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RELATIONSHIPS AMONG SELF-EFHCACY, ANXIETY, 
PERCEPTIONS OF CLINICAL INSTRUCTOR EFFECTIVENESS 

AND SENIOR BACCALAUREATE NURSING STUDENTS’
PERCEPTIONS OF LEARNING IN THE CLINICAL ENVIRONMENT

ABSTRACT 

ALMA RAMBO, RJ^., M.S.

UNIVERSITY OF OKLAHOMA 
GRADUATE COLLEGE

1997

The purposes of this study were: to describe relationships among baccalaureate 

nursing students’ self«fScacy, anxiety, perceptions of clmical instructor effectiveness and 

their perceptions of learning in the clinical environment and to provide in£)rmation nurse 

educators may utilize to facilitate learning in the clinical environment.

Procedure: The sangle consisted of 83 female, senior baccalaureate nursing 

students from two private and two public universities. Bandura’s Social Learning Theory 

was used as the conceptual framework. All students completed the Self^fGcacy 

Questionnaire (SES), the T-Anxiety portion of Spielberger’s State-Trait AnxieQr 

Inventory (STAI-T), the Nurse Clinical Teacher Effectiveness Inventory (NCTEI) and the 

Stewart Evaluation of Nursing Scale (Stewart Scale). The SES was modified to include 

13 items specific to nursing self-efBcacy.

Data Anabasis: Methods of anafyses were correlation, multiple regression and t~ 

tests for independent groups.

Findings: Analyses revealed that the variable most predictive of students’ 

perceptions of learning in the clinical environment were their beliefe of nursing self-

x i



efficacy. Significant correlations were also found between high levels of self^fficacy and 

higher perceptions of learning and between high levels of anxiety and lower perceptions of 

learning. No significant relationships were found between high levels of self-efficacy, low 

anxiety and perceptions of teacher effectiveness, nor were significant relationships found 

between perceptions of teacher effectiveness and perceptions of learning. Additionally, 

the best predictors of nursing selfefficacy were total selfefficacy and perceptions of 

learning. The best predictor of anxiety was nursing self efficacy.

Conclusions: Variables m this study were shown to be valid predictors of 

perceptions of learning in the clmical environment. Nursing self efficacy contributed most 

to students’ perceptions of learning.

XU



CHAPTER I 

INTRODUCTION

Nursing education traditionally includes both didactic and practicum components. 

The prmcipal rationale for the clinical practicum is to provide an opportunity for students 

to demonstrate application of theoretical concepts to practice. Infante ( 1981 ) states, 

“nursing has established clinical laboratory activities as the heart of its program of study. 

They are indispensable. They are where students demonstrate their accomplishment of 

objectives” (p. 18).

The clinical practicum also serves as the primary means of nursing students’ 

socialization to the role of professional nurse (TenBrink, 1968; Ondrack, 1975; Bradby, 

1990a; Bradby, 1990b). While in the clinical area, students both interact with staff nurses, 

physicians and other health care professionals, and observe the interactions among staff 

nurses, patients and their significant others, and other health care providers. Through 

these e>q)eriences and observations, the role of professional nurse is learned both 

experientially and vicarious^.

Students’ personal characteristics of selfefGcacy and anxiety have been 

demonstrated to affect the learning process (Bandura, 1977). Bandura argues that the 

student’s concept of selfiefBcacy and level of anxiety may either hinder or fecOitate 

learning. The presence of nursing students’ anxieQ: and belief in their personal ability to 

succeed is well-documented (Orton, 1981; Davidhizar & McBride, 1985; Windsor, 1987; 

Pagana, 1988; Kleehamer, Hart & Keck, 1990; Hughes, 1992; Williams, 1993; and
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Wilson, 1994).

Learning also occurs vicarious^ throi%h the observation of others (Bandura,

1974, 1977, and 1979). For the nursn% student, the primary role model is the clinical 

instructor (Rauen, 1974). The effects of the clinical mstructor’s behavior upon nursing 

students have been well-documented (Jacobson, 1966; Rauen, 1974; Wong, 1978; O’Shea 

& Parsons, 1979; Knox & Mogan, 1985; Mogan & Knox, 1987; Howie, 1988; Bergman 

& Gaitskill, 1990; Nehring, 1990; Hughes, 1992; and Wilson, 1994). Thus, for optimal 

learning in the clinical arena to occur, the presence of appropriate, effective clinical 

instructors servmg as role models is vital

Problem Statement

The problem of this study was to describe the relationships among baccalaureate 

nursing students’ personal characteristics of self^fBcacy and anxiety, their perceptions of 

clinical instructor effectiveness and their perceptions of learning in the clinical 

environment.

Statement of Purpose 

The purposes of this study were to:

1. describe the relationships among baccalaureate nursing students’ self-efScacy, 

anxiety, perceptions of clinical instructor effectiveness and their perceptions of 

learning in the clinical environment, and

2. to provule information nurse educators may utilize to focilitate learning in the 

clinical environment.



Rationale for the Study

Nursing students are thrust into an unfamiliar clinical environment, filled with 

changing activities, and expected to learn. During a clinical day, they must apply complex 

theoretical concepts and perform new psychomotor skills while administering nursing care 

to one or noore assigned patients. Students also must leam judgement and decision­

making skills while providit% nursing care. They expect, and indeed should, receive 

guidance and direction from their teacher to assist them in navigating their way through 

the intricacies of the clinical environment.

Control of both learning situations and content in the didactic component is 

relatively easy to manage. The curriculum is developed by foculty and behavioral 

objectives are written for each class. Faculty then prepare instructional strategies best 

suited for the content to be taught. The practicum, or clinical component, however, 

presents the instructor with unk^ue challenges. Not only is the clinical instructor 

responsible for arranging  learning activities for students, he or she is also responsible for 

the safety and well-being of patients in the students’ care. A level of risk is inherent in this 

situation as students are workmg with actual ill persons rather than providing care to 

“patients” in a simulated laboratory situation. Working with patients precludes the 

opportunity to correct most mistakes. For example, during dressing changes, sterility is 

either maintained, or the dressing is contaminated. When administering medications, the 

student either gives an accurate amount of the correct drug to the right patient via the 

correct route at the appropriate time, or an error occurs. The consequences of any error 

may result in a serious, or even fatal, outcome for the patient. Thus, anxiety is inherent in
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the clinical arena for both students and faculty.

Additionally, the environment of the clinical setting is dynamic and ever-changing 

The clinical instructor has little control over that environment, or the changes that occur. 

Often due to unique, diverse patient clinical presentations and courses of treatment, 

learning situations arise that cannot be repeated. This presents additional challenges for 

the clinical mstructor (Jacobson, 1966; O’Shea & Parsons, 1979; Windsor, 1987).

Despite this enq)hasis on the practicum component of basic nursing education, 

usually there is little, or no, course work related to either didactic or practicum instruction 

in either master’s or doctoral nursing programs. Therefore, the novice instructor is thrust 

into the education arena with little background for teaching. Most beginning nursing 

instructors have no opportunity to work with seasoned nurse educators before being 

expected to function in the role of clinical instructor. Consequently, “trial and error” are 

the primary means employed to leam role functions.

A variety of studies related to learning in the clinical arena have been conducted. 

Studies have included foculty behaviors or characteristics perceived as effective or 

ineffective (Barham, 1965; Jacobson, 1966; Mogan & Knox, 1987; Nehring, 1990;

O’Shea & Parsons, 1979; and Wong, 1978), the most important focul^ behaviors (Brown, 

1981; Bergman & GaitskOl, 1990; and Knox & Mogan, 1985), the clinical teacher as role 

model (Flagler, Loper-Powers, & Sphzer, 1988; and Rauen, 1974) and unethical foculty 

behavior (Theis, 1988). Researchers have also investigated nursing students’ petsgptions 

of the totality of clinical experience (Windsor, 1987); general concerns (Williams, 1993);
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anxiety producing aspects of clinkal experience (Kleehammer, Hart & Keck, 1990; and 

Pagana 1988); and explanations of success or âflure (Davklhizar & McBride, 1985). 

However, no studies have been identified that investigate the ef&cts students’ behaviors, 

or characteristks such sel^efBca^, have upon then perceptions of clinical fiiculty 

effectiveness, nor explore effects of students’ characteristics and perceptions of feculty 

effectiveness upon the students’ perceptrôns of learning.

This study increases the knowledge base of nursmg education by providing a 

greater understanding of the relationships among students’ sel^efGcacy and anxiety, their 

perceptions of fecuhy effectiveness and students’ perceptions of learning in the clinical 

arena. Additional^, this study provides nurse educators infermation to modify their own 

behavior so that they may be more fiicilitative of learning in the clinical environment. 

Findings of this study can be generalized to other discçlines in which a practicum 

component is used. These disciplmes may include teacher education, dentistry, medicine 

and allied health.

Assumptions 

Assumptions of the study were:

1. Subjects will answer questionnaires truthfiilfy.

2. Subjects will read and write English.

3. The clinical environment win be vKwed differentfy by each individual and some

wfll consider it more stressful than do others.

4. Numerous interactions between students and Acuity occur during the clinical

practicum.
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Research Question 

One research question guided this study:

1. What are the relationships among baccalaureate nursing students' degree of self-

efiScacy, level of anxiety, perceptions of clinical instructor effectiveness and their 

perceptions of learning in the clinical environment?

Hypotheses

Hypotheses for this study were:

1. Baccalaureate nursing students with high levels of self-efScacy will report higher 

perceptions of learning in the clinical environment.

2. Baccalaureate nursing students with high anxiety levels will report lower 

perceptions of learning in the clmical environment.

3. Baccalaureate nursing students with high levels of self^fBcacy and low levels of 

anxie^ will perceive their clinical instructor as effective in the clinical environment.

4. Baccalaureate nursing students who perceive their clinical instructor as effective 

will report higher perceptions of learning in the clinical environment.

Definition of Terms 

Conceptual and operational terms defined for this study were:

1. Total Self efficacy: the individual’s perception of his own effectiveness and ability 

to perform tasks (Bandura, 1977,1978). In this study, self-efBcacy was measured 

as the score on the Self-EfBcacy Scale (SES) developed by Sherer, Maddux, 

Mercandante, Prentice-Dunn, Jacobs and Rogers (1982).

2. Nursing self-efBcacy: the individual’s perception of his effectiveness and ability to
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fulfill the role of professk)oal nurse and perform tasks specific to nursing. In this 

study, nursing self-efScacy was measured ly  researcher generated items added as a 

subscale to the SES by Sherer, et aL (1982).

3. Anxiety: an emotional state perceived as unpleasant and characterized by 

subjective feelings of nervousness, apprehension, tension and worry. The state is 

evoked when a person views a situation as potentially threatening or harmful to 

him. Anxiety was measured in this study by the state score on Spielberger’s 

(1983) State-Trait Anxiety Inventory (STAX).

4. Clinical instructor: a registered nurse, employed by a university, and responsible 

for teaching baccalaureate nursing students in settings in which students provide 

care to patients.

5. Clinical instructor effectiveness: actions, activities, statements, and decisions of

the clinical instructor viewed by baccalaureate nursing students as fecHitating their

learning in the clinical area (O’Shea & Parsons, 1979). In this study clinical 

instructor effectiveness was measured by the score on the Nursing Clinical Teacher 

Effectiveness Inventory (NCTEI).

6. Learning: baccalaureate nursing students’ perceptions of the amount of 

knowledge gained, level of mastery of psychomotor skills, and acquisition of 

behaviors necessary to fulfill the role of registered nurse. In this study, learning 

was measured by the score on the Stewart Evaluation of Nursing Scale (Stewart 

Scale) completed by the subject.

7. Clinical environment: the setting of the health care agency(s) utilized for the
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practicum component of required nursing courses in a baccalaureate nursing 

program.

8. Baccalaureate nursing student: female, who upon entry into the nursing program,

did not hold a license to practice as a Registered Nurse (R.N.) or Licensed 

Practical Nurse (L.P.N.), was enrolled in 4000 level nursing course(s) in a college 

or university school of nursing approved by the National League of Nursing 

(NLN), and upon graduation, would receive the degree of Bachelor in Science 

with a Nursing Major, or Bachelor of Science in Nursing.

Limitations 

Limitations identified for this study were:

1. The sample involved in the research was limited to one geographic area which may 

have decreased the generalizability of the data.

2. Subjects’ ages, ethnicity and marital status may have influenced their self-efiBcacy 

and anxiety level

3. Past experiences with feculty, in general may have influenced subjects’ 

perceptions of clinical instructor effectiveness.

4. Subjects’ previous experiences with nurses may have influenced their perceptions 

of clinical instructor effectiveness.

5. Subjects’ previous experiences in a health care setting may have influenced their 

self-efScacy and level of anxiety.

6. Past experiences with nurses may have influenced subjects’ self-efficacy and 

anxiety level



Chapter Summary

A vital portion of the professional nurse’s education occurs in the clinical 

environment. During the clinical practicum, the nursing student is expected to apply 

theoretical knowledge, demonstrate critical-thinking and problem-solving abilities, 

perform new psychomotor skills, communicate therapeutically with patients and their 

significant others, and interact with their peers, clinical instructor and other health care 

providers. The clinical environment is never static and is anxiety provoking for both 

feculty and students. Many fectors influence learning, including students’ beliefe in their 

ability to accomplish a goal, anxiety level and the quality of available role models. This 

study investigated the relationships among selfefGcacy, anxie^, nursing students’ 

perceptions of clinical instructor efifectiveness and their perceptions of learning in the 

clinical environment.



CHAPTER 2 

REVIEW OF LITERATURE 

Central to the program of study of several professions is a practicum component. 

These professions include education, nursing, medicine, allied health, and dentistry. In 

nursing, clinical experience has been referred to as “the heart of nursing’s program of 

professional study” (Infante, 1981, p. 16). The clinical practicum provides a primary 

arena for student learning.

For the purpose of this research study, theoretical direction was provided by 

utilization of Social Learning Theory developed by Albert Bandura. Review of pertinent 

literature related to clinical instruction in nursing is also presented.

Conceptual Framework 

Not only must a broad theoretical knowledge base be acquired, the nursing student 

must also become socialized to the role of professional nurse. Socialization to the role of 

professional nurse occurs primarily in the clinical area. It is within the clinical setting that 

the student develops critical thinking, practices psychomotor skills, and cultivates the self- 

concept of nurse.

In social learning theory, the accent is on an individual’s interaction with the 

environment and learning ly observation of others. As this research study investigated 

effects of clinical environmental factors on student learning outcomes, social learning 

theory was used to guide the research.

10



II

Snciaiizatinn

Socialization is the process by which all aspects of a society are transmitted to its 

members so that they may leam appropriate behaviors for that particular group 

(Colucciello, 1990; Khan & Cangemi, 1979). The newcomer to a group is initiated “to the 

conduct, expectations, values, attitudes [sic] beliefo which will enable the individual to 

interact harmoniously with his follows in a new environment” (Sheahan, 1980, p. 503). 

According to TenBrink (1968), socialization is based upon the concepts of self role and 

identification. The element of personality that manages external and internal environments 

for an individual is the self. A role is a defined set of learned attitudes and behaviors 

which are designated by a specific element of society and portrayed by an individual in an 

assigned position and social situation. The manner in which the self assumes a new role is 

complex and is an interaction between the self and the role. This process involves 

identification, the process by which one either consciously or unconsciously patterns his 

behavior after another (TenBrink).

Socialization into a profossional role has been described in dififorent ways.

TenBrink (1968) describes a process of choices that begins m childhood. This process 

includes the fontasy choice of the latency period in which a child selects an occupation that 

is readily visible. The tentative choice, occurring in adolescence, is the second stage when 

the choice becomes more concrete and provisional; and finally the realistic choice of the 

yoimg adult (TenBrink). A tripartite process of socialization is also described by Simpson 

(1967). The first phase is “transition to task orientation” (Simpson, p. 48). During this 

process, the individual’s concept of the occupation changes firom that of a lay person “into
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the technical orientations of the insider* (Simpson, p. 48). This is accomplished in the 

educational program by en^hasis on prerequisite knowledge and professional skills 

necessary to assume the professional role. The second phase, “attachment to significant 

others in the work milieu” (Simpson, p. 50), begins when mastery of introductory 

knowledge and skills has been accomplished. Within this period, the individual develops 

an afiSnity fer significant others who are in the work environment. Emphasis changes from 

application of knowledge and technical skills to “seeking acceptance as professional 

colleagues” (Simpson, p.52). In the final stage, “internalization of professional values” 

(Simpson, p. 52), the individual has fiilly assimilated values of the profession and the 

career becomes a significant issue. Esteem and evaluation of members of the profession 

are most significant to the individual “Outsiders are not judged competent to evaluate the 

work of the profession, and little reliance is placed on their opinion” (Simpson, p. 52).

Ondrack (1975) postulated that socialization was linked to consistency between 

attitudes and values of significant others encountered in a professional school during the 

educational process. Results of this study demonstrated that the effect of attitudes and 

values of significant others (feculty and stafiQ was significant. When there were few 

differences between attitudes, values and behaviors of significant others, graduates 

exhibited behaviors indicating positive socialization. The inverse of this was also true 

(Ondrack).

In nursing, the socialization process is con^lex. It occurs at a myriad of levels and 

numerous aspects of the process are neither stated nor acknowledged (Christman, 1991; 

Dorcy, 1992; Wilson & Startup, 1991). The neophyte must be introduced to behaviors
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that are acceptable in the practice of professional nursing (Olsson & Guilberg, 1987:

Roch, 1980; and Sheahan, 1980). Throughout their tenure in a nursing program, nursing 

students must leam theoretical concepts, develop professional behaviors and attitudes, and 

master psychomotor skills.

“Socialization brings nurses mto existence" (Colucciello, 1990, p. 17). The nursing 

student is immersed in learning required theoretical concepts, skills and acquiring a new 

image (Colucciello).

The journey into socialization of the nursing profession can be likened to 

integration and assimilation of experiences that are continually beu% extracted 

firom the social system. This synthesis fecilhates assimilation of various 

perspectives and professional characteristics, enhancing development of a rather 

comprehensive world view of nursing’s mores, values, and culture (Colucciello, 

1990, p. 19-20).

At the end of the journey, the student has developed the self-concept of “nurse” and the

culture of nursing is perpetuated (Colucciello).

Socialization into nursing has been described by Bradby (1990a, 1990b) as a series

of “status passages”.

A status passage includes the anticipations and anxieties experienced prior to the 
event. This may be accon^ianied by some preparations such as asking about the 
rights and obligations associated with this new position, actually makh% an 
attempt to experience it to some extent, or gaining work experience in a similar 
work settmg. At the same time, there has to be a ‘letting go’ of some aspects of a 
previous status... (Bradby, 1990a, p. 1220).
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Status passages described by students m Bradby’s study included moving away from 

home, adjusting to new study habits and teaching strategies, the academic challenge of 

difBcuk concepts, learning new psychomotor skills, and being plunged into the practical 

world of patient care. As a nursing student progresses through the socialization process, 

new experiences are compared with previous ones and any charges are noted. Often, 

during this time, the student experiences a sense of bewilderment and of being 

overwhelmed (Bradby, 1990a).

The purpose of the clinical component of nursing education is to provide the 

student with opportunities to apply theoretical concepts to practice and to develop those 

behaviors necessary to assume the role of professional nurse. In meeting these objectives, 

the nursing student both participates in, and observes, a myriad of interactions between 

individuals. Students observe the instructor, nursing stafî  peers, and other health care 

providers performing numerous procedures. According to Iwasiw and Goldenberg (1993) 

these experiences provide the student with an opportunity to leam by both direct and 

vicarious means.

Social Learning Theorv

Social Learning Theory (SLT) has its roots m behaviorism (Bandura, 1974, 1977, 

1978; Bandura & McDonald, 1963; Grusec, 1992; Merriam & Ca&rella, 1991; and 

Stuart, 1989). Concepts from the cognitivists’ and humanists’ orientation have also been 

incorporated into this paradigm (Merriam & Cafiferella, 1991). Although these theories 

provided the base for Bandura’s social learning theory, the emphasis in the SLT paradigm 

is upon the interaction of the individual and the environment and learning by observation
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of others (Bandura 1974. 1977, & 1978). Bandura argues that individuals are neither 

propelled by internal forces nor battered about by stimuli in the environment. Bandura 

explams behavior as a “continuous reciprocal interaction of personal and environmental 

determinants. Within this approach, symbolic, vicarious, and self-regulatory processes 

assume a prominent role” (1977, p. 10-11). Learning occurs primarily in the social setting 

(Khan & Cangemi, 1979; Merriman & Caôârella, 1991) and vicariously from observation 

of others (Bandura, 1977). The individual leams not on^ socially acceptable behaviors, 

but also those behaviors that are socially unacceptable to the group (Bandura 1977; and 

Khan & Cangemi).

Modeling is a predominant concept in social learning theory. Bandura (1977)

states that most learning occurs through observation of others. Learning by observation is

not only more expedient but also more innocuous than reding solely on one’s own

performance. Indeed, the more hazardous the consequences of the behavior, the more

important is observational learning.

Because mistakes can produce costly, or even fotal consequences, the prospects 
for survival would be slim indeed if one could leam only ly  suffering the 
consequences of trial and error. For this reason, one does not teach children to 
swim, adolescents to drive automobiles, and novice medical students to perform 
surgery ly having them discover the appropriate behavior through the 
consequences of their successes and Wures (Bandura, 1977, p. 12).

The influence of role modeling has been demonstrated in general education (Bova &

Phillips, 1984; Clark & Zimmer, 1989; and Rachman, 1972) and nursing education

(Bradby, 1990a; Bradby, 1990b; Kelly, 1992; Lewin & Leach, 1982; Nelms, Jones, &

Gray, 1993; Wong, 1978).
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The influence of modeled behavior is contingent upon the following: attentional. 

retention, motor reproduction, and motivational processes (Bandura, 1977). Unless the 

individual is attentive to and accurately perceives vital aspects of the modeled behavior, 

little will be learned from observation of that behavior. ‘‘Attentional processes determine 

what is selectively observed in the profusion of modeling influences to which one is 

exposed and what is extracted from such exposures” (Bandura, 1977, p. 24). 

Characteristics of both observer and model influence attentional processes. Regular 

association with a particular cohort exposes the learner to behavior that is observed 

repeatedly, hence enhancing learning. Models who are perceived as pleasant and are 

highly regarded by the learner attract more of the observer’s attention. The capability of 

the observer to process infermation also influences the amount of learning that occurs 

(Bandura, 1977; and Perry, 1988).

If the observed behavior is to be of benefit, it must be remembered. Retention 

processes are the second essential component of observational learning (Bandura, 1977). 

Observed behavior patterns must be translated into symbolic form and retained in memory. 

Both imagery and verbal systems are involved in coding and retaining the observed 

behavioral patterns. “Sensory stimulation activates sensations that give rise to perceptions 

of the external events. As a result of repeated exposure, modeling stimuli eventually 

produce enduring, retrievable images of modeled performance” (Bandura, 1977, p. 25). 

Since most cognitive processes regulating human behavior are verbal, verbal coding 

enhances the acquisition and retention of observed actions. Mental rehearsal of the 

behavior also focilitates memory and actual performance of the behavior (Bandura).
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Motor reproduction processes constitute the third component of modeling 

(Bandura, 1977). In this phase, symbolic representations are transformed into appropriate 

actions. Initially, when the behavior is to be enacted, '̂ responses are selected and 

organized at the cognitive leveP (Bandura, 1977, p. 27). If the learner possesses the 

necessary skills to perform the behavior, it will be enacted. However, if some necessary 

skills are missing, the performance will be defective. Rarety are the actions performed 

initially without error and these errors provide information for correction. However, the 

performer cannot directly observe his own behavior and must therefore rely upon 

feedback. This feedback may be vague descriptions from others or his own kinesthetic 

cues. When actions are not fiilfy observable, it is difiScult both to identify and guide 

needed adjustments (Bandura). “In most everyday learning, people usually achieve a close 

approximatfon of the new behavior by modeling, and they refine it through self-corrective 

adjustments on the basis of informative feedback from performance and from focused 

demonstrations of segments that have been onfy partialfy learned” (Bandura, 1977, p. 28).

All behaviors that are learned may not be performed; therefore, a distinction is 

made between acquisition and performance in social learning theory (Bandura, 1977). An 

individual is more likely to employ a modeled behavior if it is regarded as having valuable 

and positive outcomes. Others’ reactions to the nwdeled behavior provide the learner 

with cues about the behavior. These observed consequences serve as motivational 

processes and influence the performance of modeled behaviors (Bandura).

Another pertinent issue in observational learning is that of reinforcement (Bandura, 

1977). From the viewpoint of social learning theory, reinforcement does indeed play a
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role in learning. However, the influence of reinforcement is primarily 'an antecedent 

rather than a consequent influence. Anticipation of reinforcement is one of several foctors 

that can influence what is observed and what goes unnoticed” (Bandura, 1977, p. 37). 

Reinforcement is considered to be more of a focQitator of learning than a necessary 

component, for foctors other than the consequences of the response may influence the 

attentiveness of the observer. According to Bandura, research has shown that individuals 

demonstrate the same amount of observational learning regardless of whether prior 

information was given that correct imitations of the behavior would be rewarded, or if 

learners were given no prior inducements to leam the behavior. “Social learning theory, 

however, encompasses a broader range of reinforcement influences including external, 

vicarious, and self-generated consequences” (Bandura, 1977, p 38-39).

Transmission of new information is the primary purpose of modeling and this is 

done in a variety of ways: verbalty, ly  actual physkal demonstration, and by graphic 

portrayal (Bandura, 1977). Verbal transmission is the preferred mode to guide behavior, 

for words can often convey an innumerable assortment of behaviors which would be both 

awkward and time-consuming to transmit by actual (femonstratioa Development of 

television and other visual media has also provided additional means of modeling 

behaviors. Visual and printed media are ofmajor significance in transmitting modeled 

behaviors due to their multiplicative power. Now, new behavioral patterns may be 

simultaneous^ dispersed to unlimited numbers of people by a single model (Bandura).

Although the modeling process is essential^ the same regardless of how the 

behaviors are conveyed, verbally, p ic to r i a l ^  or by actual demonstration, results of
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modeling are not equally effective (Bandura, 1977). Some models may command more 

attentiveness âom the observer than others. Other behaviors may be more easily 

portrayed by use of live demonstration. Also, if the learner’s conceptual and verbal skills 

are not adequately developed, learning may be more enhanced by demonstration rather 

than the use of spoken or printed words (Bandura).

More than new thoughts or patterns of conduct are learned by modeling (Bandura,

1977). Previous^ learned behavioral inhibitions can be reinforced or made ineffective by 

observation of consequences others receive when the behavior is enacted. Fear may be 

reduced, attitudes changed and defensive behavior lessened when one observes another 

who does not suffer harmful repercussions as a result of actions that are anxiety provoking 

for the observer. Also, conduct of others may provide the observer with cues that elicit 

previous^ learned behavior that is appropriate for that situation. This is defined as 

“response facflîtatfon” ly Bandura (1977), and is distinguished fi’om observational learning 

as the other’s behavior does not transmit new information, it merely serves as social 

prompts.

Most events that occur within the environment are accompanied by certain 

patterns (Bandura, 1977). The phenomena accompanying these events are defined as 

“antecedent determinants” ly  Bandura. Antecedent determinants may evoke both 

physiologic and emotional responses. The relationship between the phenomenon and 

accompatqing patterns may be learned ly  direct or vicarious experience. As relationships 

between incidents and antecedent determinants are learned, one becomes able to foretell, 

with varying precision, forthcoming events. Cues within the environment signal coming
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events or indicate likely outcomes of particular behaviors. Eventually, this collection of 

stimuli guides and directs the individual’s behavior. Events that are feared and behavior 

likely to produce punishment are avoided, whereas those phenomena with pleasant 

associations are sought out (Bandura).

From the viewpoint of social learning theory, learning also occurs as a result of 

consequences that follow actions of an individual or individuals (Bandura, 1977). These 

phenomena are defined by Bandura as “consequent determinants”. An individual’s 

behavior is guided both by observing the consequences of others and by consequences 

produced ly  his own behavior. Reinforcement of consequences serves to maintain 

behavioral changes made as a result of the effects of the conduct. Reinforcement may be 

external, vicarious or self-produced (Bandura).

While antecedent and consequence determinants are important ingredients of the 

learning process, they do not fully explain human behavior (Bandura, 1977). Cognitive 

control also determines ways in which events will be observed and perceived. Also, 

cognitive mediation determines the importance of these incidents, retention of any effects 

from the events, organization of information transmitted, and how this information will be 

utilized in the future (Bandura).

Self-regulation and self-efScacy are other important constructs of social learning 

theory (Bandura, 1977,1979; Grusec, 1992). If behavior is to change, Bandura 

postulated that first corrective learning must occur; . .change is mediated through 

cognitive processes, but the cognitive events are induced and altered most readify by 

experiences of mastery arising fi'om successful performance” (1977, p. 79). However,
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changes in behavior are not made frivolously, nor does the person vacillate in a multitude

of directions. Ofren an individual will retain beliefr even in the &ce of change due to self-

regulation. An individual judges his own behavior and the given situation. If the

behaviors uphold the mdividual’s internal standards, actions are evaluated positively;

however, if internal standards are not met, the result is a negative evaluation (Bandura,

1977; and Grusec, 1992). “The source of self-regulative functions lies in modeling and in

direct tuition” (Grusec, 1992, p. 782). Individuals do not passively adopt behavioral

standards held by others. All modeled behavior is evaluated according to the situation and

the individual who performs the actions. Information is integrated and the individual

develops his own standards of behavior (Brown & Schulte, 1987; and Grusec, 1992).

Self-regulation is also influenced by self-efScacy, the individual’s perception of his

own e#ctiveness and ability to perform tasks (Bandura, 1977, 1978). This influences that

which an individual will attempt and the amount of effort he will expend to leam the

behavior. An individual who has a negative selfefiScacy perception may become

preoccupied with himself and aroused emotional^. This creates distraction and hinders an

effective performance (Bandura, 1977, 1978; and Grusec, 1992, and Tedesco, 1986). If

the individual’s selfefBcacy perception is positive, more conqilex tasks may he attempted

and leammg enhanced (Bandura, 1977, 1978; Brown & Schulte, 1987; Perry, 1988; and

Rosenstock, Strecher, & Becker, 1988).

Beliefr about selfefficacy arise from the individual’s history of achievement in a 
domain, from observation of udiat others are able to accon^lish, from attempts of 
others to mold feelings of self efficacy through persuasion, and from consideration 
of one’s own physiological state during a task as a reflection of personal 
capabilities and limitations (Grusec, 1992, p. 782).
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'Trom the social learning perspective, psychological functioning is a continuous reciprocal 

interaction between personal, behavioral, and environmental determinants” (Bandura, 

1977, p. 194). This interaction is designated “reciprocal determinism” (Bandura, 1977,

1978). Learning does not take place as a result of an isolated event. Environmental 

conditions and the behavior of others have an impact upon the individual’s behavior, and 

vice versa; thus personal and environmental influences are mterdependent. 

Accomplishments “result from reciprocal interaction of external circumstances with a host 

of personal determinants, including endowed potentialities, acquired competencies, 

reflective thought and a high level of self-initiative” (Bandura, 1977, p. 207).

Clinical Instruction

There is an abundance of literature related to the practicum component of various 

disciplines such as education, nursing, medicine, pharmacy, dentistry and allied health. 

Indeed, there is a plethora of information related to nursing education alone. For the 

purpose of this study, the literature revfow was limited to that which is specific to clinical 

instruction in nursing education. Within this body of knowledge, two categories of foctors 

influencing student learning outcomes in the clinical arena were klentified: foculty 

behaviors and students’ perceptions of the clinical mqierience. These categories served as 

the organizing fiamework for presentation of this portion of the literature review. 

Façttlty3ehayiors

Studies related to Acuity behavior compose the largest subgroup of literature 

related to clinical instruction. Students from diploma and associate and baccalaureate 

degree nursing programs have partic^ted in these studies. Associate and baccalaureate
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degree programs included those afBliated with both public and private universities.

The purpose of Jacobson’s (1966) study was not onty to identify effective and 

ineffective nursing feculty behaviors but also to determine effects of the behaviors upon 

students’ motivation to teach nursing. A modified form of critical incident technique was 

used for data collection. Jacobson collected 1,182 usable incidents of effective and 

ineffective feculty behaviors fi’om 961 undergraduates in five baccalaureate nursing 

programs. Incidents described included those occurring both in the classroom and clinical 

arena.

Four principal null hypotheses were tested. They were:
1. The proportion of negative critical incidents will be positively related to the 

students’ desire to teach.
2. The proportion of negative critical incidents will increase as the number of students 

to clinical feculty increases.
3. The preparation level of teachers will not be related to their effectiveness 

classification.
4. The level of the students according to year will not be related to the proportion of 

negative critical incidents (Jacobson, 1966. p. 220).

Data were collected by means of group interviews of 5 to 80 students and by having

individual students write, in a 50-minute time period, descriptions of as many effective and

ineffective incidents as possible. More effective incidents were recorded than ineffective

incidents. Hypotheses one, two and four were not supported. When data firom all schools

were grouped, there was evidence to support the third l^pothesis. However, when data

were grouped by individual school and grade level, this l^rpothesis was rejected. Six

major categories of feculty behaviors were identi&d: availability to students, apparent

general knowledge and professional competence, interpersonal relations with students and

others, teaching practices (mechanics, methods, skills) in classroom and clinical areas.
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personal cbaracteristics and evaluation practices. Fifty-eight specific criteria for effective 

teaching were identified and grouped according to identified categories (Jacobson, 1966).

Wong (1978) also used critical incident technique to identify focul^ behaviors in 

the clinical environment students perceived as focilitating or hmdering learning and to 

determine if there was a difference in perceptions between first and second year students. 

Eight students enrolled in an associate degree program in Ontario were asked to write 

descriptions, during a 45 minute period, of as many incidents as possible within the past 

six months that they perceived had helped or hindered their learning in the clinical area. 

Data analysis indicated that filrst year students were more sensitive to how focuky made 

them feel, while second year students were more concerned with the teaching conqietence 

of feculty. Behaviors identified may be assigned to similar categories identified by 

Jacobson (1966). Specific examples of behaviors that fecilitated learning included: being 

amenable to answer questions and provide explanations, being respectful of students, 

available when needed, and keeping students informed of their progress. Behaviors 

hindering learning included: use of sarcasm, intimidation, emphasizing only mistakes, and 

ridiculing students (Wong, 1978).

Many studies related to behavior of the clinical instructor have included both 

faculty and students in samples (Barham, 1965; Bergman & Gaitskill, 1990; Brown, 1981; 

Mogan & Knox, 1987; Nehring, 1990; and O’Shea & Parsons, 1979). Like Jacobson 

(1966) and Wong (1978), Barham (1965) utilized critical incident technique to identify 

behaviors that distinguish effective and ineffective nursing feculty. Thirteen associate 

degree programs served as sites for data collection. Three hundred sixty-two written
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critical incidents were collected fi’om 12 program directors, 64 instructors, 52 first year

students and 50 second year students participating in the study. Incidents included

descriptions of behaviors occurring in both classroom and clinical environments.

Meaningful behavmrs were extracted, written on 5" X 8" cards, and coded as effective or

ineffective. Two nurse educators served as judges to establish validity of category

assignment. Nineteen critical behaviors were identified but there was no agreement

among the fi)ur groups as to which behavior was most critical However, “showing

restraint so that own anxiety does not influence situation” (Barham, 1965, p. 67) was

ranked either first or second by all groups.

If a description of effective teaching behavior was given fi)r the nursing instructor 
in the associate degree program in nursing fi-om these responses, it would be 
concluded that effective teachmg behavior is demonstrated by the individual who 
does not let his anxiety influence a situation, who recognized his limitations, who 
demonstrates understanding in working with students by being available whenever 
the student finds himself in a situation that he is unable to handle alone, whose 
explanations are understandable, and who has the abOiQr to stimulate the students 
to want to leam (Barham, 1965, p. 68).

These behaviors could be assigned to some of the categories identified ly  Jacobson

(1966). However, neither feculty nor students in Barham’s study described behaviors

related to evaluation practices as did subjects in previous studies (Jacobson, 1966; and

Wong, 1978).

O’Shea and Parsons (1979) also investigated similarities and differences between 

feculty and student perceptions of feculty behaviors resulting in meaningful student 

outcomes. Twenty-fi)ur nursing feculty members and 205 baccalaureate nursing students 

(104 juniors and 101 seniors) at a private university were asked to list on cards provided.
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three to five instructor behaviors that 6cilitated and three to five behaviors that hindered 

learning in the clinical area. When the total number of responses for each group, per 

category, were tallied, more assistive behaviors than interference behavfors were 

identified. Responses were sorted into three broad categories: evaluative behaviors, 

instructive/assistive behaviors, and personal characteristics. Within the category of 

evaluative behaviors, both positive and honest feedback were identified by feculty and 

students alike as fecflhating learning. O’Shea and Parsons (1979) also investigated 

similarities and differences between feculty and student perceptions of feculty behaviors 

resulting in meaningfid student outcomes. Instructor availability was identified by both 

groups as the primary instructive/assistive behavior fecditating leammg. The prnnary 

disagreement between feculty and students was found in the instructive/assistive category. 

Within this category, role modeling was listed as a fecilitative behavior five times as often 

by feculty as by students. O’Shea and Parsons suggested this may be a result of feculty’s 

perception of the totally of the nursing role while students’ perceive on^ parts of the role 

at a time. “Having unrealistic e^qiectations, meeting their own needs first and ‘taking 

over’ assignments from the students” (O’Shea & Parsons, 1979, p. 414) were identified by 

feculty, but not students, as interfering with learning. This may be indkative of feculty’s 

feelings of role conflict ofren e^qierienced in the clinical area (O’Shea & Parsons, 1979). 

The clinical instructor fulfills many roles during the clinical experience: student counselor, 

teacher, liaison between health care fecdity and school, and practitioner (Wong & Wong,

1987). These data may also indicate feculty’s struggle in determining if priorities lie with 

the students, patients, staff or others (O’Shea & Parsons, 1979).
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Although effective and ineffective teaching behaviors had been identified by others 

(Barham, 1965; Jacobson, 1966; O’Shea & Parsons, 1979), Brown (1981) sought to 

determine whkh of those behaviors were believed by nursing faculty and students to be 

most in^rtant and if there was a difference in perceptions between the two groups. 

Brown devebped a questionnaire by utilizing behaviors identified fi’om the literature. 

Content validity was established by having graduate nursing students and faculty evaluate 

the instrument; revisbns were made accordingly. There was no discussion of the method 

used to establish reliability. Section I of the questionnaire consisted of 20 characteristics 

of teachers. Participants were asked to rank each item for importance using a 5-point 

Likert scale ranging from “of most inqwrtance” to “of no importance”. In Section II, 

participants were to choose from the list five characteristics they considered to be most 

important and rank these in order of importance. The sample consisted of 82 senior 

nursing students and 42 foculty members from a southern university baccalaureate 

program (Brown, 1981).

Simple frequency, percentages and Chi square were used for data analysis (Brown,

1981). First, data were anafyzed by calculating percentages for the response by groups for 

each hem in Section I. Data were then horizontalty collapsed to further determine the 

inqmrtance of each hem and arty difference between groups. Chi square was used to 

determine if there was aity significant difference in responses between groups. Findings 

indicated that the foculty/student relationship was considered by students to be more 

important than professional conq)etence. However, for fiicuhy, professional competence 

was more inqx>rtant. A significant difference (pg.05) was identified between groups on
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the importance ratings of four items. “These hems included: relates underlying theory to 

nursing practice; supervises and helps in new experiences without taking over; is self­

controlled, cooperative, and patient; and permits freedom of discussion and venting of 

feelings” (Brown, 1981, p. 11).

In 1990, Bergman and Gahskill replkated Brown’s (1981) study. The number of 

subjects in this study (1^=143) was greater than that of Brown (N=82). In addhion to 

using hypotheses from Brown’s study, Bergman and Gaitskill (1990) also proposed that 

students’ perceptions of positive foculty behaviors would become more similar to foculty 

perceptions as students’ level of nursing education increased. Data were analyzed using 

the same statistical measures as Brown (1981). Contrary to Brown’s findings, both 

students and foculty identified the student/faculty relationship as most important. The 

hypothesis that as they progress through the program, student perceptions of effective 

behaviors would begin to resemble fiicuhy perceptions was partialfy supported. As 

students’ experience increased, patient care and instructor feedback became more 

important, however, students did not view this as inqwrtant as did Acuity. Sophomore 

students were more concerned about woridng with Acuity who bad realistic student 

expectations. Although Acuity regarded this as inqmrtant, they rated h less important 

than did students (Bergman & Gahskill, 1990). Although there are some differences in 

findings between these studies (Brown, 1981; and Bergman & Gahskill, 1990), there is a 

relativefy high degree of congruency which increases generalizabilhy of both studies.

Using a researcher generated questionnaire, Knox and Mogan (1985) investigated 

the importance of effective faculty behaviors. Teacher behaviors were grouped into five
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categories: “evaluation, interpersonal relationship, nursing competence, personality , 

teaching ability’’ (Knox & Mogan, 1985, p. 27). A seven-point Likert scale was used to 

rate each of 47 items on the questionnahe. Instrument reliability and validity were 

established by means of pilot testing with nursing 6cul^ and students. Unlike earlier 

studies using onfy students, or Aculfy and students, in evaluating Acuity behaviors, Knox 

and Mogan included a random sample of practicing baccalaureate (BSN) graduates. 

Distribution of the three groups was as follows: 49 university nursing Acuity, 393 

students enrolled m all four years of the nursing program, and 45 BSNs. Nursing Acuity 

and students were afBliated with one university; BSNs were Aom communities in British 

Columbia. Evaluation was ranked as the most important category by all respondents 

except first year students. Knox and Mogan suggest that this difference may be attributed 

to first year students’ lack of experience with summative clinical evaluation. Personality 

was ranked by all groups as least inçortant. Variance amoi^ groups was found for the 

rankmgs of interpersonal reAtionshfy, nursing conçetence and teaching ability. Students 

tended to rank interpersonal relationshfy higher than teachh% ability and nursing 

con^tence. Faculty and graduates rated nursing conçetence and mterpersonal 

relationship higher than teaching abiliQr (Knox & Mogan, 1985). The importance of 

evaluation is congruent with the foldings of Brown (1981) and O’Shea and Parsons 

(1979). Interpersonal relationshÿ was also considered to be of significant importance by 

Brown (1981). Findings related to the reAtive unmqxirtance of personality are 

comparable to those of Brown (1981) and O’Shea and Parsons (1979).

In 1987, Mogan and Knox used their previousfy developed questionnaire (Knox &
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Mogan, 1985) for a similar but different purpose. The Nursing Clinical Teacher 

Effectiveness Inventory was used to identify ‘foest” and “worst” characteristics of clinical 

nursing feculty. The purpose of the study was to provide clinical feculty a list of 

characteristics of “best” and “worst” teachers so that they might develop or strengthen 

positive behaviors and reduce or avoid negative behaviors. Seven university schools of 

nursing were used as sites for data collection and 201 subjects (173 undergraduate 

students and 28 clinical nursing feculty) participated in the study. Second, third and fourth 

year students were included in the sample. First year students were excluded due to lack 

of clinical experiences. For each of the “best” and “worst” characteristics, the mean and 

standard deviations were calculated for both students and feculty. Then the 10 highest 

ranked “best” characteristics by both students and feculty were compared. Similar 

comparisons were made for the 10 lowest characteristics ranked as “worst” (Mogan & 

Knox, 1987). Both students and feculty rated being a good role model as the highest of 

the “best” characteristics and the lowest of the “worst” characteristics. There were 

similarités in students and feculty perceptions of the highest ranked “best” characteristics 

but less agreement between the two groups in ranking of “worst” characteristics.

Of note, is the divergence between groups on items related to interpersonal skills 

and nursing competence (Mogan & Knox, 1987). Students tended to rank items related to 

interpersonal skills higher than those related to nursing competence. The inverse of this 

was true for feculty (Mogan & Knox, 1987). These findings are consistent with those of 

Brown (1981).

This study (Mogan & Knox, 1987) was replicated by Nehring (1990). Although
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the sample size ofNebring’s study (H=184) approximated Mogan and Knox’s sample 

(M=201), the composition of the sample differed, as more feculty (N=63) and fewer 

students (M=121) partic^ated m Nehring’s study. Mogan and Knox included second, 

third, and fourth year students whereas all students in Nehrmg’s study were seniors. Also, 

both generic and Registered Nurse (R.N.) students were included in Nehring’s sample, 

however no R.N.S participated m Mogan and Knox’s study. Findings of Nehring’s study 

were similar to those of Mogan and Knox. Both fecul^ and students perceive the ‘foest” 

clinical teacher to be one who “is a good role model, encourages mutual respect, and 

provides support and encouragement” (Nehring, 1990, p.938) and who is approachable 

and does not belittle a student when correcting the student’s mistakes. “Worst” feculty 

rareb  ̂engage in these behaviors (Nehring, 1990). Nehring did not separate student data 

into generic and R.N. student groups. The effect of the R.N.S practice experiences prior 

to their entry into the role of baccalaureate student may be an extraneous variable 

influencing their perceptfons of feculty characteristics. Similar findings of this study 

(Nehring, 1990) further validate reliability and validity of the Nursing Clinical Teacher 

Effectiveness Inventory.

Two studfes specific to the clinical instructor as role model were identified 

(Flagler, Loper-Powers, & Spitzer, 1988; and Rauen, 1974). According to Rauen (1974) 

the clinical instructor fiilfills three primary roles: person, nurse and teacher. Of these, the 

instructor’s modeling of behaviors related to the role of nurse was identified Ity diploma 

students (M=84) in her study as being the most inqx)rtant element in role socialization 

(Rauen, 1974). The importance of the clinical instructor’s influence upon the student’s
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development of selfcon6dence as a nurse is confirmed by Flagler, Loper-Powers, and 

Spitzer (1988).

Unethkal behavior by âculty is rarety addressed by researchers. Indeed, only one 

study related to this topic was identified (Theis, 1988). Also of note, of all researchers 

investigating Acuity behaviors, onty Theis utilized a conceptual framework to lend 

direction to the research. A portion of the American Association of University Professors’ 

Statement on Professional Ethics was used as a basis for the conceptual fiamework. “This 

statement deals with the professor’s ethical obligations as teacher and reflects three basic 

moral principles: Respect for persons; Justice; and Beneficence” (Theis, 1988, p. 103).

An unstructured, written questionnaire was used to gather qualitative data for use in 

developing an instrument to measure types of unethical feculty behaviors, fi-equency of 

occurrence and the extent to which students found the behaviors problematic. Two 

hundred and four senior baccalaureate nursing students from one public and two private 

universités partéipated in the study. A total of 216 examples of unethical teaching 

behaviors was reported by 167 participants. Thirty-four participants indfeated that they 

had not encountered unethical behaviors. Of the events described, “107 (50%) occurred 

m the clinical setting, 84 (39%) in the classroom, eight (3%) involved administrative 

concerns, and 17 (8%) could have occurred in either the classroom or clinical area”

(Theis, 1988, p. 103). Onfy 6% (14) of events involved non-nursing feculty. Respect for 

persons was the category in which most violations of ethical principles occurred.

Frequency of violations of ethical principles related to justice and beneficence were rated 

second and third, respectively. Theis admonishes that results must be viewed with caution
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as these were students’ perceptions and that some âcuhy behaviors may have been 

misinterpreted (Theis, 1988). Unethical behaviors occurring in any venue are of concern 

to nursing Acuity. However, the preponderance of clinical occurrences is of special 

concern. Not only is the student/Acuity interaction negative^ affected but the quality of 

patient care is also diminished.

Student Perceptions of the Clinical Experience

Although many studies have addressed the clinical experience in nursing, few have 

addressed the experience from students’ viewpomt. Gaining a better understanding of the 

clinical experience from the viewpoint of the student was the purpose of Windsor’s (1987) 

study. Research questions addressed students’ perceptions of tasks performed, what was 

learned. Actors Acilitating and hmdering learning, what made a good or bad clinical day, 

and what students worried about during the clinical experience. Naturalistic inquiry was 

the methodology used for the study. Nine baccaAureate students were interviewed twice. 

Data collection continued until data saturation was reached. Findings indicated that much 

learning occurred during the clinical experience. Primary categories of learning were 

sorted as psychomotor skills, time management and socialization to the role of nurse. 

Factors Acilitating or hindering learning included student preparation, instructor 

characteristics, patient traits, and variety of assignments. Aspects of a good clinical day 

included providing good patient care, patient rapport, and peer, staf^ and instructor 

approval Poor patient care, mstructor or staff criticism and personal problems 

contributed to a bad clinical day. Students worried most about the quality of patient care 

they provided and obtaining approval from the staff and instructor (Windsor, 1987).
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Three stages of student development were also identified (Windsor, 1987). The 

first stage was typified ly  student anxiety and obsession with procedural rules. Students 

experienced much selfidoubt and were very dependent upon the clinical instructor.

During the second stage, although less obsessed with performance of psychotnotor skills, 

students struggled to assume the identity of professional nurse. In the final stage, students 

exhibited more selficonfidence, were less dependent upon the instructor, and were 

comfortable performing nursing tasks (Windsor, 1987).

Lazarus’s theory of cognitive appraisal of stress served as the conceptual 

framework for Pagana’s (1988) investigation of aspects of the clinical experience that 

students found challenging or threatenmg. Pagana stated that reliability and validity of the 

researcher created Clinical Stress Questfonnaire were established and that the process by 

which these were established was reported in detail elsewhere. A total o f262 sophomore 

and junior baccalaureate nursing students, from seven colleges and universities, who were 

in their first medical-surgical clinical rotation participated in the study. Possible responses 

to the question related to the amount of stress experienced varied from 0 (no stress) to 4 

(a great deal). The mean score of responses to this question was 2.7 fSD=.91), indicating 

the experience was perceived as stressfiiL When a t-test was used to identify any 

significant difference between the mean threat (2.26) and challenge (2.50) scores, results 

indicated that students were more challenged than threatened (1=3.32, g^.OOl). However, 

responses to open-ended questions revealed more threatening aspects than challenging 

ones. Six primary topics of threat were identified: “personal inadequacy, fear of making 

errors, uncertainty, the clinical instructor, being scared or fiightened, and fear of fidlure”
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(Pagana, 1988, p.418).

William»; (1993) and Kleehammer, Hart, and Keck (1990) also investigated 

students’ concerns about the clinical experience. However, the méthodologie design of 

both studies contained flaws which cause one to question generalizability and validity of 

the studies’ findings. Williams identified maintaining adequate grades, fear of mistakes in 

patient care, and acquiring knowledge as primary student concerns. Factor anabasis 

yielded the following elements: support and guklance, learning, language and 

communication, clinical, financial, loneliness, fomfor, and miscellaneous concerns. When 

selected demographics were correlated (Pearson’s correlation coefBcient) with concern 

foctors, being Asian and being single demonstrated a high positive correlation with 

concern in clmical, learning, guidance, language and social issues, \\111iams’ sample size 

(M=245) was adequate. However, 23% of the subjects were Asian and 2.5% Afiican- 

American (Williams, 1993). Demographic data correlated to ethnici^ and marital status 

were not presented. The study was conducted at five campuses of a large university 

system in a western state. Due to increased Asian population in the west, this sample may 

be representative of the population of that particular area but may not represent the total 

population on nursing students. Therefore, the generalizability of the study is diminished.

Kleehammer, Hart and Keck (1990) investigated baccalaureate nursmg students’ 

perceptions of the amount of anxiety within different clinical situations. However, onty 

studies of diploma students were presented in the literature review. One wonders if there 

would be a difference in perceptions between the two groups of students. The Clinical 

Experience Assessment Form, developed by the investigators, was the tool used for data



36

collection. There was no discussion of how, or i^ reliability and validity of this tool were 

established. Also, all subjects did not receive equal treatment. An open-ended question 

was added to the tool when it was administered to the last 59 subjects. Data collection 

procedures were unclear. Kleehammer, et a l state that data collection took place over a 

four year period and that data were collected during the second semester of the school 

year. Yet, onfy two groups, juniors and seniors, were utilized for data analysis. If data 

collection took place over four years, students may have participated in the study both as a 

junior and a senior. This would affect results as differences in anxiety between junior and 

senior students have been documented (Windsor, 1987).

Onfy one study investigating students’ explanations of success or foilure in the 

clinical experience was identified (Davidhizar & McBride, 1985). Weiner’s attribution 

theory served as the conceptual fiamework for the study. One hundred ninety-one 

students, both male and female, fiom all three levels of one Midwestern diploma program 

participated in the study. A tool developed ly  the investigators was used for data 

collection. No discussion of psychonmetric evaluation of the tool was presented. Using a 

nine-point Likert scale, students were asked to rate how successful (l=not successfiil, 

9=successfuO they felt in both delivery of nursing care and mastery of theory. Following 

this, they were asked to indicate on a nine-point inqwrtance scale (l=no importance, 

9=great inqwrtance) the amount each of four reasons (personal effort, ease of task, luck 

and ability) accounted for their success in the course they had just finished. Results 

revealed that, overall, students perceive themselves as successful in providing nursing care 

and mastery of theory. In order of rank, students cited effort, ability, task ease and luck to
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explain their successes. In response to an open-ended question, the course instructor was 

cited most often as the most significant reason for success. “Qualities of the instructor 

that were most related to success involved; (a) availabiliQr, (b) positive personality traits, 

and (c) knowledge” (DavMhizar & McBride, 1985, p. 287). Failure was primarify 

explained by external causes. In order of citation by students, foilure in nursing care and 

mastery of theory was attributed to task difficulty, bad luck, low effort, and low ability. 

When asked to list foctors contributmg to foilure in the course just completed, the 

instructor was cited ftequently. “Qualities of the instructor most related to foilure were 

(a) lack of skill in presentation, (b) lack of knowledge, and (c) lack of positive personality 

characteristics” (Davidhizar & McBride, 1985, p. 288). However, staff characteristics 

were the greatest number of attributions cited in explainmg foüure in nursing care 

(Davidhizar & McBride, 1985). Staff influence on student learning outcomes was also 

documented by Orton (1981).

Chapter Summary

According to social learning theory, most teaming occurs in a social setting and is 

a result of the interactfon of personal characteristics of the learner and elements of the 

environment. Observational learning and role modeling are inherent in the learning 

process. Characteristics of rote models may enhance or hinder learning. Role models that 

are held in high esteem by the learner may attract more attention and thus, focflhate 

learning. Learning occurs both through direct experience and vicarious^. Investigators 

have utilized elements of social learning theory to mvestigate the learning process in the 

disciplines of psychology (Bandura & Jeftery, 1973; and Bandura & McDonald, 1963)
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education (Lange, 1971) and nursing education (Gallery, 1990; and Iwasiw & Goldenberg, 

1993).

In nursing education, the clinical arena is a vital portk>n of the social setting in 

which the student develops critical thinking and psychomotor skills, applies theoretical 

concepts to practice and develops the self concept of professional nurse. Actors in the 

clinical environment, nursing stafî  patients, other health care providers, the student's 

instructor and peers, provide the student with itmumerabk opportunities for observation 

of their behaviors and set the tone for the organizational climate. The importance of 

effective role models in the clmical setting has been well-documented ( Bradby, 1990b; 

Bidwell & Brasier, 1989; Hadley, 1967; Howie, 1988; Lewis & Deans, 1991; Nelms,

Jones & Gray, 1993; and Wong, 1978). Interaction of the student and the social setting 

may both fecilhate and hinder learning.

Although students and feculty from diploma and both associate and baccalaureate 

programs participated in studies discussed, no significant differences in perceptions were 

apparent among educational levels. The significance of the student/feculty relationship 

and its effect on learning outcomes was readily apparent. Hughes (1992) documented a 

nursing student’s vulnerability to uncaring instructor conduct and dependence upon 

faculty’s feir evaluative practices. Nursing fecuky must continuously strive to develop and 

strengthen those behaviors that foster a relationship that empowers the student and 

fecilitates learning.



CHAPTERS

METHODOLOGY

This was a descriptive correlational study. “The aim of descriptive correlational 

research is to describe the relationships among variables rather than to infer cause-and- 

e&ct relationships” (Polit & Hungler, 1991, p. 181). A descriptive correlational design 

was appropriate for this study as the aim of the researcher was to describe relationships 

among characteristics of nursing students, students’ perception of clinical instructor 

effectiveness, and students’ perceptions of learning in the clinical environment.

Research Setting

Schools of nursing, accredited by the National League of Nursing (NLN), at 

universities in a southwestern state were the setting for data collection. Actual data 

collection occurred in classrooms in the schools of nursii%. Typical university classrooms 

are well-lighted with both artificial and natural light. Venetian blinds or window shades 

are usualfy present for use as necessary to darken the room or prevent glare fi’om sunlight. 

Desks composed plastic or wooden fi-ames are standard furniture in college classrooms. 

Central heating and air conditioning provide appropriate seasonal environmental 

conditions. Room temperature is usually controlled by a thermostat in each classroonL 

Chalkboards and projection screens are also standard equipment in most university 

classrooms. Some classrooms are also equipped with overhead projectors, television 

monitors and video cassette players.

39
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Population and Sample 

The population for the study consisted of senior baccalaureate nursing students 

attendmg NLN-accredited baccalaureate nursing programs at either public or private 

universities in a southwestern state. Revkw of the plethora of research studies related to 

clinical instruction in nursing demonstrates inclusion of students enrolled at universities 

with various organizational characteristks. The target populations for these studies have 

been drawn from many types of universities: public; private, affiliated with a religious 

order; private, not affiliated with a religious order; and located m urban and rural settings. 

Inclusion of universities with varying organizational characteristics may enhance response 

variability (Hughes, 1993).

A convenient sangle of senior level students was utilized for the study. A sample 

size of 83 was obtained. The alpha level was set at .05. Power anafysis revealed a .80 

probability of data analysis reaching a statistically significant level with a total of 76 

subjects. Subjects were students enrolled in designated senior level courses in an NLN- 

accredited nursing program in which the candidate earns the degree of Bachelor of 

Science with a nursing major or Bachelor of Science in Nursing. Additional inclusion 

criteria for subjects were; female and classification as a generic student. Le. an individual 

who, upon entering the nursing program, did not possess a license to practice as a 

Registered Nurse (R.N.) or a Licensed Practical Nurse (L.P J^.). Exclusion criteria for 

subjects were: male, and classification as a Career Ladder Student, Le. an individual who 

possessed a license to practice as an R.N. or L.P.N. upon entry into the program.

These criteria were selected to identify a sample representative of typical students
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found in NLN-accredited baccalaureate nursing programs. The general nursing population 

is 97% female; this is reflected by nursing classes that are composed predominately of 

females. Curricula for most schools of nursing do not have provisions for practicum 

experiences for students until the junior year. At the time data were collected, junior 

students had completed onfy one semester of the nursing curricula of their respective 

nursing program; thus, junior level students may have had onfy one clinical instructor and 

may have been in only one clinical area. Therefore, junior level nursing students’ 

experiences would be quite limited and they would have no basis for comparison of 

effectiveness of clinical instructors. Also, by virtue of their status as novices, junior level 

students perceive the initial clinical experience as threatenmg (Bradby, 1990b; Pagana,

1988). Senior level nursing students had had experiences in multiple clinical settings, and 

with a variety of clinical instructors. These experiences enabled subjects to have a broader 

perspective of the clinical experience and provided a basis of comparison of effectiveness 

of clinical instructors. Bradby (1990a; 1990b) confirms that although not fiee from 

anxiety related to the clinical experience, nursing students’ perceptions of the clinical 

practicum as threatening diminishes afrer 6 to 10 months experience in the clinical arena. 

Therefore, inclusion of junior level students possibty would have resulted in skewed data.

Career Ladder Students have had previous experience both in education and 

practice settings and their view of the clinical practicum differs from that of the generic 

student. Also, many nursing programs modify the clinical practicum for these students so 

that the students’ life experiences provide an educational experience more suited to the 

experienced practitioner. Therefore, inclusion of these students also may have resulted in
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skewed data.

Protectioa of Human Subjects

Several procedures were utilized to ensure that subjects’ rights are protected. The 

study was submitted to the University of Oklahoma Institutional Review Board (IRE) of 

the Norman Campus for review and approval (See Appendix A). Following approval by 

the IRB, the researcher contacted the dean or department chairperson of each school of 

nursing and obtained permission to distribute questionnaires to senior nursing students 

enrolled in the respective programs (See Appendix B).

Prfor to distribution of questionnaires, the researcher, or her designee, gave 

subjects a brief descr^tion of the study and associated risks and benefits of participating in 

the study (See Appendix C). Questionnaires were anonymous and coded so that scores on 

each test could be associated for purposes of data analysis. Confidentiality was assured 

both verbal^ ly  the researcher or her designee at the beginning of the study and in the 

consent form. Each subject was given a copy of the consent form (See Appendix D). 

Return of the completed questionnaire was considered consent to participate. Subjects 

had the right to withdraw from the study at any time without any harm.

Instruments

Four instruments were used in this study: The Self-EfiScacy Scale (Sherer,

Maddux, Mercandante, Prentice-Dunn, Jacobs, & Rogers, 1982), Speilberge; ’s State-Trait 

Anxie^ Inventory, Knox and Mogan’s Nursing Clinical Teacher Effectiveness Inventory, 

and the Stewart Evaluation of Nursing Scale developed by Doris Slater-Stewart. 

Permission to use the State-Trait Anxiety Inventory, Nursing Clinical Teacher



43

Efifectiveness Inventory and the Stewart Evaluation of Nursing Scale was obtained from 

the respective authors (See Appendix E). Since the Seif'EfiBcacy Scale (Sherer et aL,

1982) was a published instrument, and therefore considered part of the public domain, 

gaining permission to use this instrument was unnecessary. Students’ perceptions of self- 

efficacy specific to nursing were measured by researcher generated items. Validity and 

reliability of these items were determined by: I. submitting items to a panel of experts; 2. 

review by nursing students who were not be a part of the study sample; and 3. calculation 

of Cronbach’s alpha for each item when data were anafyzed. Basic demographic data 

were collected from a questionnaire developed by the researcher (See Appendix F). 

Information related to development of the instruments, and their respective psychometric 

attributes are discussed in the following sections of the paper. Discussion of development 

of nursing self efficacy hems is held in abQwice until Chapter 4 so that data related to 

reliability of all instruments can be presented consecutive^.

The Sclf-Efficagy Scab 

The Self-Efficacy Scale (SES) is a 23-hem scale that measures the individual’s 

level of self-efficacy in quantitative terms. (See Appendix G) Sherer, et aL, (1982) 

developed the SES based upon Bandura’s Social Learning Theory. Bandura (1977) 

argues that previous eiqierience and belief in one’s abOhy to acconq)lish a task influences 

learning in current situations. The primary goal of Sherer, et aL, was to develop an 

instrument for future researchers to measure selfef&xwy which was not related to a 

particular situation or behavior (Sherer, et aL, 1982).
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Test Construction and Development

Using Bandura’s Social Learning Theory, items were developed to “measure 

general self«£Scacy expectancies in areas such as social skills or vocational competence. 

These items focused on three areas: (a) willingness to initiate behavior, (b) willingness to 

expend effort in completing the behavior, and (c) persistence in the foce of adversity. ” 

(Sherer, et aL, 1982, p. 665). The original version of the scale had 36 items and was 

administered to 376 Students attending introductory psychology classes. Items were 

ranked on a 14-point Likert scale rangn% from “strongly disagree” to “strongly agree” 

(Sherer, et aL, 1982). In a subsequent study by Sherer & Adams (1983) the SES was 

modified to a 5-point Likert scale to focflhate scoring. This modification produced results 

that were comparable to the original version (Sherer & Adams). Items that were reversed 

were converted for scoring purposes; the higher the selfefBcacy expectation, the higher 

the score. Subjects conq)leted the SES and six personality measures which were added to 

test construct validity. Varimax rotation determined a two foctor structure provided an 

optimal number of foctors but did not reduce the total amount of variance. Only hems 

loading at the .40 level or above on one foctor onty were retained. Of the total 36 hems,

13 did not meet this criterion and were deleted (Sherer, et al.).

Seventeen hems composed Factor 1 and comprised 26.5% of the total variance 

(Sherer, et aL, 1982). These hems provided an overall measure of self-efficacy, and were 

not associated with any specific area of behavior. This foctor was named the General Setf- 

efficacy subscale. On this subscale, the 376 subjects’ mean score was 172.65, SD=27.31. 

Factor 2 was composed of the remaining six hems, comprising 8.5% of the total variance.
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and indicated expectation of eflScacy in social situations. This 6ctor was designated the 

Social Self^fScacy subscale. The mean and standard deviatmn of this subscale were 

M=57.99, 51^12.08 (Sherer, et aL).

Internal consistency for both subscales was determined. Cronbach’s alpha 

reliability coefBciems were .86 for the General Self«fi5cacy subscale and .71 for the Social 

Self-efBcacy subscale (Sherer, et aL, 1982).

Following deletion of 13 original hems, Sherer, et aL, (1982) administered the 

refined instrument to 298 introductory psychology students. Factor analysis replicated the 

results of the original scale, for the two subscales of General Self-efificacy and Social Self- 

efScacy (Sherer, et aL, 1982).

Construct Validity

To determine construct validity of the SES, Sherer, et al., (1982), correlated SES 

scores with of other measurements other personally characteristics. These measurements 

were: Rotter’s Intemai-Extemal Control Scale (I-E), the Personal Control Subscale of the 

I-E scale, Marlowe-Crowne Social Desirability Scale, Barron’s Ego Strength Scale, 

Holland and Baird’s Interpersonal Competency Scale and Rosenberg’s Self-esteem Scale. 

Although these instruments do not measure self-efiBca^ per se, personality characteristics 

related to personal beliefo in one’s ability are measured (Sherer, et aL).

If the individual attributes success to innate ability rather than to luck, experiences 

of personal mastery enhance self-efficacy e>q>ectations (Bandura, 1977). Therefore, the 

individual with an internal locus of control is more Ukety to have a higher self-efficacy 

level (Sherer, et aL.). Low scores on the 1-E Scale demonstrate an internal locus of
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control whereas higher scores on the SES demonstrate a greater degree of self-efiScacy. 

Therefore, Sherer, et aL, predicted a moderate^ negative correlation between scores on 

the I-E Scale and the SES. This hypothesis was supported (r=-.287 for the General Self- 

efGcacy Subscale, p .̂OOOl, and c= .̂173, for the Social Subscale, p^.Ol) Also of 

particular interest, was the relationshÿ of self«fi5cacy and the Personal Control Subscale 

of the I-E Scde. Sherer, et aL, also eiq)ected a negative correlation between these scales. 

Pearson’s £ revealed a correlation of-355 (p^.0001)and-.132 (p^.Ol), respectively, for 

the General and Social subscales (Sherer, et aL, 1982).

Others are likety to view one’s belief in abili^ to perform an assortment of tasks as 

a positive characteristic (Sherer, et aL, 1982). A l^pothesis of a moderate correlation 

between SES and Marlowe-Crowne Social Desirabili^ Scale was supported £ = .431 and 

£ = .278 for the General Self-efiScacy subscale and Social Setf-efiScacy subscale, 

respective^ Q%:s.0001) (Sherer, et aL, 1982).

According to Sherer, et aL, (1982), the Ego-Strength Scale is designed to predict 

response to psychother^y. High scores on this scale are obtained by individuals who are 

determined, persistent, and socialty efifective. The Interpersonal Competency Scale 

measures one’s personal efifectiveness, proficiency in dealing with people and overall 

positive mental health. Some of the items on the Interpersonal Competency Scale are 

applicable to self-efiBcacy, however, others are not. Sherer, et aL, predicted moderately 

positive correlations between the SES and each of these instruments. Between the SES 

and Ego Strength Scale correlation coefiScients of 390 and .061 for the General and 

Social subscales, respectively, were determined Ol̂ .OOOl). A correlation of £=.451 for the
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General scale and r=-432 for the Interpersonal Competency (ps.OOOI) were determined.

Although self^f&acy is not synorymous with selfesteem, selfefficacy does 

contribute to the concept of self-esteem. Self-esteem is the attitude one has about general 

worth as an individual Belief in one’s ability to accon^lish new tasks and personal 

mastery of previous tasks contribute to the individual’s concept of selfesteem. Low 

scores on Rosenberg’s Selfesteem scale indicate high self-esteem (Sherer, et al, 1982). 

Therefore, a moderate^ low correlation was found between scores on Rosenberg’s Self­

esteem scale and the SES (e=-.5 10 and -.279 for the General and Social subscales, 

respectively, ps.OOOl).

Additional investigation by Sherer and Adams (1983) confirmed construct validity 

of the SES. During this study, the instrument was administered to 101 students enrolled 

in introductory psychology classes. Scores on the SES were compared to three validity 

and 10 clinical scales of the MMPI {L, F, K, Hs. D, Hy. Pd, Fmf, Pa, Pt, Sc, Ma and, 5), 

the Ranthus Assertive Schedule and the Masculinity and Femininity scales of the Bern Sex- 

role Inventory. According to Sherer and Adams (1983) three scales on the MMPI (D, Pt, 

and SÎ) provide measures most sensitive to college students’ adjustments and were, 

therefore, the primary scales used for specific prediction of a correlation with the SES. A 

moderate^ negative correlation was predicted with these MMPI subscales and the SES. 

Willingness to take the initiative in social situations is measured by the Ranthus 

Assertiveness Schedule and aggressive characteristics are measured by the Nfosculinhy 

subscale of the BemrSex role inventory. Sherer and Adains predicted a moderatety 

positive correlation between the SES score and scores on the Ranthus Assertiveness
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Schedule and the Masculinity subscale. Ail hypotheses were supported (p<.05), further 

validating construct valkli^ of the SES.

Criterion Validity

Sherer, et al., (1982) tested the criterion validity of the SES by correlation of SES 

scores and a demographic questionnaire to elicit data regarding the highest educational 

level conq>leted and highest military rank obtained by 150 inpatients of a southern 

Veterans Administration Medical Center. Educational level and military rank were 

selected as predictors based upon the rationale that mdividuals with b%her self-efScacy 

expectations should have a successful history of experiences in significant areas of life 

whereas those individuals with lower self«fficacy expectations should lack successfiil 

experiences in these areas. Sherer, et aL, fiiund a positive correlation between educational 

level, military rank and General Self^fiScacy scores. Evidence of criterion validity was 

also determined by a negative correlation between Social Selfiefi&acy and the number of 

times subjects reported being fired firom a job or quitting a job, indicating individuals with 

lower Social SelfiefiScacy expectations had difficulty maintaining employment. This 

finding may indicate that individuals with lower selfiefficaQr eiqiectations, particularty in 

social situations, may have difficulty dealing with people. This study provides additional 

evidence of the validity of the SES (Sherer, et aL, 1982).

In summary, the SES has been demonstrated to be a reliable and valid measure of 

self-efficacy. The SES measures general selfiefficacy e:q)ectations based upon previous 

e^qierience and the tendency to attribute success to luck or chance. These expectations 

are Ukely to be apparent as a general pattern of behavior occurring during situations in
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which the individual has little or no knowledge. Having little or no knowledge of the 

clmical arena certainty would describe the generic nursing student. Hence, this instrument 

was appropriate for measuring sel5effica<^ m this populatioiL Other advantages of the 

instrument include its brevity and ease of scormg.

State -Trait Anxiety Inventory 

Speilberger’s (1983) State-Trait Inventory (STAX) has been used extensivety in 

clinical practice and research. The STAX has been employed in a plethora of studies by 

investigators from a variety of disciplines mcluding medicine, education, nursing, and 

sociology. Two self-report scales, one measuring state anxiety while the other measures 

trait anxiety, comprise the instrument (See Appendix H). State anxiety, how the 

individual feels at the moment, is measured by the S-Anxiety scale (Form Y) which 

consists of 20 statements. Trait anxiety, how the individual generally feels, is evaluated by 

20 statements that comprise the T-Amdety scale.

The S-Anxiety subscale measures the essential attributes of feelings of 

nervousness, apprehension, tension and worry (Speilkrger, 1983). A 4-point Likert scale 

is used and respondents rate themselves wfrh reqx)nses ranging from; (1) not at all, (2) 

somewhat. (3) moderately so. and (4) very much so. ‘Scores on the S-Amdety scale 

increase in response to physical danger and psychological stress and decrease as a result of 

relaxation training” (Speilberger, 1983, p.2). Ttiis scale has been used on multiple 

occasions to appraise S-Anxiety generated X*y stressful experimental procedures and life 

stressors such as inqiending surgery, job interviews, or an important academic examination 

(Speilberger).
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The T-Anxiety scale has been used to evaluate trait anxiety in '‘medical, surgical, 

psychosomatic and psychiatrk patents” (Speilberger, 1983, p.2). This scale has also been 

used to screen high school and college students and military recruits for anxiety problems 

as well as evaluating outcomes of counseling, p^chotherapy, and behavior modification 

programs. Respondents rate themselves on a 4-point Likert-type scale ranging from: (I) 

almost never. (2) sometimes. (3) often, and (4) almost always. Because they view 

situations as more threatening, mdividuals with high T-anxiety usually display increases in 

S-Amdety more often than persons with low T-Amdety (SpeHherger).

TfiSLConstructiQii andDgygfopment

Construction of the STAI began m 1964 (Speilberger, 1983). SpeSberger’s 

primary goal was to develop one set of items, administered with different instructions, that 

measured state and trait anxiety. Inftialfy, the pool of items \^ s e  content was most 

closely related to that of other anxiety scales was modified to be a measure of both S- 

Amdety and T-Amdety. The result was a single scale, Form A, which, Wien administered 

with differing instructions, could measure either state or trait anxiety (Speilberger, 1983).

In further research of Form A, Speilherger (1983) discovered that the connotation 

of key words interfered with the use of the items to measure both S- Anxiety and T- 

Amdety. Also, some of the best items for both classes of amdety had been excluded, for 

ahering instructions for these items could not surmount their distinct state or trait 

connotations. Therefore, the strate^ for test construction was revised. For Form X, 

items with the psychometric properties for measuring either state or trait amdety were 

selected. Each scale was composed of 20 items.
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Only five items met the validation criteria for both scales; three of these were 
retained verbatim, and two were rewritten but kept then original key terms. The 
remaining fifteen S-Anxie^ and fifteen T-Anxiety items were sufiBciently different 
in content or connotation to be regarded as unique to one type of anxiety measure 
and independent of the other (Speilberger, 1983, p. 12).

Subsequent research (Speilberger, 1983) demonstrated that the S-Anxiety scale of

Form X was more consistent and stable than the T-Anxiety Scale. This was due to the S-

Anxiety scale having an equal number of anxiety-present and anxiety-absent statements,

whereas the T-Anxiety scale had 13 anxiety-present items and only 7 anxiety-absent

statements (Speilberger).

Further revision of the STAI resulted in Form Y (Speilberger, 1983). This version

of the STAI contains six replacement items in both scales. Weaker items were replaced

with those of equal or better psychometric properties and content which was more

consistent with Speilberger’s conceptualization or state and trait anxiety. Additionally, the

T-Anxiety scale has an improved balance between anxiety-present and anxiety-absent

hems, 11 and 9, respectivety (Speilberger).

Form Y was analyzed utilizing four foctors: State Anxiety Present, State Anxiety

Absent, Trah Anxfety Present and Trah Anxiety Absent (Speilberger, 1983). Thirty-nine

of the 40 hems loaded at .40 or above on the foctor corresponding to hs content. Form Y

was determined to be more differentiated and stable than Form X. Form Y also had a

better balance of anxiety-present and anxiety-absent hems. Addhionalty, Form Y also

differentiates anxiety firom depression better than does Form X (Speilberger).

Reliability

Speilberger (1983) determined reliability for the STAI Form Y through testing the
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stability and internal consistency of the scale. Results are as follows:

Stability. Data for stabfli^ for Form Y were based upon two groups of high 

school students who tested in classroom settings. Stability was established by the test- 

retest method. For the T-Anxie^ scale, test-retest correlation coefBcients were relative!  ̂

high and ranged 6om .65 to .75. ReliabOi^ coefBcients for the S-Anxiety scale were 

relatively low and ranged from .34 to .62. Low stability coefBcients for the S-Anxiety 

scale were e:q)ected for a measure of transient anxiety would not remain stable over time.

Internal Consistency. As previously mentioned, S-Anxiety is transient; therefore, 

measures of internal consistency such as the alpha coefBcient are more appropriate indices 

of reliability of the S-Anxiety scale than are test-retest correlations. Cronbach’s alpha 

coefBcients for both scales were computed for a normative sample of students, military 

recruits and working adults. For the S-Anxiety scale, alphas were above .90 for all but 

one group (.86 for high school males) with a median coeffoient of .93. Alpha coefBcients 

for the T-Amdety scale were also consistently high, with all being .89 or higher and having 

a median coefBcient of .90. Speilberger (1983) notes that alpha coefBcients for the S- 

Amdety scale are customarity higher > ^ n  the test is administered under conditions of 

psychologkal stress.

Confutation of itemrremainder correlations for the same normative samples 

provided forther corroboration of the internal consistency of the STAI. For the S-Anxiety 

scale, the median hem-remainder correlation was .55 for the high school students, .59 for 

the college students, .61 for milhaiy recruits, and .63 for the working adults. 

Corresponding T-Amdety correlations were .54, .57, .52 and .56, respectively. For more
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than half of the hems on both scales, hem-remainder correlations were .50 or higher. In 

all normative samples, 39 of the 40 hems had hemrremainder correlations of at least .30. 

Validity

Speilberger (1983) established validity of the STAI through testing the construct 

and concurrent validity. Results are as follows;

Construct Validity. Construct validity for Form Y is partially based upon 

normative data from Form X. High correlations, ranging fi'om .96 to .98, between Form 

X and Form Y were reported by Speilberger (1983). Construct validity of the T-Anxiety 

scale is evident when the mean scores of neuropsychiatrie patient groups (normative data 

fi:om Form X) are conqiared whh scores of normal subjects (normative data from Form 

Y). All but one of the neuropsychiatrie patient groups had considerably higher scores on 

the T-Amdety scale than did the normal subjects. This finding demonstrates that the STAI 

discriminates between normal and psychiatric patients for whom anxiety is a major 

synqnonL SpeObetger (1983) also found scores of medical-surgical patients whh 

psychiatric complications were higher than scores of general medical-surgical patients 

without psychiatric complication. This demonstrates the scale also identified 

noipsychiatrk patients whh emotional problems.

Evidence of construct validity of the S-Amdety scale is demonstrated by scores of 

military recruhs. Recruhs were tested a short time afrer they began very stressfril training 

programs. Their scores were much higher than those of high school and college sttNj{gpj(i% 

about the same age who were tested under relatively nonstressful conditions. Additional 

evidence of construct validity of the STAI may be found in normative data from Form X.
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S-Anxiety scores of coUege students were significantly higher prior to taking examinations 

and significant^ lower following relaxation training.

Correlations between Form Y S-Anxiety and T-Amdety scales for normative 

samples of students, military recruits and working adults ranged fi-om .59 to .75. 

Individuals high in T-Amdety tended to be higher in S-Amde^ even in situations that were 

not stressful According to Speilberger (1983), a higher correlation between S-Anxkty 

and T-Amdety is expected in social evaluative situatfons whereas, a lower correlation is 

expected in situations fraught with physical danger. As the correlations between the two 

scales appear to be dependent upon the amount and kind of stress associated with 

conditions under which the S-Amdety scale is administered, this has strong implications 

for the construct validity of the STAI.

Under circumstances that hold some threat to self-esteem, or in which personal 

adequacy is evaluated, correlations between S-Amdety and T-Amdety scales are typically 

higher. In situations characterized by perceived physical danger, correlations are usuaify 

lower. According to Speilberger (1983), there is no relationship between the level of T- 

Amdety and changes in S-Amde^ precipitated by threats of physical danger.

Concurrent Validity. Correlations with the IP AT Amdety Scale and the Taylor 

Manifest Anxiety Scale (TMAS) give evklence of concurrent validity for the Form X T- 

Amdety scale. These instruments were the most widely used measures of trah anxiety 

during development of the STAI (Speilberger, et al, 1970). Correlations between the T- 

Amdety scale and the IP AT ranged from .75 to .77. Correlations between the T-Amdety 

scale and the TMAS were relatively high, rangh% from .79 to .85 (Speilberger, 1983).
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Speflberger (1983) states that the T-Anxiety scale, IP AT and TMAS can be 

considered essentially equivalent measures of trait anxiety. However, a significant 

advantage of the T-Anxkty scale is brevity. Tbis scale is less than half the length of both 

the IP AT and TMAS scales and thus, requires a shorter time for administration 

Additionally, Form Y measures trait amaety without items with depressive content and 

with high internal consistency Wiereas the TMAS which contains items reflecting 

depression rather than anxiety and the IP AT has some items than seemly reflect anger 

rather than anxiety (Speilberger, 1983).

In summary, the STAI has been utilized in a plethora of studies to measure state 

and trait anxiety. Populations studied have included working adults, military persotmel, 

high school and college students, and psychiatric, medical-surgical and dental patients. 

Major advantages of the instrument are brevity, ease of administration and scoring, and 

the sixth-grade reading level of key words in the items. For the purposes of this study, the 

interest was in how subjects generalty feel, therefore only the T-Anxiety scale was utilized.

Nursing Clinical Teacher Effectiveness Inventorv

The Nursing Clinical Teacher Effectiveness Inventory (NCTEI) is a 47-hem 

questionnaire developed Ity Knox and Mogan (1985). (See Appendix I). Clinical 

instruction is a vital part of nursing education and the clinical instructor plays critical role 

in students’ learning. Knox and Mogan’s primary goal was to develop an instrument to 

identify effective and ineffective behaviors of clinical nursing fecuky. Identification of 

ineffective behaviors would assist in remediation of fecuky behaviors so that students’ 

learning would not be obstructed by inefBcacious performance of clinical instructors
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(Knox & Megan, 1985). The NCTEI has been used by numerous investigators nationally 

and has also been translated into several foreign languages (J. Mogan, personal 

communication, July 17, 1995).

Test Construction and Development

Items for the NCTEI were derived from a former study by Knox and Mogan which 

elicited nursing students’ perceptions of effective clinical instructors (Mogan & Knox, 

1983) as well as a comprehensive review of literature related to clinical instruction in 

nursing and nursing education. Items were divided into five categories of teacher 

characteristics; teaching ability, nursing competence, evaluation, mterpersonal relations 

and personality (Knox & Mogan, 1985). Subjects ranked each hem on a 7-point Likert- 

type scale ranging from “not at all descriptive” to “very descriptive”. In addition, two 

responses, “don’t know” and “not applicable” were incorporated. Space was also 

provided for remarks about each hem. On the final instrument to the additional resp<mses, 

as well as the space for remarks, have been deleted.

Reliability

Reliability of the instrument was established in two ways: first by utilizing 

Nunnalfy’s suggestion of obtaining coefBcient alpha’s prior to other types of reliabili^ 

estimates and by the test-retest method. Knox and Mogan utilized the subprogram of the 

SPSS system for establishing coefBcient alpha’s. For each category, estimates of 

reliability were obtained. These results were: teaching, «=.89; nursing congietence «=.84; 

evaluation, «=.82; interpersonal relationship, «=.86; personality, «=.83 (Knox & Mogan, 

1985). “Reliability of each hem was also estimated whh reliability coefBcients ranging
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from a=.79 for hem 42 (Is a dynamic and energetic person), to a=.88 for #2 (Emphasizes 

what is important)” (J. Mogan, personal communfcation, July 17,1995). The instrument 

was then administered to 668 subjects (nursing students, nursing Acuity and graduates of 

a baccalaureate nursmg program). CoefBcient alphas ranged from .70 to .92 (Knox and 

Mogan, 1985).

Test-Retest Reliability. The NCTEI was administered to 69 third-year generic 

students enrolled in a baccalaureate nursing program. Four weeks later, h was again 

completed by the same group of students. Coefficient alphas ranged from .76 to .93 (J. 

Mogan, personal communication, July 17, 1995).

Validity

Knox and Mogan established evidence of content validity. First, hems were 

developed based upon the authors’ previous study of students’ perceptions of effective 

and ineffective teaching behaviors of clmical nursing Acuity and ly an extensive Iherature 

review. Onl  ̂hems that were found in the Iherature and mentioned by students were 

included. Second, the instrument was administered to groups of students. Acuity and 

graduates. These are groups who are usualfy involved in AculQr evaluation. Results 

demonstrated that all hems were rated as important ly  all three groups (mean importance 

ratings ranged from 84-93%) (Knox & Mogan, 1985).

Mogan and Knox (1987) found that the NCTEI did discriminate between “best” 

and “worst” instructors, thus giving further evklence of the instrument’s validity. Theh 

study was replicated by Nehring (1990) who obtained results similar to Mogan and Knox. 

Sieh and Bell (1994) administered the NCTEI to students enrolled in an assocAted degree
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nursing program. Their findings validated those of Mogan and Knox (1987) and Nehring 

(1990).

In summary, the NCTEI has been used in numerous studies, both nationally and 

internationally, to evaluate effectiveness of clinical nursing Acuity. Nursing students are 

the population for which the NCTEI was designed to be used. Major advantages of using 

this instrument include ease of administration and scoring, brevity and appropriate reading 

level

Stewart Evaluation of Nursing Scale 

The Stewart Evaluation of Nursing Scale (Stewart Scale) is a 47-hem tool to 

evaluate clinical performance (Slater-Stewart, 1979) (See Appendix J). Items reflect 

current practice and are also reflective of the expanded role of the nurse. According to 

Slater-Stewart (1979), the instrument may be utilized in both education and practice 

settings.

Test Construction and Development

Based upon the nursing process, the Stewart Scale assesses the performance of 

nurse in any clinical arena (Slater-Stewart, 1979). Slater-Stewart utilized existing 

professfonal Iherature and standards of practice fi’om the American Nurses’ Association to 

generate hems for the instrument. The Stewart Scale is divided into five subscales which 

identify strengths and weaknesses of the nurse being rated. Items composing the subscales 

describe actions performed by the nurse while performing patient care and are grouped 

according to the five steps of the nursing process: assessment, planning, implementation 

and evaluation. Each hem is ranked on a 5-point Likert-type scale firom ‘‘Best
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Performance” to “Poorest Performance”. The Stewart Scale may be used for summative 

or formative evaluation (Slater-Stewart, 1979).

Reliability and Validity

Content validity was determined by having a panel of e?q)erts review the items 

(Slater-Stewart, 1979). A panel of experts composed of masters’ prepared nurse 

educators and staff nurses employed in a variety of clinkal settings reviewed all hems. 

Items were deleted if a high percentage of disagreement existed concerna^ the importance 

of an hem to nursing or the hem’s meaning (Slater-Stewart, 1979).

Interrater reliability was established by both laboratory and field testing (Slater- 

Stewart, 1979). Laboratory testing was conducted first. Five nurses who held a master of 

science degree in nursing acted raters. Raters viewed films of nurses providing patient 

care and using the Stewart Scale, independent^ scored each nurse’s performance. A one­

way an a^^  of variance was used to calculate interrater reliability coefBcients for each of 

the five subscales and for the total instrument. Correlatfons of .71 to .84 were obtained. 

Cronbach’s alpha was used to determine internal consistency and alphas of .91 to .99 were 

obtained (Slater-Stewart).

Following laboratory testing, the field testing was conducted. Four teams 

composed of two persons observed a total of six sutgects. Observations were o f each 

subject were simultaneous and scoring was independent CoefBcient alphas were 

calculated for both subscales and total instrument. Slater-Stewart (1979) found that the 

alphas did not differ significant^ from the laboratory data.

In summary the Stewart Evaluation of Nursing Scale has been utilized as the
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instrument for evaluation of nursing students* performance by many schools of nursing 

Advantages of the mstrument include ease of administration and scoring and appropriate 

reading level

Data Collection

Data were collected in the Spring semester of 1997. Permission to distribute 

questionnaires to students was obtained firom the dean or department chairperson of 

selected schools of nursing. Deans and chairpersons were also asked to identify a foculty 

volunteer to serve as contact person for the researcher. The researcher contacted the 

designated fecuhy member to schedule a time for the researcher or her designee to come 

to the school of nursing to distribute questionnaires.

Having obtained permission firom the foculty member, the researcher, or her 

designee, approached subjects in the classroom. Subjects were given a brief oral 

description of the study vdiich included any associated risks and benefits or participation in 

the study. Ary questions subjects had were answered by the researcher, or her designee.

A consent form was given to each subject and questionnaires were distributed. Completed 

questionnaires were returned to the researcher, or her designee, and subjects were fi-ee to 

leave the classroom. Upon written request, the researcher will forward a report of the 

completed stwfy to any sutgect asking for results of the study.

Treatment of Data

Data fix)m each questionnaire were entered into the con^uter and the SPSS 

program was used for data analyses. Demogr^hic data for subjects were analyzed using 

descriptive statistics. Interval level data were anafyzed by using multiple linear regression
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and Pearson’s product-moment correlation coefficient. Nominal level data were analyzed 

using Spearman’s rho. Two-tailed t-tests for independent groups were also utilized to 

determine any signi&ant difference between students attending private universities and 

those attending public universities. Data are presented in tabular format.

Chapter Summary

This was a descriptive correlational study conducted to investigate relationships 

among senior baccalaureate nursing students’ beliefo of self«fficacy, levels of anxiety, 

perceptions of clinical teacher effectiveness and their perceptions of learning in the clinical 

environment. A convenient sample of 83 subjects from two public universities and two 

private universities was obtained. Data were analyzed using the SPSS computer program. 

Statistical tests utilized were; descriptive statistics, two-tailed t-tests of independent 

groups, correlation and multiple regression.



CHAPTER 4 

ANALYSIS OF DATA 

This chapter presents the results of a descriptive correlational study. Multiple 

regression anafysis was used to answer the research question. Both correlation and 

multiple regresskn analyses were used to test the hypotheses. Demographic data and 

additional study findings will also be presented.

Description of Sample 

Two public and two private NLN-accredited schools of nursing at universities in a 

Southwestern state were used as sites for data collection. A total of 112 questionnaires 

were distributed to senior baccalaureate nursing students. Eighty-three completed and 

usable questionnaires were returned. This represents a response rate of 74.1%.

Of the total sanq*le (N = 83), 55 students attended public universities, while 28 

attended private universities. Four ethnic groups were represented in the sanq>le; 

interestingly, no African Amerkan students participated in the study. The typical student 

was a 22 year old single, Caucasian female. Selected demographic characteristics are 

presented in Table 1.

Students reported assignment to a variety of clinical areas for the current clinical 

practician. Both acute care and community health settings were represented with 

communia health bemg the setting to vdiich the majority of students were assigned. 

Seventy-one percent of students had been in the current clinical setting for four to five 

weeks. Students spent an average of 10 to 14 hours per week in the clinical environment.

62



63

Table I

Frequency Distribution of  Démographie Characteristics of Sample

Variable / %

Race*
Caucasian 74 89.2
Asian 4 4.8
Hispanic 2 2.4
Native American 2 2.4

Marital Status
Married 36 43.4
Divorced 8 9.6
Separated 1 1.2
Never Married 38 45.8

Age*
Mean
Median
Mode
Range

27.16
24
22

(20-49)

Note: N=83.

‘Missing data for 1 case



6 4

Table 2 presents dem ographic characteristics o f  the clinical settings.

Instruments Used In Study 

Four instruments were used in the study. These instruments were: The Self- 

EfiScacy Scale (SES), the Trait Anxfety subscale of Spfelberger’s State-Trah Anxiety 

Inventory (STAI-T), Nursing Clinkal Teacher Effectiveness Inventory (NCTEI), and the 

Stewart Evaluation of Nursing Scale (Stewart Scale). In addition, prior to data collection, 

the SES was modi&d to include 13 items specific to nursing. A discussion of the 

development of these items will be presented, followed by data related to reliability and 

validity of all instruments.

Nursing Self-Efficacv Subscale

Bandura (1986) argues that beliefo about one’s selfefficacy are task specific. To 

measure an individual’s selfefficacy beliefo about performance of a particular task, an 

instrument should include items related to the same, or similar, skills necessary for 

performance of that task (Bandura, 1986; Greene & Miller, 1996). Therefore, for the 

purpose of this stucty, the decisfon was made to modify the SES ly  including a subscale 

which measures subjects’ selfefficac^ beliefo related to the performance of nursing tasks.

As no mstruments specific to nursing selfefkacy beliefo were found in the 

literature, the nursing self efficacy subscale was constructed. Based upon the researcher’s 

knowledge and e?q)erience in both clmical practke and nursing education, 17 items 

measuring selfefkaty specific to nursing were generated (See i^pendix K). To increase 

the likelihood of validify, items were generated using the same, or smiilar, language of 

original SES hems, whh a focus upon nursmg practice. Items were constructed to be
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Table 2

Frequency Distribution of Sample Demographics Related to Clinical Assignment

Variable / %

Clinical Area
Medical-Surgical 11 13.30
Community Health 52 62.70
Critical Care 17 20.50
OB/GYN 2 2.40
Other 1 120

Weeks in Agency
Three 8 9.60
Four 32 38.60
Five 28 33.70
Six 8 9.60
Other* 7 8.40

Hours per Week of Clinical"’
Five to Nine 14 17.10
Ten to Fourteen 28 34.10
Fifteen to Nineteen 28 3420
Twenty or More 13 14.60

Note: N=83.

"Greater than 6 weeks, actual number of weeks not specified. "Missing data for one case.
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rated on a 5-point Likert type scale with the same anchors used in the original SES.

Content validity of the nursing selfefiBcacy items was assessed by submitting the 

items to a panel of e:q)erts. Two panel members were educators havii% expertise about 

the concept of self^fBcacy. They were asked to evaluate the extent to which the 

statements adequate^ represented self-efficacy belie6 as well as the relevance of each 

item. The remaining panel members were nurse educators who were asked to review the 

items &r relevance to nursing. Based upon evaluation by these experts, one hem was 

deleted and ten were reworded (See Appendix L).

The nursing self^fficacy scale was then administered to five female baccalaureate 

nursing students who would not be a part of the study sample. After they had completed 

the questionnaire, students were interviewed to identify questions about the clarity of 

hems. AU students had questions about two hems. These hems were: I) I would rather 

not work whh patients whose care is complex; and 2) I feel confident in performing a new 

nursing skfll without direct supervision. Regarding the first hem, students stated that the 

meaning of the word “complex” was unclear. They questioned whether “complex” 

referred to the seriousness of the patient’s condition or injury, or to the type of nursing 

care required. Students concurred that substituting the word “complicated” for “complex” 

would eliminate the confusion. The hem was so modified.

When discussing the hem related to performance of a new skill, students stated 

their level of confidence would depend upon the type and complexity of the skiU. For 

example, one student stated, “If h was something feirly easy, like putting TED hose on a 

patient. I’d feel okay doing it by myself. But if h was the first time I had to do something
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like give an injection or catheterize a patient. I’d want ny instructor with me. Or a staff 

nurse, if my mstructor was bu^. It would just depend on what I was supposed to do 

whether or not I would feel comfortable doing it without supervisiotL” Other students 

expressed similar opinions about the item. Based upon students’ evaluation, the item was 

deleted. The final IS items were added to the SES.

Reliabilitv and Validitv

To investigate reliabili^ for the instruments, Cronbach’s alphas were computed for 

aU questionnaires. Analyses were based upon the study sample of H = 83. Reliability of 

the SES was investigated in two stages. Initial^, Cronbach’s alphas were computed for 

each subscale. Cronbach’s alphas were as follows: General Self^fficacy, .81 ; Social Self- 

efficacy, .71; and Nursing Self^fficacy, .82. Results for the General and Social Self- 

efficacy subscales are similar to those reported by Sherer et al (1982). They reported 

reliability coefficients of .86 and .71, respective^, for the General and Social Self-efficacy 

subscales. Two of the Nursing Self^fficacy items had inter-hem correlations of less than 

.30 and were deleted. These hems were: 1) lam  confident 1 will be a good nurse; and 2)

1 am more confident taking care of patients whose medical diagnosis is familiar to me. 

Cronbach’s a^ha was then recalculated for the Nursing Sel^fiScacy Subscale whh these 

hems excluded and a reliabilitŷ  coefficient of .83 was obtained.

Cronbach’s alpha for the STAI-T was .92. This is conqaarable to findings of 

Spielberger et aL (1980) who reported a reliability coefficient of .91 for college females.

The NCTEI is composed of four subscales. Cronbach’s a^has were calculated for 

each subscale. Results were: teaching ability, .97; nursing competence, .95; interpersonal
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relationship, .98; and personality, .92. These are somewhat higher than those reported by 

Knox and Mogan. Their results were: teachmg ability, a=.89; nursing competence «=.84; 

interpersonal relationship, «=.86; and personality, «=.83 (Knox & Mogan, 1985). The 

higher coefiBcients may be a result o f redundancy among some of the items. Cronbach’s 

alpha was also computed for the entire instrument and a reliability coefiScient of .98 was 

obtained. Knox and Mogan also reported coefBcient alphas for the entire instrument that 

ranged from .70 to .92.

Cronbach’s alpha for the Stewart Scale was .97. This is consistent with findings of 

Slater-Stewart (1979) who obtained reliability coefBcients of .91 to .99.

Prior to data analyses, descriptive statistics were confuted to determme if 

distributional assumptions for the use of parametric statistics were met. Mean scores, 

standard deviations and range of scores are presented in Table 3. Intercorrelations among 

major study variables are presented in Table 4.

Findings

This study was guided by one research question. Four hypotheses were also 

investigated. Findings pertaining to the research question will be presented first. Then 

findings related to the hypotheses will be discussed.

Research Question

What are the relationships among baccalaureate nursing students’ degree of self«flBcacy, 

levels of anxiety, perceptions of clinical instructor effectiveness and their perceptions of 

learning in the clinical environment?

Standard multiple regression was the statistical test selected to examine
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T ab le  3

Descriptive Statistics for M^or Variables

Variable Mean SD Range

SELFNSG* 57.25 8.08 34-71

SELFEFTO*’ 95.11 10.00 61-112

TRAITO' 62.01 9.30 27-78

TEACHTO“ 259.42 59.38 64-329

STEWTO' 19728 20.16 147-232

Note: N=83.

Cursing Self«f5cacy. ‘Total Sel^flScacy. 'Anxiety. ‘Teacher Eflfectiveness. 'Learning.



Table 4

Intercorrelations Among Mq|or Study Variables

1 2 3 4 5

SELFNSG* 1.00 -  -

SELFIO** .67** 1.00 - -

TRAITTO* .49** .47 1.00 -  -

TEACHTO” .09 .05 .23 1.00 -  -

STEWTO* .61** .38** .40** .17 1.00

Note: N=83,

"Nursing Self-efficacy. Total Self-efficacy. “Anxiety. ‘‘Teacher Effectiveness. “Learning.

*p .̂01. *p ,̂05.
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relationships among these variables. Since the researcher was also interested in students' 

perceptions of selfef&acy specific to nursmg, hems composing the nursing selfefiEcacy 

subscale of the SES were excluded from analysis of the remaining hems of the SES and 

were treated as an additional instrument. This introduced another variable, nursing self- 

efScacy. Introductmnofthis variable presented muhicollineari^ among the variables, 

therefore, stepwise muhq)le regression was also performed (Polh, 1996). Stepwise 

multiple regression was also used to ejq)lore whkh variable would contribute most to the 

prediction of the students’ perceptions of learning in the clinical environment

Standardized regression coefBcients, squared semipardal correlations (sr^, and 

adjusted for the standard regression of students’ perceptions of teaming on levels of 

nursing selfefGcaty, perceptions of teacher effectiveness, anxiety, and total self^fBcacy 

levels are presented in Table 5. In combination, levels of nursing self-efBcacy, perceptions 

of teacher effectiveness, anxiety, and levels of total self-efBcacy, account for 39% of the 

variance in scores for students’ perceptfons of teaming in the clmteal area. Comparison of 

the squared semq)artial correlations indicate that the strongest contributions to the E  ̂was 

made by nursing self^fBcacy and that contributions of the other variables are minuscule.

In stepwise regression, only one variable, nursing self-efBcacy, entered the regression 

equation. This variable accounted for 36% of the variance in scores for students’ 

perceptions of learning in the clinical area. Results of stepwise regression analysis are 

presented in Table 6.

Hypothesis 1

Baccalaureate nursing students whh high levels of self-efBcacy will report higher
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T a b le s

Standard Multiple Regression of Learning on Students’ Perceptions

Dependent
Variable

Independent
Variables Beta Wts sr̂ t-Value

LEARNING SELFNSG* .5848 .1765 4.757*

TEACHTO" .0906 .0077 .995

TRAITTO* .1275 .0112 1.196

SELFEFTO“ -.0747 .0029 - .615

Model = .39; Adj. R" = .36; = 12.56)*

Note: N = 83.

^Nursing Self«f5cacy. ‘Teacher eflfectiveness. ‘Anxiety. ‘‘Total self^fficacy. 

'  p s .000



Table 6

Stepwise Multiple Regression of Learning on Students’ Perceptions of Learning in the Clinical Environment

Independent Multiple Adjusted R" F of Beta In
Variables R R" R: Change Equation (Step 1)

Step 1 
SELFNSG .6053 .3664 .3586 .3664 46.8442* .6053

Note: N = 83. 

"Nursing self-efiicacy.

* pi .000
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perceptions of learning m the clinical environment.

Pearson’s c was the statistkal test used to test this hypothesis. A correlation 

coefficient of .38 was obtamed, which was significant .01). Therefore, the hypothesis

was supported. This is indfoative of a moderate relationship between students’ levels of 

self^fficacy and perceptions of learning in the clinical area. However, the relationship 

between self^fficacy levels and perceptions of learning in the clinical area accounts for 

only 14% of the shared variance between the two variables (r̂  =. 14). When students’ 

levels of nursing self^fficacy were correlated with their perceptions of learning in the 

clinical environment, a correlation coefficient of .61 was computed which was also 

significant Ol^.Ol) and indicates a strong relationship between the two variables. The 

relationsh^ between these two variables accounts for 37% of the variance between levels 

of nursing self-efficacy and perceptfons of learning in the clinical area (f=.37).

Hypothesis 2

Baccalaureate nursing students with high anxiety levels will report lower perceptions of 

learning in the clinkal environment.

This hypothesis was tested using Pearson’s i. A correlation coefficient of .40 was 

conq)uted and was significant (p^.Ol). Although a relationshq) is indicated Ity the 

correlation coefficknt, findings do not support this iQrpothesis. The relationship may be 

curvilinear, whkh would account for the significant, positive nature of the correlation 

coefficient.

Hypglbffiis?

Baccalaureate nursing students with high levels of self^fficacy and low levels of anxiety
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will percv ceive their clinical instructor as e& c tiv e  in th e  clinical environm ent.

The statistical method selected to test this lypothesis was standard multiple 

regression. Following this, stepwise regression was performed to determine which 

independent variable contributed most to perceptions of clinical instructor effectiveness.

Standard regression coefficients, squared semipartial correlations (sr^, and 

adjusted for the standard regression of perceptions of clinical instructor effectiveness 

on levels of self^fficacy and levels of anxiety are presented in Table 7. In combination, 

anxiety and levels of total self-efficacy accounted for only 6% of the variance in scores of 

students’ perceptions of teacher effectiveness. The £ statistic was not significant; 

therefore, the hypothesis was not supported.

Interestingly, in stepwise analysis, onty one variable, anxiety, entered the 

regression equation. This variable accounted for 5% of the variance in scores of 

perceptions of teacher effectiveness. Table 8 presents these results.

Hvpothesis4

Baccalaureate nursing students who perceive their clinical instructor as effective will 

report higher perceptions of learning in the clinical environment.

This hypothesis was tested using Pearson’s product moment correlation statistic.

A correlation coefficient of .17 was obtained which was not significant. Therefore, this 

hypothesis was not supported.

Additional Findings

To investigate the influence of demogrt̂ )hic characteristics on study variables, 

further correlational analyses were conducted. Several demographic characteristics were
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T able 7

Standard Multiple Regression of Teacher Eflfectiveness on Self-efBcacy_and Anxiety

Dependent
Variable

Independent
Variables Beta Wts sr% t-Value

TEACHTO* TRAITTO'’ .2683 .0563 2.18'

SELFEFTO' - .0755 .0045 -.62

Model = .06; Adj. = .04; (F^*, = 2.50)

Note: N = 83.

Teacher eflfectiveness. '’Anxiety. Total sel^flScacy. 

*p 5 .05.



Table 8

Stepw ise M ultiple Regression o f  Teacher Effectiveness on Self-Efficacy and Anxiety

Independent Multiple Adjusted R: F of Beta In
Variable R R: R: Change Equation (Step 1)

Step 1
TRAITTO* .2330 .0543 .0426 .0543 4.6494* - .0755

Note: N = 83.

'Anxiety.

*ps.05.
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measured at nommai and ordinal levels. Spearman’s rank order correlation was used for 

these anafyses. No significant differences were found for marital status or race when 

correlated with nursi% self-efBcacy, teacher effectiveness, anxie^ and perceptions of 

learning. A weak correlation ([,=.23), whkh was significant (p .̂OS), was found between 

the clinical area to which students were assigned and levels of nursing self^fBcacy. 

However, this relationship accounts for on^ 5% (i^.OS) of the shared variance between 

these variables.

No significant differences were found between students’ ages and major study 

variables. Significant differences were found between study variables and other 

demographic data. Table 9 displays these results. As one would expect, a moderate 

correlation exists between total contact with the instructor and perceptions of teacher 

effectiveness. Of the two variables indkating this relationship, the number of hours per 

week in the clinical area is the stronger and accounts for 14% of the shared variance 

between these two foctors.

Often schools of nursing in private universities are smaller than those in public 

universities. A smaller class size affords an opportunity  ̂for greater focuky-student 

interaction which may influence students’ kvels of selfefBcacy and anxiety as well as 

perceptions of teacher effectiveness and learning in the clinical environment. Therefore, 

the sample was divided into two groups, students attending private universities and those 

attending public universities. To investigate whether or not a difference in overall class 

size would affect study variables (-tests were confuted. No significant differences were 

found were found between major study variables and type of university.



Table 9

Pearson  C orrelation C oefficients fo r Selected D ém ographie C haracteristics and Study Variables

Variables SELFNSG* SELFEFTO" TRAITTO“ TEACHTO** STEWTO“

Age

Wk in Clinical Area 

HrsAVk of Clinical 

# Teacher Contact/Wk

.03 (£* = .0009) 

-.02 ( f = .0004) 

.08 (£*=.0064) 

-.07 (£*=.0049)

.08 (£* = .0064) 

-.02 (£* = 0004) 

.05 (£* = .0025) 

.04 (£*=.0016)

.17 (£* = .0289) 

-.14 (£* = .0196) 

.05 (t̂  = .0025) 

-.26* (£* = .0676)

-.07 (£* = .0049) 

.11 (£* = .0121) 

.37** (£*=.1369) 

.3 !**(£* =.0961)

.07 (£*=.0049) 

.24* (£* = .0576) 

-.02 (£* = .0004) 

-.07 (£*=,0081)

Note: N = 83.

‘Nursing Self-efficacy. “Total Self-efficacy. “Anxiety. ‘‘Teacher Effectiveness. “Learning. 

.05. .01.
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Also of interested to the researcher were variables most predicted of nursing self- 

efiScacy and of anxie^. Therefore, additional multiple regression an ah ^  were 

conducted. When stepwise multiple regression was performed to predict nursing self- 

efficacy, t ^  variables, total self efficacy and perceptions of learning entered the 

regression equation. Together, these variables accounted for 59% of the variance in 

nursing self^fficacy scores. Results of the step-wise multiple regression are presented in 

Table 10.

To predict anxiety, stepwise multiple regression was performed. Three variables 

entered the equation: nursing self-efficacy, teacher effectiveness and perceptions of 

learning. Together, these variables account for 31% of the variance in anxiety scores. 

Table 11 displays the results of stepwise anah'sis.

Chapter Summary

In this chuter, data to answer the research questions and hypotheses posed in 

Chapter 1 were presented. Descr^tive statistics provided informatfon about 

characteristics of study participants. Correlation and multiple regression analyses were 

used to answer the research question and test the hypotheses. Additional study findings 

were also presented.



Table 10

Stepw ise M ultiple R egression o f  N ursing Self-efficacv on  M qjor Study Variables

Independent
Variables

Multiple
R

Adjusted R:
Change

Eof
Equation

Beta In 
(Step 1)

Beta In 
(Step 2)

Step 1
SELFEFTO* .6658 .4433 .4364 .4433 64.49* .2283 .5096

Step 2 
STEWTO" .7674 .5889 .5786 .1456 57.29* .4123

Note: N = 83.

'Total Self-efficacy. Perceptions of learning. 

* ps .000.

00



Table 11

Stepw ise M ultiple R egression o f  Anxiety on  M ^ o r  Study Variables

Independent
Variables

Multiple
R

Adjusted R:
Change

Eof
Equation

Beta In 
(Step 1)

Beta In 
(Step 2)

Beta In 
(Step 3)

Step 1
SELFNSG" .4897 .2398 .2304 .2398 25.55* .4897 .4731 .3023

Step 2
TEACHTO” .5259 .2765 .2584 .0367 15.28* .1923 .1942

Step 3
SEFLEFTO* .5595 .3131 .2870 .0366 12.00* .2563

Note: N = 83.

"Nursing Self-efficacy. 'Teacher Effectiveness. Total Self-efficacy.

* p i  .000.

8



CHAPTERS 

STUDY SUMMARY 

This descriptive conelatioiial study was conducted to describe the relationships 

among senior baccalaureate nursing students’ levels of sel^fficacy and anxiety, 

perceptions of clinical teacher effectiveness and their perceptions of learning in the clinical 

environment. Four instruments were used in the study: SelfefBcacy Scale (SES) by 

Sherer et al., the Trait Anxiety subscale of Spielberger’s State Trait Anxiety Inventory 

(STAI-T), Knox and Mogan’s Nursing Clinical Teacher Effectiveness Inventory (NCTEI), 

and Slater-Stewart’s Stewart Evaluation of Nursing Scale (Stewart Scale). As no 

instruments which measure selfefBcacy specific to nursing were found in the literature, 

the SES was modified to include 13 items measuring nursing selfefBcacy. The sample 

was conqx)sed of 83 female, senior baccalaureate nursing students enrolled in public and 

private universities whose nursmg programs are accredited ly the National League for 

Nursing (NLN).

Summary of Findings 

Multiple regression ana^is was used to answer the research question: What are 

the relationships among baccalaureate nursing students’ degree of selfefBcacy, levels of 

anxiety, perceptions of clinical instructor effectiveness and their perceptions of learning in 

the clinical environment? Since the researcher was also interested in students’ levels of 

selfefBcacy specific to nursi% the nursing self-efficacy subscale of the SES was treated 

as an additional independent variable. When all variables were regressed upon students’

83
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perceptions of learning in the clinical environment, the independent variables accounted 

for 39% of the variance in scores for students’ perceptions of leammg. The strongest 

contribution to the equation was nursing selfefBcacy = .39). When stepwise 

regression was performed, nursmg self-efBcacy was the onfy variable that entered the 

equation and accounted for 36% of the shared variance.

Four hypotheses were tested. These hypotheses were:

1. Baccalaureate nursing students with high levels of selfefBcacy will report 

higher perceptions of learning in the clinical environment.

2. Baccalaureate nursing students with high anxiety levels will report lower 

perceptions of learning in the clmical environment.

3. Baccalaureate nursing students with high levels of selfefBcacy and low 

levels of anxiety will perceive their clinical instructor as effective in the 

clinical environment.

4. Baccalaureate nursing students who perceive their clinical instructor as 

effective will report higher perceptions o f learning in the clinical 

environment.

Pearson’s product moment correlation coefBcient was used to test hypotheses one, two 

and four. Mukÿle regression was used to test hypothesis three. Hypothesis one 

supported. Hypotheses two, three and four were not supported.

In addition to the above hypotheses, stepwise multiple regression was performed 

to investigate which major study variables would be most predictive of nursing self­

efBcacy and of anxiety. When stepwise multiple regression was performed to predict
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nursing selfefBcacy, two variables entered the equation: total selfefBcacy and students' 

perceptions of learning. These variables accounted for 59% of the shared variance. In 

stepwise muhÿle regression ana^is to predict anxiety, three variables entered the 

equation: nursing selfefBcacy, teacher effectiveness and perceptk)ns of learning. These 

variables accounted for 31% of the shared variance.

Discussion

Findings of this study suggest that it is students’ perception of selfefBcacy specific 

to the performance of nursh% tasks, or fidfiUing the role of nurse, rather than anxiety or 

whether or not the student perceives the clinical instructor as effective, which is the most 

predictive foctor of students’ perceptions of learning in the clinical environment. This is 

congruent with Bandura’s Social Learning Theory (SLT) which enq)hasizes the 

importance of the constructs of self-regulation and selfefBcacy in the learning process 

(Bandura, 1977, 1979; and Grusec, 1992). Findings also support the notion that beliefo of 

selfefBcacy are task specific (Bandura, 1986; Greene & Miller, 1996, and Pajares, 1996). 

Indeed, students themselves cite effort and ability to explain their successes and Wures 

(Davidhizar & McBride, 1985).

Variables most predictive o f nursing selfef&aiy were total self-efBcacy and 

perceptions of learning. Finding total selfefBcaQf to be one of the two variables most 

predictive of nursing selfefBcacy would certainty be e?q)ected. Perceptions of learning as 

the other m^or predictor of nursing selfefBca^ tends to confirm the strong relationship 

between these two constructs. The stronger the belief in their ability to fulfill the role of 

nurse, the more likety students are to perceive that they are learning more in the clinical



86

area.

An mtervening variable that may afifect students’ nursing self«f5cacy belief is 

their work experience as nursing assistants or Licensed Practical Nurses (LPNs) during 

their nursing education. Many students seek employment as nursing assistants durmg their 

Junior year in the nursing program and continue working in this role throughout their 

Senior year. Also, in recent years, nursing students have been permitted to take the 

licensure exam to practice as LPNs after completing the Junior year in the nursing 

program. Some students take this exam and are employed as LPNs. Although the number 

of students in this study who were employed in either of these roles is unknown, it is 

reasonable to eiqiect that many were employed in a health care settii% as nursing assistants 

or LPNs. This work experience in a clinical environment would provide additional 

learning experiences in the health care setting which may have increased their feelings of 

nursing self«fScacy.

Interesting^, the perceived effectiveness of the clinical instructor was not feund to 

be as importance a fector in students’ perceptions of learning as this researcher had 

thought it would be. This is surprising given previous research that has confirmed the 

inqwrtance of the clinical instructor’s influence upon students’ development of self- 

confidence as nurses (Canqjbell, Larrivee, Field, Day and Reutter, 1994; Flagler, Loper- 

Powers, and Spitzer, 1988; Knox & Mogan, 1985; and Windsor, 1987). Research has 

also confirmed that ̂ xproval of the instructor is an important ingredient in the 

development of the nursing student’s sense of selfiefGcacy (Ford-GUboe, Laschinger, 

Laferet-Fliesser, Ward-GriflSn, and Foran, 1997; Windsor, 1987; and Wilson, 1994).
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Instructors were identified as crucial in sfaapmg students’ attitudes to nursmg. The 
most influential mstructors were those who encouraged students to believe in 
themselves and what they were doing...  instructors also shaped students’ 
attitudes to [sic] nursing ly  assurmg them that they would ‘make it’ and be the 
nurses of the future, the ones who will go out there and make the difference, the 
ones who will be patient advocates.. .  (Campbell, et al., 1994, p. 1128).

Perhq)s the instrument used to measure instructor effectiveness did not fiilfy capture all

dimensions of the role of the clinical instructor. Although the NCTEl does address

teacher behaviors classified as “interpersonal relations”, the mstrument does not

specifically address Acuity conduct related to development of students’ nursing self-

efScacy. Ways in which Acuity behaviors influence students’ nursing selfefGcacy belieA

is an area for further research.

These findings may also be reAted to characteristics of the population. Data were

collected in the mid to Atter portion of the Sprmg semester of students’ senior year in the

nursing program. This was within ten weeks, or less, of students’ anticipated date of

graduatioiL At thA point in their academic careers, students may have become more self-

daected learners and less dependent upon the clinical instructor Ar their learning than they

were at an earlier point in their nursir% education. Therefore, the educational tevel of the

students may be an intervenmg variable Wiich influenced both students’ nursing self-

efGcacy leveA and their perceptions of clinical instructor effectiveness.

Also, at the time of data coUectfon, 63% of students were assigned to community

health settings for their clinical experience and 73% had been assigned to the agency for 4

to 5 weeks. In general, communier health agencies limit the number of students that can

be assigned to the t^ency simultaneous^; consequent^. Acuity must use two or more



88

community heahh agencies and travel among the âcilities to meet with students. For this 

reason, students work primarify with staff nurses in the various agencies and have less 

contact with the mstructor during the clinical time than they do when in an acute care 

setting. Over a period of several weeks, a student develops a rapport with the %ency 

staff especial^ with the nurse who serves as preceptor for the student, and comes to rely 

upon the staff for assistance. Thus, students in community health settmgs may tend to 

view the staff nurses as the individuals from whom they learn, rather than the actual 

clinical instructor. The large number of students assigned to community health settings 

may have skewed the data.

One also wonders how characteristics of the clinical environment affected 

relationships among students’ self-efficacy beliefo, level of anxiety, perceptions of clinical 

instructor effectiveness and their perceptions ofleaming. The environment of an acute 

care setting, for example, an intensive care unit, is certainly more anxiety-provoking than 

that of a community health setting in which patients typically are seen for chronic ailments 

or in non-emergent situations. A significant, though weak, correlation was found between 

levels of nursing self-efficacy and the clinical area to which students were assigned. Had 

the majority of students in this study been in an acute care setting, would they have had 

higher levels of anxiety, lower levels of nursing selfefficacy and perceived the instructor 

as more influential in their learning?

The influence of trait anxiety, as opposed to state anxiety, upon students’ 

perceptions of learning was investigated. One would expect students with high levels of 

anxiety to report lower perceptions of learning. However the relationship was positive
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rather than the e}q)ected inverse relationship. This may due to a curvilinear relationship 

between the two variables and characteristics o f the population. A significant, moderate 

correlation (r=.40) between anxiety and perceptions of learning was identified. Students 

in this study tended to have moderate levels o f trait anxiety (x=62.01), rather than high 

levels of trait anxiety, and were a homogenous group (5Z>=9.30). It is well-known that 

moderate anxiety enhances learning, while high levels of anxiety hinder learning. These 

findings support the notion that moderate anxiety 6cilitates learning. It would be helpful 

to track students’ anxiety levels across time to determine if fluctuations in anxiety levels 

occur as they progress through the nursing curriculum.

Interesting^, when major study variables were utilized in stepwise multiple 

regression to predict anxiety, three variables entered the equation. These variables were: 

nursing self-efficacy, teacher effectiveness and perceptions of learning. Given the 

concepts of self-efficacy and anxiety, one would expect nursing self-efficacy to be 

associated with anxiety. Individuals who tend to be anxious may also have doubts about 

their ability to perform tasks. Also, as previously stated, a relationship between anxiety 

and perceptions of learning was found; therefore, it is reasonable to expect perceptions of 

learning to be predictive of anxiety.

Prior research has documented that the clinical instructor’s presence is anxiety- 

provoking for students (Kleehammer, Hart & Keck, 1990; Kushnir, 1986; German & 

Standfest, 1997; Pagana, 1988; and Williams, 1993) and usually this is due to the 

evaluative dimension of the instructor’s role. No studies were found that examined 

relationships between students’ anxiety and their perceptions of teacher effectiveness.
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Therefore, this relationship is an area that needs further study.

Implications

Findings from this study have many implications for nurse educators. Learning is

not the result of an isolated event. Conditfons in the environment and the behavior of

others affect the learner’s behavior, and vice versa (Bandura, 1977). Learning new

behaviors is also influenced by the individual’s history of successes and feihires in other

learning situations (Bandura).

Beliefr about self-efScacy arise from the individual’s history of achievement in a 
domain, from observation of what others are able to accomplish, from attempts of 
others to mold feelings of self^fScacy through persuasion, and from consideration 
of one’s own physiological state during a task as a reflection of personal 
capabilities and limitations (Grusec, 1992, p. 782).

Therefore, it is vital for fecuky to have an understanding the importance of self^fGcacy to

fecilitate students’ learning in the clinical arena.

Self^fGcacy influences that which an individual will attempt and the amount of

effort he will expend to learn the behavfor. An indivklual who has a negative self^fGcacy

perception may become preoccupied with himself and aroused emotional^. This creates

distraction and hinders an effective performance (Bandura, 1977, 1978; and Grusec, 1992,

and Tedesco, 1986). If the individual’s self-eflBcacy perception is positive, more complex

tasks may be attempted and learning enhanced (Bandura, 1977, 1978; Brown & Schuhe,

1987; Perry, 1988; and Rosenstock, Strecher, & Becker, 1988). The student who is

having difBculty in the clinical area, or is viewed as unmotivated or lazy by the clinical

instructor, may actually be a student who is filled with self-doubt about his or her ability to

master the knowledge and skills needed to become a nurse. An understanding of the
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concept of general sel5efScacy, and nursing seif-efScacy, will enable the clinical instructor 

to look beyond behavior that gives the appearance of lack of motivation, or willingness to 

work, to ident^ the student with k)w nursing, or total, self-efScacy. Faculty could utilize 

instruments fiom this study to evaluate the student’s level of anxiety, nursmg self-efiBcacy 

and total sel^fiScacy level and perceptions of learning. These instruments would be of 

value in helping the student and 6cul^ to assist the individual in developii% a positive 

sense of self«fScacy and to be successful in the nursing program.

Approval of the instructor is an hnportant ingredient in the development of the 

nursing student’s sense of self efficacy (Ford-Gilboe, Laschinger, Laforet-Fliesser, Ward- 

Griffin, and Foran, 1997; Windsor, 1987; and Wilson, 1994). Nursing feculty must be 

ever mindfiil of the effects, both positive and negative, their comments have upon 

students’ sense of both nursing, and general, self-efficacy, which in turn influences 

students’ perceptions ofleaming in the clinical arena. Use o f the NCTEI would yield 

information fecuky could use to change behaviors viewed as ineffective by students. Due 

to the dynamks of the fecuky/student relationship, students would be more apt to be 

straightforward when students’ anorymky is preserved.

Modeling is also a predominant concept in SLT. Bandura (1977) states that most 

learning occurs through observation of others. The clinical instructor is the first, and 

usually most prominent, role model for the nursing student (Campbell, et aL, 1994).

Indeed, Rauen (1974) found that the instructor’s modeling of behaviors related to the role 

of nurse was Mentifled by nursing students as the most important element in their 

socialization to the role. Therefore, the clinical instructor must be aware of the influence
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his or her behaviors have upon students in the clinical area. Preferably, the instructor is 

effective in modeling appropriate behaviors that fecilhate students’ learning. However, 

the ineffective teacher also mfluences students’ learning by demonstrating behaviors that 

do not enhance the nursing role and also hinders students’ learning.

Learning occurs primarily in the social setting (Khan & Cangemi, 1979; Merriman 

& Cafferella, 1991) and vicarious^ from observation o f others (Bandura, 1977). The 

individual learns not only socially acceptable behaviors, but also those behaviors that are 

socially unacceptable to the group (Bandura; and Khan & Cangemi). For the nursn% 

student, the clinical setting is the place in which interactions with other health care 

providers occur. Nursing students work more closely with staff nurses than other health 

care providers and these staff nurses are powerful, influential role models. In feet, if the 

student is uncomfertable with the clinical instructor for whatever reason, the student will 

turn to the staff nurse for instruction and advice about patient care. Feedback from the 

staff nurse is important to the student’s sense of conq)etence (WHson, 1994). Staff nurses 

may be positive or negative role models for nursing students. Students may learn either 

appropriate or inappropriate behaviors by observation of staff nurses’ interactions with 

patients and other health care providers and staff nurses’ performance of p^cbomotor 

skills. Therefore, nursing feculty must consider the availability of staff nurses who will be 

good role models when selecting clinical sites.

Certamly the clinical environment is a conq)lex milieu and it is one that is anxiety- 

provoking. While a mUd level of anxiety fecflhates learning, high levels of anxiety hinder 

learning. Nursing students’ who are anxious may be those who have the most negative
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sense of sel5efBcacy. Anxious students are sometimes hesitant to approach the clinical 

instructor and ask questions for fear of bemg thought “stupid” and may also view the 

instructor’s role as that of evaluator rather than teacher (Wilson, 1994). The role of the 

clinical instructor in this instance is to assist anxious students in identification and 

development of effective coping strategies to reduce anxiety and increase a sense of 

nursing selfiefiBcacy.

Conclusions

In conclusion, measures of the variables m this study were shown to be valid 

predictors of senior baccalaureate nursing students’ perceptions of learning in the clinical 

environment Nursing self-efficacy was the variable that contributed most to students’ 

perceptions ofleaming. Further mvestigatfon could lend support to the importance of this 

concept in nursing education. Additional research should also be conducted to track the 

development of nursing selfiefiBcacy as the student progresses through the curriculum and 

the instructor’s role in development of students’ nursing selfiefficacy. Of interest would 

be to detemodneifthere is a difference m students’ sense of nursing self-efScacy during the 

junior and senior years and if so, how this difference interacts with anxie^, perceptions of 

clinical instructor effectiveness and perceptions of learning in the clinical environment.

Recommendations for Further Study 

Based iqwn findings fiom this stwfy there are several recommendations for Anther

study:

1. Replicate the study using a larger sanq)le drawn fiom a more geographically 

diverse area.
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2. Replicate the study and include males and career ladder students.

3. Conduct a longitudmal study and conq)are junior and senior baccalaureate 

students’ nursing self^fBcacy, general self-efficacy, anxiety, perceptions of clinical 

teacher effectiveness and perceptions of learning m the clinical environment.

4. Investigate the role o f the clinical instructor in the formation of students’ bellefo of 

nursing self-efficacy.

5. Investigate relationships among characteristics o f the clinical environment, 

students’ nursing self-efficacy beliefo, anxie^, perceptions of clinical instructor 

effectiveness and their perceptions of learning in the clinical environment.

6. Investigate relationships between students’ anxiety and perceptions of clinical 

instructor effectiveness.

7. Conduct a longitudinal study to investigate changes in anxiety levels and affects 

upon perceptions of learning over time.

Chapter Summary

The purposes of this study were to investigate the relationships among senior 

baccalaureate nursing students’ beliefo o f selfefficaty, levels ofamde^, perceptions of 

clinical teacher effectiveness and their perceptions of learning in the clinical environment 

and to fiimish information nursing focuhy may utilize to focOhate students’ learning in the 

clinical arena. Study findings were identified and discussed. Implications for nurse 

educators and recommendations for fiuther study were also presented.
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YZ/t* ihiivcrsitv nf'()k!afjonia
• ' f - ' C c  O r  H E S c A R C h  AC'.Mi:.i. : iiA :!O M

February 4,1997

Ms. Alma Rambo 
2433 N.W. 54th Street 
Oklahoma City, Oklahoma 73112

Dear Ms. Rambo:

Your research proposal, "Relationships Among Self-Efficacy. Anxiety, Perceived Clinical 
Teacher Effecthreness and Senior Baccalaureate Nursing Students’ Perceptions of 
Learning in the Clinical Area," has been reviewed by Dr. E. Laurette Taylor, Chair of the 
institutional Review Board, and found to be exempt from the requirements for full board 
review and approval under the regulations ofthe University of Oklahoma-Norman Campus 
Policies and Procedures for the Protection of Human Subjects in Research Activities.

Please remember, however, to not initiate your study at an institution until you have 
received and put on file that institution's approval. You also need to put a signature line 
on the informed consent form for the participants to sign.

Should you wish to deviate from the described protocol, you must notify me and obtain 
prior approval from the Board for the changes. If the researcli is to extend beyond twelve 
months, you must contact this office, in v/riting, noting any changes or revisions in Hie 
protocol andfor informed consent form, and request an extension of C iis ruling.

If you have any questions, please contact me.

Sincerely ypurs,

IM. Retry 
Administrative Officer 
Institutional Review Board

KMPrsg
97-088

cc: Dr. E. Laurette Taylor, Chair. IRB
Dr. Connie Dillon, EL&PS

iC00AspAv««ie.Suiie3i<. Norman. OMafioniaTSOlS-OOO PHONE (JO SiK Sars^FA X  raoSi 32&6029
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[Date]

[Name of Dean or Department Chairperson]
[Name of School ofNursing]
[School Address]
[City, State, Zip Code]

Dear [Name ofDean or Chairperson]

Your permission is requested to recruit senior nursing students to participate in a research 
study entitled, ‘Relationships Among Self^fGcacy, Anxiety, Perceived Clinical Teacher 
Effectiveness and Senior Baccalaureate Nursing Students’ Perceptions of Learning in the 
Clinical Environment”. I am a graduate student at the University of Oklahoma and the 
study is being conducted as ny doctoral dissertation. The purpose of the study is to 
explore Actors which Acilitate or hinder nursing students’ learning in the clinical area.

If you agree to permit the inclusion of students at [Name of University] in this study, you 
wfll be asked to provide the name of a member of the Acul^ member whom I may contact 
to schedule a time for me to come and distribute the enclosed questionnaire to senior 
students. Completion of the questionnaire will not involve use of class time. Students will 
be asked to conylete the questionnaire anonymousty and return it in the envelope 
provided. I wiH remain in the classroom and collect the questionnaires when students have 
completed them.

A code number has been assigned to student questionnaires to permit grouping o f data by 
type of school, private or state supported, for statistical purposes only. Any data obtained 
that could be klenti&d with the university will remain confidential ami be disclosed only 
with your permission. I wiU contact you per telephone to talk with you about my study 
and to answer any questions you may have.

If you agree to permit the inclusion of [Name of Universi^] in the study, please return the 
enclosed consent form in the envelope provided. Thank you in advance for your 
consideration of ny study.

Sincere^,

Alma Rambo, R.N., M.S.

Supervising Professor:
Connie Dillon, Ph.D.
College of Education, University of Oklahoma
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AGENCY APPROVAL FORM

The research study entitled, ‘‘Relationships Among Self«fi5cacy, Anxiety, Perceived 
Clinical Teacher Effectiveness and Senior Baccalaureate Nursing Students’ Perceptions of 
Learning in the Clinical Environment”, has been discussed with me by Ahna Rambo, the 
investigator. Approval is granted for Alma Rambo to recruit students enrolled in senior 
level nursmg courses at [Name of School] to participate in this study.

Signature Date

Title
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U N IV E R S IT Y  O F O K LA H O M A

ORAL DESCRIPTION OF STUDY

Relationships Among Self«fl5cacy, Anxiety, Perceptions of Clinical 
Instructor Effectiveness and Baccalaureate Nursing Students' Perceptions of Learning in 
the Clinical Environment

OraLPescDptioji of Study:

I am Alma Rambo. I am currently workmg on ny doctorate in aduh education and higher 
learning at the UniversiQr of Oklahoma. As part of ny requirements, 1 am conducting a 
study about characteristics of nursing students and their perceptions ofleamh% in the 
clinical environment. 1 would like you to participate in the study today ly  completing a 
series of questionnaires. This will require about 30 minutes of your time.

All questionnaires are numbered so that each can be compared with the other 
questionnaires completed by the same student. No personally identifying information is on 
the questionnaires. So that you can be assured of total anonymity, do not write your 
name, nor Id), number, on any questionnaire. Data will be stored in the researcher’s 
ofSce for one year and will then be destroyed by shredding. You are free to withdraw 
from the study at any time. No medical service nor compensation will be provided to you 
by the university as a result of injury from participation in the study. Whether you choose 
to participate, or not, will not a&ct your grade m this course nor standmg in the 
university.

By conq)leting the questionnaire, your consent to particq>ate in the study is inched. You 
will also receive a consent form that you may keep. Do you have any questions?
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UNIVERSITY OF OKLAHOMA-NORMAN CAMPUS

INFORMED CONSENT TO PARTICIPATE IN STUDY

You are tnvhed to participate in a study about characteristics of nursing students and their 
perceptions of leammg in the clinical environment I am a graduate student at the 
Universitŷ  of Oklahoma, College of Educatmn. This study is hemg done as my 
dissertation research and is under the supervision of Dr. Connk Dillon, a member of the 
graduate Acuity at the Universi^ of Oklahoma.

The purpose of the study is to better understand what helps nursing students’ leara in the 
clinical environment. If you are willing to participate in this study, please complete the 
enclosed questionnaire mid return it m the attached envelope before you leave the 
classroom. There are five parts to the questionnaire and it will require about 30 minutes 
of your time. So that you can be assured of total anonymî r, DO NOT write your name 
on the questionnaire. The questionnaire is numbered for statistical purposes only.

Participating in this study will not cause any foreseeable risks or discomfort to you. 
Potential benefits of participation in this study include identification of ways in which 
faculty may help nursing students learn durmg the clinical experience. You will receive no 
monetary conqiensation if you decide to p a rtic le  in this study.

You are under no obligation to partic^te in this study. Completing and returning the 
questionnaire will be taken as evidence of your wOlinpiess to participate and your consent 
to have the information used for the purposes of this study. Your decision to participate, 
or not to participate, will not afiect your fixture relations with the University of Oklahoma, 
your standing in [Name of School], nor your grade in this course.

If you have any questions about the study, or would like a summary of the results of this 
study, you can contact Alma Rambo at 341-2980, Ext. 5190, or ny supervising professor, 
Connie Dillon, Ph.D, at 325-4202.

Thank you for your help with this study. Your responses will make an important 
contribution to the study.

Signature
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Stûle-Trait Anxiety Inventory for Adults

SeIf-Evaluation 0.t/esttonnaire 
STAI Form Y-1 and Form Y-2

I’c-iiiircfcn (o reproduce rp to 200 c'lpros for 
vrfis year starting from date of pme-iiase 

January 15.1997

Developed by Charles D. Spielbercer
in colteboration v/ith R.L Gorsuch, R. Lushene. PR. Vagg, and G A. Jacobs

Published by Mind Garden 
P.O. Box 60669 Palo Alto Caltfomia 94306 (415)424-8493

Copyright© 1268,1977 by Charles D. Spielbercer. All rights reserved.
It Is your legal rcsponriblfity to compensate the copyright holder of this work for any reproduction, in cny 
medium. If any part of this Work (e.g., scoring, items, etc.) te put on an electronic or other media, you 
agree to remove this Work from that media at the end o f this license. The copyright holder has agreed to 
grant one person permission to reproduce this work for one year (a maximum o f 200 copies) from the date 
of purchase for non-commercial and personal use only. Non-commercial use means that you will not 
receive payment for distributing this document and personal use means that you will only reproduce this 
work for your own research or for clients. This permission is granted to one person only. Each person 
who administers the test must purchase permission separately. Any organization purchasing 
permissions must purchase separate permissions for each individual who will be using or administering 
the te s t

® Copyright 1968,1977 by Consulting Psychologists Press, Inc. All rights reserved. STAIP-AD Test Form Y



113

T H E  U N I V E R S I T Y  O F  B R I T I S H  C O L U M B I A

School of NofSing
T206-22II Wesbrook MaU 
Vancouver. B.C. Canada V6T 2BS
Tek (604J 822-7417 
E^:(604) 822-7466

July I7th 1995

Alma Ram bo 
2433 North West 52th St 
Oklahoma Ci^, Oklahoma 
7312 USA

DearMsRambo;

Thank you for your interest in our study. We are glad to share our instrument and any 
further information you might requite for your thesis. In return, we would like to receive a biief 
sutiunaty of your findings including your leliabOi^ and validity data.

Included please find the requested instrument and some of our leliabiliy and validity data. 
Should you require further validi^/ reliability data from others who have used the instrument, 
please let tne know. You might be interested to know that NCTEI has been used nationally and 
internationally and has been translated into foreign languages.

Should you require further information, please feel &ee to phone or fax me fTel# (604) 
739-9679; Fax # (604) 822-7466).

A charge of $ 5.00 payable to the School of Nursing, Universi^ of B.C. will help to cover the 
cost of duplicating, mailing and handling

Yours sincerely

j(p ^ G t/K

Judith Mogan RN MA 
Assistant Professor Emerita
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UNIVERSITY' OF OKLAHOM A  

CONSENT FOR THE USE OF RESEARCH INSTRUMENTS

Title of Profect: Relationships Among Seif-efBcacy, Anxiety. PerceK-ed Clinical Inrtructor 
Effectiveness and Baccalaureate Nursing Students' Perceptfc-.s of Learning in the Clir k al Area

Con tent for the Use o f Instrument for Research:

I have received a brief introduction to the purpose ofiiie research project, '"hick is to 
describe the relationshijps among selTeflScacy. anxiety, perceptions o f clinical mrtructor 
effectiveness and baccalaureate nursmg students' perceptions of learning in the clinical area. I 
give ray permission as author for the following instrument to be used in research for the 
completion o f  the dissertation:

I . Stewart Evaltiation of Nursing Scale

Authorized Signature Date

Witness Date
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Demographic Questionnaire

DIRECTIONS: I would Ike to ask a few questions about you, so I can descr&e the students who 
participatBd in the study.

1. What is your age?
(Fill in the blank)

_______ YEARS OF AGE

2. What is your current marital status?
(Circle the number)

1. MARRIED
2. WIDOWED
3. DIVORCED
4. SEPARATED
5. NEVER MARRIED

3. At the time you were accepted into the nursing program at this university, did you have a license 
to practice a s a:

licensed practical nurse? registered nurse?

1. YES 1- YES

2. NO 2. NO
4. What race do you consider yourself?

(Circle the number)

1. CAUCASIAN/WHITE
2. AFRICAN AMERICAN / BLACK

3. ASIAN/ORIENTAL

4. MEXICAN AMERICAN / HISPANIC
5. NATIVE AMERICAN / AMERICAN INDIAN

6. OTHER, PLEASE SPECIFY_______________________

5. Which of the following best describes the clinical area in which you are working as a nursing 
student right now?
(Circle the number)

1. MEDICAL-SURGICAL /  ADULT HEALTH

2. COMMUNITY HEALTH / PUBLIC HEALTH
3. CRITICAL CARE

4. OBSTETRICS/WOMEN’S HEALTH
5. PEDIATRICS
6. PSYCHIATRIC / MENTAL HEALTH

7. OTHER, PLEASE SPECIFY________________________________
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6. How many weeks have you been in the clinical agency during the course in which you are 
currently enrolled?
(Circle the number)

1. ONE

2. TWO
3. THREE

4. FOUR

5. FIVE
6. SIX
7. OTHER. PLEASE SPECIFY_____________

7. How many hours each week do you spend in a clinical setting? (Do not include time spent in 
pre- or pwKonference or engaging in self-preparation.)
(Fill in the blank)

 HOURS PER WEEK

8. On the average, how many tknes each week do you have direct contact with your clinical 
instructor while you are m the clinical setting?
(Circle the nurriber)

1. LESS THAN 2 TIMES
2. 2-4 TIMES
3. 5-7 TIMES
4. 8-10 TIMES

5. MORE THAN 10 TIMES
9. Have you been assigned to your current clinical instructor at any time in the past for a patient- 

related clinical experience?
(Circle the nurhber)

1. NO

2. YES, How many times have you been assigned to this teacher?_____
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Seif'EfReaey Questionnair»
DIRECTIONS: A number of statoments e/hkh people have used to describe themselves are given below. 
Read each statement and cade the numberthatis MOST descriptive of you.

1. Pm confident about the dénions I 
make concemng my patients'care.

2. One ofmyprobtems is that I cannot 
get down to work wtien I should.

3. I tael nsecure about my ab#ty to 
take care of patients.

4. If I can’t do a job the first time, I 
keep trying until I can.

5. When I set enportant goals fbr 
myself, I rarely achieve them.

6. Ibefievelcanmasterlhe 
knowledge I need to know to 
graduate fiom nursing school

7. I am confident lw #bea good 
nurse.

8. I avoid fhcing dilficuRies.

9. Iflmetsomeonemterestsig whois 
hard to make IHends wlh, ri soon 
stop tiyiig to make thends with that 
person.

10. When I have somethkig unpleasant 
to do, I stick to I until I finish R.

11. I féal nsecure when I am asked to 
explain something about my 
patient's care.

12. W henldeddetodosomethng, I 
go right to work ont.

13. Iwoukt rattier not work wlh patients 
whose nursmg care is compficated.

14. When trymg to team somethhg 
new, I soon gwe up if I am not 
nüalysuccessfiiL

15. I avoid tiyng to team new things 
when ttiey look too dilficut tbr me.

16. I am more confident taking care of 
patients whose medical diagnosis is 
fiuniertome.

Strongly Somewhat
Disagree

2

2

No
Opinion

Somewhat
Agree

Strongly
Agree

5

5
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17. I do not handle myself w d in social 
gatherings.

18. I Aeel msecure about my abiKy to do 
thBigs.

19. I am confident that I know enough 
to make the right decisions when 
taldhg care of patients.

20. I giwe up easly.

21. I do not seem capable of deakrig 
with most problems that come up in 
He.

22. Itisdittkultfbrmeto makenew 
friends.

23. I am confident of my abity to meet 
the needs of my patients.

24. I am a self^efant person.

25. If I see someone I would H(e to 
meet I go to that person instead of 
wakhg for him or her to come to 
me.

26. When unexpected problems occur, I 
don't handle them wel.

27. Faiure just makes me tiy harder.

28. I have acquied ny friends through 
nriy personal abibes at makmg 
friends.

29. When I make plans, I am certain I 
can make them work.

30. I feel nsecure wheni do a 
procedure with a patient

31. Once I’ve had an opportunity to 
practice a nursing ski, I know I can 
do it by mysef wlh a patient

32. When fm trying to become friends 
wlh someone who seems 
unnterested at fis t I dont give up 
easly.

33. I give up on thiigs befbre 
completng them.

Strongly
ag 
1

Somewhat No Somewhat Strongly
Disagree Opinion Agree Agree

2

2

2

2

2

2

2

2

2

2

2

2

2

3

3

3

3

3

3

3

3

3

3

3

3

3

5

5

5

5

5

5

5

5

5

5

5

5

5
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34. When unexpected siualions occur 
during c#nkal, I dont handle Ihem 
weL

35.

36.

37.

I teel nsecure when patiente ask 
me questnns alxMJt ther healh

If aomelhng looln too compfcated. 
I w l not even bother to tiy it

I am capable of deabig with most 
problems that arise wlh my 
patiente.

38. Once I leam a nursing sid , I feel 
confidenti can do lagan .

Strongly
Disagree

1

Somewhat No Somewhat Strongly
Disagree Opinion Agree Agree
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Spielberger State-Trait Inventory, T-Trait Subscale

DIRECTIONS: A number of statements which people have used to describe themselves are given 
below. Read each statement and then circle the appropriate number to the right of each statement 
to indicate how you generaty teei.

Almost
Never

Sometimes Often Almost
Always

1. I feel pleasant

2. I feel nervous and restless.

3. I feel satisfied with myself.

4. I wish I could 1» as happy as others 
seem to tie.

5. I feel Ike a failure.

6. I feel rested.

7. I am "calm, cod and collected.”

8. I feel that difficulties are piling up
so that I cannot overcome them.

9. I worry too much over something 
that really doesn't matter.

10. I am happy.

11. I have disturbing thoughts.

12. I lack self-confidence.

13. I feel secure.

14. I make decisions easiy.

15. I feel inadequate.

16. I am content

17. Some unimportant thought runs 
through my mind and bothers me.

18. I take disappointments so keenly 
that I can’t put them out of my 
mind.

19. I am a steady person.

20. I get in a state of tension or turmoH 
as I think over my recent concerns 
and interests.

2

2

2

2

2

2

2

2

2

2

2

2

2

2

2

2

2

2

3
3
3
3

3
3
3
3

3
3
3
3
3
3
3
3

3
3
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Nurse Clinical Teacher Effectiveness Inventory
DIRECTIONS: Picture the dlrtical teacher you have now. For each statement circle ttte number 
which indicates how descnptive the behavior is of this individual.

1 Explains ciearV-

2 Empiwslzes wliat is ImportanL

3 SttnuMes student interast in 
thesubrecL

4 Remains accesstle to 
students.

5 Demonstrates cftiieal 
procedures and lectmiques.

6 Guides students’ development 
or clinical skills.

7 Provides specific practice 
opportunBy.

8 Otters special h ee wtien 
difficuKies arise.

9 Is wen prepared for teaching.

10 Eryoys teaching.

11 Encourages active 
participaliQn in discussion.

12 Gears instruction to students' 
level of readiness.

13 Quiddy grasps what students 
are asking or teHhg.

14 Answers carefuBy and 
precisely questions raised tiy 
students.

15 Questions students to eke# 
underlyteg reasoning.

16 Helps students orgentee their 
thoughts about peBent 
problems.

17 Promotes student

18 Demonstrates cMcal eldi and 
judgement

19 Demonstrates communication 
skills.

20 Reveals broad reeding in 
his/her area of interest

OOM
Not

Describe

1

1

1

Rarely Seldom
Describes Dsscribss

Sometimes Often Usually Always
Describes Descries Describes Describes

2

2

2

2

2

2

2

2

2

2

2

2

2

2

2

3

3

3

3

3

5

5

5

5

5

5

5

5

5

5

5

5

5

5

5

5

6

6

6

6

6

6

6

6

6
6
6

6

6

6

6

6
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Does
Not

Dvecrib#

Rarely
Oaacribes

Seldom
Oeecribes

Sometimes Often 
Describes Oescriiies

Usually
Describes

Aiwa
Descri

21 Otscussas cufient 
deveiopnwnls in his/her fiehl

1 2 3 4 5 6 7

22 Directs students to useful 
riteratuie in nursing.

1 2 3 4 5 6 7

23 Demonstnles a breadth of 
knoatodge n  nursing.

1 2 3 4 5 6 7

24 Recognizes own fentadons. 1 2 3 4 5 6 7

25 Takes tesponsMtyforown 
actions.

1 2 3 4 5 6 7

26 Is a good role model. 1 2 3 4 5 6 7

27 Makes spedfc suggestions 
forknprrwemenl

1 2 3 4 5 6 7

28 Provides frequent feedback on 
students'performance.

1 2 3 4 5 6 7

29 Identifies students' strengths 
and kmkations objectively.

1 2 3 4 5 6 7

30 Observes students' 
performance frequently.

1 2 3 4 5 6 7

31 Communicales eiqwctafkms 
of students.

1 2 3 4 5 6 7

32 Gives students posdtve 
leeiforcement for good 
contribulians. observefians or 
performanceL

1 2 3 4 5 6 7

33 Corrects students' mistakes 
without beating them.

1 2 3 4 5 6 7

34 Does not crkiciZB students in 
front of others.

1 2 3 4 5 6 7

35 Provides support and 
encouragement to students.

1 2 3 4 5 6 7

36 Is approachable. 1 2 3 4 5 6 7

37 Encourages ackmale of 
mutual respect

1 2 3 4 5 6 7

38 UstensaUentively. 1 2 3 4 5 6 7

39 Shows apersonal interest in 
students.

1 2 3 4 5 6 7

40 Demonstrates empaltiy. 1 2 3 4 5 6 7

41 Demonstrates enthusiasm. 1 2 3 4 5 6 7

42 Is a dynamic and energetic 1 2 3 4 5 6 7
person.



127

43 Has seir-confidence

44 Is setr-cfiticaL

45 Is open-minded and 
nonjudgmentaL

46 Has a good sense of humor.

47 Appears organized.

Does Rarely
Not OeicribM

Oeacribe

2

2
2

Seldom
Oeecribee

Sometimes
Desenbes

2

2

Often
Describes

Usually Always
Describes Describes

6

6

6
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Stewart Evaluation of Nursing Scale
DIRECTIONS: Circle the number that best describes YOUR evaluation ofyourperfonnance in the 
clinical area.

Poor

1. Conducts purposeful systematic 
health/illness interviews with the client

2. Makes discrvninat'ng observations.

3. Collects information relevant to the client's 
situation.

4. Uses reliable and valid sources in assessing 
strengths, limitations and needs.

5. Uses resources to clarify data.

6. Recognizes that the individual is part of a 
family and community.

7. Performs physical examinations.

8. Interacts with client and fam ily to determ ine 
psychological reactions to conditions.

9. Identifies psychological, socio-economic, 
socio-cultural, physiological and 
environmental stressors of client/family.

10. Identifies the resources mobilized by the 
individual in his effort to adapt

11. Uses scientific rationale in analyzing data.

12. Makes reasonable conclusions based on 
s^nificant relationships in the data.

13. Validates inferences empirically.

14. Identifies client’s needs.

15. Establishes priority needs.

16. Works collaboratively with other team 
members in analysis of data.

17. Identifies resources of client family, 
environment and community.

18. Defines realistic goals to meet health needs.

19. Plans nursing action to meet nursing goals.

20. Plans nursing care in accordance with the 
developmental level of the client

Far

2

2

2

2

2

2

2

2

2

2

2

2

2

2

2

2

Average

3

3
3

Good

3
3

3
3

3
3

3
3
3
3

3
3
3

5
5

5
5

5
5

5
5

5
5
5
5

5
5
5
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Poor

21. Consults wlh disnt and other members of the 
health team in planning care.

22. Selects the methods and resources for 
achieving the goals.

23. ParticijsatBS wlh the client and members of 
other memtwrs of other discipimes usvig 
resources to inplementthe health plan.

24. Carries out therapeutic nursing action to 
meet identified nursing goals.

25. Uses the nurse-dientrelationshp to achieve 
therapeutic goals.

26. Demonstrates the sklls in giving physical 
care necessary to achieve the nursing goals.

27. Carries out nursing actions wlh a knowledge 
of underlying scientific rationale.

28. Carries out nursing actions with safety and 
accuracy.

29. Promotes and provides a safe, comfortable 
and therapeutic environment

30. Displays sincer%, gentleness, understanding 
and interest whie giving care.

31. Uses self therapeutically.

32. Works with groups consistent with theories 
of group dynamics.

33. Incorporates knowledge of personality 
development nto care of clients.

34. Teacfies client, femiy and co-workers in 
accordance wlh prindples teachng and 
learning.

35. Coordinates activlies that provide fbr 
continuity of care.

36. Respects the mdividual'sffamly's rght to 
freedom of choice.

37. Respects individual*s/fami/s beliefs, 
attitudes, and values.

38. Supports the clients need to maintain his 
relationship wlh famly and friends.

Fair

2

Average

3

Good

2

2

3
3

Best

5

5

5

5

5

5

5

5

5

5

5
5

5

5

5

5

5

5
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39. Recognêes the indtviduars behavior as his 
way of expressing or meeting his needs.

40. Records nursing activitiBs and client 
outcomes accurately and comprehensively.

41. Supports other members of the health team 
in carrying out their actions.

42. Uses and or provides experiences which 
contribute to the growth of each participant 
in patient care.

43. Identifies outcome criteria required fbr goal 
attainment

44. Utilizes all sources of information about 
client

45. Indicates extent to which goals are attained.

46. Documents nursing activities and effécts of 
activities.

47. Continues with the nursing process.

Poor Fair Average Good 

2 3

2

2

2

2

2

2

2

3

3

3

3

3

3

3

Best

5

5

5

5

5

5

5

5
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O rig inal N ursm g Self-EfiBcacy Item s

1. Fm coniSdent about the decisions I make concerning my patients’ care.

2. I believe I can master the information I need to know to graduate from nursing 
school

3. I try to avoid taking care o f patients whose care is complex.

4. I believe I know enough to make good clinical decisions.

5. I foel insecure when I do a procedure with a patient.

6. One I’ve had an opportunity to practice a procedure at least once, I know I can do 
it by myself with a patient

7. When unexpected events occur during clinical, I don’t handle them well.

8. I feel insecure when patients ask me questions about their health problems.

9. I am capable of dealing with most problems that arise during clinical.

10. Once I’ve learned a nursing skiU, 1 foel confident I can do it.

11. 1 feel insecure about my ability to take care of patients.

12. 1 am confident I will be a good nurse.

13. 1 feel insecure when someone asks me to explain something about ny patient’s 
care.

14. 1 feel insecure Wien 1 take care of a patient whose medical diagnosis is new to me.

1 S. When I plan nursing mterventions for patients, I am certain that I can carry out the
interventkms.

16. When unexpected situations occur during clinical, I don’t handle them well.

17. 1 feel confident in perfotmh^ a new nursing skill without practice or direct
supervision.
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Nursing Self«fficacy  I te m  M odüBcations B ased o n  E valuation  fo r C on ten t Validity

Ordinal Items Modified Items

I’m conAlent about the decisions 
I make concerning ny patients’ 
care.

I believe I can master the 
information I need to know to 
graduate from nursing school.

I try to avoid taking care of 
patients whose care is conq)lex.

I believe I know en o i^  to make 
good clinical decisions.

I foel msecure when I do a 
procedure with a patient.

Once I’ve bad an opportunity to 
practice a procedure at least once, 
I know I can do it by myself with 
a patient

When unexpected events occur 
during clinical, I don’t handle 
them well

I foel insecure vfoen patients ask 
me questions about their health 
problems.

I am c^jable of dealing with most 
problems that arise during clinical.

Once I’ve learned a nursing skill,
I feel confident I can do it.

I foel insecure about ny ability to 
take care of patients.

I am conAlent I will be a good 
nurse.

I believe I can master the knowledge 
I need to know to graduate from 
nursing school.

I would rather not work with 
patients whose care is conqilex.

I am confident that I know enoi^h 
to make the right decisions when 
taking care of patients.

Once I’ve had an opportunity to 
practice a procedure, I know I can 
do it by ntyself with a patient.

Deleted

I am capable of dealing with most 
problems that arise with my patients.

Once I leam a nursing skill, I feel 
confident I can do it again.



136

Original Items Modified Items

I feel insecure when someone I feel insecure when 1 am asked to
asks me to explain somethmg explain something about ny
about ny  patient’s care. patient’s care.

1 feel insecure when I take care of I am more confident taking care of
a patient whose medical diagnosis patfents whose medical diagnosis is
is new to me. femiliarto me.

When I plan nursing interventions I am confident of my abiliQr to meet
for patients, I am certain that I the needs of my patients.
can carry out the interventions.

When unexpected situations
occur during clinical, I don’t
handle them well.

I feel confident in perferming a I feel confident in perferming a new
new nursing skill without practice nursing skill without direct
or direct supervisioiL supervision.


