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Abstract

Background: To prepare nursing students to become critical, autonomous members of the workforce, an
agreement among stakeholders on how this can be achieved in the clinical setting is needed. However, a critical
discussion of the clinical learning process in relation to actual and desirable outcomes is lacking in the nursing
education literature. This study aimed to map conceptions of the desired process and outcomes of clinical learning
among stakeholders involved in undergraduate clinical nursing education.

Methods: Twenty-five semi-structured interviews about their understanding of clinical learning were conducted
with nursing students, supervisors, clinical educators and higher education institute professionals involved in clinical
nursing education in a Dutch academic medical center. Data were analyzed using a phenomenographic approach.

Results: Four conceptions were identified: clinical learning as a process to 1) meet curricular demands, 2) learn to
deliberately deliver patient care, 3) learn to deliver patient care within the larger (healthcare) context, and 4)
become a continuously developing professional. Conceptions 3 and 4 represented a broader, more inclusive
perspective on clinical learning than conception 1 and 2. Conceptions were distinguished by five dimensions: role
of guidelines from the school; learning opportunities, focus of supervisor; focus of reflection; desirable outcomes of
clinical learning.
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Conclusions: Those directly involved in clinical learning in nursing may have qualitatively different understandings
of its desired nature and outcomes. Two patterns across conceptions could be discerned: a) a shift in focus from
learning as following standards, to following an individualized learning trajectory and b) a shift in focus from
increasing patient load, to understanding oneself and the patient within the healthcare context. To prepare nursing
students for the future workforce, a flexible, social form of self-regulated learning is warranted, as well as an
understanding of one’s own role within the healthcare system and a critical attitude towards healthcare. Schools
and hospitals should collaborate to integrate these values in the curriculum. The current study adds different ways
of applying self-regulated learning as a relevant dimension in understanding clinical learning to the literature.
Through the phenomenographic approach we identified conceptions that can be a basis for training and policy
development.
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Background
In the past decades, undergraduate nursing education
has shifted from an apprentice-based training model to
institution-based programs in response to the increasing
complexity of the profession [1]. However, suboptimal
outcomes in terms of students’ critical thinking and
readiness for independent practice are still reported [2].
Despite the development of theory in nursing education,
clinical education is often provided in ad hoc ways [1, 3].
A critical discussion of the clinical learning process in
relation to actual and desirable outcomes is lacking in
the nursing education literature [3, 4]. Therefore, we ex-
plored conceptions of clinical learning in the hospital
setting among nursing students, supervisors, clinical ed-
ucators and higher education professionals. Articulating
and discussing these conceptions can help to improve
clinical learning at the policy making level as well as in
practice [5].
In clinical nursing education, students learn through

delivering patient care, in interaction with staff and
peers, supported by reflection [4]. The academic and
clinical setting collaborate to strengthen students’ clin-
ical learning through supervisor training, tools for stu-
dents to support reflection and active learning, the
presence of school teachers in practice and vice versa,
and organizational models to support independent work-
ing and peer learning [6–8]. However, individual stu-
dents and supervisors have different interpretations and
applications of tools to structure learning such as learn-
ing goals [9]. Moreover, the literature reports several
aims students have to reconcile when engaging in clin-
ical learning, such as contributing to patient care [1, 10],
belonging to the team [11], and meeting assessment
standards [12], resulting in different learning prefer-
ences, behavior and outcomes. Hereby, the individual
learning process and outcomes remain dependent on in-
dividual students’ and staff engagement [13].
The study of conceptions of learning and teaching can

help understand differences in preferences and behavior
[14]. In medical clerkships, it was found that supervisor’s

conceptions of workplace learning varied in the extent
to which student’s learning was regarded as learning as a
way to acquire knowledge or a way to participate in the
community [15]. In nursing education, supervisors have
different understandings of nursing itself as well as their
role in facilitating student learning [16, 17]. Recently, a
study on nursing students’ conceptions of clinical com-
petence and the learning process was published, identify-
ing conceptions of competence ranging from task
completion to yielding positive health outcomes [18].
The current study adds to this work by extending it to a
different setting, and by including a broader set of po-
tential ‘outcomes’ of clinical learning than ‘competence’
only. Moreover, we included conceptions of other direct
stakeholders than students only.
Clinical learning in nursing education has been studied

from different theoretical perspectives, often falling
under the umbrella of experiential learning theories [4].
These constructivist theories share the notion of learn-
ing as an individualized, active trajectory in an authentic
environment, shaped by social interactions and reflection
[4, 19]. Surprisingly, in studies on clinical learning in
nursing education, little reference is made to how clin-
ical learning is affected by the formal curriculum, sug-
gesting a hard separation between ‘formal’ academic
learning and ‘informal’ clinical learning [4]. Clinical
nursing education involves a three-way partnership be-
tween higher education institutes, students, and clinical
placement settings such as hospitals. Two theoretical
perspectives are particularly relevant for studying how
learning within this context can be maximised. Firstly,
cooperative education, also labeled work-integrated
learning, which is a strategy of education combining aca-
demic learning with real-world practice in a relevant
workplace [20]. Leaning on theories of experiential
learning, reflective practice, and sociocultural views of
learning, this perspective suggests that the integration of
classroom and practice experiences is crucial to maxi-
mise student learning. Secondly, self-regulated learning
(SRL) which is a cyclical process of seeking to
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accomplish goals through the self-directed use and
modification of strategies [21–23]. Educational institutes
play a role in offering students tools to maximize clinical
learning by strengthening their self-regulating learning
process [24].
Thus, clinical learning can be strengthened within the

collaboration between the clinical and academic settings,
however, how to put this to practice in day-to-day clin-
ical learning is not straightforward. Therefore, we asked
the following research question:
What different conceptions do stakeholders involved in

undergraduate nursing education have of the desired
process and outcomes of clinical learning?
We choose a phenomenographic approach as this

would allow us to distinguish different ways of experien-
cing the same phenomenon, in this case clinical learning
[25]. In line with experiential learning theories, all
intended and unintended activities and outcomes that
students experience during their clinical placements
were considered as ‘clinical learning’ [19]. We preferred
the broad concepts ‘clinical learning’ and ‘outcomes’ to
concepts ‘cooperative education’, ‘self-regulated learning’
or ‘competence’ to stay as close as possible to stake-
holders personal experiences and frames of reference. In
order to gain an in-depth understanding of the breadth
of conceptions within this group of stakeholders, we did
not consider potential differences between subgroups in-
volved in clinical learning.

Method
Background of the methodology
Phenomenography is a research method to answer ques-
tions about how people experience the world around them,
originally developed in the field of teaching and learning
[30, 32]. Phenomenography is based on the assumption that
there are limited qualitatively ways in which a phenomenon
can be experienced, conceptualized and understood [25].
Phenomenography is distinct from phenomenology. While
phenomenology investigates the essence of lived experiences
of a phenomenon, phenomenography considers the vari-
ation of ways of understanding a phenomenon [33].
To describe this variation, different ways of understanding

a phenomenon (constructed from an entire pool of data) as
opposed to different individual conceptions are the main
outcome of phenomenography. These ways of understand-
ing are called ‘categories of description’ [30]. These ab-
stracted conceptions cannot be attributed to individuals
and individuals can carry conceptions that fall into different
categories [34, 35]. However, categories of description can
inform us about the variety of possible conceptions. There-
fore, they will be referred to as ‘conceptions’ throughout
the paper.
In addition to conceptions, relationships between concep-

tions are identified. These relationships are represented in a

table called an ‘outcome space’, showing how conceptions
vary on underlying ‘dimensions of variation’. Dimensions of
variation are aspects of a phenomenon discerned by partici-
pants that distinguish conceptions from each other [35].
Conceptions are often hierarchically related, representing
an expanding understanding of underlying dimensions [29,
31, 35, 36].

Setting
We conducted this study in an academic medical center
in the Netherlands. This hospital offers clinical nursing
placements (5–40 weeks) for two education tracks, one
at the vocational and the other at the higher education
level, for which theoretical training is provided by sev-
eral vocational and higher education partners. These dif-
ferent education tracks are both 4-year programs with a
minimum of 2300 practice hours, resulting in the same
job title. In both tracks, students work towards compe-
tency achievement on the basis of individual learning
plans and learning goals, thus (implicitly) embracing
principles of self-regulated learning [22]. Assessment
procedures and criteria differ between higher education
institutes and involve a combination of CanMEDs, pa-
tient load and patient complexity. Practice curricula are
designed in collaboration between higher education in-
stitute policy makers/ teachers and clinical teachers/su-
pervisors. In clinical practice, students work alongside a
clinical supervisor, who is a registered nurse with basic
training in supervisory skills such as giving feedback.
Additionally, each nursing ward has a clinical educator,
who is exempted from patient care but coordinates clin-
ical training and coaches students and clinical supervisors.
Typically, students sit together with their supervisor at the
start and the end of the day to discuss learning goals and
evaluate learning. Some of the nursing wards are modelled
as ‘dedicated educational units’ [26, 27].

Participants and sampling
The secretary of the clinical nursing education depart-
ment sent an information and recruitment email to all
stakeholders in undergraduate clinical learning in our
hospital in April 2019. Stakeholders were defined as
those directly involved in clinical learning, and we in-
vited 123 students, 177 clinical supervisors, 12 clinical
educators and 12 higher education institute professionals
(nursing teachers that are involved in mentoring and
assessing students during clinical placements and offer
classes or meetings around the ward) to participate.
Stakeholders interested in participating were asked to
provide the following background information required
for sampling: age, current ward, educational institution,
study track and year – only for students, position in the
last two years – only for higher education institute
professionals.
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In phenomenography, data are treated as a holistic
group, and not as a set of individual interviews. There-
fore typically one round of data collection and one type
of data is used, and the number of participants is deter-
mined in advance [28]. The number of participants in
phenomenographic studies usually ranges between 10
and 30 with maximum variation within the sample, to
capture the various ways in which a phenomenon is
understood and to keep data manageable [29]. Given
our diverse population consisting of different subpopula-
tions, we decided to recruit as many as 25 participants.
From 39 respondents, a sample of 25 participants was
invited to participate in the study. To establish max-
imum variation, we selected our sample based on a) rep-
resentation of subgroups accounting for their actual size
and b) maximum variation within subgroups based on
(demographic) characteristics provided..

Data collection
We used individual semi-structured interviews to collect
our data [30], as the point of departure of phenomeno-
graphy is the individual’s relationship with a
phenomenon [25]. MS and SEMB conducted two pilot
interviews with colleagues from the broader research
team to adjust the interview protocol and align the inter-
view styles. Data from these interviews were not in-
cluded in the analysis.
MS and SEMB carried out audio-recorded interviews

(averaging one hour) in a private room within the

hospital or the higher education institute, between April
and September 2019. MS conducted interviews with stu-
dents, supervisors and higher education institute profes-
sionals. To prevent any conflict of interest SEMB
conducted interviews with clinical educators, with whom
MS had the possibility of professional collaboration out-
side this research project.
We used an interview guide (see additional file 1), con-

sisting of the main questions to describe a recent success-
ful and less successful student’s shift in clinical practice.
We asked open follow up questions to specify the infor-
mation reported in as much detail as possible and to ex-
plore the interviewees’ intentions behind bringing up
points in a certain way [31]. This approach allowed us to
use concrete experiences as a starting point for discussing
underlying conceptions. We encouraged participants to
answer the questions in an in-depth manner.

Analysis
A research assistant transcribed audio recordings of the
interviews verbatim. We analyzed data along seven steps
described in the literature (Table 1) resulting in an out-
come space of ‘conceptions’ (ways of understanding the
phenomenon of clinical learning) and ‘dimensions of
variation’ [35]. The approach did not aim or allow for
comparison between subgroups. During the analysis
process, we found that several statements were made by
all stakeholders. Moreover, we found that particular
practical challenges and conflicts concerning learning in

Table 1 Seven steps of analysis in phenomenography, with elaborations for this particular study

Step Description [33] Procedure in this particular study
Note: Criteria to distinguish dimensions and conceptions were:
a) being qualitatively distinctive. and b) covering the whole
variety of meaning units [36].

1 Familiarization Reading all transcripts • All transcripts by MS
• 5 transcripts by SEMB

2 Condensation Identifying and coding meaningful units in the transcripts • Coding of 5 transcripts by MS and SEMB
• Discussion between MS and SEMB
• Agreement on codes to be used (dimensions of variation
in the transcripts)

• After agreement, coding of rest of the transcripts by MS
• Note taking by MS of different ways of understanding
clinical learning across codes

3 Comparison Comparing the units with regard to similarities and
differences

Performed iteratively:
• Refining dimensions of variation by looking for differences
and similarities within codes by MS

• Grouping similar ways of understanding clinical learning
across codes in conceptions by MS

• Looking for structural relationships between categories and
dimensions and creating a draft
outcome space of conceptions (rows) and dimensions of
variation (columns)

• Discussion and refinement of outcome space including
labelling and hierarchy between
MS and SEMB until consensus was reached

• Discussion of outcome space, labels and hierarchy of categories
within the research team until consensus was reached

4 Grouping Allocating answers expressing similar ways of understanding
the phenomenon to the same conceptions

5 Articulating Capturing the essential meaning of a certain conception

6 Labelling Expressing the core meaning of the conception

7 Contrasting Comparison of conceptions with regard to similarities
and differences
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practice were reported recurrently. As these challenges
and conflicts provide a useful context for the interpretation
of conceptions, we decided to add these to our results.
Therefore, from step 3, we kept a separate record with a)
statements that reflected an underlying shared understand-
ing because they were shared amongst all stakeholders and
were not distinctive of conceptions, and b) statements that
reflected recurrent practical challenges or conflicts in learn-
ing in practice. We used Atlas.ti software to code and re-
trieve data.

Reflexivity
We established rigor by following the steps of the
phenomenographic approach [28, 31]. The study
was reported according to the COREQ checklist
[37] (see additional file 2). A research team that
was diverse in background and occupation limited
personal or disciplinary bias [38]. MS is trained in
psychology and education and works as an educa-
tional consultant and researcher in nursing educa-
tion, SMEB is trained in sociology and works as a
researcher in postgraduate medical education, TS is
trained in social sciences and works as a professor
in medical education with expertise in phenomeno-
graphy, HEMD is trained in medicine and works as
a head of the master’s program in medicine, SMP
works as a neurosurgeon, professor in education
and vice dean, RAK is trained as a medical doctor
and works as an associate professor in medical edu-
cation. All authors are trained and have experience
in qualitative research. MS was the only one who
was involved in a professional (non-hierarchical) re-
lationship with some of the participants. To over-
come a possible conflict of interest, in such cases
the interviews were conducted by SEMB. In each
refinement of the outcome space, we revisited the
transcripts. We enhanced credibility of the analyses
through group discussions aiming to look for dis-
confirming evidence and to challenge findings with
reference to transcripts. We kept notes from all the
steps; MS and TS repeatedly discussed progress and
doubts together with the draft results.

Results
Participants
We interviewed 25 participants including 8 students, 4
higher education institute professionals, 9 supervisors
and 4 clinical educators. Students, supervisors, and clin-
ical educators were distributed over 13 different nursing
wards (hematology, cardiology, obstetrics, medical, med-
ical psychiatry, internal medicine, neurology, Ear, nose &
throat, short stay, traumatology, pulmonology, vascular
surgery, oncological surgery, acute admissions ward).
Demographic characteristics are presented in Table 2.

Main findings
Conceptions
Four qualitatively different conceptions of the desired
process and outcome of clinical learning were identified,
which are described in more detail below.
Clinical learning as a process to …

1. Meet curricular demands
2. Learn to deliberately deliver patient care
3. Learn to deliver patient care within the larger

(healthcare) context
4. Become a continuously developing professional.

Relations between conceptions
Five dimensions of variation were created from the data
that distinguish the different conceptions: role of guide-
lines from the school; learning opportunities, focus of
supervisor; focus of reflection; desirable outcomes of clin-
ical learning. The relations between the four concep-
tions and the five dimensions of variation are mapped in
an outcome space, see Table 3.
The relationships between dimensions of variation in

the outcome space showed a branched hierarchy [34]:

� conception 2 represented a broader understanding
of all dimensions of variation than conception 1

� conceptions 3 and 4 both represented a broader
understanding of all dimensions of variation than
conceptions 1 and 2. Conceptions 3 and 4 were
equally broad, but qualitatively different.

For example, in conception 1 (meet curricular de-
mands) the dimension ‘reflection’ is considered some-
thing happening according to fixed standards, whereas
in conception 4, several possible ways of reflection (in-
cluding with fixed standards) are emphasized. The part
of each dimensions that distinguishes a conception from
the formal ones, is written in italics.

Table 2 Demographics of participants

Subgroup Age (in years) Gender

Students Range 20–42
Mean 26
Median 24.5
(study year 2–4)

1 M; 7 F

Supervisors Range 24–51
Mean 34
Median 29

0 M; 9 F

Clinical educators 28–64
Mean 43
Median 39.5

0 M; 4 F

Higher education professionals Range 30–58
Mean 48.25
Median 52.5

2 M; 2 F
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Conceptions

Conception 1: meet curricular demands The first con-
ception has a task-oriented approach in which the focus
of learning is a set of plannable activities that result in
predetermined outcomes. The learning outcomes to be
pursued are clear quantifiable requirements:

“[requirements should be clear] because we both
want to achieve the same thing. That is, that the stu-
dent can care for a patient with a certain condition
after so many weeks...Well, [if there were no guide-
lines] the danger is that everyone will apply their
own guidelines, eh.. ...” (participant 22).

These requirements in turn are the basis for creating
and selecting learning opportunities:

“If you were to do it very neatly, you would have a
kind of train timetable from the NS [National
Railways], which states: in week 1, day 1, I will
follow xx to see how a patient is washed. In week 2 I
will wash a patient with aphasia under supervision,
for example, under the supervision of so and so.”
(participant 22).

The supervisor’s role is understood as to guide and
protect students’ process to achieve those goals when
necessary, while the student remains the main respon-
sible to guard the process.

“Well the student is here to achieve something, she
has to meet certain competencies. Be able to demon-
strate that he or she has worked on a certain learn-
ing objective in order to achieve a certain core
competency. Then I think yes I would like... look it is
of course the responsibility of the student himself.
But I would like to be able to contribute to the fact
that someone learns something when I provide
supervision” (participant 11).

The goals that the student put forward is the main
source of feedback:

Yes of course [I have to formulate learning goals] be-
cause otherwise they [supervisors] don’t know what
to look at. (participant 3).

Learning outcomes are often approached quantita-
tively, such as the number of patients a student can take
responsibility for.

Table 3 Outcome space

Dimensions of variation

Role of
guidelines
from the
school

Learning
opportunities

Focus supervisor Focus of reflection Desirable outcomes of
clinical learning

Conceptions 1.Meet
curricular
demands

Provide
directions
(Prescriptive)

Planned situations
matching students’
competency level
based on their
learning goals

Correct, monitor, give
feedback to
predetermined learning
goals

Collect evidence with
predetermined formats

Student has completed
(personal) learning goals
/can independently care
for a certain number of
patients

2. Learn to
deliberately
deliver
patient care

Provide
directions
which
should be
interpreted
within the
context

Both planned and
unplanned situations,
as long as they are
reflected on

Respond to
predetermined learning
goals and actively
stimulate student

Supported by formats
and focused on
improvement, With
input from supervisor;
deliberately, linked to
actual clinical events

In addition to column 1:
Student has a better
understanding of individual
patient care and developed
their own ways of working

3. Learn to
deliver
patient care
within the
larger
(healthcare)
context

Provide
rough
directions
but can be
limiting

Both planned and
unplanned situations,
including those forcing
to look beyond the
individual patient-
nurse relationship

Respond to
predetermined learning
goals, actively stimulate
students and challenge
them to look beyond the
individual patient-nurse
relationship

Supported by formats
and focused on
learning, With input
from patient and peers;
in peer/reflection
meetings; beyond
individual patient

In addition to columns 1
and 2: Student has
become aware and critical
of his/her role within the
chain, and the patient
within the healthcare
system

4. Become a
continuously
developing
professional

Provide
rough
directions
for future
development

Both planned and
unplanned situations,
with a focus on those
that are unexpected
and make students
stretch their
boundaries

Respond to
predetermined learning
goals, actively stimulate
students and challenge
them to develop their own
learning process

Supported by format of
choice, Personalized; in
a way and modality
that suits student

In addition to columns 1
and 2: student can create
new learning opportunities
and ways to grow from
them as a nurse, stretched
personal boundaries
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“[ I learned] That there’s actually a lot I can do my-
self. That I actually …. like now 3 patients who are
fairly low in care … that that is sometimes not
enough. I think that’s really a ... yes something I
realize then...”(participant 2).

Reflection happens according to fixed standards. An
important goal of writing reflections is to collect
‘evidence’:

“Well for them it is of course a piece of evidence that
they really worked on a certain learning objective
and yes, that I indicate at what level and with what
complexity they worked and whether that went well,
yes or no. ..and if things are not going well, for ex-
ample, it is also good for a work supervisor to have
in black or white that things are not going well”
(participant 11).

Conception 2: learn to deliberately deliver patient
care In the second conception, the focus is broadened to
learning that can occur anytime and anywhere. Learning
outcomes depend on the extent to which the student de-
liberately reflects on situations.

“Well I .... I think they always learn. If they do this
well then it is fine, and if they run away and do
other work, they learn from that too. Then they learn
how to respond to such a situation, and then they
can always figure out how they will approach it dif-
ferently next time” (participant 18).

The supervisor’s role is understood as challenging stu-
dents to engage in reflection. Furthermore, the super-
visor actively creates and highlights learning
opportunities, both during clinical duty and off it, that
may go beyond pre-established learning goals.

“I’m always like, if you don’t know that yet, we will
go and do it together. Even if you are not yet allowed
to do that according to the school, then I will do it
or you will have a look, you know, so that they are
included in technical nursing activities, or you can
learn something from everything..” (participant 13).

The aim of these reflections is to get a better under-
standing of what care would be delivered in what way to
individual patients.

“Or if I say, for example: I want to pay extra attention to
fluid intake, they ask me to explain that so I think about
why I’m doing something instead of thinking yes, I’m just
going to keep fluid balance just because I do. That I
really think about why I do it” (participant 7).

Conception 3: learn to deliver patient care within the
larger (healthcare) context This conception includes a
broader view on what it means to be a good nurse. From
the start of clinical learning, the importance of regarding
the patient as part of a larger personal and healthcare
context is acknowledged, and situations in which stu-
dents can reflect on this are highly valued, as well as off-
time to immerse oneself in patient cases and underlying
theory.

“So I think ... often the nurse is asked what is the best
thing to do, but then I think: you can also ask the
patient because they can also answer, they can ex-
plain it very well because they have been living with
the problem for 40 years. So I think these are also
nice learning moments”. (participant 12).

“It is important that students] engage in conversa-
tions with several disciplines about their profession,
and about how to include them in a treatment plan”
(participant 14).

“I would also have liked to delve much more into
which part where the hospital takes within this
chain care. Because that patient is not just here, he
has been to the doctor, and he has home care and
he has that care and he continues”. (participant 5).

Likewise, learning to become a nurse is not only con-
sidered as an individual path of developing knowledge
and skills, but also as a way to find one’s role within a
team and an institution.

“[when working a couple of consecutive day shifts] I think
you can better realize what you are actually doing as a
colleague or as a team. Even if it is mono-disciplinary.
You are a relatively small part anyway, but then I do
not notice what is happening to those people, and then
also build a bond with the people.…” (participant 8).

“Students think it’s normal to walk around in nurs-
ing scrubs. While you may wonder, well, that’s pretty
amazing you have to, why? … Well, that kind of
thing, that informal: how are you going to function
as ... now as a student, and later as a qualified
nurse, in such an organization, in such a team. Yes,
that is not directly in the curriculum, but that is
very important to learn that” (participant 22).

Experiencing different supervision styles contributes to
students’ development.

“Well I find it very valuable to see many different
work styles. And I also find it interesting because I
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often ask dude, why do you do it like that, because I
learned it so and so from that other supervisor. And
I like to create my own style based on that” (partici-
pant 6).

Part of this learning process is to develop a critical
perspective on healthcare itself, which requires thinking,
reading and discussing in addition to delivering
healthcare.

“And then you expect them to think like, what is the
basis for this treatment plan, what is the basis for
this protocol, is there a scientific basis underneath”
(participant 25).

Conception 4: become a continuously developing
professional In the final conception, the personalized
way in which students learn and become lifelong
learners is emphasized. Therefore, insight into one’s own
development and challenging one’s personal boundaries
is considered more important than whether this devel-
opment evolves according to planning.

“and of course, there are also people who want an 8
or a 10 and are disappointed when they have a 6.
But I think what they get here, where they actually
have to override their own limits, that this might be
even bigger for them.” (participant 18).

In this conception it is assumed important to
recognize and follow ones’ own learning preferences.

“There are different levels of reflection. During the
shift I check: is my planning all right, is everything
going according to plan, do I know what I am doing,
do I have to read the protocol, do I have enough
knowledge about this. You do that all the time, but
then you also start thinking about less practical
things: how did I deal with that patient, how did I
work together with my colleagues. And that is on a
completely different level, which is much more useful
to me. … But if you really want to grow as a nurse
as a person, you have to reflect on that other level. I
think that’s what you do after the shift.” (participant
5).

Supervisors challenge students not only to come up
with learning goals, but to express why they want to
learn certain things.

“Sometimes they come up with the same learning
goals a few weeks in a row and then I wonder
whether they have learned it or not, what is the
purpose of this learning goal. Why do you still

want to use this as a learning goal now”. (partici-
pant 12).

The eventual goal of learning is to develop oneself,
when necessary, beyond what they can learn from their
role models:

“I think that’s, especially in the nursing profession, I
think it should be more focused on that [the ‘higher
up’ CanMEDS roles]. Because you can tell that most
nurses who now work on the ward do not have much
experience with that at all. They haven’t heard from
EBP [Evidence Based Practice, MS] or anything.
They don’t know all that, they don’t care much
about them either. So it is still difficult to get super-
vision on those topics” (participant 14).

Underlying shared understanding and structural challenges
and conflicts
In phenomenography, conceptions are described by their
differences, rather than commonalities [35]. However, as
these commonalities can provide a context to interpret
these conceptions, we decided to include them in our
analysis and label them ‘shared understanding’. A safe
environment characterized by trust, acceptance and sen-
sitivity for students’ well-being in which they can gain
self-confidence was considered a prerequisite for learn-
ing. Moreover, students learn by steadily gaining auton-
omy in both clinical work and their learning process.
Moreover, we identified practical challenges and con-

flicts that were reported structurally. These may reveal
barriers to acting according to conceptions, hereby
informing implications of the conceptions which we
found. They include insecurity about responsibilities,
and (perceived) burdens for students to follow their indi-
vidual development pace, such as being in a subordinate
position. Moreover, challenges in establishing mutual
trust between students and supervisors were found, such
as receiving freedom without feeling lost, and receiving
supervision without feeling controlled. Both shared un-
derstanding and structural challenges and conflicts are
summarized in Table 4.

Discussion
Summary of findings
Our study shows that those directly involved in clinical
learning in undergraduate nursing education may have
qualitatively different understandings of its desired na-
ture and outcomes. This variety exists in spite of a close
collaboration between higher education institutes and
hospitals to align clinical learning with the formal cur-
riculum. Two patterns across conceptions can be dis-
cerned: the narrowest conception understands clinical
learning as following rules and standards, whereas
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conceptions that are more inclusive regard clinical learn-
ing as an individualized learning trajectory with multiple
possible outcomes. Second, the narrowest conception fo-
cuses on increasing individual patient load, whereas con-
ceptions that are more inclusive aim to understand
oneself and the patient within the healthcare context.
Conceptions exist on top of a shared understanding that
students should learn in a safe environment, with pro-
gressive independence over both their learning process
and patient care. Moreover, we identified practical chal-
lenges and conflicts that may reveal barriers to acting ac-
cording to conceptions.

Contribution to previous literature on conceptions of
clinical learning
The shift in focus from external standards, to more
personalized critical learning aligns with previous
work on nursing students’ and medical supervisors’
conceptions [15, 18]. The current study adds different
ways of applying self-regulated learning as a relevant
dimension in understanding clinical learning, possibly
reflecting the values of modern nursing curricula.
Interestingly, the shift in focus from individual nurs-
ing performance to team performance was found in
conceptions of medical supervisors, but not of nursing
students [15, 18]. In addition to previous literature,
our focus on the broad concept of ‘outcomes of clin-
ical learning’ gave us insight in how individuals inte-
grate different aims such as learning, performing
nursing care and meeting assessment standards to
guide their behavior. Through the specific research
approach used in our study, we elaborated concep-
tions that can help bridge between discourses of

education and healthcare settings and can be the
basis for training [5, 39, 40].

Strengthening clinical learning by students’ active
engagement in their learning process
In line with previous literature, respondents agree that
students are supposed to demonstrate progressive inde-
pendence in setting and monitoring learning goals [24].
However, in previous literature on conceptions of clin-
ical learning, self-regulated learning was only articulated
in the most inclusive conceptions [18]. In the current
study, conceptions vary in their qualitative interpretation
of self-regulated learning, i.e. how flexible learning goals
are created and applied. One way to interpret this vari-
ance is from a developmental perspective: In previous
literature it was found that novices tend to hold on to
objectives as ‘external rules’ whereas experts prefer ob-
jectives as rough personal guidelines [41]. In the current
study, statements belonging to conceptions that are
more inclusive are not exclusively held by expert partici-
pants nor are they claimed to apply to more advanced
students only, suggesting that these conceptions cannot
be simply understood as stages of development. More-
over, a fixed approach to learning goals can be problem-
atic for both novice and expert students. First, to
prepare students for lifelong learning, a flexible, oppor-
tunistic variant of self-regulated learning is required
[42]. Second, in the most ‘narrow’ conceptions, the su-
pervisor’s role is understood as being reactive to the
learning goals that students set for themselves. In this
sense, self-regulated learning is regarded as an individual
instead of a social process, distracting supervisors from
their responsibility to guide students to get the most out

Table 4 Underlying shared understanding and structural challenges and conflicts

Shared understanding Practical challenges and conflicts

School guidelines - Lack of clarity about who’s responsibility it is to carry out
and know school regulations

Learning
opportunities

- When necessary, priority of patient care over learning
- Students learn by a process of graded autonomy
- Students should take increasing responsibility in their learning
process

- The subordinate and temporary position of students
hinders them in their freedom to develop in their own
way

Focus supervisor - Relationship of mutual trust, acknowledgement and expressed
expectations between student and supervisor is essential

- Boosting students’ confidence creates ‘space’ to learn.

Supervisors face a few challenges:
- To balance between being supportive yet giving
responsibility

- to balance between giving constructive (corrective)
feedback and promote safety

- to practice supervision within time and training
constraints

- to balance between ‘challenging students to think and
‘questioning/testing students’

Desirable outcomes
of clinical learning

- The subjective experience of clinical learning is important, to
have ‘a good feeling’ about a shift

- It is challenging to develop a critical attitude while in
training

- Following individual pace can be at odds with assessment
standards

Peers - Peers are sources of help and support and mutual learning,
yet can be competitors
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of the clinical placement setting and to support students
with their socialization into the nursing profession [9,
17, 20, 43, 44]. To improve students’ active engagement
with learning, students and staff can collaborate to con-
sider how the premises of self-regulated learning can be
put to practice [45].

Promoting higher order learning through cooperative
education
Following the premises of cooperative education, higher
education institutes provide students with tools to critic-
ally analyze nursing care and reflect on different ways of
practice [1, 7].. Indeed, the notion of reflection as a key
ingredient in clinical practice is shared across concep-
tions. However, the focus of these reflections varies. The
narrowest conception approaches reflection as a way to
improve direct performance. More inclusive conceptions
emphasize the need to move away from the individual
patient and create time and space to deepen knowledge
and understanding during off time around the ward.
Additionally, these conceptions promote engagement in
activities that are not typically mastered and supported
by the ward staff such as evidence-based practice. There-
fore, the current findings suggest that as long as learning
and assessment focus on increasing patient load, true
critical reflection will not be achieved. Therefore, schools
and practice settings should collaborate to educate both
students and staff about the value and application of
‘higher order nursing competencies’ on the ward to inte-
grate more aspects of theory to practice [20, 46, 47]. As
was highlighted as a practical challenge, students should
be encouraged to develop a critical attitude without hav-
ing to fear their role in the team or their assessment.
This requires a safe learning climate as well as positive
role models [17, 44, 48].

Limitations
This study has some limitations inherent to methodo-
logical choices made. First, oral expressions that may be
dependent on the context, situation and individual, have
been used to make interpretations about abstract con-
ceptions that do not represent individual respondents
[49, 50]. However, the nature of the interviews asking
why participants brought up their stories, allowed us to
generate an in-depth understanding of underlying con-
ceptions. In extracting abstract representations, the main
researcher could not step aside from her own experience
and involvement in clinical nursing education. However,
understanding the subject may have allowed gaining
deeper understanding, which was constantly checked by
the research team. The sample drawn from a single aca-
demic setting as well as voluntary participation of partic-
ipants may have resulted in a sample that is particularly
concerned with clinical learning [51]. The current

conceptions and shared understanding may reflect both
the values of the curricula and of the educational cli-
mate. However, the range of conceptions provides
insight in the nature of variety among stakeholders and
can be a basis for further studies in different settings.

Conclusion
In spite of a collaboration between education settings
and hospitals, different conceptions exist about the type
of outcomes to be achieved in clinical learning as well as
the learning process to reach those outcomes. The most
‘narrow’ conception limits clinical learning to a process
of setting and signing off concrete learning goals aimed
at increasing patient load. In conceptions that are more
inclusive learning serves to understand both oneself and
the patient within a larger context, and to develop one-
self continually. These conceptions are represented
across all groups of stakeholders. To prepare nursing
students to become critical and autonomous members
of the future workforce, a shift in focus from adherence
to measurable demands to cooperative, self-regulated
learning is warranted, as well as a shift in focus from in-
creasing patient load to understanding healthcare and
the nurse’s role within this system.
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