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The idea of sponsoring the Think Tank on Transforming Clinical Nursing Education arose from the NLN’s Blue Ribbon Panel discussion of the priorities for research in nursing education. Extended dialogue about the most pressing issues in nursing education brought the Blue Ribbon Panel back, again and again, to the topic of clinical education; the recommendation of these leaders and scholars in nursing education was that the NLN sponsor a national, interdisciplinary think tank on the topic.

The invitational think tank met on April 14-15, 2008 to lay a foundation that would help the National League for Nursing and its members answer the following questions: 
· What does it mean to teach a practice? 
· What are the most effective ways to help students learn the practice of nursing? (
· What are the most effective ways to assess the clinical performance of nursing students in pre-licensure RN programs? 
· What meaning do these questions have for teaching diverse student populations to care for diverse patient populations?  
Twenty-one individuals were invited to participate in this important dialogue; these individuals included the NLN’s Blue Ribbon Panel, the chair of the NLN’s Nursing Education Research Advisory Council, the chair of the NLN’s Task Group on Clinical Nursing Education, faculty teaching in various types of nursing education programs, leaders from the practice setting, representatives from nursing regulatory and accrediting bodies, educational scholars from outside nursing, and a colleague from medicine.  

In addition, several individuals were invited to observe the dialogue and contribute ideas at designated times during the session.:The “observers” included the 11 individuals participating in the NLN/Johnson & Johnson Mentor/Protégé program, the executive director of the NLN Foundation, a Laerdal partner, and a nurse working with the Robert Wood Johnson Foundation.
The think tank was co-facilitated by Dr. Pam Ironside and Dr. Chris Tanner, both of whom serve on the Blue Ribbon Panel. The NLN president and CEO were actively engaged in the discussion. Finally, the work of the think tank was supported by the NLN’s chief program officer and a student enrolled in the nursing PhD program at Villanova University, who was completing course requirements through an internship at the National League for Nursing.  The complete list of participants, including a brief biography for each, is included as Appendix A.  
In planning the think tank, the Blue Ribbon Panel and NLN staff outlined several expected outcomes:
· Achieve consensus on the need to transform clinical nursing education, particularly in pre-licensure RN programs.
· Achieve consensus on the structures that support or interfere with such transformation.
· Explore approaches that have the potential to effectively facilitate the integration of clinical teaching and classroom teaching.
· Consider promising integrative clinical education models, pedagogies, and methods for clinical performance assessment.
· Identify research priorities related to clinical education and assessment of clinical performance in pre-license RN program.
· Make explicit the professional’s scholarly thinking about clinical education.
The meeting commenced with welcomes given by Dr. Ironside and Dr. Tanner. NLN president Dr. Elaine Tagliareni also welcomed the group and provided a context for their work by reviewing the NLN’s strategic plan and core values. She noted that clinical nursing education is the most critical component of transforming nursing education and the NLN’s support of this kind of dialogue makes explicit the organization’s goal of “doing the right thing” for the nursing education community.

Later in the meeting, NLN CEO Dr. Beverly Malone also addressed the importance of this group’s work in helping the NLN fulfill its mission related to excellence in nursing education. She noted that educators need to keep in mind that their connection to patients and collaboration with practice is essential, and she reminded participants that our students and clinicians “live in both worlds” (education and practice).  Finally, Dr. Malone clarified that this think tank is a step in the journey toward excellence, and the NLN is committed to leading that journey.
All participants, observers, and staff were introduced and each shared thoughts about the significance of the discussions about to be undertaken. In addition, the role of the observers in the group was clarified: listening critically, helping the group fill in “gaps” as ideas are discussed, and helping the group clarify the assumptions they may be making.

The first topic of discussion was the most important or “pressing” issues related to clinical nursing education.  The following were identified:

Faculty Issues
· Finding qualified faculty who understand the “big picture” of the school’s curriculum
· Orienting/Preparing/Mentoring clinical (and other new) faculty

· Finding ways to help faculty stay “connected” to clinical practice and remain current 

· Preparing faculty as teachers/educators
Student/Learning Issues

· Managing the differences in learning styles between faculty and learners
· Re-thinking what students actually do during their clinical experiences and how the time spent in clinical settings can be most effective in helping them learn the practice 

· Providing opportunities through which students can examine skills related to multi-tasking (including its value and its danger) and the ability to manage systems

· Lack of student (and teacher) recognition of need to be a lifelong learner

· Preparing students for developing and sustaining relationships with patients, team members, and others

· Helping students learn how to continually pursue development of “self”
· Creating environments where “thinking outside the box” is encouraged and expected
· Meeting the challenges of preparing students to make the transition in role to that of clinician
· Integrating learning across the classroom, clinical setting, and laboratory
Clinical Setting Issues

· Finding appropriate clinical venues for quality student learning experiences
· Finding ways to effectively support clinical staff who are overburdened with patient care responsibilities and then are asked to participate in educational responsibilities as well

· Clarifying strategies to access and use resources in the clinical area (e.g., technology, other team members, etc.)
General Issues

· Resolving the seeming disconnect between assertions that schools are preparing generalists, yet clinical experiences often are in specialized areas
· Thinking of new ways to conceptualize the clinical component of nursing education and create an evidence base for current and new educational practices, particularly in light of the lack of significant funding for research related to education

· Creating opportunities for effective, positive inter-professional teamwork, particularly those that focus on communication and system-wide concerns
· Developing more visionary and organized approaches to nursing education, particularly in light of the clinical staff and faculty shortages
· Reducing the emphasis on task completion and increasing the focus on critical thinking, clinical judgment, “thinking on one’s feet,” contributing to the continuity of care, and the development of thoughtful nurses who can practice independently and interdependently … and who “thinks like a nurse” 
· Strengthening the value placed on clinical learning and not allowing it to be lost in the name of innovation or a desire to do something unique and different
As part of providing a context for the group’s discussion, Dr. Ironside reviewed the model developed by the Blue Ribbon Panel (see Appendix B). This model is intended to convey the idea that when one looks at and thinks about clinical education, one should not do it in  just in terms of looking at and thinking about what happens in the classroom (i.e., patient-centered teaching) and in the overall context (i.e., system re-design). In some instances, new clinical education models may receive more attention, but the other component must always be in the background. Likewise, emphasis at other times may be on system re-design, but that must be addressed with new clinical education models and patient-centered teaching in the background.
With this background and context, think tank participants broke into small groups to discuss: what does it mean to teach a practice.  The following ideas were offered:

· Teaching in a context

· Thinking through a situation

· Teaching pattern recognition

· Exploring ways to seek out answers

· Accessing and using resources effectively
· Fostering inquiry and life-long learning

· Bringing clinical and classroom together…blurring the distinctions between the two and “keeping the patient with us at all times”
· Providing transformative experiences
· Being focused on learning, not hours or task completion

· Teaching mindfulness…the practical mind, the idea mind, and the synthesis mind

· Helping students develop habits of mind for practice…wisdom and discernment
· Possessing and drawing upon a body of knowledge and evidence related to practices
· Enacting skills that are tied to knowledge

· Integrating elements of complex and ever-changing situations
· Being and doing informed by research

· Role modeling with students and among colleagues

· Implementing reflective practice

· Engaging in interdisciplinary experiences

· Synthesizing theoretical and experiential learning

· Evaluating outcomes

· Clearly defining endpoints
· Listening and responding to what might show up in practice

· Helping students learn what to pay attention to so they develop a sense of salience
The small groups also discussed the opportunities and challenges inherent in teaching a practice and identified the following:
     Opportunities

· Thoughtful conversations about effective use of “clinical time”

· Challenge the assumptions on which our clinical models are built…hours, objective evaluations, predictability, rigidity, etc.

· Develop new and relevant pedagogies

· Learn from other disciplines

· Grade students on the quality of their questions rather than on the accuracy of their answers

· Serve as role models for what we want students to do (e.g., reflective thinking)

· Focus on skills and high level thinking (e.g., through use of simulation)
· Make visible to students how faculty “puzzle through” problems

· Focus assessment on things other than skill performance

      Challenges

· Lack of incentives for clinical teaching

· Being comfortable with subjective evaluations

· Meeting external mandates (e.g., regulators, legislators, accrediting bodies)

· Lack of clarity regarding the real objectives of clinical learning
· Lack of skill in teaching thinking

· The overwhelming number of nurses who need to be educated to meet patient/ family/community needs
· Role models of teacher/scholars for faculty

· Keeping current with clinical advances when in the faculty role
· Helping student integrate the three apprenticeships

      Other Thoughts:

· There are skills that cannot be learned any other way than clinical and those skills need to be identified

· The NLN’s Task Group on Clinical Education identified that passion and ethical components of nursing are lacking in our current approaches
· Psychomotor skills can be taught outside of clinical, but relational aspects cannot be taught without a clinical setting. Learning psychomotor skills in a laboratory allows the student to focus on relational aspects of clinical

· There is a need to focus on the hidden curriculum, as well as the intended one
· We need to capitalize on the uniqueness of caring offered by nurses
Think tank participants were then asked to reflect on what we want students to learn, particularly as a result of clinical experiences. The following learning goals were identified:
· Knowing what to pay attention to

· Integrating all three apprenticeships (i.e., intellectual, practical, and ethical)
· Thinking critically

· Reasoning soundly

· Being self-aware

· Knowing one’s legal and ethical responsibilities

· Working effectively on teams
· Being with patients and families through building relationships

· Understanding the meaning of integrity and accountability  in a patient care context
· Knowing how to recognize significant changes and how to respond appropriately

· Surviving and coping with the reality of today’s clinical context (i.e., rapid changes, numerous interruptions, etc.)

· Appreciating/understanding system-wide concerns

· Being aware of the outcomes of one’s decisions and actions

· Knowing how to talk with colleagues about practice concerns

· Assessing individuals and situations
· Reading the ecology of the practice environment

· Helping people manage chronic illness

These learning goals led the group to address the question: howdo  we teach students to cope with the realities of today’s clinical environment? (e.g., dealing with distractions, delegating, and managing one’s time). Among the ideas offered were the following:
· There must be conscious attention given to the development of self-awareness and coping skills. We cannot assume individuals will develop such skills simply by being in a clinical setting.
· We must find a way to balance caring for individual patients and attending to the larger context of the clinical environment; we must help students to look at the entire system, not only their individual patient(s).
· Students need opportunities to see the results/outcomes of their decisions and actions.
· Practice partnerships need to be advanced.
· Communication and transactional failures must be addressed and resolved.
· Understanding the ecology of an environment is needed with the allocation of safe and reflective space,
In recognition of the fact that today’s clinical environment is complex and presents challenges to both teachers and learners, think tank members brainstormed about what an ideal clinical education model would look like. Among the attributes defining the “ideal” were the following:
Integrative Experience
· Clinical education is not fragmented but, instead, integrates all three apprenticeships and focuses on the complexity of the nursing role.
· Students are immersed in the nursing role in a given setting (e.g., a particular acute care unit, a specific community), rather than being exposed to the role only in three- or four-hour blocks of time on one or two days of the week.
· Clinical experiences are flexibly designed as the rigidity of “X” before “Y” is challenged.
· Learning experiences are designed to help students understand and gain an appreciation for the continuum of care and changes in patient status.
· Cross-disciplinary learning experiences are integral.
New Relationships

· Faculty members work closely  with clinical nurse managers to focus on patient outcomes rather than on completion of tasks.
· Learning communities are created through immersion experiences and partnerships.
· Paid internships or other mechanisms are in place to help students transition to the RN role.
· The experience is designed to respond to the learner’s needs, interests, and concerns.
· Feedback from students is valued and used to drive future planning.
Learning Experiences

· Students do not need to have “total patient care” assignments all the time.
· The teacher-to-student ratio varies depending on the nature of the setting, the learning outcomes to be achieved, etc.

· The experience is an inductive one where students participate in clinical activities then focus on what they needed to know to care for patients, where to find that information, how to use resources appropriately, and so on.
· Measurement of student success and learning incorporates a 360 degree perspective, including the extent to which patients are satisfied with their care, the extent to which student contributions helped the unit/agency address specific issues of concern to them (e.g., patient falls), the ways in which students and staff collaborated, etc.
· Learners, teachers, and staff address core concepts that are transferable from one setting to another.
· The time spent in the clinical area is determined by the learning goals and the  achievement of those goals, rather than the number of hours students put in.
· Not all students necessarily have to have clinical experiences in all areas (i.e., the concept of “completing rotations” does not drive student experiences and placements). Experiences are planned around common health problems and populations rather than around clinical rotations.
Environmental Considerations

· Space and time for discourse and reflection are incorporated.
· Faculty create “safe” space for students to question, make mistakes, propose ideas, etc.  

In addition to these ideas, participants expressed support for post-graduation internships/ residencies that facilitate integration of all that has been learned. They also noted that faculty need to package these and other concepts in various ways so as not to expect or try to find a single model that would serve as “the new truth.” Thus, various models need to be developed and tested through demonstration projects; then the findings of those tests need to be disseminated so that guiding principles can be articulated and the notion of what clinical education needs to be is held open for continued discussion and exploration. Finally, we would need to study how nursing practice changes when students are educated through different clinical education models. Such a process would keep the issue of quality and patient safety in the forefront and encourage engagement and integration of education and practice. It was suggested that perhaps the NLN could issue a position statement on this topic.
Some of the new models we are currently seeing include the following:

· Front loading the theory component of a course and concentrating clinical experiences toward the end

· Front loading skills learning and then moving on to learning content while in clinical practice settings as students are confronted with real patient care situations

· Implementing a post-graduation residency

· Investing more extensively in educating preceptors for their role

· Faculty coaching clinical staff to be good clinical teachers

· Growth in the number of DEUs (Dedicated Education Units) in clinical facilities

· Using preceptors throughout the program (not only in the final semester) in ways that are appropriate to the students’ learning objectives

We need to be asking what students are really doing while they are in the clinical setting and how they are spending their time. Is their time always focused on learning? How much time do they spend finding information, waiting for the instructor, or other activities that take them away from patients? Do we keep students too safe? Are activities always focused on patient-centered care? What can be done to uncover the hidden curriculum, to appreciate the unintended outcomes of our programs, and to understand what students really learn as a result of their experiences?
In essence, we need to focus on what students need to learn instead of how we deliver education, the number of hours required, the “rotations” students complete, etc.

In light of the QSEN (Quality and Safety Education for Nurses) project and overarching concerns about patient safety, the question was raised: How do we know if our student can provide safe, effective care? Responses to this question included the following:
· Patients would express satisfaction with the care they received and the relationships that were built.
· The kinds of questions students ask would be of a higher order.
· Nurse sensitive indicators would be positive.
· Student and staff narratives would be insightful and reflect deep learning in all three apprenticeships.
· Peers would critically evaluate one another without those evaluations necessarily becoming part of one’s formal evaluation. 

Think tank participants then worked in small groups to discuss what stands out as having huge potential for transforming clinical nursing education? and how could we craft a study to look at its effectiveness?  The following elements were identified:  
· Advancement of relationship-centered and patient-centered approaches: Students would look at the system as a collective, focus on nurse and patient indicators, write thoughtful narratives about their experiences, and examine their relationships with patients/families, team members, and the overall system. They would come to understand the role of the nurse in all types of relationships.
· Integrating immersion experiences throughout the program, not only at the end: Faculty would rethink the concepts that are introduced (e.g., leadership, systems thinking, quality indicators) and when they are addressed, since some concepts are quite complex and need time to mature in the students’ mind. Clinical time would be used differently, and all time would be spent in productive activities. Education/practice partnerships would be strengthened. The concept of rotations would no longer exist.  The ways in which part-time/adjunct/clinical faculty are oriented, mentored, used, and guided by role models would be re-examined. Students would be engaged in projects that focus on different patient populations, are completed in different settings, and are implemented in different timeframes, rather than all students doing the same thing at the same time.
· Faculty and clinical staff would share accountability for the preparation of students: The practices of “ask me, don’t ask the staff” or “ask your instructor, not me” would disappear; the IOM recommendations would be implemented; a wider array of evaluations would be used and feedback would be used to guide clinical practices in the setting as well as continued student learning.
· Education would be connected to quality indicators from the beginning: A spirit of inquiry would pervade the academic and clinical environments; varied and appropriate teaching strategies would be used; students would engage in higher order thinking; interdisciplinary learning and practice would be evident; and everyone would be engaged in helping students be successful.
With any of these models, we need to ask if the clinical practice of the graduates is different from graduates of programs using more traditional clinical models. We also would be challenged to reflect on what can be learned in a simulated setting and what can be learned only in a clinical setting. 

In order to engage in such creative thinking, faculty would need safe spaces where they can seriously explore new ideas, make mistakes, and make their thinking explicit to students so learners can see how professionals manage ambiguity and uncertainty, make decisions, evaluate available information, and deal with change. If faculty do not make their thinking explicit, how can we expect students to learn such skills?
Finally, the Think Tank on Clinical Nursing Education participants were asked to make recommendations for NLN activities to facilitate the transformation of clinical nursing education.The following suggestions and will be further discussed by the NLN Board of Governors and staff:
· Publish information pieces for faculty about new developments related to clinical practice and clinical education (e.g., the work of QSEN, the evolution of DEUs).
· Facilitate links among NLN constituent leagues, local AONE chapters, and nursing workforce centers to engage in dialogue about ideas offered here.
· Conduct a national study related to how educational practices (e.g., new clinical education models) affect patient care quality and the practice of nursing.
· Conduct research and provide grants to NLN members to support the study of new models of clinical education.
· Convene a national conference that brings together faculty, clinical partners, regulators, accreditors, students, and maybe even patients to discuss new models for clinical education in nursing.
· Convene a national conference where faculty, local AONE representatives, and workforce center teams would come together to create new models for clinical education.
· Offer a web-based program on new models.
· Publish a Reflection & Dialogue piece on the need for new clinical education models.
· Be purposeful about collecting national data needed to facilitate progress in this area.
· Develop a clear dissemination plan.
· Create global links that may help crystallize thinking about new clinical education models.
· Develop an online repository of innovations being implemented regarding clinical education.
· Schedule sessions at the NLN Education Summit to discuss about this topic.
· Submit a manuscript to JONA and the Journal of Staff Development about the need for transformation of clinical nursing education and the significance of education/ practice partnerships in such new models.
In closing, Dr. Tagliareni noted that NLN members provide direction for the work of the organization and that there is a renewed energy within the organization to continue to provide leadership in the transformation of nursing education. She also urged the group to keep the diversity issue in mind as it pursues this clinical education initiative.

Dr. Malone then assured the group that the NLN can provide a framework to facilitate work at the local level through our constituent leagues, schools of nursing, NLN members, individual faculty, and so on. She also noted that the shortage of nurses in practice and the shortage of nurse faculty provide a wonderful opportunity to journey together in transforming clinical nursing education.

This report was prepared by Dr. Terry Valiga, NLN chief program officer (through June 2008), and Ms. Tammie Kear, Villanova University College of Nursing PhD student completing a spring 2008  internship at the NLN.
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