timekeeping, and interpersonal skills. 

• Confirm the date of the final interview.

• Liaise with the academic assessor if there are significant concerns 
about performance.

• Put in place an action plan with clear goals to overcome any deficiencies.

• Provide the opportunity for deficiencies to be overcome.

• Provide support and reassurance.
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Having looked at assessment and the various forms it can take, it is now 
time to examine the various forms of evidence of learning and competence 
in more detail.

Further reading

Rowntree, D. (1997) Assessing Students: How shall we know them? London: Kogan 
Page. This is a classic text on assessment that is full of insight and wisdom.

West, S., Clark, T. and Jasper, M. (eds) (2007) Enabling Learning in Nursing and 
Midwifery Practice. Chichester: Wiley. This book contains an excellent chapter on 
assessment of practice, which clearly explains the principles and frames them in 
the practice context.
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Most pre-registration nursing courses encourage students to compile portfo-
lios of evidence to demonstrate achievement of their proficiencies. The 
exercises and activities outlined below offer a wide range of possibilities for 
evidence.

What is a portfolio?

A basic definition is that a portfolio is a collection of evidence of experi-
ences and learning a person has undertaken.

Key points

• The supervisor’s observation of the student is the best evidence

• Portfolios are personal and can take many forms

• Reflection is a key method for facilitating personal development

• A good portfolio uses a wide range of evidence

• Where evidence is concerned, quality is preferable to quantity

Evidence of learning8

‘A set of pieces of creative work intended to demonstrate a person’s abil-
ity’ (Compact Oxford English Dictionary 2005).

Beyond registration most nurses keep a portfolio as a record of their con-
tinuing professional development or post-registration education and practice 
(PREP). This is a mandatory NMC requirement of registration in the UK and 
currently this is set at a minimum of five days or 35 hours over three years. 
The qualified nurse’s portfolio should demonstrate the achievement of this.

For student nurses, the collection of evidence should be backed up with crit-
ical reflection upon experiences had and learning undertaken. This reflec-
tion helps the student to identify key aspects of the learning and areas 
worthy of further exploration. It is quite a task to compile a good portfolio 
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and the compilation of one is seen as an important, educationally robust 
learning method. A poor student will place a selection of semi-relevant arti-
cles and photocopied material into a file and present it as evidence of learn-
ing, but without a critical and reflective analysis the collection will be 
virtually worthless from an educational point of view.

Many nursing students are daunted by the thought of having to compile a 
portfolio, because as Timmins (2008) suggests, they are somewhat used to 
being spoon-fed via lectures and the portfolio can sometimes be their first 
experience of self-directed learning. Timmins asks her readers to think 
about how much they were involved in their last lecture and what they 
learnt, and to contrast this with a project they had to complete on their own. 
The reality is usually that the project involved them more and made them 
learn more, and this is part of the rationale behind a portfolio. Because of 
their future PREP requirements it is a good idea for students to get into the 
portfolio habit while they train.

Basic features and aims of a portfolio

• Personal: It is a personal document, uniquely relating to your own 
experiences and learning. You compile it as you see fit and in a style 
which suits you. There are no standard formats, only guidelines. It can 
be both professional and personal, related to many aspects of your 
life or just one.

• Self-directed: Essentially, the portfolio is under the compiler’s direc-
tion, but we all need guidance and this is a key aspect of the role of the 
practice supervisor. A good practice supervisor should help a student 
to reflect and identify their learning needs.

• Learning: The portfolio is essentially a learning tool, it helps you to 
examine the experiences you have had, reflect upon them, apply 
knowledge to practice, identify your new learning needs, and demon-
strate this progress to others if necessary.

• Critical reflection: It uses critical reflection as a learning tool. Boud 
et al. (1985) see reflection as the key to ‘learning from experience’, espe-
cially in the working environment. Many educational theories relate to 
reflection, including that of Kolb (1984). Put simply, you have an experi-
ence, reflect upon it and form a new opinion, try it out and reflect upon 
the new results and so on in a cyclical fashion. The fact that a portfolio 
encourages you to learn to reflect is one of its key benefits.

• Self-awareness: The process of building a portfolio and its neces-
sary reflective elements can only serve to heighten self-awareness 
and the responsibility for one’s own needs and learning.

(continued)
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Structure of a portfolio

The structure of a portfolio is a matter of personal choice, but most stu-
dent portfolios include certain key components. The structure can be 
modified beyond registration to replace some of the nurse training aspects 
with continuing professional development material. For nurse education 
purposes it would be a good idea to divide the portfolio into sections 
according to the seven platforms of the 2017 standards of proficiency for 
registered nurses.

• Being an accountable professional

• Promoting health and preventing ill health

• Assessing needs and planning care

• Providing and evaluating care

• Leading and managing nursing care and working in teams

• Learning needs: It helps students to identify their own learning 
needs. These needs arise out of the critical reflection upon their expe-
riences and practice. How can I progress, what do I need to learn next, 
how can I build upon this? Such reflection allows us to identify future 
learning objectives. This realisation allows us to identify specific learn-
ing experiences we need. The portfolio should also identify the stu-
dent’s strengths.

• Developing critical skills: A portfolio and the reflection under-
taken help a student to explore the links between theory and prac-
tice. The portfolio process helps students review their existing 
knowledge as well as challenge assumptions they might hold. The 
dual nature of nurse education, 50 per cent theory and 50 per cent 
practice, means that the reflection undertaken in portfolio work is 
an important way of examining the links between the two, and 
exploring the relevance of the theory to the reality of practice. In 
this way, reflection helps to develop critical thinking and analytical, 
problem-solving skills.

• Outcomes: The portfolio should demonstrate the achievement of the 
students’ proficiencies. Each entry can be cross-referenced to the out-
comes it relates to.

• Career enhancement: The portfolio is a useful document to present 
at interview to back up your application. It is also a useful document 
to use when having an appraisal, as it should contain evidence of your 
ongoing achievements.
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• Improving safety and quality of care

• Coordinating care

To these can be added two sections corresponding to the annexes of these 
standards:

• Communication and relationship management skills

• Nursing procedures

However, another way is to divide it into sections as per type of evidence –  
e.g. testimonials, insight visits, etc – and cross-reference these to the 
individual proficiencies. The list below includes sections that relate to 
both a student’s and a registered nurse’s portfolio. Remember that any 
evidence such as an article or a leaflet needs to be accompanied by a 
short explanation as to how it demonstrates achievement of the learning 
outcomes.

• Title page

• Contents

• Curriculum vitae (including education and work history)

• Personal and professional goals

• Certificates (photocopies)

• Personal achievements outside of nursing (e.g. hobbies, sport, voluntary 
work)

• Course work

• Academic record/grade profile

• Case studies

• Essays or feedback sheets

• Reflective writing

• Critical incident analysis

• Question and answer

• Articles

• Leaflets

• Direct observations by supervisors

• Insight visits

• SWOT analysis

• Testimonials or witness statements – i.e. the opinion of others

• Placement records and assessment documents
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• Policies, standards, protocols, etc.

• Courses, seminars, conferences attended

• Publications

Whatever the structure, the portfolio should be kept in a robust file – a large 
ring binder being excellent for this purpose. Other useful tips are that it 
should be separated into defined sections using dividers, and that plastic 
pockets are useful for putting leaflets in and protecting articles.

e-portfolios

Increasing use is being made of portfolios kept on electronic devices and 
many software packages are available offering a variety of ways of 
managing and presenting a portfolio. Just like paper portfolios, they pro-
vide a vehicle for learning. However, e-portfolios are capable of many 
extra features and are less cumbersome. They can link to websites and 
articles, and enable you to incorporate downloaded graphics, photo-
graphs, and other e-learning tools. They have the advantage of allowing 
for increasingly personalised ways of working and building and struc-
turing the portfolio. In this way, they are dynamic and easy to update. 
They present new ways of viewing information and of presenting evi-
dence to others. A bonus is their capacity to incorporate and link to dis-
cussions and interest groups. This networking promotes sharing of ideas 
and views, which in turn increases the possibilities for reflection by one’s 
self and with others. An e-portfolio can support work-based learning 
through remote access to practice supervisors and assessors, teachers, 
and others who can send information, tasks, prompts, and comments to 
areas they are allowed access to. It can be a useful way to showcase and 
profile your professional development, achievements, and career to 
date, as well as developing personal development and action plans. 
Nurses have a professional requirement to maintain a portfolio of evi-
dence to show that they are updating their knowledge and skills. The 
NMC PREP (NMC 2011) requirements are intended to help nurses main-
tain a high standard of practice, keep up to date with new developments, 
and reflect and demonstrate that they are developing their practice. 
Because the pace of change is fast these days, an e-portfolio offers the 
best method of keeping pace with these changes. Constantly updating a 
hard copy portfolio can be quite time-consuming and after a while it will 
become very bulky. The use of a laptop, tablet computer – even a mobile 
phone or similar device – will make the process much easier. Because 
such devices can store large quantities of information, they also help 
maintain an evidence-based practice approach with nurses being able to 
store relevant evidence in the form of papers and articles, NICE guide-
lines, etc., and update them as and when fresh evidence arises. Student 

(continued)
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There is an unashamed emphasis upon reflection in current nursing literature. 
Reflective diaries, reflective discussions, and reflective writing appear to be 
the key to a meaningful education. Evidence from such reflective writing and 
discussions are a key element of much portfolio work. So we must answer the 
questions, what is reflection and why is it important? We also need to look at 
how it can best be achieved in practice given that one of the hardest aspects of 
supervising students is finding the time for reflection and discussion. A discus-
sion in the car following a community visit is a golden opportunity, and stu-
dents should be mindful of the need to write up such discussions as evidence.

Reflection involves describing an event or experience in some detail, and 
analysing and evaluating one’s thoughts, actions, and beliefs. The related the-
ory can be examined in the light of this experience and new understanding. 

Most people find it easier to use a model of reflection, of which there are many. 
However, despite the many models of reflection, it remains a personal learning 
style and the literature can offer only guidance. Learning in this way can be a 
rather slow process, as events and theory are mulled over in an attempt to 
make sense of something new. In a sense we are continually and slowly reflect-
ing throughout life. Kolb’s (1984) experiential learning theory suggests that 
reflection is an essential aspect of learning. Such theories and reflective models 
usually entail common stages depicted in a cycle or spiral. You have an experi-
ence and think about it – you examine the theory behind it – you form new ideas 
and refine it – you put the new version back into practice – and go around again.

For a student nurse encountering a new procedure, for example, it might 
look something like Figure 8.1.

See Dion and Smolenski’s (2008) article, ‘Why you need an electronic profes-
sional portfolio’. They present a persuasive argument as to why we need to 
adopt the electronic approach.

Reflection

The Compact Oxford English Dictionary (2005) defines reflection as 
‘serious thought or consideration’.

nurses will be impressed by a practice supervisor who is able to bring up 
a databank of research papers on an iPad!

There are many good web-based resources related to e-portfolios (see 
www.nhseportfolios.org) and it is only a matter of time before we abandon 
paper portfolios altogether in favour of electronic ones for nurse education.
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Gibbs’ (1988) reflective cycle is one which is widely used in nurse education. 
It is essentially a refinement of Kolb’s work and forms a good template or 
structure for undertaking reflection and reflective writing. The stages of 
Gibbs model are:

1. You describe what happened

2. You record what you thought and felt about it

3. You evaluate it – what was good or bad about it!

4. You analyse it and try and make sense of it

5. You form some conclusions and ponder if you could have done anything 
differently

6. You devise a modification and action plan for doing it differently next time

7. You go around again

You will notice the very obvious similarities with the action research cycle 
here, which in essence is what this is.

There are also simpler guides to reflection, three of which are addressed below.

Figure 8.1 Student’s reflective cycle

The student reflects upon an 
experience and examines how they 
felt about it and how it went

They think about it, try to 
understand it better by looking at 
the theory and why it happened 
that way.

They start to form new ideas about 
how it might be done differently 

They try out these new ideas and 
experiment with variations arising 
from their reflection

Questions that aid reflection

• What happened? (this should be described in as much detail as possible)

• How do I feel about it?
(continued)
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Types of evidence of learning

The amount of evidence a practice supervisor and assessor should need will 
vary according to the situation and proficiency it relates to. The best guid-
ance is that quality is better than quantity. The following are types of evi-
dence student nurses commonly use.

Direct observation

This is the primary and most important form of evidence. It relates to direct 
observation of a student’s practice by their practice supervisors and asses-
sor. The student will need to record the date and maybe for an important 

• What was my role?

• Why did I/we do it that way?

• What factors influenced my actions?

• What was the intended outcome? What was I trying to achieve?

• What was the outcome?

• What does the theory say?

• What other ways are there of doing it?

• What can I do differently next time?

• What other skills or knowledge do I need?

• What have I learnt?

Incident short reflection

• What happened?

• Why did it happen?

• How can I change it?

Incident/procedure grid to aid reflection

What went well? What did not go well?

How could I have done it differently? What learning do I need to do?
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procedure a short description within the portfolio. The observation can be 
formal or just happen as part of the working day. The nurse would most 
likely observe the student doing any one thing on several occasions in order 
to ensure that the level of achievement is consistent. The student’s account 
can vary from a short statement to a reflective piece and be linked to many 
outcomes. Remember of course that the bulk of the evidence for a student’s 
achievement of their proficiencies will be the direct observation of the prac-
tice supervisors and assessors and for the great majority of this there will be 
no need for further evidence.

Reflective writing

This can be related to almost any aspect of the student’s experience and can 
be used to link theory and practice and identify learning needs. It is usually 
done in relation to an incident or experience that has made a big impression 
on the student, either good or bad. Many will use a reflective model to do this 
as discussed above. Reflective writing does not have to be an essay but should 
be more than a statement or short paragraph if it is to be useful, as it should 
describe the incident and the student’s feelings, as well as analysing it and 
examining the theory and then drawing out the learning that has taken place. 
It should then identify further learning needs. Reflective writing can lose its 
focus if it is too long, which is why some of the simpler models and proformas 
work well. A typical student will have enough essays to write without adding 
to the burden. The focus for the practice supervisor/assessor when reading or 
listening to a reflective account is to draw out the learning that has taken 
place. A ‘critical incident analysis’ is another such form of reflection but usu-
ally goes into greater depth. These analyses and reflections can be presented 
to the team or colleagues for discussion and this will in itself be evidence for 
other proficiencies around communication and teaching skills.

Reflective diary

Reflective diaries are useful because we cannot memorise everything, so it’s 
best to write things up as soon as possible after the event. Many students 
keep diaries throughout their placements detailing clinical incidents, experi-
ences, and learning. It is helpful for them to do this, as to sit down on week 7 
of a placement and try to recall what you have done in the preceding weeks 
to meet your outcomes is nigh impossible. The diary will be a record of sig-
nificant events upon which the student can reflect and gather evidence.

Learning contracts

Learning contracts and their assessments, together with the work that went 
into meeting the objectives of the contract, would make good evidence. 
Learning contracts can help a student to learn on their own, and are said to 
result in deeper learning because of the exploration undertaken by the 
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The learning contract is an agreement between the learner and their tutor or 
practice supervisor that gives the learner structure and guidance for their 
learning. It begins with a mutual identification of the learner’s learning 
needs, and from that point it:

• sets objectives (what will be learnt)

• identifies resources

• identifies methods and activities (reading, observation, etc.)

• sets goals with target times

• identifies what constitutes evidence of achievement

• is regularly reviewed.

The responsibility belongs to the student, who must plan and time-manage 
the contractual goals. The contract can be seen as an action plan outlining 
how the objectives will be met alongside an assessment strategy to test this. 
The assessment strategy should identify clearly what is to be assessed, by 
whom, how, and when.

Advantages and disadvantages of a learning contract

Advantages Disadvantages

Students in an active role with regard 
to learning

Supervisor and student can 
become worried about format

Increases motivation Learners may have difficulty 
identifying learning needs

Responsibility rests with the student Student may adopt a dependent role
Develops planning and self- 

management skills
Unrealistic goals may be set and 

this can result in anxiety
Helps to reconcile needs of student/ 

education/employers
Can be time-consuming

Promotes self-assessment Can restrict inventiveness
Promotes creativity

learner as opposed to just being told or taught. They foster time manage-
ment and self-directed learning skills.

A failing first-year student

I was very sceptical about the learning contract at first. It looked like a lot 
of work and I wasn’t too keen, but it really did focus me and make me 
concentrate on what I needed to do.
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Reflective discussion

Reflective discussion can take place at preset times, just after a learning 
experience or in any spare time available, such as the journey between visits 
in the community. Such discussions can be useful for identifying the stu-
dent’s knowledge base, but also their values and attitudes.

Question and answer

This can be a formal set of written questions provided by the practice super-
visor for the student to work on and present back at a later discussion. The 
student can write the answers and present them as evidence within their 
portfolio. Less formally, the questions can form the basis of a discussion 
session between the nurse and student, which the student can then write up. 
It can be even less formal and linked to procedures, with the nurse asking 
the student ‘Why do we do things in a certain way?’ or ‘How could you do 
that differently?’ This is a good way to assess a student’s knowledge base 
and identify learning needs.

Opinion of others

This will be very important as practice supervisors will be communicating 
closely with the practice supervisors to gather their direct observations. 
Testimonials or witness statements can be garnered from others the student 
has worked with, including nurses other than their supervisor, healthcare 

There are many different learning contracts and it is good practice to adapt 
them and devise your own version to suit your particular situation or an individ-
ual student’s needs. The following is a simplified version of a learning contract.

Learning contract

Name:

Learning outcomes to be met:

Resources and help required:

Activity to be undertaken (and by when):

Evidence of achievement:

Review date:

Signatures:       Date:
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assistants, associate nurses, members of the multidisciplinary team, patients, 
and carers. Care should be taken with such witness statements or testimonials 
that the consent of clients and carers was gained. Such testimonials widen the 
body of opinion as to the student’s ability and make the assessment process 
much more reliable and fair. Such opinion can relate to knowledge, skills, and 
attitudes, and positive opinions will reinforce the student’s position. Witnesses 
can be asked by the student or their practice supervisor to write a short state-
ment or the student can write a statement about what they have done and how 
they feel they have performed and ask a witness to sign it.

Articles/leaflets

These can be included as evidence, but must be linked to learning outcomes. 
The student must provide a discussion of their relevance and how they meet 
the outcomes.

Action plans

Students often draw up an action plan with a practice supervisor early on in 
the placement if specific learning needs are to be achieved, such as unmet 
proficiencies or ‘essential skills’. This and its subsequent reviews can form 
good evidence. It can be linked to theory and show self-awareness and 
self-direction. Sometimes key skills can be identified, such as drug calcula-
tions or injection technique and these can form the basis of an action plan.

Academic work

Occasionally a piece of academic work can be used as evidence in support 
of practice experience and as a way of demonstrating the links between 
theory and practice.

Activity records

Written in a partially reflective style, these are records of activities under-
taken such as reassuring a client, accompanying a patient to another depart-
ment, or organising a pizza night on the mental health ward. There are many 
activities students undertake that highlight learning and skill but do not fit 
easily into strict categories.

SWOT analysis

This was covered in detail earlier but it is a useful exercise to give to a stu-
dent. They can undertake an analysis of the learning environment for the 
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Chapter 9 examines a range of strategies to ensure that a placement is a 
success and also looks at how we can best support those students with 
disabilities.
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team or can analyse their own placement experience or own practice and 
hence identify future learning needs.

Work-based products

These include anonymous nursing documents such as a nursing report entry, 
or an assessment or admission the student has undertaken. When linked to 
other evidence, such as a witness statement from a client, a direct observation 
by the supervisor, and a reflective piece by the student, the whole package 
will relate to many outcomes. This is a good example of a cluster of high- 
quality pieces of evidence rather than separate evidence for each outcome.

Insight visits

These are records of a student’s visits to other relevant departments or ser-
vices. The student may include a leaflet outlining the service but should also 
write about the purpose of the visit, the role the service plays, and the learn-
ing they have gained.

Remember to cross-reference and link evidence to the proficiencies they 
demonstrate achievement of.

Summary

This chapter has:

• Looked at the structure and features of a portfolio

• Examined the importance of reflection as a learning tool

• Described the types of evidence that might be included in a nursing 
portfolio
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Support mechanisms other than the practice supervisor

There are support mechanisms other than the student’s practice supervisor 
that a student can call upon, and it is important that the practice supervisor does 
not regard the student as ‘theirs’ alone. Denying the student the opportunity 
to work with others is detrimental to their learning and renders any subse-
quent assessment unnecessarily subjective. A good supervisor will draw 
upon a range of other members of the wider team to support the student and 
themselves in their supervising role. 

Key points

• It is important that practice supervisors enable a range of fellow 
professionals to work with students

• It is important to utilize the expertise of both service users and 
carers

• Healthcare support workers can act as a very good support mechan-
ism for students

• Disability is not a barrier to becoming a good nurse or healthcare 
professional

• Practice supervisors and assessors need to be vigilant for signs of 
stress in student nurses and themselves

• Good feedback is a key skill in supporting students

• There is a clear and fair process for supporting a failing student

• Assessing a student’s attitude is often overlooked or avoided but 
there are sound mechanisms for doing so

Fostering a successful 
placement9

Third-year student on accident and emergency department placement

The nurses and healthcare assistants made me feel welcome, everyone 
let me work alongside them, they encouraged me to participate rather 
than just observe which was great. Also the receptionists, housekeepers, 
and porters were always helpful.
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Link tutor/personal tutor

Each student will have a personal tutor from the School of Nursing/univer-
sity whose role it is to support that student throughout their programme. 
This tutor will be an important point of contact for any practice supervisor 
or assessor who has concerns about a student that cannot be resolved at 
ward level. Similarly, the student can access their personal tutor to discuss 
placement difficulties. Personal tutors also have a pastoral role and are 
available to support the student with personal or domestic difficulties as 
well as academic and practice ones.

University systems for supporting placements have changed over the years, 
but every placement area should have a named educational representative 

Other supervisors

The NMC Standards for Student Supervision and Assessment (NMC 2018c) 
tell us that a student can have several practice supervisors in any one place-
ment. It is educationally good practice to learn from more than one source, 
we all have a slightly different take on things, and this is a large part of the 
value of having several practice supervisors. In this way students get to see 
the different ways a variety of nurses approach the same situation, and thus 
witness a wider range of skills, techniques, and problem-solving abilities. 
One advantage over the old system of having just one ‘mentor’ is that the 
student is protected from the absence of their ‘mentor’ for reasons such as 
sickness, holiday or clinical demands. A team supervision approach such as 
is now the case should work well but care must still be taken to ensure the 
students are indeed being looked after, and not to assume that someone else 
is doing it. In relation to assessment, evidence of proficiency can be drawn 
from a wider range of sources, the more people the student has worked with. 
This broader range of opinion renders the assessment process much more 
objective and thus fairer. Remember that the practice supervisor cannot 
simultaneously be the practice assessor, thus maintaining objectivity.

Third-year student in an accident and emergency department

Both my mentors were very supportive and encouraging and gave praise 
when I did something well. I was made to feel of use and able to contrib-
ute. The experience has made me feel more confident about dealing with 
emergency situations.

Second-year student in an accident and emergency department

Throughout the placement, I felt fully supported and encouraged and very 
quickly felt a valued member of the team. I thoroughly enjoyed the work 
undertaken and working with such a professional and knowledgeable 
team. They all had trust in my abilities, which increased my confidence.
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Healthcare support worker (HCSW)

The importance of healthcare support workers (also known as healthcare 
assistants and formerly nursing auxiliaries) in nurse education should not 

or link tutor whose role it is to monitor and support that placement. They 
might, for example, help the placement identify specific learning experi-
ences and help map the learning opportunities to proficiencies. They might 
meet with students during their placements to monitor their progress and 
discuss their learning. Such visits are also used to meet with and support 
practice supervisors and assessors and keep them up to date with any cur-
riculum changes or research. The link tutors should ensure that their contact 
details are available in the clinical area. This is especially important for stu-
dents who are having difficulties on a placement, as they may not wish to 
discuss them with placement staff. The link tutor will be able to help the 
student to identify the best way forward and support them in this.

Practice supervisors are crucial to students in demonstrating the practical 
application of the theory learnt in class and in testing the evidence base. 
However, it is important that supervisors do not offer advice regarding aca-
demic matters. Many assignments will be based upon the student’s practice 
experience, and many students will ask for their supervisor’s advice and 
help. They can comment upon the practice aspects of a student’s assignment 
but must be careful not to get drawn into the academic aspects and must 
refer the student back to their tutors.

Fellow students

Being the only student in a clinical area is beneficial in terms of being able 
to access the learning opportunities that arise. However, this can be a lonely 
experience and most students will prefer to be placed with a colleague from 
whom they can draw support. Most universities encourage third-year stu-
dents to support junior students in a ‘buddy’ role. This gives them the oppor-
tunity to develop both their teaching and supervisory skills. Much support 
can be derived from a third-year student who until only recently was in the 
same position as their more junior, and less confident, fellow student.

First-year mental health student on admission ward

I found it really daunting at first and I was very nervous. Everyone seemed 
so in control and professional whereas I hadn’t a clue as to what to do 
and just felt like a fish out of water. I was intimidated by everyone else’s 
ability. I was so glad that the second-year student was on placement with 
me because he reassured me that he felt exactly the same last year and 
he showed me the ropes.
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be underestimated. They possess a wealth of skills and experience in caring 
that they can pass on, as well as providing a support mechanism to students. 
By formalising and recognising their supportive and educational function, 
HCSWs can be given an enhanced role, which might help to enhance their 
status and sense of worth. An HCSW can be allocated to a student in much 
the same way as students are allocated a practice supervisor. In this 
way, the student will have another member of staff to call upon. In ‘befriend-
ing’ the student, the HCSW can help show them the ropes and routines. They 
will be someone whom the student can work alongside and learn the many 
crucial skills of basic nursing care, such as feeding patients who are unable 
to feed themselves or explaining patients’ observation charts, modelling 
anxiety reduction techniques. By carrying out this role and working closely 
with the student, the HCSW is also in a position to help the practice supervi-
sor or assessor by providing feedback on how the student is doing. They can 
of course also provide the student with witness statements. 

HCSW Befriender Scheme: an experience

This scheme was introduced to enhance the level of support provided to 
students on placement and to develop better relationships between 
HCSWs and students. It aimed to address tensions between the roles of the 
students and the support workers on an orthopaedic ward at a small gen-
eral hospital. These tensions were identified from student evaluations and 
they suggested a lack of understanding of each other’s roles. Questions 
such as ‘who was in charge of who’ arose. This was true in particular of 
more senior students. The support workers were asked to identify which 
aspects of their role corresponded most closely with those of the students. 
Three main aspects were identified: orientation, support, and consolida-
tion of basic skills. It was hoped that that by working as a named friend of 
a student, it would enhance teamwork and mutual understanding.

Examples of the role include greeting the student on their first day, being 
involved in their induction to the area, showing them around, advising 
them where things can be found, advising on tea breaks, and working 
with them when carrying out a range of basic nursing care. The latter 
includes a range of activities throughout the patient’s journey, such as 
personal hygiene, toileting and mouth care, preparing patients and their 
documentation for theatre or investigations, as well as many other clini-
cal skills.

The students provided positive evaluations of their placements, and their 
relationship with HCSWs was viewed as one of the most valued aspects. 
In addition, the support workers claimed they felt more valued and con-
fident in their role in supporting students.

(Clare Sobieraj, Senior Nurse Lecturer)
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Nursing associates

As the numbers of nursing associates increase over the coming years, these 
too will be a huge source of experience and support for students. The NMC 
standards of proficiency for nursing associates (NMC 2018a) describe their 
role in the nursing team as including supporting, supervising and acting 
as role models for nursing associate students and others new to care roles. 
This includes reviewing the students’ contributions and offering them con-
structive feedback.

First-year student on adult acute ward

The nursing assistants made me feel welcome, as often the other staff 
were too busy. They showed me how to give the patients personal care. 
They understood that I hadn’t had any ward experience before and took 
me under their wings. I felt like I learnt a lot just by getting on with the 
everyday stuff. Each NA [nursing assistant] had a student to orient around 
the ward for the first couple of shifts not only to teach us but to give them 
some responsibility.

Second-year student on an emergency assessment unit placement

I found the unit quite intimidating in the first few weeks given the extreme 
nature of the unit, but the NAs were great – they helped me through and 
got me settled.

Student’s checklist for a successful placement

Nurses attending a student support workshop were asked what advice 
could be given to students on placement. The following are some of their 
suggestions:

• Research the placement and its learning opportunities

• Organise a short pre-placement visit and pick up a placement 
welcome/student pack

• Check transport, parking, location, shifts, etc.

• Complete your aims and objectives for the placement to discuss at 
initial interview

(continued)
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• Be open-minded and positive even if it’s not a specialism you like; 
there is always much you can learn

• Have a willingness to learn and show enthusiasm

• Have a good sense of humour and smile

• Highlight concerns and worries about your placement early

• Be proactive in seeking out learning opportunities and use them 
wisely

• If you are not sure, ask! In fact, ask questions as much as you can

• Be mindful of good timekeeping and the quality of reliability

• Be professional outside of work as well as inside it

• Make yourself aware of policies and procedures

• Learn to live without your mobile phone for the shift

• Display caring and compassion towards the clients

• Be non-judgemental

• Be respectful of colleagues

• Use the experience of healthcare support workers

• Manage your own learning

• Communicate your learning needs

• Value your own experience

• Present your paperwork/evidence to your practice supervisor on a 
regular basis

There were also several references to identifying ‘preferred choice of 
biscuit’ that I feel allude to the human touch and being prepared to muck 
in and be part of the team.

What advice do you think students would give practice supervisors 
and placement teams?

Try to generate a list with some colleagues and ask your students to 
prepare their own list for the team to discuss.
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Students with disabilities and difficulties 

Disabilities and health conditions are addressed during the initial selection 
process when students apply to do their training. Having been accepted 
upon a course, some assume that it has been agreed that the disability is no 
barrier to becoming a competent nurse. However, some disabilities and 
their impact are only recognised for the first time once a student’s training 
has begun.

The student’s own responsibility

It is important that the practice supervisors and assessor meet with 
the student as early in their placement as possible, in order to set 
clear goals and highlight the student’s responsibilities in relation to 
the placement. Such responsibilities will include timekeeping and 
other professional issues alongside their responsibility to present the 
supervisor and assessor with robust evidence on a frequent basis, 
thus keeping their paperwork up to date. The student has a responsi-
bility to flag up any problems and issues as early as possible. The 
student must also be made aware that they are responsible for their 
own learning; they need to identify their particular learning needs 
and ways of meeting them and if necessary present an action plan 
for these.

How not to do it!

First-year mental health student on mental health ward for the elderly

Some of the staff could have been more friendly. There should be more 
opportunity for first years to do things rather than just letting the third-
year students do all the main work. It would have been good to be shown 
more things such as the paperwork. But this was always given to third 
years on their final placements and I was forgotten about.

Second-year student on surgical ward

We should have been given more opportunities . . . it was difficult to fit 
into the established team, it felt uncomfortable working with some staff. 
We were there to learn but sometimes I felt we were just ‘running errands’ 
for others.
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Disability

Disability, reasonable adjustments, non-disclosure, and the 
supervisor’s role

The Royal College of Nursing subscribes to the social model of disability 
and is committed to disability equality. According to the Equality Act 
2010, a person has a disability if:

• They have a physical or mental impairment

• The impairment has a substantial and long-term adverse effect on 
their ability to perform normal day-to-day activities

Examples include:

• physical impairments

• sensory impairments

• specific learning difficulties (e.g. dyslexia)

• mental health conditions

• long-term conditions

Under the Act, it is unlawful for individuals to be treated less favourably 
as a result of their disability.

A potential nursing student has the opportunity to declare a health con-
dition and/or disability on the UCAS application form. If a student 
declares a disability, various assessments will be undertaken. An appli-
cant with a health issue will have an assessment by an occupational 
health team, whose job it is to determine if they are fit to undertake the 
course. Most universities offer in-house student support in the form of 
disability advice and assessments. Once a disability is diagnosed, an 
assessment is undertaken to determine whether reasonable adjust-
ments can be put in place while the student is at university and on place-
ment. The NMC 2019 guidance on health and good character tells 
students that they must inform the university about any disability or 
health condition which could affect their ability to practise safely and 
effectively (NMC 2019).

Reasonable adjustments

The duty to make reasonable adjustments is detailed in the Disability 
Discrimination Act 2005.

It is the university’s academic and support staff’s responsibility to ensure 
they fulfil their duty to make anticipatory adjustments to the teaching, 

(continued)
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learning, and assessment process. When a student is on placement, practice 
supervisors have a duty to ensure adjustments are in place. The Nursing 
and Midwifery Council state that their concern is whether an adjustment 
enables a nurse to achieve ‘safe and effective practice without supervi-
sion’ (NMC 2010).

Factors to consider when deciding if an adjustment is reasonable 
include:

• the need to maintain academic and practice proficiency standards

• the financial cost of the adjustment and the resources available

• the practicality of the adjustment

• the effectiveness of the adjustment

• the health and safety of the student, patients, fellow students, and 
placement staff.

Examples of realistic adjustments for a student in placement include:

• A student with diabetes: a supervisor needs to ensure they are able to 
take regular meal breaks and access their medication.

• A student with dyslexia: is the student able to use a tape recorder?

The NMC guidance on managing a student not meeting the progress 
expected clarifies that while reasonable adjustments can be made for the 
way a student meets a proficiency – adjustments cannot be made to the 
proficiency itself – the student will still have to meet it with the help of 
those adjustments.

The non-disclosing student

There is no legal requirement for an individual to disclose a disability 
even if it is known though the NMC suggest the student should (NMC 
2019). Many students do not see themselves as disabled or may not 
want to disclose a disability for fear of repercussions and stigma. Aca-
demic staff should encourage a student to disclose their disability to 
their practice supervisor. Any disclosure needs to be treated confiden-
tially and only shared with the placement team with the student’s con-
sent. Without disclosure the placement is unable to put in place any 
adjustments.

The diagnosis of a disability may be made while a student is on place-
ment and only become apparent as a consequence of the student’s experi-
ences. For example, a student who finds it difficult to retain new 
information may have developed self-managing strategies for their dys-
lexia by taking notes and now find they can’t cope.

(continued)
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The placement team may be the first to recognise a struggling student 
and be best placed to encourage them to access study support and inform 
the university’s academic staff.

Role of the practice supervisor

While working with a student, the supervisor needs to develop a relation-
ship in which the student feels safe to disclose a disability. They then need 
to consider what, if any, reasonable adjustments the placement can provide 
to support the student in their learning. The placement might suspect a dis-
ability like dyslexia and make their suspicions known to the student and the 
supervisor may need to contact academic staff for guidance and support.

(Chris Craggs, Senior Lecturer in Nursing,  
University of Lincoln)

NMAS statistics

The Nursing and Midwifery Admissions Service (NMAS) (now defunct, 
as all admissions go through UCAS, the university clearing system) used 
to collect statistics relating to disability among nursing applicants and 
those accepted onto nursing courses. The last statistics relating to 2007 
show that of 12,763 applicants accepted onto nursing courses, those with 
a disability were as follows:

Learning disability

Blind/partially sighted

Deaf/partial hearing

Wheelchair mobility

Mental health

Unseen disability

Multiple disabilities

Other disability

Not known

323

20

48

11

55

104

13

97

572

What this tells us is that roughly 10 per cent had some form of disability. 
So nursing students with disabilities are by no means rare and we can be 
fairly sure the true figures were higher, as it is likely that some applicants 
would not have disclosed their disability through fear of rejection from 
the course. This research is now some years old, but it is likely that with 
the Equality Act 2010 and current disability discrimination awareness 
and the concept of reasonable adjustments, there will be many more of 
our nursing students with some form of disability.
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Often in the case of dyslexia, ‘reasonable adjustments’ can be made, 
including:

• going over explanations several times/repeating instructions

• using a tape-recorder/taking notes

• allowing extra time to complete tasks and write things up

• providing reminders and encouraging the use of lists

• using coloured paper for handouts/using a highlighter

• backing up multiple instructions for complicated procedures with flow 
charts or diagrams

• giving reading material out in advance

• providing extra teaching and support

• allowing more flexibility with working hours

• using a wall planner to help with organisational problems and meeting 
deadlines

Dyslexia

The British Dyslexia Association (BDA) defines dyslexia as a specific learn-
ing difficulty that mainly affects the development of literacy and lan-
guage-related skills. They estimate that the prevalence of dyslexia is roughly 
10 per cent of the UK population.

There are many variations and forms of dyslexia and thus no one adequate 
definition. Simply defined, it is difficulty with reading and writing. The BDA 
suggest that it is characterised by difficulties with processing speech and 
the written word, memory, and the speed at which we process information. 
It can also be indicated by poor handwriting and spelling alongside poor 
time management and organisational skills. It is usually resistant to conven-
tional teaching methods but, as the BDA point out, its effects can be offset 
with the help of information technology and support.

Difficulties dyslexic students may face in practice

• Reading and writing up reports, filling in forms

• Poor time management/prioritising workload

• Poor hand–eye coordination/difficulty with certain practical 
procedures

• Remembering the steps of a complex procedure or all the points made 
at a handover
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• providing a glossary of terms commonly used on the placement

• giving practical demonstrations to back up verbal explanations.

The Royal College of Nursing (RCN 2010), in a guide for practitioners and 
managers, offers sound practical advice, such as allowing students to prac-
tice writing up notes in rough before committing them to the documentation. 
Practice supervisors can also help by encouraging the student to access 
help through the British Dyslexia Association and the university’s academic 
support or disability liaison departments.

While reasonable adjustments can be made to help a student with dys-
lexia, they still need to demonstrate that they are fit to practise and meet 
all the NMC proficiencies. Thus the supervisor needs to help the student 
overcome their difficulties rather than avoid them. It is important to 
remember that all dyslexic students will be different and have varied 
needs and what works for one student might not necessarily work for the 
next. Like good nursing care, it is a question of getting to know the indi-
vidual behind the diagnosis.

Dyscalculia

This condition affects the ability to work with numbers and thus perform 
calculations, something that is very important in nursing in relation to med-
ication. Practice supervisors should encourage the use of calculators to 
check calculations and allow students extra time. They must check the accu-
racy of the calculations and get students to show them how they arrived at 
the result. This will help pinpoint what aspects of the calculation are proving 
difficult, and whether extra support and tuition are appropriate.

Sickness and stress

European law dictates that student nurses have to complete a set number of 
hours before they are eligible to register. Because of this, students are often 
reluctant to declare sickness for fear of having to make up time later on a 
subsequent placement or at the end of their course. Most nurse education 
programmes do allow for some sick days. Compared with other higher edu-
cation courses and many degrees, nurse training is a comparatively stiff 
undertaking as regards hours worked and stress load. The combination of 
educational and professional qualification means that students may well 
have several assignments ongoing and be working full-time in the clinical 
area as well as balancing these demands with a social and domestic life. 
Practice supervisors can help by passing on time management skills. Super-
visors need to be aware of the physical health of students and encourage 
them to take time out if necessary. A sick or overtired nurse is a dangerous 
nurse and the ethics and accountability of ploughing on regardless might be 
usefully explored with students. Supervisors should also point out to students 



194 The Nurse Mentor’s Handbook

All staff working with students need to be alert to the signs of stress and 
offer the student support. Practice supervisors need to be familiar with 
workplace and university support systems such as counselling services as 
well as the student’s personal tutor.

the sickness policy and ensure the student is aware of their obligation to 
notify the School of Nursing and placement. Students should also be made 
aware that they should complete a self-certificate if the sickness is from four 
to seven consecutive days, and a certificate from their GP will be required if 
they are off for more than seven days.

There are many reasons why a student might suffer undue stress while on 
placement: they may be overloaded with assignments, have family and 
personal problems, be a first-year student not familiar with the health-
care environment or a third-year student worried about their imminent 
qualification – they may also be having a hard time on a placement for a 
variety of reasons. The most important thing is that the practice supervisor 
establishes an effective working relationship with the student early on 
which is open and friendly so that the student will feel that they are approach-
able and that they can share their worries without fear of criticism.

Second-year mental health student

Here I was allowed to be a student and never classed in the numbers; 
this enabled me to learn more effectively and have more time to gain the 
experience I needed. The team were especially good, as I had to have 
some time out due to personal issues, but they were very supportive and 
recognised that I was under some stress. My mentor in particular took 
the time to make sure I was OK.

Signs that may be indicative of stress in students

• Absence

• Lateness/poor timekeeping

• Underperformance

• Lack of motivation

• Tiredness

• Poor concentration

• Emotional/agitated/irritable
(continued)
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Practice supervisors may also advise that students seek help from occupa-
tional health departments or put them in touch with professional organiza-
tion helplines, such as that of the Royal College of Nursing.

Workplace harassment

In its worst form, this is bullying and can range from physical violence to 
more subtle forms of psychological or sexual harassment. A good practice 
supervisor will be one the student feels they can approach if they suffer 
harassment from other staff or clients. A good supervisor or assessor will also 
pick up on the signs that something is amiss, such as changes in the student’s 
behaviour similar to those relating to stress. They should support stu-
dents through the process of reporting such incidents to the School of Nurs-
ing and the healthcare trust and ensure that they are protected from further 
harassment. A discussion between the practice supervisor and student could 
be had on the ethics and duty to report such incidents, since reporting is a 
means of protecting others from being harassed. It should also be pointed 
out that a staff member who bullies students could also be taking advantage 
of clients. The recent hashtag Me Too movement (#MeToo) can serve as a 
lesson in the need to bring issues out into the open and talk them through. 
Increasingly, nurses are exposed to bullying and harassment from clients 
too. Sometimes this is the result of the patient’s illness and can thus be put 
into context and managed to a degree, but it can occur, for example, as the 
result of an alcohol-fuelled incident in a busy accident and emergency 
department. In areas where such incidents are commonplace, practice 
supervisors should ensure students are aware of the local policy and proce-
dures in relation to prevention of abuse, self-protection, and the reporting 
procedure and support mechanisms.

Bad practice

At some stage in their training, students will almost inevitably witness prac-
tices that they believe to be poor or even unsafe. Their interpretation of 
events may be due to a lack of understanding of the context of the practice 
or the individual client’s needs and preferences. The approachable supervi-
sor will be able to encourage the student to question practices they do not 

• Withdrawn and quiet

• Physical illness/aches, pains, colds, etc.

• Poor sleep and diet

• Behavioural change
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Reasons for failure

The reasons why a student might fail a placement are not quite as obvious 
as they might at first seem. Alongside a lack of knowledge and poor, unsafe 
clinical skills, the evidence suggests that many students fail for ‘profes-
sional’ reasons. Duffy and Hardicre (2007) identify a range of reasons from 
the literature to indicate that a student may be failing that have little to do 
with clinical competence or knowledge, namely:

• Lack of insight, poor self-awareness, and unresponsive to feedback

• Lack of interest, motivation, enthusiasm or commitment

• Poor communication/interpersonal skills

understand or might not agree with and hold an open discussion around the 
issues. Occasionally, however, a student will witness bad practice that does 
need to be reported, and a good relationship with the supervisor will usu-
ally facilitate this process. Discussing the incident and guiding the student 
through the reporting process is both supportive and protective of the stu-
dent. The supervisor will have to call upon their professionalism here, as it 
could be one of their colleagues about whom the allegation is made. They 
could also remind the student about adult protection issues and inform 
them of the local adult protection service, its contact details and reporting 
procedures.

Supporting the failing student

Having taught and assessed our students, we obviously hope they achieve 
their proficiencies and go on to become excellent nurses. However, not all 
students will do so. We now turn our attention to struggling and failing stu-
dents and explore how best to manage and support a student who is not 
performing well. We will also examine why nurses are traditionally reluctant 
to fail students, sometimes to the detriment of the profession.

Reflection on failure

Think back to when you had to let someone know they had failed some-
thing or had not done very well. If you have never had to do this, think 
about the last time you gave someone some bad news.

• How did you do it and what would you do differently if you had to do it 
again?

• What are the important things to get right when doing this?
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The error of leniency: why nurses fail to fail students!

There has been much emphasis recently on mentors being reluctant to 
fail nursing students and the repercussions this has for the profession. 
The main body of evidence stems from a study by Duffy (2003). Duffy 
examined work by Watson and Harris (1999) in Scotland, which sug-
gested that student nurses were being allowed to pass their clinical place-
ments without demonstrating competence. To determine why this was the 
case, Duffy undertook a fresh study of 26 mentors and 14 lecturers in 
Scotland. While this is not a large sample, it does shed light on some 
important areas of concern. Much anecdotal evidence from practice and 
the work of Duffy and others suggests the following reasons for not fail-
ing students:

• Leaving it too late. Mentors left it until too late in the placement to 
indicate that there was a problem with the student. This meant that there 
was insufficient time to allow the student to do anything about it and thus 
they were allowed to pass. It is arguably morally wrong to inform a stu-
dent that they are failing when there is too little time for them to do any-
thing about it.

• Too early in the nurse’s training. Some nurses were unwilling to fail a 
student early on in their training, feeling that they hadn’t been given 
enough opportunity to prove themselves or that they would eventually 
pick up the skills later in their training as they progressed.

• Too late in the training. Other mentors felt that it was somehow unfair 
to fail a student so close to them becoming qualified.

• Frequently late or absent

• Poor professional behaviour/boundaries

• Preoccupation with personal issues

• Underconfidence or overconfidence

Often these issues are overlooked or at worst ignored in student assessment. 
Why this is so and what we can do to rectify it are explored in the rest of this 
chapter.

Dilemma

A first-year student nurse appears to be uninterested in basic nursing 
care and just wants to deal with acute situations, ‘office work’, and 
arrange insight visits. It is his third week with the team. What would be 
your advice at the next meeting you have with him?
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• Personal consequences. Some nurses worried about the consequences 
failure would have for students, not wanting to end their careers or have 
them removed from the course.

• External factors. Some nurses were concerned about the stresses 
mature students were under, including family commitments, being a 
carer, and financial responsibilities. These factors swayed mentors to be 
lenient in relation to assessment.

• Fear of failing. Some nurses lack the confidence or assertiveness and 
find it difficult personally to fail a student.

• Personal failure. Some nurses felt it was a personal reflection upon 
them: a personal failure for not being a good enough mentor.

• Lack of support. Some nurses did not fail students because they felt 
unsupported by tutors of problem students. The tutors were offering 
advice to these mentors but little in the way of meaningful support and 
were not always available when needed.

• Lack of time. Mentors with limited time to work with students 
because they were too busy with clients were often lenient with stu-
dents who were borderline. Also, many of the placements, especially 
in the first year, were too short for the mentor to make a reasonable 
assessment.

• Benefit of doubt/error of leniency. If mentors were in doubt about a 
student’s performance, they were likely to pass them, especially if they 
hadn’t spent much time with them due to pressure of work. Anecdotal 
evidence suggests that this is a frequent occurrence.

• Scraping through. Mentors sometimes recognise students’ weaknesses 
but feel they haven’t done badly enough to fail. The suggestion is that 
mentors only fail students when they are consistently poor.

• Ignoring attitude. The evidence suggests that mentors find it hard-
est to fail students on grounds of attitude. Deficits in knowledge and 
skills are easier to identify and describe. It is harder to discuss a prob-
lem relating to someone’s ‘attitude’. This is discussed below in greater 
detail.

Experienced mentor’s reflective discussion with novice mentor

Confidence issues are common difficulties facing students, many of 
which might not have been picked up on previous placements. This 
makes it difficult to broach the subject of failure with the student, who, 
naturally, will point out that no concerns have been highlighted in previ-
ous placements.
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• Lack of documented evidence. Some lecturers bemoaned the fact that 
at times there is little written evidence of concern about a student and 
this contributes to not having enough grounds on which to fail them.

• Not the mentor’s role. Some mentors felt that it was the job of the 
School of Nursing or the tutors to fail students. They felt that they should 
merely highlight deficiencies, not fail students.

• Confusing documentation. This is a common feature of mentor feed-
back, suggesting that the documentation is not easy to use or understand. 
Also, many clinical areas take students from different nursing schools 
and courses, each of which has different documentation. Perhaps the 
NMC ought to introduce a single, national document.

Providing feedback

Providing feedback is a vitally important aspect of supporting a student and 
becomes even more so when that student is not performing to the required 
level. The following are good practice guidelines for providing effective 
feedback.

Toxic feedback!

A good way of learning how to do something well is by identifying how to 
do it badly.

List the worst possible things you could do when providing feedback to a 
student when they have not performed well.

Failed second-year mental health student

It was awful. From day one I knew it would be hard work with the mentor 
not being very pleased at having to have a student. But I didn’t expect to 
be treated so dismissively at the end. No one had said I was doing any-
thing wrong, so when at the final interview she refused to sign me off for 
some of my competencies I was shocked. I thought I was doing okay, 
otherwise surely they should have told me. But it was more the manner in 
which it was done. She said I was too quiet and reserved and that I made 
clients feel awkward. I admit it is a fault and one I am working on, I do 
need more confidence. But she just told me I lacked social skills and 
couldn’t relate to people. No other explanation was given and no advice on 
how to improve was offered, she just got it over as quick as possible. She 
stood up and said, ‘You’ll have to discuss it with your tutor’ and left.
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• Feedback should be balanced. Positive feedback also makes people 
feel good and giving the student positive feedback will help your working 
relationship with them and make them feel more at ease, encouraging 
them to engage more with the clinical work and team. However, if you 
are never critical when the need arises, the danger is that you will enter 
into a nice, cosy, uncritical, and thus unhelpful relationship with the stu-
dent. Such a relationship will make for an easy-going placement but it 
will be of little value educationally and the student will not learn much. A 
too cosy relationship can also make it very difficult to be critical when 
the professional need arises. The feedback needs to focus upon the 
aspects the student needs to improve upon, sandwiched, of course, 
between feedback relating to positive aspects of their performance. A 
good practice supervisor is someone the student respects and they regard 
as fair, so that the student welcomes their opinion and constructive criti-

Good feedback is fundamental to aiding the development of learners. Yet it 
is an area many mentors in the past have admitted to being uncomfortable 
with if that feedback has been partially negative and, as we have seen, poor 
feedback has played a large part in the evidence relating to failing to fail. 
Telling someone what they could do better without eroding their confidence 
is a skilled task. The following are key aspects of good practice when pro-
viding feedback:

• Feedback should be positive. Good feedback highlights strengths as 
well as things giving cause for concern. Use what is called the ‘sandwich’ 
technique – areas for improvement are discussed in between positive bits 
of feedback – as this will ensure the session both begins and ends on a 
positive note. The areas for improvement should be fed back in terms of 
constructive and practical ways forward. The student should have a clear 
idea of exactly what is required of them and how to achieve it. In this 
way, the student should go away happy, willing to work on the construc-
tive feedback they have received. The non-verbal communication skills 
of the practice supervisor are important here also, as conveying a posi-
tive message relies as much upon posture, eye contact, and tone of voice 
as the words used. Relating this back to theory, we can see that Skinner’s 
(1971) behaviourist principles are at play here in that positive reinforce-
ment will likely lead to repetition of good skills.

Third-year student on accident and emergency placement

I didn’t have an intermediate interview but my co-mentor found the time 
to do it in my final week. The final interview consisted of my mentor crit-
icising my evidence, she gave no verbal praise or feedback, and her 
comments were written without discussion.
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• Feedback should be open, honest, and objective. This might appear 
obvious, but feedback should reflect the supervisor’s observations of a 
student’s behaviour together with the views of co-supervisors and other 
team members. The appeal that ‘The practice supervisor didn’t like me’ or 
‘We had a personality clash’ can be avoided by the adoption of gathering 
as wide a body of opinion as possible. Indeed, this is one of the most 
important aspects of the new NMC standards for student supervision – 
the fact that it will not just be the opinion of one nurse but the practice 
assessor’s judgement based upon the views of several practice supervi-
sors and others – it’s a much improved level of objectivity. Ensure that 
the information you base opinions on is both valid and reliable. Openness 
can be achieved by inviting students to discuss your comments. Such a 
willingness to enter into a dialogue will often defuse difficult situations 
and encourage exploration of the issue. If there is a disagreement, 
acknowledge the other’s views and don’t get drawn into an argument.

• Feedback should be thorough. There is nothing quite so discouraging 
and annoying as to fail an assessment and be told briefly with little in the 

cism and are able to learn from it. Being able to give constructive criti-
cism in a positive way is a key supervision skill.

• Feedback should be timely and expected. Feedback is most effective 
if it is given as near to the event that occasioned it as possible. The longer 
you leave it, the less impact and importance the message will have. Given 
instantly, the feedback is perceived as being highly important: ‘It can’t be 
that bad or they would have told me straight away!’ If a parent rebukes a 
child some time after an incident later in the day the impact is much 
reduced, but if a parent berates them at the time of the offence, it’s more 
important and easier for the child to make the link too. Feedback given 
when working alongside a student can be instant and this is good but 
often feedback comes in the form of pre-arranged meetings. These should 
be agreed well in advance so that the student can prepare for them. Unex-
pected feedback, however, can have a significant impact also.

First-year student on an outpatient clinic placement . . . 
unexpected feedback

I was a bit embarrassed really, I was just using a quiet time to put some 
things away and tidy up the dressings trolley and cupboards when my 
mentor came up to me and said, ‘That’s really good just getting on with 
that, it’s the sort of thing most people ignore and think someone else will 
do. I just wanted to tell you that you are doing well and that the rest of 
the team and patients all tell me the same, so well done.’ Then she left 
and got on with her work. I thought, ‘Wow, what a nice thing’.
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way of feedback. Feedback needs to be comprehensive in recognition of 
the assumed effort the student has made. When a student fails an assess-
ment, the feedback should detail why and what needs to be done to turn 
their training around. When a student has done well, the feedback should 
again indicate why and help the student move forwards by highlighting 
further areas of learning.

• Feedback should be clear and specific. By this I mean understandable – 
‘Don’t beat around the bush’, ‘Tell it like it is’, ‘Give it to them straight’ – 
these are all phrases which deliver the same message. Be precise and to the 
point, so that the student is under no illusions as to what they must do to 
improve. Being vague will not help them to identify what went wrong. For 
example, it is better to say, ‘You didn’t wash your hands after you opened 
the dressing pack and so touched the sterile field with dirty hands’, than to 
say, ‘You compromised the sterile field’. To reduce the anxiety of a student 
who has failed an assessment, it is important that you rebuild their confi-
dence by starting their recovery with small, achievable and clear goals.

• Feedback needs to be motivating. Too much negativity or feedback 
that is exclusively bad will serve only to destroy any enthusiasm and 
motivation the student had left. There are always positives to be found.

• Feedback should be private. Ensure that the environment is private 
and that you will be undisturbed. Let others know that you are not to be 
disturbed and put a notice on the door.

• Feedback should be unhurried. Timetable the meeting into your day and 
again make others aware that you will not be available at this time. Most 
students will be anxious and will want to ask questions in an unpressured 
environment. When delivering bad news to a student, the assessor/supervisor 
must put aside their own feelings of discomfort and give the student the time 
to explore the full meaning and consequences of their poor performance.

• Feedback should invite self-assessment. Asking the student’s own 
view of their performance is very useful and opens up a dialogue. It can 
also avoid an awkward situation for the supervisor, as students often 
identify their own shortcomings. In this way, the practice supervisor is 
not left with the often unenviable task of highlighting them. You could 
devise self-assessment tools for students related to their own specific 
clinical areas and the learning outcomes therein. The student could be 
asked to work through these and talk through it at their assessment meet-
ing as a way of opening proceedings.

• Good feedback invites feedback. The student should always be given 
the opportunity to comment upon the assessments being made of them. 
‘How do you feel about what I have just said; do you agree with my view 
on how you handled the situation?’ Inviting feedback will also ensure that 
the student understands exactly what is required of them.

• Feedback should be recorded. This is important on several counts. If 
the practice supervisor or assessor should become ill, or go on nights or 
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Avoiding failure and failing with fairness

As we have already noted, to set the tone for the placement and get off on 
the right foot it is crucial the supervisors, assessor and student meet early on 
in the placement. They need to gain an understanding of the student’s level 
of competence as well as identifying particular learning needs. The follow-
ing questionnaire can help to achieve this.

annual leave (a common feature of student placement evaluations), or 
change clinical areas, then a lack of paperwork detailing what has been 
achieved thus far and what requires attention could cause real problems, 
with the student having to be reassessed by a new supervisor/assessor. It 
is also an excuse for passing an incompetent student through lack of evi-
dence. It is crucial that evidence of what is being failed is recorded 
together with an action plan for turning this around. This is elaborated 
upon below.

Second-year student . . . feeling part of it!

One of the nicest compliments I was paid was simply being asked to join 
the staff on a night out. I really felt that I was part of the team then.

First-week questionnaire for students

Here are five simple but searching questions for the student to reflect 
upon in their first week and discuss with you at the start of week 2:

1. What are your learning objectives for this placement?

2. What do you want to get out of this experience, given the specialty 
we are?

3. What will you do to ensure you do not fail this placement?

4. How will you demonstrate enthusiasm and motivation even if you 
would never consider this specialty as a career option?

5. What have you got to learn from us?

Questions 2 and 5 are relatively similar, but ask the question in a differ-
ent way.

Such a questionnaire is designed to foster reflection and negate failure 
especially in regard to attitude.
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Students fail placements for a variety of reasons, but certain key factors can 
help to minimise such an occurrence. The basics of good practice supervi-
sion must be adhered to and one golden rule relates to the importance of the 
first and early days of a student’s placement. That you meet with and form a 
good relationship with the student early on are crucial. The student needs to 
feel welcomed and wanted in order to fit into the placement quickly and so 
get on with meeting their proficiencies. As a practice supervisor you will 
also quickly need to appraise the competence of the student to determine 
what you can let them do and the level of supervision you must supply.

This section is about how to support a student who is failing and how to 
manage the process fairly and objectively.

The failing student

A student nurse who is on placement with you is clearly failing to meet 
their outcomes halfway through the placement. How would you manage 
this scenario to help the student turn the situation around?

A golden rule

Get to know your student and the level they are at early on.

Remember also not to make assumptions – a first-year student can have 
many years of healthcare experience and a third-year student might be 
struggling.

To pass a placement successfully and achieve proficiencies, the student can-
not afford to leave things until late in the placement. It is the responsibility 
of the supervisor to ensure that they give the student regular reviews and 
feedback to ensure that they keep on top of meeting their learning object-
ives. As we said earlier, it is unfair to ‘drop’ failure upon the student if we 
have not previously highlighted their deficiencies.

Duffy (2003) and others have cited many reasons for students failing, but the 
key factor in many is the lack of a good mentor/student relationship. Given 
a good relationship, most potential problems can be resolved.

Managing the process of failure

Managing the process of assessment and feedback is important if the stu-
dent is to rectify a deficit that could potentially result in failure, and also 



Fostering a successful placement 205

crucial to objectivity if the student does not manage to overcome the deficit. 
This process can be broken down into clear stages.

• Early detection. Meet with the student early on to discuss their lack of 
progress. It is usually fairly obvious early on in a placement if a student 
is not performing at the desired level or is falling short in achieving cer-
tain proficiencies. We can all probably recall instances in many aspects of 
our lives when we were aware early on of something and alarm bells 
began to ring but nothing was done about it until it was too late. This 
should not happen to students on placements. Practice supervisors and 
assessors  must meet with students and each other regularly in order to 
pick up on and feed back potential problems or deficits. It could be 
viewed as morally wrong to inform a student towards the end of their 
placement that they have failed. It is wrong on two counts: we did not 
identify the deficit and we did not give the student sufficient time or guid-
ance to do anything about it. Practice assessors should be aware of any 
concerns that have been raised by previous assessors or in the university.

• Meet regularly.  Meet with the student on a frequent and regular basis 
throughout the placement to discuss progress and monitor achieve-
ment of outcomes. It is only through such regular meetings and work-
ing with the student often enough that you will become aware of 
deficits at an early stage. Remember that a student won’t necessarily 
flag up his or her own perceived deficits, and occasionally a poor stu-
dent will successfully navigate a placement undetected because of the 
lack of close monitoring.

• Identify deficits and learning needs. Having identified a deficit or 
potential area of non-achievement of outcomes, there should be an hon-
est and open discussion as to exactly what the deficit is. Learning needs 
should then be identified, and an action plan should be agreed upon that 
states exactly what the student has to do to turn things around.

• Be objective and supported. If there are concerns early on in the place-
ment and a practice supervisor has highlighted a deficit that is not being 
overcome, then the subsequent mid-placement interview should be for-
malised. To improve objectivity, the nurse should call upon the views of 
their colleagues who have also acted as practice supervisors. This avoids 
a failing student blaming their difficulties on a personality clash or that 
the supervisor simply did not like them. To support the nurse, the link 
tutor or relevant contact from the School of Nursing or university should 
be invited to take part in the mid-placement interview. This shares the 
responsibility and supports the nurse, but also ensures it is a fair process 
for the student. It helps to avoid any ambiguity when, later on, the stu-
dent’s progress is reassessed. This tripartite meeting allows the practice 
supervisor or assessor to express their view and allows the student to 
give their assessment of the situation in what should be an honest, open, 
and above all constructive discussion. If it is necessary to invite the link 
tutor, the student should be made aware of this beforehand and that the 
meeting will be to discuss their lack of progress and any other concerns 
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• Provide support and resources. Having identified deficits and formed 
an action plan, the practice supervisors/assessor are responsible for 
offering support and resources as identified in the action plan. They will 

you might have. This gives the student a chance to prepare and consider 
their own view of their progress prior to the meeting. It might be that the 
student wishes to have independent support at the meeting and this 
should be encouraged. It remains to be seen if the role of the academic 
assessor takes over this function from link tutors and personal tutors but 
it seems likely, though it will no doubt vary across universities.

• Be frank, open, and honest. At the meeting, the practice supervisor 
should state clearly what exactly the problem is. The student should be 
encouraged to give their version of events. Usually a shared conclusion 
can be reached with agreement on the issues. The link tutor / academic 
assessor can help to broker this.

• Action plan. From this meeting, clear agreement should be reached as to 
what exactly the deficit is or what outcomes are not being met. An action 
plan should be developed indicating what it is the student has to do to 
achieve these outcomes. The action plan should also identify what sup-
port the student requires and what the practice supervisor, ward team 
and others can do to help the student succeed. The action plan should 
also set deadlines for achievement and review dates. This should be writ-
ten down and a copy kept by everyone attending the meeting (i.e. super-
visor/assessor, student, and link tutor/academic assessor). This can then 
be used at the final interview as a reminder as to what was required.

• If the student’s performance poses an immediate risk to the public, the 
practice assessor must take appropriate action such as suspending the 
student from practice and liaise with the academic assessor as to possible 
removal from the course.

Action plan guidelines

• Identify the learning outcomes/proficiencies that have not been met

• Write explicit behavioural objectives – i.e. what the student should 
know or do

• Identify the learning activities required to reach these targets

• Identify what support is required

• Identify the timescale and review dates

• Specify what evidence of achievement is required

• Document and sign, and each take a copy
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need to work closely with the student from this point onwards and con-
tinue to ensure that the student works with other team members and 
supervisors to increase the objectivity of subsequent assessments.

• Final interview. Prior to the final interview the practice assessor should 
liaise with the academic assessor. If the student has been successful on 
placement, the final interview should be a cause for celebration. How-
ever, if the student has not succeeded, then it should once more be a tri-
partite meeting, to ensure its objectivity and fairness. This also serves to 
support both the student and the practice assessor. Should a student fail 
the placement, the meeting should create and record an action plan for 
future learning, so that any deficits can be subsequently identified and 
rectified. 

Final interview . . . failure

It will be fairly clear ahead of the final interview that the outcome is not 
going to be a happy one, and this gives you time to ensure that it is man-
aged in a professional manner. There are several things you need to take 
into account:

• Remember that in most cases the student will not be ‘failing the place-
ment’, just not achieving all their proficiencies. In most cases, they 
can take these with an action plan into their next placement or have a 
special placement arranged for them to achieve those proficiencies.

• Ensure that you have discussed the student’s placement with other 
practice supervisors and others who have worked with the student.

• Ensure you have booked a quiet room and will have privacy.

• Ensure that it is a tripartite meeting with the academic assessor/link 
tutor.

• Use the sandwich technique for breaking bad news. Ensure a positive 
opening and a positive and constructive ending.

• Be frank about the failed proficiencies and give clear guidance as to 
how they can be achieved. In a worst-case scenario where the student 
has acted in a grossly unprofessional manner, this is especially 
important. The link tutor/academic assessor should help to reiterate 
this, thus underlining the importance of the failure.

• Allow the student to comment and give their views.

• Allow the student to express their sadness and concern. Support 
the student emotionally and validate and acknowledge their emo-
tional state. Listen to them and support their determination to 
persevere.

(continued)
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• Student reaction and support. To be told that you have failed the place-
ment is unwelcome news, to say the least. But done professionally and hav-
ing adhered to the process outlined above, the news should not come as a 
shock to most students who will be aware that they have fallen short of the 
required standard. However, some will take the news personally, and feel 
aggrieved and angry or just shocked at the realisation that their future is in 
jeopardy. Students should be given time to take stock and practice assessors 
should allocate time and be prepared to allow the student to think about and 
discuss the bad news. The  practice assessor needs to be prepared to deal 
with any emotions that may surface and allow the expression of those emo-
tions, be they anger or sadness. The student needs to express their anger or 
sadness before they can enter into a rational discussion about the repercus-
sions and any future action plan. It is never easy to deal with raw emotions 
but allowing and acknowledging them goes a long way towards helping the 
student deal with them and move forwards. In the main, students are grate-
ful for emotional support and any guidance as to how to move forwards.

• Together, write a clear and achievable action plan for the student to 
take away.

• End with a reaffirmation of the student’s positive qualities and your 
belief in their abilities. That you believe it is within them to redeem 
themselves should mean a great deal.

Second-year student accepting appropriate criticism

At first I was a bit taken aback and about to get all defensive, but as he was 
explaining it to me I had to agree that he was right. He outlined quite clearly 
the goals we had set and the opportunities I had had to meet them. But he 
also said he believed I would reach them and that he felt I would make a great 
nurse. From that point on, we sat and talked about why I hadn’t met them and 
worked out an action plan for me to work on. I have to admit I am a bit inflex-
ible and stubborn and need to feel more comfortable with taking on advice 
and not dismiss it in a huff. If I’d been a bit more self-aware, I’d have learnt.

Attitude 

Poor attitude

A poor attitude is often a feature of poor student performance, and many 
argue that we should place more emphasis on attitude in assessing stu-
dents. But what exactly is a poor attitude?
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There are outcomes and proficiencies that can clearly be failed by students 
who display a ‘poor attitude’, show poor communication skills, are disre-
spectful, lack enthusiasm and motivation, and fail to work well within the 
team. Sometimes supervisors fail to use these in relation to attitudinal 
problems.

Table 9.1 lists proficiencies which relate to attitudinal issues with sugges-
tions for evidence students might be asked to produce to show achievement. 
It is by no means exhaustive. It represents a template for practice supervi-
sors to adapt to their own clinical area and locality. It also, by default, rep-
resents a list of good reasons to fail a student for not displaying these 
qualities.

Alongside the above there are quite clear essential skills at each progression 
point that students can fail if their attitude towards their clients and col-
leagues is poor. Practice supervisors must begin to pay heed to these if the 
qualities of care and compassion are to remain key elements of the profes-
sion. To this end, these essential skills should be reviewed at the mid-point of 
each placement and clear guidance given to students who are not meeting 
the required standards.

Evidence suggests that nurses are poor at failing students for reasons other 
than lack of knowledge or clinical competence. Often, despite evidence 
supporting an unprofessional approach and other ‘attitudinal’ problems, 
nurses will pass students because they have ‘achieved all their outcomes’. 
There is a ‘personal’ element involved here, which makes it hard for us to 
question the attitude of another person. It is also less clear-cut and some-
times there is a vagueness about attitude that is hard to pin down and 
express precisely in words. Even where there is space to comment upon 
such in student placement documentation and which is not going to fail the 
student, nurses have seemed reluctant to comment. Duffy (2003) has iden-
tified this as a major failing.

Attitude

Often it is an unprofessional attitude, rather than any deficit in clinical 
skills or knowledge, that leads a student to fail a placement.

In relation to a student who appears unmotivated and uninterested and 
who does not seem to participate in the ward or team:

• What might be the reasons for this?

• What can a practice supervisor do about it?

• Can you design any exercises related to your clinical area that 
would force the student to consider these aspects of their pre-
sentation, their professional role and responsibilities, and how 
others might perceive them?
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Table 9.1 Proficiency outcomes and evidence in relation to attitude

Proficiency outcome
NMC 2018b

Student evidence

1.1 Act in accordance with 
The Code.

Reflective writing regarding the NMC 
Code’s clauses relating to respecting the 
client and cooperating with others in  
the team.

Discuss the principles of privacy, dignity, 
confidentiality and consent. Student 
conducts discussions relating to clients in 
a secure and private manner.

Student demonstrates enthusiasm and 
motivation.

Student acts in a respectful and professional 
manner.

1.11 Communicate effectively . . . 
with people at all stages  
of life.

Student demonstrates good rapport 
with elderly clients, using appropriate 
language

Student demonstrates good rapport with 
adolescent clients, using appropriate 
language.

Demonstrates ability to adapt approach 
and communication skills to different 
clients.

Recognises and respects the needs of the 
cognitively impaired.

Can discuss the nursing implications for a 
client living in poverty.

Student is aware of a range of support 
services they can utilise to meet  
the cultural or religious needs of  
clients.

1.11 Communicate effectively . . . 
with colleagues.

Student demonstrates a willingness to 
engage in the team.

Student can discuss the roles of other 
members of the multidisciplinary  
team.

Student undertakes insight visits to other 
team members’ services.

Student is courteous and professional in 
dealings with fellow professionals.

(continued)
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Proficiency outcome
NMC 2018b

Student evidence

1.19 Act as an ambassador, 
upholding the reputation of 
their profession and 
promoting public confidence 
in nursing.

Discuss your status as a visitor when in 
clients’ homes.

Student acts in a respectful and professional 
manner.

Student is courteous and professional in 
dealings with fellow professionals.

1.17 Take responsibility for continu-
ous self-reflection, seeking 
and responding to support 
and feedback to develop 
their professional knowledge 
and skills

Student is able to demonstrate awareness of 
own learning needs.

Student sets goals for future learning.
Student is able to reflect upon the import-

ance of communication skills in 
nursing care.

Student responds positively to constructive 
criticism.

4.2 Work in partnership with people 
to encourage shared 
decision-making.

Student respects the wishes of clients and 
actively seeks their opinions.

Student is non-judgemental in their approach.
Student demonstrates a non-discriminatory 

approach to clients.
Student can discuss a range of cultural and 

religious beliefs common in the local 
community.

Student involves clients or carers in health-
care assessments, care plan reviews and 
decisions.

Student seeks permission and gains consent.
Explore ways in which clients can be involved 

in their own care.

4.7 All nurses must work effectively 
across professional 
boundaries, actively involving 
and respecting others’ 
contributions.

Student is aware of support services and 
other agencies to whom clients may be 
referred.

Other key proficiencies which relate to attitude are:

5.6 demonstrate an ability to guide, support and motivate individuals and 
interact confidently with other members of the team

7.1 understand and apply the principles of partnership, collaboration and 
inter-agency working

Table 9.1 (Continued)
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7.9 facilitate equitable access to healthcare.

The annexes equally supply outcomes reliant upon a good attitude such as:

3.5 use caring conversation techniques.

2.9 conveying compassion and sensitivity

4.1.4 demonstrate encouragement to colleagues.

It is also possible to highlight in more detail aspects of the NMC Code of 
Conduct (The Code, NMC 2018a) that relate to attitudinal issues. These 
include:

1.1 treat people with kindness, respect and compassion 

1.3 avoid making assumptions and recognise diversity and individual 
choice

1.5 respect and uphold people’s human rights

2.1 work in partnership with people to make sure you deliver care effect-
ively 

2.2 recognise and respect the contribution that people can make to their 
own health and well-being

3.4 act as an advocate for the vulnerable, challenging poor practice and 
discriminatory attitudes

5.1 respect a person’s right to privacy in all aspects of their care

7.1 use terms that people in your care, colleagues and the public can 
understand

7.3 consider cultural sensitivities, to better understand and respond to 
people’s personal and health needs

8.1 respect the skills, expertise and contributions of your colleagues

8.2 maintain effective communication with colleagues 

9.2 gather and reflect on feedback . . . to improve your practice and 
performance

20.2 act with honesty and integrity at all times, treating people fairly with-
out discrimination, bullying or harassment.

20.8 act as a role model of professional behaviour

Accountability and responsibility in practice

Practice supervisors and assessors are accountable to a range of people in 
undertaking their supervising responsibilities.
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They may not see it at the time, but by failing an incompetent student you 
are protecting them from future harm. By passing an incompetent student, 
you place them at risk of making mistakes and at worst causing a tragedy. 
There is also the possibility of being struck off the register and the trauma 
of legal proceedings and even a custodial sentence if found guilty. Thus, 
failing an incompetent student has a protective function not just for the 
patients but for failing students themselves.

Ourselves

Accountability to the self is not immediately obvious, but nurses are account-
able for their decisions in practice when supervising and assessing a student.

The students

Practice supervisors and assessors are accountable to students in many 
ways, such as enabling their learning, assessing them fairly and providing 
honest, constructive feedback. They also have a professional duty to students 
to maintain standards of supervision and assessment. Students need to know 
what they need to improve upon to allow them to develop and increase their 
knowledge and skills. Modern clinical assessment dictates that it is the role of 
the student to provide the evidence to persuade the practice supervisor or 
assessor that they are competent, even though the final decision lies with 
the assessor. The principles of adult learning dictate that the student is respon-
sible to a large degree for their own learning. The supervisor  must ensure that 
students are aware they are largely responsible for any failure on their part.

Experienced practice supervisors reflective discussion 
with novice supervisor

By giving a true judgement, supervisors will fulfil their responsibility to 
students, who will be sure of their actual learning needs for the future, 
and not be misled into false impressions, believing they are competent, 
when in actual fact they may be failing.

Biting off more than they can chew!

Occasionally, a student will agree to perform a procedure or undertake a 
task which they are not yet competent at, without close supervision. By 
doing this, patient care is compromised and both student and supervisor 
are placed in a difficult position.

What reasons are there why a student might do this?
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Being aware of the student’s level of competence becomes more important 
as the student progresses through training, because as they do so the prac-
tice supervisors should be delegating more tasks and allowing the student 
to do more and more. At the same time, they will likely be reducing their 
level of supervision, as the student moves towards unsupervised and com-
petent practice. It’s a Catch-22 situation: you need to give the student more 
experience and freedom, but ultimately you are still their supervisor and 
accountable. Students vary enormously in their levels of proficiency regard-
less of what stage or year they are at. First-year students will vary from the 
young person straight out of school who has no care work experience, to 
the novice who is more mature and has worked as a nursing assistant for 
many years. You would expect the latter to be more competent, but this 
might not necessarily be the case. Similarly, it is easy to assume that final 
placement students are all but proficient; such an assumption could be 
wrong and the practice supervisor must still make a careful assessment of 
competence in order to decide what level of supervision to give each indi-
vidual student. As a nurse, then, you are accountable for the standards of 
care your students deliver.

Unlike the nurse, the student is not professionally accountable because 
they are not on the professional register. However, both the student and 
practice supervisor and assessor are legally accountable for their prac-
tice. The supervisor is accountable for students’ level of supervision and 
support. A student who says they can perform a task is in legal terms say-
ing, ‘I am competent’ and thus they become legally accountable. The prac-
tice supervisor is also legally accountable for a student’s actions when 
they let them undertake a procedure. In the eyes of the law, the supervisor 
will be deemed to have assessed that student’s competence as satisfactory 
for the task in question. For this reason, they must be as sure as possible 
of the student’s level of competence prior to letting them perform any clin-
ical procedure. This underlines the importance of getting to know your 
student early on in the placement in order to be able to judge their level of 
competence.

Worst-case scenario

A practice supervisor agrees that a student can perform a procedure 
without really having a good idea of their level of competence. Things go 
wrong, the client is injured, and it all ends up in court. The student is held 
legally responsible for their actions, as they agreed to do the procedure. 
The practice supervisor is also held legally responsible because they let 
the student do it. A good solicitor will be asking awkward questions, 
including: ‘Upon what evidence did you make your assessment that the 
student was competent to undertake this procedure?
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Our employer

We are accountable to our employer because it is usually a condition of our 
employment that we act as supervisors and assessors to student nurses in 
training as well as to junior staff.

The professional body, the NMC

We are accountable to our professional body in many ways but directly in 
relation to student nurses, as the Code of Conduct states that we have a duty 
to pass on our knowledge and facilitate students and others to develop their 
competence. Practice supervisors and assessors are also accountable to the 
NMC for the judgements they make regarding those students.

The public

Nurses are also responsible for ensuring that student nurses do ‘no harm’ to 
clients during their clinical experiences. Patients are put at risk when incom-
petent nurses are passed. Ultimately, such decisions could result in deaths. 

The nursing profession

As practice supervisors and assessors, we have a professional duty of care 
to fail incompetent students. The main reasons for failing students are when 
they do not provide sufficient or relevant evidence of achievement, or 
when they act in an unprofessional or unsafe way. However, as explored 
above, attitude and professionalism are areas of student assessment that are 
often neglected. The implications of continuing to ignore the error of leni-
ency are potentially severe in relation to the supervisors’ and assessors’ 
responsibilities to the profession, the public, and our clients. There is also a 
partly selfish element that is worthy of inclusion here: as nurses training 
students we are safeguarding the standing of our own profession. We act as 
the profession’s gatekeepers and we should be asking ourselves, ‘Is this per-
son worthy of joining and representing my profession?’ By failing to fail, we 
are devaluing our own profession and its standards.

Experienced supervisor’s reflective discussion with novice supervisor

Making valid assessments helps the supervisor to meet their accountabil-
ity to their own profession, as they can distinguish between those stu-
dents who will make good nurses and those who will bring the profession 
into disrepute.
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Further reading

Royal College of Nursing (RCN) (2004) Guidance for Mentors of Student Nurses and 
Midwives: An RCN toolkit. London: RCN.

It is the quality of patient care that is at stake, and thus it is this that the 
practice supervisor is ultimately accountable for.

NMC requirements

A final word about the importance of keeping records. The NMC Standards 
for Student Supervision and Assessment (2018c) say that practice supervi-
sors must record relevant observations on the conduct, proficiency and 
achievement of their students to support their decisions (4.1). And in 7.3 they 
also charge practice assessors with the duty to record assessments. This is 
even more important in the case of a failing student: practice supervisors 
need to be able to prove that they provided regular input and feedback. 

Novice supervisor

I have come to understand the importance of collecting robust evidence 
supporting my evaluation of a student’s performance.

Summary

This chapter has:

• Examined the support systems available for students

• Described the valuable role healthcare support workers can play

• Detailed mechanisms for supporting students with disabilities

• Discussed how to support the student under stress

• Examined the reasons why some nurses fail to fail

• Described good practice in providing feedback

• Described how to manage and support a failing student

• Focused on the difficult area of attitude

• Examined the accountability and responsibility issues in relation to 
failing students
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Rutkowski, K. (2007) Failure to fail: assessing nursing students’ competence during 
practice placements, Nursing Standard, 22(13): 35–40. This article provides an 
overview of the issues surrounding mentors’ reluctance to fail students in practice.

Storr, H., Wray, J. and Draper, P. (2011) Supporting disabled student nurses from reg-
istration to qualification: a review of United Kingdom (UK) literature, Nurse Edu-
cation Today, 31(8): 29–33.

Welsh, I. (2003) Passing bad students fails us all, Nursing Times, 99(1): 17.
White, J. (2007) Supporting nursing students with dyslexia in clinical practice, Nurs-

ing Standard, 21(19): 35–42.

Useful web resources

www.bdadyslexia.org.uk
This is the website of the British Dyslexia Association, which exists to help those 
with dyslexia reach their potential. It has very good information sources and use-
ful links.

www.legislation.gov.uk/ukpga/2010/15/contents is a link to the full text of the Equal-
ity Act 2010. A summary is available at:
www.gov.uk/government/uploads/system/uploads/attachment_data/file/85017/indi-
vidual-rights1.pdf

www.direct.gov.uk/en/DisabledPeople/RightsAndObligations/DisabilityRights
This is a very useful site with links to the Disability Discrimination Acts.

www.equalityhumanrights.com/ 
The Equality and Human Rights Commission superseded the Disability Rights Com-
mission in October 2007 and has a wealth of information in relation to disability.

www.beingdyslexic.co.uk and www.dyslexiaaction.org.uk
These are two other excellent sites with much useful information and guidance 
regarding making adjustments in the workplace.

www.elderabuse.org.uk
This is the Action on Elder Abuse site and, despite the name, relates to common issues 
of ‘adult’ protection. It is very useful and informative, looking at how to recognise 
abuse and what to do about it.
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Practice supervisor’s guide to surviving a placement!

Below are a few simple ideas and tips which will make the role of practice 
supervisor that much easier:

• Spread the load. Utilise fellow practice supervisors, associate nurses, 
healthcare support workers, senior students, suitable patients and the 
rest of the multidisciplinary team. This reduces the burden on you, gives 
the student wider experience of seeing how different people work, and 
makes the assessment much fairer and more objective. It also enhances 
the role of the HCSW and associate nurse.

• Early interview. Interview the student as early as possible in the place-
ment to ascertain their level of competence. This is a key safeguard. It 
also allows you to inform the student of their responsibilities towards 
you and for their own learning.

• Use insight visits. These give the student more experience and yourself 
time out. Buddy the student with other key workers occasionally – this 
will give you a great source of feedback.

• Identify issues early on. The longer you leave a problem, the harder it 
becomes to sort out.

Key points

• Being a practice supervisor/assessor is both a rewarding challenge and 
a privilege 

• Practice supervisors need robust support 

• It is important that practice supervisors and assessors remain updated 
with regard to best practice

• The future of nursing and supervision will be increasingly interprofes-
sional in nature

Support and 
development for  
the practice supervisor 
and assessor

10



220 The Nurse Mentor’s Handbook

• Share problems. If you consider the student a potential failure, gather 
other opinions and have a tripartite interview between you, the student, 
and their tutor.

• Develop a relationship with the link tutor. Such tutors are a good 
source of support and it is advantageous already to have a close working 
relationship when things go wrong.

• Maintain strong professional boundaries. Becoming too friendly 
with the student makes it harder to be critical (in the positive sense) and 
objective.

• Be enthusiastic. The less enthusiastic you are, the more likely it is the 
student will adopt the same attitude.

• Make time. Be strict about this and assertive with your managers and 
other staff to protect your time with students. The risk of not doing so is 
to eat into your own time.

• Make the student responsible. Ensure the student takes responsibil-
ity for their own learning by getting them to identify what they want 
to achieve, write their own action plans, organize insight visits, and 
book times to meet with you to go over their evidence and documenta-
tion. Make them responsible for convincing you they are meeting their 
outcomes.

• Meet regularly. Regularly reviewing progress means you will not have 
to sit down for a lengthy session going through evidence. Do it weekly, if 
not more frequently.

• Give constructive feedback. Clear, honest, and actionable feedback 
will make life easier for both of you.

Supporting the practice supervisor – or, helping them  
survive a placement!

Much of the advice we would give to a student regarding helping them 
survive a placement will also be of benefit to the practice supervisor in 
ensuring their continued faith in human nature and a willingness to work 
with students. It is a rewarding experience, but one that at times can 
appear thankless and lonely if it is inadequately supported. It need not be 
so. Nevertheless, the practice supervisor and assessor need to be proac-
tive in accessing the help and support on offer. It is a good policy to build 
robust links with your link tutor. This relationship is crucial, especially 
when things do not go smoothly. One important aspect of the supervi-
sor’s support is their own diligence in assessing the student early on and 
having a good grasp of their level of competence. Identifying issues 
early on saves much anxiety all around. The proverb ‘Strike while the 

(continued)
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The politics of time

The NMC (2018) Standards for Student Supervision and Assessment  state 
in standard 2.2 that there is support and oversight of practice supervision to 
ensure safe and effective learning, and in standard 3.5 that practice supervi-
sors receive ongoing support to participate in the practice learning of stu-
dents. This means that practice supervisors and assessors should be 
supported. This should mean that staffing levels are commensurate with the 
added workload of student supervision and assessment and that nurse man-
agers proactively ensure this is the case. Merely changing the name from 
mentor to practice supervisor and spreading the load from one mentor 

iron is hot’ comes to mind – raise the issues as they arise, don’t sit on 
them. But let the pattern emerge rather than reacting to a ‘first offence’! 
Meeting your student regularly helps enormously; if you do not, you can-
not become aware of their concerns . . . or deficits. The supervisor’s 
greatest sources of support are their colleagues and it is worth remem-
bering that the student is not the sole responsibility of the one supervisor 
but the whole team. The supervisor should ensure that the student spends 
time with as many colleagues as possible. This widens the body of opin-
ion as to the student’s competence and is thus more objective and should 
give confidence to the practice assessor when a student has failed to 
meet their proficiencies. The link tutor, or relevant contact from the 
School of Nursing or university, should also be invited to take part in the 
mid-placement interview if the supervisor has any concerns. This ensures 
that they are not acting in isolation and is supported in the process at an 
early stage.

Another part of the supervisor’s ‘survival kit’ is in ensuring that the 
placement has good learning opportunities and that these are regarded 
as a whole-team responsibility. However, it is a good idea to have succes-
sive groups of students try to identify other opportunities and facets of 
the placement that could help them and their fellow students learn and 
progress. This helps students take on board that they, too, are responsi-
ble for their own learning and inducts them into the teaching element of 
their nursing role. It is also worth reiterating that it is the student’s 
responsibility to convince you that they have achieved their proficien-
cies, and no longer your job to convince them they have done so.

Finally, it is important to ensure that all nurses who are qualified to be 
practice supervisors undertake some student supervision. If some nurses 
avoid taking on the role, this leaves an unfair burden on the shoulders of 
those who take the responsibility. If this is the case, it should be raised at 
supervision. If any supervisors reading this are asking ‘what supervi-
sion?’, they need to be asking their managers about getting some!



222 The Nurse Mentor’s Handbook

across several supervisors and an assessor will not eradicate the need for 
dedicated hours to be allocated to nurses who supervise students. Practice 
supervisors and assessors need to ensure they are given adequate time to 
perform this important role. This has been a problem for mentors for years, 
and thus far there is precious little evidence to suggest it is going away. 
The new NMC (2018) standards do say that all nurses should be practice super-
visors, and it will be interesting to monitor in the future whether the 
supervision workload is fairly spread across all nurses or whether, as is 
often the case currently, some nurses do the bulk of it while others avoid 
student engagement.

Maintaining competence

The NMC (2018) Standards for Student Supervision and Assessment also 
charge that practice supervisors have current knowledge and experience of 
the area in which they are providing support (3.4) and receive ongoing sup-
port . . . for effective supervision (5.1), and practice assessors must continue 
to proactively develop their professional practice and knowledge in order to 
fulfil their role (8.3). In a nutshell, practice supervisors and assessors must 
maintain their knowledge, skills, and competence as practitioners and 
supervisors. The NMC requires that both placement providers and educa-
tion institutions together must ensure that such ongoing support and updat-
ing take place, but it makes no provisions as to how this should occur.

In the past, the above was achieved via ‘mentor updates’ for which there was 
a lack of specific guidance as to what should constitute that update. Updates 
were supposed to have been undertaken on a ‘regular’ basis, but the content 
was largely left unspecified. Anecdotal evidence suggests that many men-
tors did not (and still do not) update regularly because of the pressures of 
work in particular, since patients must come first. The NMC (2009) then stipu-
lated that annual updating must include:

• Review of NMC-approved programmes

• Overview of any recent changes

• Curriculum changes

• Support mechanisms

• Discussion of any NMC changes to requirements

• Discussion of mentoring and assessment of proficiency issues

• Problem-solving/troubleshooting

• Sharing ideas for teaching sessions

These all remain useful aspects of future updates, alongside:

• Reviewing student documentation

• Reviewing the range of acceptable portfolio evidence
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Evidence for a portfolio

A wide range of evidence can be collected to demonstrate updating and 
maintenance of competence as a practice supervisor/assessor, and these 
will also be useful for a revalidation portfolio. They include:

• Certificate of attendance at updates

• Reflection on issues raised at updates

• Action plan for implementing new ideas in supervision

• Re-evaluation of clinical learning environment

• Supporting students with a disability

• Reviewing supporting a non-achieving student

The NMC (2009) also provided guidance on the ways in which updating can 
be achieved, suggesting that it should be ongoing rather than an annual 
event, and this makes sound sense. It also suggests other ways in which 
updating could be achieved, such as shadowing experienced mentors and 
undertaking literature reviews. Other useful methods are online updates 
and workbooks.

Practice supervisors and assessors must thus ensure that they access local 
updates to maintain knowledge of current NMC-approved programmes and 
discuss the implications of any changes to the NMC requirements. Such 
updates should also afford the opportunity to discuss issues related to 
supervision and assessment of proficiency, and fitness for safe and effective 
practice. Such updates are part of the nurses’ continuing professional devel-
opment (CPD). All qualified nurses should maintain and update their profes-
sional portfolios or profiles. Many will have compiled a portfolio as part of 
their revalidation requirements, and these practice supervision updates can 
go towards this.

SWOT analysis

It is advisable at this time that the practice supervisor/assessor under-
takes another SWOT analysis of their own strengths etc. as a supervisor/
assessor with a view to identifying future development needs in relation 
to their educational role, in order to maintain and improve their compe-
tence in that role. All three variations mentioned previously will be useful – 
namely, a SWOT analysis of the clinical area you support, a SWOT 
analysis of your own supervision role, and asking a student you have 
supervised to undertake a SWOT analysis of your supervision of them. 
Use all three of these to develop an action plan and prioritise your areas 
for development.
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• Identifying new learning opportunities

• Developing essential skills teaching packages

• Involvement in educational audit

• Updating clinical area profile/student welcome pack

• Updating educational resources

• Showcasing evidence-based practice in the clinical area – e.g. via notice 
boards

• Evidence of student induction into area

• Mapping proficiencies to learning opportunities

• Reflecting upon difficult/successful supervision/assessment scenarios 
with learning points identified (e.g. student demonstrating unsafe prac-
tice, student demonstrating unprofessional behaviour, the underachiev-
ing student)

• Anonymous action plans for underachieving students

• Anonymous preliminary, intermediate, and final interviews

• Re-evaluation of validity and reliability of assessment methods

• Reading of relevant articles and learning points identified

• Evaluation of professional/statutory reports

• Shadowing an experienced supervisor/assessor

• Contributing to/developing a practice supervisors’ newsletter

• Witness testimonials from students and colleagues

• Reviewing and acting upon student evaluations of placement and learning

• Teaching plans and feedback from teaching

• Undertaking a literature review

• Evidence of educational liaison with other multidisciplinary team 
members

• Links with School of Nursing, evidence of education/placement meetings 
attended

• Updated SWOT analyses

Evidence-based practice

It is crucially important in modern nursing that practice is underpinned 
with evidence. A good definition of evidence-based practice (EBP) is that 
of McKibbon (1998). He suggests that evidence-based practice is an 
approach to healthcare which uses the best evidence possible to make 
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clinical decisions for individual patients. He argues that this builds upon the 
practitioner’s clinical expertise and adds to the knowledge pool. It ensures that 
decisions are made based on both evidence and patients’ needs and preferences.

The following examples of evidence can be used to demonstrate that a 
supervisor uses an evidence-based approach.

• Professional updating by training and workshop attendance

• Journal clubs

• Conference attendance

• Undertaking research in practice

• Evidence-based practice initiated/shared

At the heart of these and an essential aspect of implementing EBP is the 
ability to undertake a literature search.

Literature searching and appraisal – the stages

1. Identify a clinical question or problem that you want to find the 
answer to.

2. If you are unfamiliar with the process of electronic searching, arrange 
a tutorial with the hospital or university librarian.

3. You will need to decide which databases are most relevant for your 
question. Good nursing databases include CINAHL (the Cumulative 
Index to Nursing and Allied Health Literature), Psychinfo, British 
Nursing Index, Medline, and ASSIA (Applied Social Sciences Index 
and Abstracts). Google Scholar is an increasingly useful staring 
point if you are unsure. These search engines give you access to 
peer-reviewed articles and papers, which means that they have been 
scrutinised and reviewed by experts in the field and are therefore 
robust.

4. You will need to narrow down your search to stop you getting 
swamped and focus in on the most relevant material. The use of ‘key’ 
words and limiting the search will be of enormous help here and is a 
key skill. Useful limits to set may include: English language only, from 
a particular year onwards, published literature only.

5. You will next need to critically appraise the material you have gath-
ered to ensure it is reliable and valid. Good questions to ask here 
include:

• Is the person qualified to do the research – i.e. an expert in the 
field?

(continued)
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• Was the sample size sufficiently large?

• Is the sample representative – i.e. sufficiently similar to your 
clients?

• Was the methodology appropriate?

• How were the data collected?

• How were the data analysed?

• Who funded the research and is there any suggestion of bias due to 
self-interest?

• When was it written, is it still current?

• Does the discussion reflect the results?

• Was it peer-reviewed?

6. Before implementing the change, you will need to ask yourself 
whether it will work for you in your specific setting. Other consider-
ations include whether it is cost-effective, if there are any drawbacks, 
whether you have the skills, and if it requires extra training. The most 
important thing, however, is whether the change fits in with your cli-
ents’ needs and preferences.

7. Finally, you will have to evaluate its effectiveness and the outcomes. 
This will entail devising an assessment tool to measure the improve-
ment. This is important, as there is little point in going through all 
the above stages if you are unable to tell whether it has made any 
impact.

Publications

Aveyard, H. (2010) Doing a Literature Review in Health and Social Care, 2nd edn. 
Maidenhead: McGraw-Hill.

Ellis, P. (2013) Evidence-based Nursing Practice, 2nd edn. London: Sage/Learning 
Matters.

McKibbon, K.A. (1998) Evidence-based practice, Bulletin of the Medical Library 
Association, 86(3): 396–401.

Web resources

www.nice.org.uk – National Institute for Health and Clinical Excellence
www.sign.ac.uk – Scottish Intercollegiate Guidelines Network – evidence-based 

guidelines for Scotland
www.library.nhs.uk – NHS health and social care resources and evidence
www.casp-uk.net – Critical Appraisal Skills Programme – tools for critiquing arti-

cles and research
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Research

Nurses should increasingly try, to engage in research, as outlined in the 
action research section earlier in the book. This may be a piece of action 
research or it may be a specialized literature search in a small aspect of 
your speciality. Use the expertise on hand at the university and your stu-
dents to help with this. Your doing of this will help foster the research and 
enquiry ethos in your students. Such undertakings need not be too time- 
consuming, and the results can be written up and presented for publication 
as articles and/or turned into posters for presentation at nursing confer-
ences. I am totally aware of the time factors here and the reality of most 
nurses not having the time to do this, but if the NMC and nurse managers 
are keen to foster nursing as a true profession, then such support should be 
made available to nurses who are inclined. There is an argument, repeated 
later, for a specialist nursing role for student nurse practice supervision 
with a research element.

Revalidation 

The NMC revalidation process introduced from 2016 requires that nurses 
demonstrate their safe and effective practice every three years. They do this 
via fulfilling practice hours requirements alongside demonstrating that they 
have undertaken 35 hours of continuing professional development and sup-
plying evidence of practice-related feedback, reflective discussions and 
reflective accounts. Practice supervision updating and joint working with 
link tutors and other health and social care professionals, as well as the 
everyday supervision and assessment nurses undertake in their practice 
supervision role, can go a long way towards fulfilling some of these revali-
dation requirements.

Support for practice supervisors/assessors

The obvious support mechanism is that of other, more experienced, supervi-
sors and assessors. The other major form of support has traditionally been 
that of the link tutor, but the role varies widely across educational institu-
tions. The role of the link tutor in relation to supporting the practice supervi-
sor/assessor with a failing student is especially important. Many placement 
and education providers had developed specialist mentor support roles to 
provide mentors with updates and practical support, and these can readily 
be used for supporting practice supervisors and assessors as their respective 
needs are essentially unchanged. Other areas have grouped placements 
together to form teams; the mentors from these teams and the educational 
representatives meet regularly to discuss placement issues, update each 
other, and feed back student evaluations. The following is an example of one 
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such team, which aimed to combine mentorship issues with specialist clinical 
issues, acting as a support mechanism for mentors, students, and clinicians.

Practice learning teams: an experience

Birth

The university introduced practice learning teams (PLTs) to act as a 
replacement for the link tutor system of providing educational support to 
clinical placements for students undertaking pre-registration nursing 
courses. It was suggested that the link tutor system was not working 
effectively due to increased workloads of the tutors and the sheer number 
of students out on placement. Some clinical areas did not have dedicated 
link tutors and the methods tutors used to provide such links varied across 
the placement areas. Initially, the PLTs were set up geographically, with 
teams across all specialties meeting together regularly throughout the 
year to discuss common concerns regarding mentorship and student 
placements. However, the older adults mental health teams chose to set 
up their own, specialty-based PLT. This was for three main reasons:

• Much time at geographically based PLTs would be spent discussing 
student concerns not necessarily related to older adults’ mental health 
placement experiences. The fear was that older adults’ issues would 
be low on the other clinicians’ agendas.

• There was also a realisation that meeting regularly as a specialty 
group would help to bring about cohesion among the older adults 
mental health teams, which was perceived as being lacking.

• It was also felt that the PLT could provide a forum to address wider 
practice issues related to the specialty but not primarily related to 
student educational needs. Indeed, it was felt that it would be foolish 
not to discuss major factors affecting the quality of service delivery to 
older adults while meeting together.

Membership of the PLTs is open to anyone with an interest. Each place-
ment area identifies a PLT rep who is the core contact but meetings are 
open to all staff, including healthcare assistants and students. The team 
was split into two because of the size of the county and they meet twice 
a year with an additional annual conference.

Role

The roles of the PLT have become numerous over time, but the core fea-
tures are as follows:

• Develop effective partnerships between the higher education insti-
tutes and the clinical placement areas

(continued)
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New practice supervisors and assessors  should consider the benefits of 
joining forces with other similar specialist areas to form such teams where 
they do not already exist in order to enhance support mechanisms and the 
student learning experience.

The other obvious form of support is clinical supervision, and practice 
supervisors and assessors should access and use such support in relation to 

• Provide support for students in practice

• Develop practice-based learning

• Foster practice development to improve the learning environment

• Support practice staff in their mentoring and assessment of students

• Provide mentor updates and advice

• Facilitate practice placement educational audit

• Review placement allocation

• Develop learning resources

• Forum for sharing good practice

• Problem-solving workshop

• Promoting practice-based research

• Facilitating student evaluation of placement and its feedback to the 
clinical areas

• Formulate action plans to address concerns

• Foster practitioner involvement in school-based teaching and univer-
sity staff involvement in practice

• Mapping of learning opportunities available in clinical areas to the 
NMC proficiencies students have to achieve

• Compiling student placement profiles

The PLT held an annual conference which was a highly thought of and 
sold out away day, with any places not taken by staff quickly taken by 
students. The conference is an opportunity for staff to make a presenta-
tion at conference; students are encouraged to do so also. It is a great 
opportunity for the whole team across the county to meet together and 
network and reaffirm the feel of a team. Each year the conference sets 
itself a task of building something tangible that will benefit students. In 
the first year, it achieved a mapping of all proficiencies to learning expe-
riences in older adult mental health placements. The second year led to a 
list of ‘creative learning experiences for students’ with many excellent 
innovative ideas emerging from the practitioners, mentors, and students.
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their supervising activity as well as clinical activity. Mention should also be 
made here of healthcare support workers, whose value has been outlined 
elsewhere; here it will suffice to point out that, by helping with students, 
they are also supporting the practice supervisors.

Common practice supervision/assessment problems

In Chapter 8 we explored how to help failing students turn it around. It is 
also useful to explore at this stage some of the other practical student prob-
lems and dilemmas which practice supervisors might come across. While 
suggestions are made for action and ideas, it must be remembered that each 
student is an individual and each circumstance will be just that bit unique 
and, as such, each will need a slightly different approach to its solution. The 
first port of call should be that you seek guidance from an experienced 
supervisor who will invariably have met with the situation before. Below are 
some common situations.

Too many students

The ward appears to regularly get allocated a large number of students 
and at times it seems like there are too many for the number of practice 
supervisors you have and the limited number of learning opportunities 
available.

This can often happen, especially if it is an essential and popular place-
ment area. You should discuss the situation with your team to decide if 
there are ways of coping with this number. It may be that by using the full 
range of shifts and weekends you can spread the students out and make 
the situation manageable. Check the last educational audit and look up 
the recommended number of students it cites. If your allocation is regu-
larly over this, then discuss the situation with the link tutor or place-
ments manager who should be able to reduce the numbers to a more 
manageable level. This is especially important if you have a limited num-
ber of supervisors. Having too many students will necessarily dilute the 
placement experience, as the students will have to spread out the learn-
ing opportunities between them. The placement then becomes education-
ally unsound. As clinicians, we also need to be wary of having too many 
students, as it can become difficult to adequately monitor so many peo-
ple safely. There will be times where too many students render the place-
ment clinically unsafe and you have a duty as a nurse to identify this and 
rectify it. Clinical areas sometimes change quite rapidly and it may be 
that because of being exceptionally busy or through having unprece-
dented levels of staff sickness, leave or shortage, you have to request a 
reduction in student numbers. If a mishap occurred through being unable 

(continued)
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to safely supervise a student nurse, the legal responsibility for that mis-
hap would lie with the practice supervisors for not taking steps to rectify 
the situation. So be careful to flag up any such situations or possibilities 
to managers

Good friends

The two students your team are currently supervising want to work on 
the same shifts all the time.

This situation could flag up issues to do with students not feeling ade-
quately supported and thus wanting the support of each other so have a 
discussion with them around this. Learning opportunities need to be 
shared out and this is best achieved by students working opposite shifts. 
A regular feature of student feedback relates to placements being over-
crowded with students and the suggestion that they have to ‘fight’ over 
learning experiences when they occur. Working apart also allows stu-
dents to experience working with a wider range of other nurses and pro-
fessionals rather than co-working with their friend. To allow for peer 
support, they could be rostered together for one or two shifts a week and 
for them to have some sort of group reflective supervision session. 
Should they protest, seek the involvement and advice of a senior super-
visor or the link tutor.

The academic student

A bright student is always going to the library or is frequently on the 
computer and is primarily focused upon coursework.

This can be a common scenario as coursework assignments and passing 
them are high up most students’ agendas. It may be that much is at stake 
and the student is worried about failing. You will need to sit the student 
down and have a frank discussion as to the purpose of the placement, 
emphasising that they are there to learn from the placement. Time man-
agement might be an issue and this can be talked through, helping the 
student to plan out their leisure time more effectively to incorporate time 
for study. You can still occasionally discuss the students’ academic work 
with them in order to support them, but you should ensure that they are 
aware of their altered priorities while on placement. Students can access 
computers for legitimate placement-based work such as checking the 
evidence base for a procedure, and this should be encouraged as long as 
it doesn’t take them away from the clinical experience too often. A stu-
dent who spends much time on the computer might also be ‘hiding’ 
behind it. An open and honest chat to try and identify the reasons might 
unearth plausible ones such as high levels of anxiety on a first place-
ment, or fear of failure. They may be under the misapprehension that if 

(continued)
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you don’t engage clinically, you can’t get anything wrong! Identifying 
such reasons and giving appropriate support and guidance should help 
the student to more fully engage in the experience.

Unprofessional behaviour

This can come in many guises, including poor timekeeping and inap-
propriate dress. At its worst, it can be offensive behaviour and a disci-
plinary issue. Your current student has poor attendance and 
timekeeping, they never inform anyone or report sick, and seem to turn 
up whenever they like. What are the practice supervisors’ responsibili-
ties here? Is it a fitness-for-practice issue? What factors might be the 
cause? What will you do?

There is an obvious need to have a frank discussion with the student. 
Point out clearly what it is that you want them to stop doing and exactly 
what it is that you want them to start doing. Seek out any explanations 
such as childcare difficulties or stress and work out a mutual way for-
ward that supports the student but also addresses their professional 
responsibility. It may be that you have to negotiate with them to have 
some time off in order to overcome the immediate crisis or problem. 
While discussing their professional responsibilities, identify for them the 
proficiencies these behaviours relate to. Reiterate the Code of Conduct 
and important issues such as reliability, and sickness and absence report-
ing procedures. Document discussions and write an action plan with 
goals clearly identified. Also clearly identify the proficiencies that they 
could fail to achieve. Repetition of the behaviour after it has been high-
lighted is a fitness-for-practice issue and the School of Nursing should 
then be involved, both to support the supervisor and help the student 
understand the gravity of the behaviour.

A tripartite intermediate interview should formalise the issue and result 
in a clear action plan to work upon. Gross unprofessional behaviour, such 
as any form of abuse, should result in the practice supervisor informing 
their immediate manager and the student being sent away from the ward 
until the matter is investigated and resolved. The university should be 
informed immediately. Most universities will have their own fit-
ness-for-practice guidelines and committees to deal with students acting 
unprofessionally either in university or out on placement. A gross abuse 
is likely to result in the student being dismissed from the course and at 
worst the matter could be reported to the police. If a patient is involved, 
they may wish to make a formal complaint and this should be facilitated. 
Thankfully, however, most unprofessional behaviour is born of unwitting 
ignorance and usually a student will respond to the supervisor pointing 
out the error of their ways, but the advice given must be concise and 
given in a manner that reiterates the seriousness of the event.

(continued)
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Unsafe practice

A student who used to be a nursing assistant performs an aseptic pro-
cedure with little regard for hygiene and compromises the sterile field. 
On pointing this out, they argue that that was the way the nurses did it 
on the ward they worked on before.

Again, a discussion is required here. Discuss the evidence base for doing 
the procedure the correct way and identify the aspects of bad practice 
the student has shown. Make this a focus of their placement experience 
over the next few days or weeks and work with them to show them the 
correct procedure. Unsafe and poor practice can occur for a variety of 
reasons other than simply not knowing better. Some students are over-
confident and have an inflated idea regarding their own levels of compe-
tence and a supervisor should be wary here. This could well be the case 
with the ex-nursing assistant who feels that they are already experi-
enced. Be wary, too, of novice students trying to take on too much in 
order to impress and pass. The supervisor needs to judge the student’s 
level of competence early in the placement, for safety reasons, as we 
have explored earlier. There might be a need here to offer support to the 
student, who may be finding it difficult to get used to the change of role 
from nursing assistant to student.

As with the unprofessional behaviour scenario, there may be instances 
when the unsafe practice is so harmful that the student has to be asked to 
leave the placement until the matter is investigated. The university should 
be informed and they will undertake their own investigation. The place-
ment may also need to formally investigate the occurrence if patient care 
has been compromised. The student’s practice supervisor needs to handle 
this carefully and remain supportive of the student. They should advise 
the student to write down their version of events as soon as possible.

Unmet outcomes

There are certain proficiencies a student cannot get on this placement.

This is quite common on some very specialist placements. The difficulty 
is usually overcome by arranging visits to other clinical areas for a shift 
or two where the proficiencies can be met. If your area has not mapped 
the proficiencies to learning experiences, this is something the team 
should consider doing as a matter of priority. Such a mapping document 
would identify what a student would have to do in that clinical area to 
meet those proficiencies. In this case, it might well identify any other 
areas the student should visit in order to achieve them.

Occasionally, through no fault of the student or supervisor, there will be 
no opportunity for a student to achieve some outcomes. In this case, an 

(continued)
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action plan should be drawn up which the student can take to their next 
placement and share with their new supervisor at induction.

Poor recording

The student’s written reports are poor and contain many errors to the 
point that they could be misleading.

Have a confidential chat with the student to suggest the possibility of 
them being dyslexic. Let’s assume that this is the case rather than lazi-
ness or carelessness, in which case the advice for the unprofessional 
behaviour and unsafe practice scenarios will be relevant. A student will 
likely find it hard to admit to being dyslexic, especially if they believe 
they will be asked to leave the course. The student might well be in fear 
of telling the university. Discuss the possible risks around patient safety 
and the duty of professional responsibility and thus the need to be honest 
and seek help. Reassure the student and point them in the direction of the 
local support mechanisms. Use the strategies outlined in Chapter 9, ‘Fos-
tering a successful placement’, to help them overcome the problem. Offer 
them ongoing support and reassurance that they can still succeed.

Lack of motivation

The student appears to be uninterested and unmotivated, they make no 
attempt to become part of the team.

This lack of apparent enthusiasm can arise for a variety of reasons and 
we must recognise that students are people first and students second. 
There may be personal reasons and problems at play and the student 
should be given the opportunity to discuss them. The student should be 
offered support if this is the case but reminded about their professional 
responsibilities. If the personal reasons cannot be worked around, then 
the School of Nursing should be involved. A lack of enthusiasm often 
occurs when other-field students find themselves on a short placement in 
an area of nursing they have no interest in. In the specialty of older 
adults’ mental health, we are occasionally presented with a student who 
displays the behaviour as mentioned above. The student has no interest 
in mental health and informs us that they also ‘don’t do’ older people. 
Nothing short of a rude awakening is called for here, but a humanistic 
and professional rude awakening of course. The student is displaying a 
lack of insight and in danger of missing a vital opportunity. In this case, 
we would point out to them that at least one in four people will suffer 
with serious mental health problems at some stage in their life. We would 
ask them to reflect upon the mental health needs of patients in adult 
nursing settings who are trying to cope with life-threatening injuries and 
diseases, coming to terms with loss of limbs and other handicaps, and 
trying to make sense of a diagnosis that clearly means that their life is 

(continued)
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Some problems to ponder

A supervisor will come across many other scenarios during their careers, to 
which there will need to be a clear response. While the advice on how to 
deal with a problem may be similar in many cases, there will always be 
some variation and the need to respond individually to each different stu-
dent and scenario.

shortened or at serious risk and that they are having to try and come to 
terms with serious life changes. Depression often goes undiagnosed in 
‘general’ nursing settings; anxiety is an obvious accompaniment to being 
in hospital, however minor the complaint. The more the student nurse 
can learn about these issues and how to spot depression and anxiety, the 
better able they will be to do something about it. This may be a referral 
or just simply giving the patient the time to talk about their fears. Mental 
health placements can give adult nursing students an insight into these 
areas and also give them the skills to help and recognise the problems. 
Similarly, mental health students on adult placements have much to learn 
regarding good practice in clinical nursing skills and an appreciation of 
the mental health needs of the physically ill. Returning to the older adults 
mental health student, the great majority of clients of both the NHS and 
private care are likely to be over the age of 65. In addition, a great many 
of these people are likely to be confused for a wide range of reasons and 
a significant number will have a form of dementia. The need to pay atten-
tion to the placement and milk it for all it is worth soon becomes appar-
ent to the unenthusiastic student once this is pointed out. While I have 
used older adults’ mental health as an example, you will be able to come 
up with your own reasons why a student needs to pay attention to your 
specialty.

The poor student and the tired student

A student always arranges their shifts around the part-time job they 
have, as they are finding it hard to survive financially. As a consequence, 
they are regularly turning up for work very tired and occasionally to the 
point of being barely fit for anything. How will you address this?

Consider also the student who over-enjoys their leisure time and is often 
late and tired but who, on the last two shifts, has had a strong smell of 
alcohol on their breath.

(continued)
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Ongoing developments

Interprofessional learning

Interprofessional learning is increasingly being embraced. Student nurses 
now undertake placements with a wide variety of other professions, reflect-
ing the multidisciplinary nature of current practice. There is no reason why 
many other professions such as social work and occupational therapy 
should not be incorporated as part of nurse education. Happily the new 
NMC (2018) Standards for Student Supervision and Assessment embrace 
this, allowing any registered health or social care professional to be a prac-
tice supervisor. 

Nurses who are practice supervisors may also in future find themselves 
supporting a wider range of students from other disciplines who need to 
gain an appreciation of each other’s role. Modern nurses will need to 
understand the roles of others and also be able to support these others as 
they undertake work-based learning in their clinical environments. Wher-
ever one works within nursing, a multiprofessional team is involved in 
supporting and enhancing the work nurses do. There is indeed an increas-
ing blurring between the roles of those involved in the health and social 
care. Lack of professional collaboration has been shown to lead to a 
reduction in standards of care and poorer outcomes for clients in terms 
of quality of life and health. At worse, high-profile tragedies such as the 
cases of Victoria Climbié, baby Peter, and Jonathan Zito, can be partially 
blamed upon poor interprofessional working practices. There are many 
transferable skills between these professions and staff who are supervis-
ing students from other professions should focus upon these. The bonus 
of accommodating students from other disciplines and supervisors from 
other professions is that they will often approach practice from a differ-
ent perspective and this can be very enlightening.

The exclusive student

The student you are supervising only wants to work with you and arranges 
that they are always on your shift. They are reluctant to work with health-
care assistants and just seem to hang onto your shadow. How would you 
address this?

Poor professional boundaries

A young male student is clinically very good but is recklessly and openly 
flirting with the female patients not much older than him. What is the 
best way to handle this?
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e-learning

The pace of change is forever increasing, especially in the field of information 
technology, and education and practice need to continually embrace this. 
Practice supervisors and nurses in general need to keep up to date with such 
changes and embrace them if they are not to be left behind. Younger genera-
tions of students are more likely to be familiar with a wider range of IT. Much 
current face-to-face teaching could well disappear with content being accessed 
electronically and remotely in many different formats such as podcasts. Elec-
tronic updates and online training courses are now the norm with electronic 
portfolios and computerised student documentation the order of the day. 

Mobile phones

Have a discussion with colleagues about the pitfalls of allowing staff and 
students to carry iPhones. List the advantages, usefulness and applications 
which might be of benefit to patient care and nursing practice. One of the 
problem scenarios above could have been that the student seems married to 
their phone and is constantly checking it and responding to messages and 
social media so much so that they seem constantly distracted. Check your 
trust policy and reiterate the guidelines.

Interprofessional working

Think about colleagues from other professions and services with whom 
you have to liaise, even though it may just be via telephone, and make a 
list. It will be longer than you thought.

Having compiled the list, arrange a visit or meeting to talk with these 
other colleagues in order to get a better understanding of what exactly it 
is that they do.

If possible, arrange for these other professionals to accept student 
nurses on insight visits, if not already doing so.

The continued importance of role modelling for supervisors in 
fostering dignity and respect in care

Reports such as the Francis Report (2012), the Willis Commission on 
Nurse Education (RCN 2012), and the Keogh Review (2013) highlight, 
among other things, some deplorable staffing levels and subsequent 

(continued)
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Good practice for practice supervisors: a few reminders

failures in care especially with regard to patient dignity and respect. The 
tragedy of Winterbourne and these reports seem to have had little effect 
as subsequent tragedies, such as Whorlton Hall (2019) and many others 
continue to occur. Although nurses cannot be blamed for the low staffing 
levels practice supervisors find themselves in, an increasingly important 
role is trying to uphold the values of good nursing care. In the face of the 
many pressures of modern nursing with diminished resources, it is the 
practice supervisors’ role to pass on to students a working practice that 
encompasses both expertise and a respect for the patient and their dig-
nity. Role modelling such behaviours is a vital aspect and powerful influ-
ence in eradicating these aspects of care failure.

Whistle blowing

Another key aspect of supervision is to ensure the student has an under-
standing of the importance and procedure of whistle blowing and to facil-
itate this when necessary and support the student through the process.

• Awareness of student’s experience and level of skill and knowledge 
and competence

• Maintain student placement resources – e.g. journals, notice board

• Structure opportunity for and facilitate student reflection on practice

• Map learning opportunities to NMC proficiencies

• Identify appropriate and creative learning opportunities such as 
patient pathways

• Use a range of teaching methods with the student

• Provide regular constructive feedback and identify how to make time 
for students

• Be familiar with student documentation

• Help the student to write an action plan for their future learning

• Identify relevant insight and multidisciplinary team and specialist 
staff visits

• Identify teaching sessions, conferences, and meetings the student 
can attend

(continued)
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The future!

The nurse mentorship landscape has changed and it will remain in its new 
format for the foreseeable future. Mentors have become practice supervi-
sors and assessors – how much of this is just a case of the emperor’s new 
clothes remains to be seen. Certainly, on the ground, the principles of nurse 
mentorship and the skills of mentors of old remain very relevant.

The National Nursing Research Unit published a report in November 2012 enti-
tled Sustaining and Managing the Delivery of Student Nurse Mentorship: 
Roles, resources, standards and debates. Commissioned by NHS London, its 
remit was to examine the ‘hinterland’ of the delivery and receipt of nurse men-
torship. The report gazed into a crystal ball and examined some of the key 
issues for the future. In terms of the current situation, it acknowledged the 

• Apply the concept of adult learning

• Encourage student presentations

• Encourage student to review care plans

• Use client feedback as a learning opportunity

• Liaise with link tutor and School of Nursing

• Maximise student direct involvement in patient care

• Buddy student with healthcare support workers and associate nurses

• Encourage and act upon student evaluations and feedback of 
placement

• Maintain students’ supernumerary status 

• Encourage students to undertake SWOT analysis

• Provide students with different opportunities to demonstrate 
proficiency

• Undertake regular practice supervision and assessment updating

• Show that practice reflects current thinking and new evidence is 
implemented 

• Encourage students to teach and present cases to the team

• Be aware of the power of role modelling and the supervisor’s influ-
ence on students

• Demonstrate continuing professional development/best practice

• Demonstrate motivation and enthusiasm, open and approachable
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increased use of online learning as part of mentorship courses alongside the 
variability in nurses obtaining study leave to attend such courses. It remarked 
upon the importance of the high visibility of link lecturers in supporting men-
tors and confirmed that the relationship between link lecturers and practice 
staff was ‘the “glue” that held the system together’. However, it acknowledged 
that the demands upon link lecturers’ time were making this increasingly diffi-
cult to achieve. It concluded that mentors were doing a good job, ‘often in 
challenging circumstances’. The then sign-off mentors, for example, were par-
tially meeting the one hour a week protected time by using their own time. The 
report concluded that widespread debate is required among all concerned and 
one key aspect is whether mentorship should be developed as a specialist 
pathway with dedicated time added to the role, thus providing a career path-
way into nurse education. The recommendations of the Willis Commission 
(RCN 2012) into nurse education are a fitting place to end, as they include the 
recommendation: ‘Employers must ensure mentors have dedicated time for 
mentorship . . . Mentors must be selected for their knowledge, skills and moti-
vation; adequately prepared: well supported; and valued, with a recognized 
status.’ The new changes to mentorship are to be applauded for their encour-
aging of interprofessional working, and it is good to see the assessment pro-
cess shared over a wider range of opinion bringing some health objectivity to 
decisions. However, sceptics may wonder if the move to make all nurses prac-
tice supervisors is not a quick fix to increase the pool of ‘mentors’, thus spread-
ing the mentorship load. Not all are convinced that reducing mentor/supervisor 
preparation time is a good thing and that maybe an opportunity has been lost 
for regarding student nurse mentorship as a speciality. Only time will tell if the 
new clothes are fit for practice. 

Summary

This chapter has:

• Examined sources of support available for supervisors and 
assessors

• Examined how to maintain competence and develop supervision 
skills

• Examined the importance of evidence-based practice and portfolios

• Explored some common problems and how to overcome them

There are many changes and many challenges facing the nurse practice 
supervisor today. There is an ongoing battle for recognition of the 
undoubted value of the role and an urgent need for this to be addressed 
in terms of adequate protected time for supervision. Despite the 
undoubted pressures and extra work being a practice supervisor entails, 

(continued)
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Further reading

Robinson, S., Cornish, J., Driscoll, C., Knutton, S., Corben, V. and Stevenson, T. (2012) 
Sustaining and Managing the Delivery of Student Nurse Mentorship: Roles, 
resources, standards and debates. London: National Nursing Research Unit, King’s 
College London.

Useful web resources

www.casp-uk.net – Critical Appraisal Skills Programme – tools for critiquing articles 
and research

www.library.nhs.uk – NHS health and social care resources and evidence
www.nice.org.uk – National Institute for Health and Clinical Excellence
www.sign.ac.uk – Scottish Intercollegiate Guidelines Network – evidence-based 

guidelines for Scotland
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it remains a most rewarding and very important aspect of nursing. 
The rewards have been outlined earlier and the importance is all too 
obvious in terms of ensuring safe, dignified care and competent future 
practitioners. We should also regularly remind ourselves of the role of 
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This popular book is an essential companion for supporting and supervising student 
nurses in clinical practice. The book examines the theory of supervision and the 
underlying principles of teaching and assessment in nurse education and includes  
case studies, tools and interventions that can be used in clinical practice. 

Key areas covered include:

Fully updated in this third edition the book simplif ies the theory, delivering practical 
guidance on best practice in student support and includes insights from students  
and supervisors.

Danny Walsh was a mental health nurse for over 40 years and a senior nurse lecturer for 
more than 15. He has published widely in the fields of nurse education and dementia care. 

“Out with the old and in with the new! looking back on my nurse training I can vividly 
recall clinical placements where I was mentored by inspirational, dynamic, enthusiastic, 
and nurturing mentors. however, I can equally recall the toxic mentors that ruined clinical 
placements and made me question whether I wanted to be a nurse at all! supporting 
students in clinical practice is a privilege and getting it right is essential! Danny Walsh’s 
book demystifies the nMC’s sssa document and provides a real insight into the meaning 
of the word mentorship, along with practical advice on how to be a practice supervisor.” 
Mike Parker is an Associate Professor in Emergency Nursing at the University of York, UK.

“a book worth recommending and adopting as a core text for modules, especially those in 
teaching, learning and assessment for new mentors, practice assessors and supervisors. 
It can be a resource for nurses returning to study, international students and anyone 
involved in clinical guidance/teaching such as practice education coordinators, facilitators, 
and nominated persons. It would also be suitable for lecturers delivering core modules for 
Diploma, Degree, Masters and Dissertations.”
Leontia Hoy - Course Director - Bsc Hons/ Graduate Diploma/ Post Graduate Diploma- 
Specialist Practice, School of Nursing, Queens University Belfast, Northern Ireland.

 • The new nMC standards for supervision and assessment, as well as the history and politics 
of student nurse mentorship

 • Effective practice supervision – the role of the supervisor and the practicalities such as  
the importance of forming effective working relationships and communication skills

 • Clear guidance on best teaching and assessment practice with practical examples  
and techniques

 • an examination of the importance and methodology of giving good feedback

 • Fostering successful placement experiences and supporting a range of students with 
varying learning needs, including best practice in supporting a struggling student
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