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Abstract

Background: In order to consolidate their educational knowledge and skills and develop their educational role,
many clinicians undertake professional development in clinical education and supervision. It is well established that
these educationally-focussed professional development activities have a positive impact. However, it is less clear
what factors within the clinical workplace can shape how health professionals may use and apply their educational
knowledge and skills and undertake their educational role. Looking through the lens of workplace affordances, this
paper draws attention to the contextual, personal and interactional factors that impact on how clinical educators
integrate their educational knowledge and skills into the practice setting, and undertake their educational role.

Methods: Data were gathered via a survey of 387 clinical educators and semi-structured interviews with 12 clinical
educators and 6 workplace managers. In this paper, we focus on analysing and reporting the qualitative data gathered
in this study. This qualitative data were subject to a thematic analysis and guided by theoretical constructs related to
workplace affordances.

Results: Three key themes were identified including contextual, personal and interactional factors. Contextual elements
referred to organisational structures and systems that impact on participants’ educational role, how participants’ clinical
education role was articulated and configured within the organisation, and how the organisation shaped the educational
opportunities available to clinicians. Personal factors encompassed clinicians’ personal motivations and goals to teach and
be involved in education, develop their own educational skills and function as a role model for students. Interactional
factors referred to the professional interactions and networks through which clinicians shared their educational
knowledge and skills and further consolidated their profile as educational advocates in their workplace.

Conclusions: There are a number of contextual, personal and interactional factors which interrelate in complex
ways and impact on how clinical educators use their educational knowledge and skills and undertake their
educational role in the clinical setting. To fully realise the potential of and fulfil the requirements of their
educational role, clinical educators need to be provided appropriate experiential and meaningful workplace
opportunities and the guidance to use, share and reflect on their educational knowledge and skills in the clinical
workplace.
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Background
Many clinicians undertake educationally-focused pro-
fessional development to develop and consolidate their
educational knowledge and skills and their educational
role. It is well established that such programs and activ-
ities work [1–4]. A recent systematic review showed
that educationally-focussed professional development
activities within health are associated with positive ef-
fects, mostly in relation to participant satisfaction and
changes in attitudes, knowledge and skills and behav-
iour [5]. Positive outcomes have also been observed at the
organisational level [6, 7]. However, this focus on outcomes
has distracted from a more holistic and theoretically-
informed consideration of how the broader organisational
context within which healthcare professionals are located
shapes what they do with their educationally-focussed
knowledge and skills. As a result, there is an increasing call
for theoretically framed [5] studies that illustrate how clini-
cians integrate their educational knowledge and skills into
the practice setting [8].
Workplace affordances as a theoretical framework, was

originally proposed by Stephen Billett in the context of
student learning in work-based settings [9]. This frame-
work attends to the contextual elements (e.g. workplace
environments, structures and systems) and personal fac-
tors (e.g. individual agency and engagement) [9] which
can shape learning within practice settings. Workplace
affordances has recently been utilised as a conceptual lens
to explore how other groups such as medical educators
may use and integrate new learning [10]. For example,
Onyura and colleagues showed that affordances can be
conceptualised on a gradient from facilitating, constrain-
ing to inhibiting, where the former refers to aspects that
support the application of empirical knowledge while the
latter refers to elements that partially or entirely limit an
individual’s capacity to integrate empirical knowledge into
their practice [10]. In this paper, we use workplace affor-
dances as a theoretical lens to elucidate the factors which
shape how clinical educators working in the health service
may integrate the knowledge and skills into the clinical
setting. To expand on the original framework of work-
place affordances, there is also potential to consider the
role of interactional elements such as social and profes-
sional relationships and networks.
The aim of this paper is to explore and illustrate the

factors that shape how clinical educators use and apply
their educational knowledge and skills in the clinical
workplace and undertake their educational role.

Methods
This study was approved by the Flinders University Social
and Behavioural Research Ethics Committee (project
number: 6364) and the SA Health Human Research Ethics

Committee (project number: HREC/13/SAH/144) and as-
sociated Local Health Networks.

Participants
This study was conducted between 2013 and 2014 and in-
volved a cross sectional sample of 387 clinical educators
in South Australia. The majority of these clinical educa-
tors were: from a nursing background, employed in the
public health system and in the acute care/hospital setting,
and working in a metropolitan location (see Table 1). Of
these, twenty-five clinical educators and their workplace
managers were purposively approached for participation
in follow up data collection with reference to demographic
variables of interest including profession, sector of em-
ployment, organisation and location of work. Twelve clin-
ical educators and six workplace managers agreed to
participate in the follow up data collection.

Data collection
Both quantitative and qualitative data was collected in
this study, but this paper specifically focuses on report-
ing the qualitative component. The first source of data
for the study was a survey which was administered in
both online and paper-based modes. This survey

Table 1 Clinical educator demographic information

Frequency Percentage

Profession

Allied health 88 22.7 %

Medicine 27 7 %

Midwifery 21 5.4 %

Nursing 195 50.4 %

Other 4 1 %

Not answered 52 13.4 %

Area of practice

Primary care 59 15.2 %

Aged care 56 14.5 %

Acute care 107 27.6 %

Mental health 14 3.6 %

Rural health 101 26.1 %

Other 2 0.5 %

Not answered 48 12.4 %

Organisation where employed

Public 225 58.1 %

Private 47 12.1 %

Not for profit 11 2.8 %

Not answered 104 26.9 %

Location where employed

Rural 101 26.1 %

Metropolitan 180 46.5 %
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collected demographic information, quantitative data re-
lated to participants’ self-rated knowledge, skill, aware-
ness, confidence and willingness in relation to clinical
education, and qualitative data about participants’ edu-
cational role, how they used educational knowledge and
skills in the clinical workplace and their supervision ex-
periences. The latter open-ended questions were a spe-
cific source data for this paper.
A second source of qualitative data for this paper was

the semi-structured interviews which explored in-depth
clinical educators’ and workplace managers’ views re-
garding the use of educational knowledge and skills
within the clinical practice setting and factors which im-
pact on how healthcare professionals undertake their
educational role. Prior to each interview, all participants
submitted a signed written consent form via email. All
interviews were conducted over the phone by a research
assistant not known to the participants, were transcribed
verbatim, and de-identified by removing any identifying
information such as names of people and organisations
prior to analysis and reporting. Interviews ranged from
15 to 34 min.

Data analysis
In this paper, we focus specifically on analysing and
reporting the qualitative data collected in this study relat-
ing specifically to how health professionals use their edu-
cational knowledge and skills in the clinical workplace and
undertake their educational role. As described, this quali-
tative data encompassed both open-ended survey re-
sponses and interview data. This data were entered into
NVivo and a thematic analysis [11] was undertaken. The
analytical process involved both authors reading interview
transcripts and the open-ended survey responses to famil-
iarise themselves with the qualitative data. Next, open
coding was undertaken (without reference to the theoret-
ical lens) on a proportion of the transcripts to generate
multiple codes which illustrated the key experiences de-
scribed by respondents. Then, connections among open
codes were discussed by both authors and organised into
themes. Next, these themes were further reviewed and re-
fined by one author (KK) to produce a thematic map for
the entire dataset. The final step involved a deductive ana-
lysis [12] informed by the constructs articulated within
workplace affordances [9] which was used as a sensitising
and organising theoretical framework.

Results
There were several interrelated contextual, personal and
interactional factors impacting on how health professionals
used and integrated their educational knowledge and skills
into the clinical setting and undertook their educational
role. These factors are described in more detail with refer-
ence to participant quotes which are labelled according to

participant type (clinical educator or workplace manager)
and where they are sourced from (survey or interview and
number).

Contextual factors
Contextual factors refer to workplace systems and
frameworks that impact on participants’ educational
role, and also to how health professionals’ education
role was articulated and configured, and recognised
within their organisation. In relation to the former,
workplace managers noted that clinical education was
often driven by workplace accreditation or quality as-
surance requirements. For example, some managers
noted that a recently introduced Clinical Governance
Framework which outlined a new model of staff super-
vision “dovetailed” with the focus on clinical education.
This governance framework functioned to normalise
education within the clinical practice environment and
provide a strong rationale or the time, energy and re-
sources that needed to be invested in supporting and
developing staff their educational roles.

“We had some rules around what we had to do
around clinical supervision and then we had some
ability to support people to do that. To feel confident
that it was the right thing to do, so instead of feeling
pressured, no I've got too much work to do, I can't
dedicate that time. Suddenly it became - well not
suddenly but it became the normal that this is what's
acceptable and this is what is an appropriate level of
support to provide to your staff.” (Manager/interview
INT016)

Clinical educators noted that high quality clinical
supervision was highly dependent on being able to
spend adequate time with students as part of the usual
workplace routine. However, clinical service provision
was an over-riding priority and there was often a need
to manage a large clinical workload. Together, this
made it difficult for clinicians to appropriately balance
their service and education roles and responsibilities.

“The time it takes to do good supervision, and even
though that pays off, is difficult to balance with a
demanding clinical load”. (Clinical supervisor/
interview INT01)

It was clear that healthcare professionals’ educational role
could be articulated in different ways within the clinical
workplace. Some participants’ educational role was formally
configured and articulated ‘on paper’ e.g. in their position
title. Participants who had a formal student or staff educa-
tion component to their role actively participated in a range
of activities such as: direct student supervision; developing
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and delivering staff orientation; supporting transition to
practice for new or junior staff; facilitating small group
learning; and planning and developing educational re-
sources and tools for use in their local setting. These partic-
ipants’ educational profile was widely recognised within
their organisation including by peers, students and man-
agers in the clinical workplace. They were often sought out
for their educational expertise and some of them took on a
role as educational advisors in helping others negotiate
supervision expectations, sharing information about
education-related professional development resources and
opportunities and providing informal education-focused
career counselling. Workplace managers noted that individ-
uals with a formal educational role and profile tended to do
‘a lot with our other staff and provide them with some tac-
tics and skills around supervision’.

“It also gives me the ability to help out when there's
issues and to sort of be a buffer zone with knowledge
about students and their expectations”. (Clinical
supervisor/survey)

In contrast, other participants in this study did not
have a formal student teaching or staff development
role and thus had a limited educational profile within
the organisation. These individuals reported having
variable engagement and no longitudinal involvement
in educational activities and events in the workplace.
They tended to adopt relatively informal and ad-hoc ap-
proach to using or communicating their educational
knowledge and skills within the clinical setting and were
not as commonly recognised or sought out for their ex-
pertise as their peers were.

“Probably, without making a real conscious effort, in
discussions and that, I probably have used it, without
really realising it”. (Clinical supervisor/survey)

Some of these participants reported they were able to
incorporate their educational knowledge and skills ‘in a
less formal manner’ into their every-day clinical interac-
tions particularly within the multidisciplinary team
context. Although this was perceived by some work-
place managers as an appropriate way for those who
had no formal involvement in student or staff education
to use their educational knowledge and skills, it is ques-
tionable whether this was seen as a meaningful activity
by the healthcare professionals themselves.

“It's about how people utilise those skills perhaps in
a less formal manner. It's about how they integrate
that into their day to day work, when they're
working within the multidisciplinary team”.
(Manager/interview INT017)

In summary, this theme revealed that there were a
range of workplace factors that can impact on how par-
ticipants used their educational knowledge and skills in
the practice setting and undertook their educational
role. In particular, the manner in which healthcare pro-
fessionals’ roles were formally and informally config-
ured and recognised within their workplace shaped the
nature and extent of their access to and engagement in
various educational events and activities, as well as the
opportunities they had to put their educational know-
ledge and skills into action.

Personal factors
Personal factors refer specifically to clinicians’ personal
motivations, self-efficacy beliefs, and expectations in re-
lation to their role as an educator. Participants expressed
strong personal beliefs about the importance of provid-
ing students with hands-on opportunities for learning
through clinical service provision. Some viewed that a
core part of their role was to encourage students to ven-
ture out of their comfort zone and take ownership of
and responsibility for their learning.

“It’s about getting the student to take responsibility for
themselves, their own learning and to become involved
and actually get those hands-on skills that they need
to do during placement. It's like I said, if you don't
push them, well, not so much push them, but encourage
them I suppose to be hands-on, they don't get it”.
(Clinical supervisor/ interview INT04)

Others viewed their role more broadly in terms of
helping students develop an enhanced sense of fit and
belonging within the clinical environment and negotiate
and construct their professional identity as a health
professional.

“Making sure the students knew exactly where they
were at, letting them know that they've got the
autonomy to let the staff know what they can and
cannot do”. (Clinical supervisor/ interview INT010)

Participants recognised their powerful position as a
role model, both in relation to clinical and non-
clinical or professionalism skills, and this intersected
to further shape their sense of self-efficacy as a clinical
educator.

“I think I'm more aware of my own interactions
with the clients and what I'm doing to make sure
that it is the right way so they actually get the
right impression. So basically I'm a good role model
and hopefully teaching them good habits”. (Clinical
supervisor/survey)
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Workplace managers also noted that health profes-
sionals also consistently reflected on the range of higher
level competencies and capabilities associated with their
educational role, and this was often a catalyst for inte-
grating their educational knowledge and skills into
practice.

‘it has given them a more holistic view of what their
role is, it's about much more than just teaching
someone to be a nurse’ (Manager/interview INT03)

Overall, this theme illustrated a range of personal factors
including healthcare professionals’ personal beliefs, values
and motivations in relation to student or staff education
and perceptions of their own role as educational advocates
and role models in the clinical environment, impacted on
how they developed a more holistic view of their own role
and integrated their educational knowledge and skills into
the clinical practice environment.

Interactional factors
Interactional factors refer to the social and professional in-
teractions and relationships through which clinical educa-
tors sought to share and consolidate their educational
knowledge and skills, and leverage their educational role.
Participants reported drawing on their professional and
workplace networks and connections to organise a range
of learning activities which provided students with the op-
portunity to hone not just their clinical skills but also their
communication and interpersonal skills.

“I actually also got them involved in the full gamut of
aged care and also helped work on their communication
skills for the elderly. I made sure they had a lot of contact
that wasn't necessarily just clinically based but learn to
build rapport with residents”. (Clinical supervisor/
interview INT01)

It was clear that other participants were able to leverage
their professional networks to create positive change par-
ticularly in workplaces where there was some resistance
towards clinical education. Some participants reported
using their knowledge and skills to try and transform staff
attitudes towards education. For example, one clinical
educator spoke about the need to ‘stand up to other staff
who get frustrated and tell them that the student is learn-
ing and they need to be patient’.

“I try and change their [staff] way of thinking, like how
to be helpful to students, to be a good role model on
the ward level, because there is always people who
don't want to have anything to do with students and
don't think it is part of their role to teach or influence
students.” (Clinical supervisor/interview INT05)

Workplace managers also corroborated these findings
by reporting that some participants took on an educa-
tional advocacy role in the clinical workplace and were
involved in ‘advocating on behalf of what the students
actually require in order to get a good learning experi-
ence’. They also noted some were able to extend or chal-
lenge current educational thinking and practice within
the organisation in terms of ‘working with students in
ways not thought of before’.

Discussion
This study explored the factors shaping how healthcare
professionals use their educational knowledge and skills
and undertake their educational role within the clinical
workplace, as perceived by clinical educators and work-
place managers. Workplace affordances [9] was used as a
theoretical lens to provide insight into several interrelated
factors which could enable or impede how participants
put their knowledge and skills into action. Contextual fac-
tors included workplace structures and systems, how par-
ticipants’ educational roles were formally or informally
configured, and the visibility of their education profile
within the organisation. Personal factors related to partici-
pants’ personal goals, motivations, self-efficacy beliefs and
their level of agency i.e. the extent to which they were pro-
actively shaping their own educational role and profile
within the clinical setting. Interactional factors referred to
the engagement between clinical educators and others in
their organisation and the social and professional relation-
ships that underpin what is intrinsically an interactive and
dynamic process. Overall, our findings point to the com-
plex and interrelated factors impacting on healthcare pro-
fessionals as they navigate between their clinical and
education roles and responsibilities within the health ser-
vice. Clinicians’ level of personal engagement and invest-
ment in education and how this is secured and sustained
has been identified as a key influencing mechanism in the
context of faculty development [13]. In particular, social
and professional relationships within the clinical work-
place can form the basis of networks of practice [14]
within which educators can consolidate and leverage their
educational role.
A key underpinning finding in this study is that partici-

pants were developing enhanced understandings of their
educational role and responsibilities within the health prac-
tice setting and constructing a more nuanced professional
identity. Professional identity within health is primarily de-
fined and constructed in relation to the primary tenet of
and core responsibilities associated with clinical service
provision, rather than education. However, it has previ-
ously been identified that being and becoming a clinical
educator involves not just the acquisition of knowledge
and skills, but also the development of a sense of self com-
mensurate with one’s educational role and responsibilities
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[15]. Our findings are consistent with the literature which
shows that experimenting with new identities is one of the
main ways in which individuals develop holistic under-
standings and views of their role [16]. Health professional
educators need to be engaged in ongoing negotiation and
development to balance and extend their existing profes-
sional (i.e. clinical) identity to accommodate their emerging
educational identity and role [17].

Implications
There are several implications emerging from this study
about what can be done to facilitate and sustain how
healthcare professionals use and apply their educational
knowledge and skills within the health service, and to
help nurture their emerging educational identity. First,
clinicians need to be appropriately supported in devel-
oping, maintaining and enhancing their formal and
informal educational profile and pursuing their educa-
tional interests in the clinical workplace. This can be
achieved by providing individuals with the opportunity
to participate in a range of meaningful, authentic and
practice-based activities (outside of specific professional
development events) related to education. These can
include but are not limited to: providing direct student
or staff supervision; planning, developing or evaluating
curriculum and educational resources; reporting on
critical appraisals of the educational literature and new
innovations or theories; engaging in peer review related
to curriculum design or delivery; conducting local edu-
cational evaluation or research; or providing informal
career counselling in relation to educationally-focussed
professional development. Participation in such activ-
ities will help healthcare professionals use, share, and
critically reflect on their educational knowledge and
skills and their role and responsibilities in relation to
student and/or staff education. Such activities will also
be important to facilitate connectivity, dialogue and
shared learning across various social and professional
networks in the workplace including across different
health professions. Overall, these activities can function
to socialise individuals into the expectations, functions
and norms of their emerging educational identity [17].

Strengths and limitations
This study is limited in that it relies on self-reported
data from clinical educators in one state in Australia.
However, the strength of findings is enhanced by the:
cross sectional approach to surveying a large cohort of
clinical educators; triangulation of data across survey
and interview methods and participant types (i.e. clinical
educators and workplace managers); and use of an estab-
lished theoretical framework.

Conclusions
This study has shown there are a number of contextual,
personal and interactional factors which intersect and
interact to shape how clinical educators use and inte-
grate their educational knowledge and skills into the
clinical practice setting and undertake their educational
role within the health service. Clinical educators need to
be afforded relevant, authentic and experiential work-
place opportunities to use, share and critically reflect on
their educational knowledge, skills and role in order to
develop a more nuanced professional identity in relation
to education.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
Both authors designed the study, wrote the manuscript, and read and
approved the final version of the manuscript. KK conducted the interviews,
led the analysis and developed the first draft of the manuscript.

Acknowledgements
The authors thank D Abbott and G Neill for their assistance with this project.

Sources of funding/support
Funded by Health Workforce Australia.

Received: 11 September 2015 Accepted: 10 February 2016

References
1. Hesketh E, Bagnall G, Buckley E, Friedman M, Goodall E, Harden R, et al. A

framework for developing excellence as a clinical educator. Med Educ. 2001;
35:555–64.

2. Rose M, Best D. Introduction to clinical education, professional supervision
and mentoring. In: Rose M, Best D, editors. Transforming practice through
clinical education, professional supervision and mentoring. Edinburgh:
Elsevier Churchill Livingstone; 2005. p. 1–26.

3. Steinert Y. Perspectives on faculty development: aiming for 6/6 by 2020.
Perspect Med Educ. 2012;1(1):31–42.

4. Steinert Y. Faculty Development in the Health Professions: A Focus on
Research and Practice. Springer: The Netherlands, 2014.

5. Leslie K, Baker L, Egan-Lee E, Esdaile M, Reeves S. Advancing faculty
development in medical education: a systematic review. Acad Med. 2013;
88(7):1038–45.

6. Moses A, Skinner D, Hicks E, O’Sullivan P. Developing an educator network:
The effect of a teaching scholars program in the health professions on
networking and productivity. Teach Learn Med. 2009;21(3):175–9.

7. Plack MM, Goldman EF, Wesner M, Manikoth N, Haywood Y. How learning
transfers: a study of how graduates of a faculty education fellowship
influenced the behaviors and practices of their peers and organizations.
Acad Med. 2015;90(3):372–8.

8. Amundsen C, Wilson M. Are we asking the right questions? A conceptual
review of the educational development literature in higher education. Rev
Educ Res. 2012;82(1):90–126.

9. Billett S. Learning through work: Workplace affordances and individual
engagement. Work Learn. 2001;13(5):209–14.

10. Onyura B, Légaré F, Baker L, Reeves S, Rosenfield J, Kitto S, Hodges B, Silver I,
Curran V, Armson H, Leslie K. Affordances of knowledge translation in medical
education: a qualitative exploration of empirical knowledge use among
medical educators. Acad Med. 2015;90(4):518–24.

11. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3:77–101.

12. Yardley S, Brosnan C, Richardson J. Sharing methodology: A worked
example of theoretical integration with qualitative data to clarify practical
understanding of learning and generate new theoretical development. Med
Teach. 2012;35(3):e1011–e9.

Kumar and Greenhill BMC Medical Education  (2016) 16:68 Page 6 of 7



13. Sorinola O, Thistlethwaite J, Davies D, Peile E. Faculty development for
educators: a realist evaluation. Adv Health Sci Educ. 2015;20(2):385–401.

14. Brown J, Duguid P. Knowledge and organization: A social-practice
perspective. Organ Sci. 2001;12(2):198–213.

15. Higgs J, Mcallister L. Being a clinical educator. Adv Health Sci Educ. 2007;
12(2):187–200.

16. Parker K, Burrows G, Nash H, Rosenblum N. Going beyond Kirkpatrick in
evaluating a clinician scientist program: it's not “if it works” but “how it
works”. Acad Med. 2011;863(11):1389–96.

17. Kumar K, Roberts C, Thistlethwaite J. Entering and navigating academic
medicine: academic clinician educators’ experiences. Med Educ. 2011;45(5):
497–503.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Kumar and Greenhill BMC Medical Education  (2016) 16:68 Page 7 of 7


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Participants
	Data collection
	Data analysis

	Results
	Contextual factors
	Personal factors
	Interactional factors

	Discussion
	Implications
	Strengths and limitations

	Conclusions
	Competing interests
	Authors’ contributions
	Acknowledgements
	Sources of funding/support
	References



