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Chapter 3: Methodology

Education is not the learning of facts, but the training of the mind to think
-Albert Einstein-

3.1 Introduction
The aim of this study was to investigate nurse education service models in acute care
metropolitan hospitals across Australia and develop recommendations for future
service delivery. Researchers have different beliefs and ways of viewing the research
topic and, as a result, the methodologies chosen are those that suit the specific topic.
The principles that influence how a study is conducted are referred to as a paradigm.
To gain a better understanding of why the researcher chose the particular approach
used for this study, the paradigm adopted for this study will be outlined prior to
discussing the specific methodologies used.

To address the research questions described in Section 1.5, a three-phase approach
using mixed methods was deemed most appropriate. This chapter details the rationale
for choosing the study’s design, including the methodology and validity and reliability
strategies. In sections 3.6–3.8, each phase is discussed systematically, including a
description of the sample, data collection procedure and analysis method employed. It
was decided to describe the three sections sequentially rather than separately to reflect
the three phases of the study. Section 3.9 provides an explanation of the ethical
considerations of the study and the chapter concludes with a brief summary in Section
3.10.
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3.2 Research Paradigm
Weaver and Olson’s (2006, p. 460) definition of a research paradigm reveals how
research can be guided and influenced by a certain set of assumptions and principles:
‘paradigms are patterns of beliefs and practices that regulate inquiry within a discipline
by providing lenses, frames and processes through which investigation is
accomplished’. Due to the nature of the research study, the researcher felt it
appropriate to combine the interpretive paradigm with the positivist paradigm. The
interpretive paradigm is a research approach that focuses on the way human beings
make sense of subjective reality and attach meaning to it (Neuman, 2006). The
positivist paradigm is a research approach that is based on the belief of universal laws
and demands objectivity and neutrality (Thompson, 1995). The blending of both
paradigms provided the researcher with the ability to explore the perceptions and views
of nurse educators, while also allowing for statistical analysis of the data (Creswell,
1994). The following discussion describes how each paradigm and methodological
approach was implemented in this study.

This study was conducted in three distinct phases. The approach used in phases one
and two of the study sits within the interpretive paradigm. The interpretive paradigm is
founded on the theoretical belief that reality is socially constructed and fluid and that
what is known is always negotiated within cultures, social settings and relationships
with other people (Myers, 2009). This paradigm takes the perspective that there are
many truths and multiple realities and it supports qualitative methodology using
naturalistic methods such as interviewing and focus groups (Neuman, 2006). This
ensures sufficient interaction between the researcher and those with whom they interact
to construct a meaningful reality collaboratively (Kaplan & Maxwell, 1994). These
qualitative research methods allowed the researcher to achieve a more informed and
detailed understanding of nurse education within the social world in which it exists
(Creswell & Plano Clark, 2007). Qualitative methods also enabled meanings to
emerge during the research process, which was important for this sequentially phased
investigative study, allowing the researcher to develop and adapt the questions for the
following phases in response to events as they occurred (Punch, 2005).
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The approach used in phase three of the study fell within the principles of a positivist
paradigm. The positivist paradigm is based in the physical sciences. It uses a
systematic, scientific approach to conducting research (Hughes, 2001). The positivist
paradigm sees the world as based on unchanging, universal laws, with the belief that
everything can be explained by knowledge of these laws (Punch, 2005). It considers
that, to understand these laws, it is necessary to observe and record events and
phenomena in a systematic way to discover what is causing things to occur (Weaver &
Olson, 2006). The positivist paradigm supports the use of quantitative methodology, as
the structure of the quantitative methodological approach involves all aspects of the
research process being decided upon before data collection begins (Kumar, 2005). In
this study, a survey methodology with closed questions was used in phase three to
generate quantitative data within this paradigm.

For this investigative study, a triangulation approach was used to verify and confirm
the findings as it moved through its different phases. This involved the use of both
qualitative and quantitative methodologies to firstly explore the views of nurse
educators around the topic of nurse education models and the future priorities of nurse
education and then to quantify the findings and frequency of the use of the different
models and the views of nurse educators about the different models. Qualitative and
quantitative data collection techniques used included semi-structured interviews, focus
groups and a survey. Table 3.1 summarises the integrated research paradigm and gives
examples of how the different methodological approaches were incorporated into the
study. The next section of this chapter discusses mixed methods research and
triangulation.
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Table 3.1. Summary of the Research Paradigms
Study Phase

Phase 1

Phase 2

Phase 3

Characteristic

Interpretive
View
Understand the
significance nurse
educators give to
various issues
surrounding their
nurse education
service models
• Many truths and
realities
• Different people
have different
perceptions and
experiences
Qualitative

Interpretive
View
Understand the
significance nurse
educators give to
various issues
surrounding their nurse
education service
models
• Many truths and
realities
• Different people have
different perceptions
and experiences

Positivist
View
Test the findings raised
in phases one and two
deductively

Qualitative

Quantitative

Descriptive and
explanatory
words of interview
and focus group data
Participants who are
able to provide
expertise from
different
points of view
at a few sites

Descriptive and
explanatory
words of interview and
focus group data
Participants who are
able to provide
expertise from different
points of view
at a few sites

Measurable frequency
numbers from survey
questionnaire data

Purpose

Beliefs

Research
methods
Data type

Sample

• One truth exists
• Must be objective

Many participants at
many sites with clear
and precise inclusion
and exclusion data

(Adapted from Creswell & Plano Clark, 2007, p. 29)

3.3 Mixed Methods Research
This research study used a mixed methods approach, which is a research design with
underlying methodological assumptions as well as a method of investigation (Punch,
2005). As a method, the mixed methods approach focuses on collecting, analysing and
mixing both quantitative and qualitative data in a single study or series of studies. The
use of mixed methods offers the researcher the opportunity to take multiple measures
in a number of different ways, to allow for a more complete understanding of the area
of study (Creswell & Plano Clark, 2007). However, a mixed methods approach can
take the researcher a great deal of time and the analysis of the data can be challenging,
as it includes combining the two types of data (Punch, 2005).
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The use of mixed methods was beneficial in this study, as it allowed the initial
questions asked in phase one such as ‘What is your experience working with this
model?’ to be refined for phase two into ‘What works well in your nurse education
model?’ and ‘What doesn’t work so well in this model?’. These questions were then
developed into a quantitative question for phase three, such as ‘In your opinion, the
characteristics of an ideal nurse education model include:’ with a list of answers for the
participants to rate on a Likert scale by level of agreement.
Triangulation is defined by Denzin (1978, cited in Jick, 1979, p. 291) as ‘the
combination of methodologies in the study of the same phenomenon’. Combining two
methodological approaches in one study allows the researcher to use the strengths, and
compensate for the weaknesses, of the different approaches (Punch, 2005).
Triangulation is largely a process that allows for cross validation when two or more
distinct methods are found to support each other and produce comparable data.
Blending and integrating a variety of data and methods, as triangulation demands, may
be seen on a continuum that ranges from simple, such as a two-phase approach in
which qualitative and quantitative methods are kept fairly separate, to complex
designs, in which aspects of the two approaches are mixed at all stages of the research
(Jick, 1979).

This study combined the use of mixed methodologies in a sequential format to allow
the researcher to elaborate on and expand the findings of one method with the other
method. This involved beginning with qualitative methods in phases one and two of
the study to allow for exploration, before following up with a quantitative methodology
in phase three involving a larger sample, so that the results could be generalised to the
population (Creswell, 1994).

This research study used a sequential mixed design, in which three phases occurred
chronologically, so that the conclusions from the first phase could lead to the
formulation of the questions for the next phase, with the final findings being based on
the results of all of the phases of the study (Teddlie & Tashakkori, 2006) (see Figure
3.1). This approach was the most appropriate for this investigative study, as it allowed
for the interpretation of the data from one phase to influence the next phase and for a
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variety of data collection methods and different types of data to be used to verify and
triangulate the findings.
Phase 1.

Phase 2.

Phase 3.

Investigation of a
nurse education
service model at one
hospital in Perth,
W.A.

Investigation of
nurse education
service models
across W.A.

Investigation of
nurse education
service models
across Australia

Data collection:
Qualitative
1. Interviews with
coordinators
2. Focus groups
with senior and
junior educators

Data collection:
Quantitative
Survey distributed
via SurveyMonkey
to coordinators,
senior and junior
educators

Data analysis:
Content analysis

Data analysis:
Descriptive statistics

Data collection:
Qualitative
1. Interviews with
senior educators
2. Focus groups
with senior and
junior educators
Data analysis:
Content analysis

Figure 3.1. Summary of the Study Design and Methodology
A research framework using mixed methods allowed an investigation of the nurse
education service model at one acute care metropolitan hospital in Perth, W.A.,
followed by the expansion of the study’s scope to include a broader investigation of
nurse education service models in acute care metropolitan hospitals across W.A., and
then across Australia.

Phase one involved holding face-to-face interviews and a focus group with senior
nurse educators and focus groups with junior nurse educators at a major teaching
hospital in Perth, W.A., to gain qualitative data about the nurse education service
model used at that organisation. Phase two of the study consisted of conducting faceto-face interviews with the coordinators of nurse education services at both public and
private acute care metropolitan hospitals in W.A. (six hospitals) and focus groups with
senior and junior nurse educators to gain qualitative data about the nurse education
service models used at these organisations. Qualitative data gathered from phase one
was analysed using content analysis to inform the questions asked in phase two.
Qualitative data gathered from phase two was analysed using content analysis and used
with the data from phase one to assist in the development of the survey tool used in
phase three.
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Phase three of the study consisted of a national survey of nurse educators in acute care
metropolitan hospitals across Australia. The survey questionnaire was administered
using SurveyMonkey, a web-based program that is used to create and deliver electronic
surveys (SurveyMonkey, n.d.). Sixty-five hospitals, with approximately 1500 nurse
educators, were considered eligible to be included in the study. Data were analysed
using descriptive statistics.

3.4 Triangulation
As outlined above, this study involved the inclusion of a number of different research
methods across three phases within the one study, allowing for triangulation. The
benefits of using triangulation include increased confidence that the research data
accurately reflect the truth, an increased understanding of what is being studied and a
variety of viewpoints providing a clearer understanding of the phenomenon
(Thurmond, 2001). In this study, the researcher employed different types of
triangulation including data, methodological and analysis triangulation. These methods
involved using different sources of information to increase the validity of the study,
using qualitative and quantitative methods of data collection and using multiple
analysis approaches to validate data findings (Sarantakos, 2005). Below is an
explanation of how each of these was used in this study.

3.4.1 Data Triangulation
Data triangulation involves using different sources of information to make a study
more rigorous (Teddlie & Tashakkori, 2009). This may involve using different sources
such as public records, observation or different stakeholders to highlight diverse
perspectives. During the analysis stage, feedback from these different data sources are
compared to determine areas of agreement and divergence (Creswell & Plano Clark,
2007).

In this study, data were collected from a number of different stakeholder groups and
sites to allow for data triangulation. Participants involved in this study included
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coordinators of nurse education services, senior nurse educators and junior nurse
educators, allowing for comparison of the findings from the different groups. Data
triangulation was also possible by comparing the findings from the different states and
sites involved. In phase one, data were collected from one tertiary teaching hospital in
Perth, W.A.; in phase two, data were collected from six acute care metropolitan
hospitals in W.A.; and in phase three, data were collected from 65 acute care
metropolitan hospitals across Australia. This allowed for findings to be compared
between hospitals and across states to confirm and verify findings, strengthening the
rigour of the study.

3.4.2 Methodological Triangulation
Methodological triangulation involves the use of multiple qualitative and/or
quantitative methods to study a phenomenon (Punch, 2005). This allows for the
research topic to be studied a number of different ways with different data types being
produced (Creswell & Plano Clark, 2007). In this study, methodological triangulation
was used by including both qualitative and quantitative methods such as interviews,
focus groups and a survey, as described in Figure 3.1.

3.4.3 Analysis Triangulation
Analysis triangulation involves using multiple analysis approaches to review findings.
This can provide a check on selective perception and illuminate blind spots in an
interpretive analysis (Creswell & Plano Clark, 2007). The goal is to look at the data in
different ways to gain a greater understanding of the phenomenon being investigated.
For example, in this study, the data collected in phases one and two were qualitative
and analysed using content analysis, while the survey developed for phase three from
the data in phases one and two collected quantitative data that were analysed using
descriptive statistics. The findings of the content analysis undertaken in phases one and
two and the descriptive statistics completed in phase three were compared to identify
similar themes emerging to further support the validity of the study and verify the
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findings. In the next section, an explanation on how the rigour of the study was
established is discussed.

3.5 Rigour
Another important consideration in ensuring the validity of a study is rigour.
Rigour is the structured and controlled way of planning, developing, analysing and
evaluating research to ensure accuracy in the research process and the outcomes of the
study (Kumar, 2005). Rigour is an essential part of the research process and involves
adhering to the truth by using an unbiased approach to each stage of a study.
Qualitative and quantitative research studies approach rigour in different ways. In
phases one and two of this study, the qualitative approach to rigour was established
using processes to ensure credibility, dependability, confirmability and transferability.
In phase three, the quantitative approach to rigour was established using reliability and
validity testing. Examples of rigour testing used in this study are listed below.

3.5.1 Phases One and Two
3.5.1.1 Credibility
Credibility is the confidence in the truth of the findings (Neuman, 2006). In this study,
a number of strategies were used to ensure credibility, including triangulation of data
from multiple sources as discussed above, member-checking and peer debriefing with
the researcher’s supervisor (Lincoln & Guba, 1985). In phases one and two, during the
final interviews and focus groups conducted, findings from previous sessions where
posed to the group and individuals for comment such as ‘In previous sessions, it was
suggested that the future of nurse education will include a focus on simulation. What
are your thoughts on that?’ to confirm the credibility of emerging themes (Punch,
2005). Also during phases one and two, while the interviews and focus groups were
being completed, transcriptions of the sessions and emerging themes were discussed
with the researcher’s supervisor to gain an independent perspective on the data.
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3.5.1.2 Dependability
Dependability refers to the ability to show that findings are consistent and could be
repeated (Lincoln & Guba, 1985). In this study, dependability was achieved through
the use of overlapping methods, such as individual interviews and focus groups, a clear
and detailed research design and describing the implementation of the study in detail
through the use of a research journal. In consultation with the researcher’s supervisor, a
clear and detailed study design (see Figure 3.1) was developed, comprising clear
phases incorporating mixed research methods, as this was considered the most
appropriate means to achieve the aims and objectives of the study. While moving
through the study, the researcher maintained a study journal outlining any changes to
the methodology or approach and the details of how aspects were undertaken to allow
for repetition of the study if required (see Figure 3.2).

Figure 3.2. Researcher’s Study Journal
3.5.1.3 Confirmability
Confirmability is the degree of neutrality or the extent to which the findings of a study
are shaped by researcher bias, motivation or interest (Shenton, 2004). In this study, the
researcher used a number of techniques including bracketing, review of the findings by
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the researcher’s supervisor and a reflective journal to minimise the impact on the study
of the researcher’s perspective, beliefs and values (Shenton, 2004). Before
commencing the study, the researcher used bracketing by recording her thoughts,
opinions and preconceptions regarding the study onto a digital recording device. This
was then played back to the researcher throughout the study to assist her in surfacing
and setting aside her preconceptions regarding the study (Tufford & Newman, 2010).

Another method of bracketing that was used by the researcher in this study was
reflective journal keeping. Journaling began prior to commencing the study and was a
conduit for the researcher to reflect on the progress of the study and impressions about
participants (Ahern, 1999). Aspects documented in the reflective journal included the
researcher’s reasons for undertaking the research, assumptions regarding the study,
potential role conflicts with research participants, and the researcher’s personal value
system (Hanson, 1994) (see Figure 3.3).

Figure 3.3. Researcher’s Reflective Journal
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3.5.1.4 Transferability
Transferability demonstrates that the findings of a study have applicability in different
contexts (Lincoln & Guba, 1985). In planning and undertaking this study,
transferability was ensured by including a wide variety of acute care metropolitan
hospitals across the different states of Australia: 65 in total, with approximately 1500
nurse educators of different levels. This ensured that the results were more transferable
and applicable across the larger population (Shenton, 2004). The following section
explains how rigour was established for phase three of the study.

3.5.2 Phase Three
3.5.2.1 Validity
Validity refers to how well a test measures what it is purported to measure (Punch,
2005). Three common types of validity require consideration when developing
instruments of measure in research: construct, criterion and content validity (Trochim,
2006). Construct validity refers to the extent to which a test that has been developed by
conceptualising a theory actually measures what the theory says it does. Criterion
validity involves the correlation between the test and a known standard or against itself
(Trochim, 2006). Content validity refers to the extent to which a measure represents all
of the aspects of a given topic or the phenomenon being studied (Neuman, 2006). In
this study, content validity was chosen as the method to test the validity of the survey
instrument, as it was important to ensure that the survey questions comprehensively
represented all aspects of the research topic. A panel of experts was used to review the
survey questionnaire to examine if it represented the topic fully and whether the
questions represented the issue they were supposed to measure (Kumar, 2005). The
specific validity measures used in this study are outlined in detail in Section 3.8.3.2.

3.5.2.2 Reliability
Reliability is the degree to which an assessment tool produces stable and consistent
results (Kumar, 2005). There are four approaches to assessing reliability. Inter-rater
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reliability measures the degree to which different raters/observers give consistent
answers or estimates. Test-retest reliability measures the consistency of the tool
evaluated over time. Parallel-forms reliability is the reliability of two tests constructed
the same way from the same content. Internal consistency reliability is the consistency
of results across the different items in the same tool, often measured with Cronbach’s
Alpha (Punch, 2005). In this study, test-retest reliability was ensured by administering
the survey twice over a period of time to a group of individuals. The scores from time
one and time two were then correlated to evaluate the test for stability over time
(Kumar, 2005). The specific reliability measures used in this study are outlined in
detail in Section 3.8.3.3. The following section outlines the sampling, data collection
and data analysis approach used for phase one of the study.

3.6 Phase One
3.6.1 Introduction
This section contains information on the sampling, data collection methods and data
analysis for phase one. The methodology outlined in this chapter has been presented
following the three distinct phases of the study, as conclusions from the first phase led
to the formulation of the questions for the second phase, and the findings from phases
one and two led to the development of the questions in the survey tool in phase three.
Therefore, the sampling, data collection and data analysis information in this chapter
has been presented according to the phases of the study. Figure 3.4 offers a visual
summary of the details of phase one, which focussed on one tertiary teaching hospital
in Perth, W.A., with the senior nurse educators taking part in one-on-one interviews
and the junior nurse educators participating in focus groups.
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Phase 1.

Phase 2.

Phase 3.

Investigation of a nurse
education service model
at a tertiary teaching
hospital in Perth, W.A.

Investigation of
nurse education
service models
across W.A.

Investigation of
nurse education
service models
across Australia

Data collection:
Qualitative
1. Interviews with six
senior educators

Data collection:
Qualitative
1. Interviews with
coordinators

2. One focus group with
two senior educators

2. Focus groups
with senior and
junior educators

Data collection:
Quantitative
Survey distributed
via SurveyMonkey
to coordinators,
senior and junior
educators

3. One focus group with
eight junior educators

Data analysis:
Content analysis

Data analysis:
Content analysis

Data analysis:
Descriptive statistics

Figure 3.4. Summary of Phase One

3.6.2 Sampling—Phase One
Phase one concentrated on the nurse education service at one tertiary teaching hospital
situated in the southern suburbs of Perth, W.A. (hereafter, Hospital One). As at the
time of the study, Hospital One is part of the South Metropolitan Health Service and is
one of three major teaching hospitals in W.A. It is a 350-bed public acute care tertiary
hospital with a 24-hour emergency department. Hospital One offers a wide range of
disciplines, including cardiothoracic surgery, nuclear medicine and advanced radiology
services, and is the state referral centre for diving and hyperbaric medicine. It has a
dedicated paediatric ward and a geriatric wing with full rehabilitation services.
Hospital One supports approximately 300,000 occasions of service each year, with
more than 40,000 people attending the emergency department annually (Government
of Western Australia, Department of Health, n.d. a). Hospital One has an international
reputation for its research, medical and surgical services, and nursing and allied health
expertise, and is accredited by the Australian Council on Healthcare Services. In recent
years, the hospital has set annual records for patient service, cost-effectiveness and
patient numbers.
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Hospital One was chosen as the site for phase one, as it maintains a model of nurse
education service that is unique within W.A. metropolitan hospitals. Hospital One has
continued to support its nurse education service as a centralised model, with all of the
clinically placed junior nurse educators reporting centrally to the senior nurse
educators, who are situated in the education centre and who report to the coordinator of
the service. The nurse education service at Hospital One is responsible for education
across the whole of the organisation and across a number of different disciplines.

In phase one of the study, it was planned that participants would be selected from
Hospital One using purposive sampling. Purposive sampling is a non-probability
sampling method that is characterised by the deliberate targeting of certain groups to
gain a representative sample (Neuman, 2006). Purposive sampling was expected to
allow the researcher to target permanently employed, experienced and informed nurse
educators in an attempt to gain information about the education model that was as
comprehensive as possible (Neuman, 2006). This assumed that nurse educators in
permanent positions have a great deal of knowledge about their role and the education
service in which they are employed (Punch, 2005). However, since the commencement
of this study, the W.A. Metropolitan Health Service has entered a period of transition,
with the planned opening of a number of new hospitals, the movement of staff and
services between hospitals, and the transformation of the health service. As a
consequence, the Department of Health placed a hold on the appointment of any
permanent positions. The effect has been that as positions have become vacant, they
have not been filled by permanent staff, but instead by people temporarily acting in the
positions. As a result, a large number of the senior and junior nurse educator groups in
W.A. are in acting rather than permanent positions. This forced the researcher to adjust
her recruitment strategy to include all nurse educators, whether acting or permanent,
who had been in a nurse education position for at least six months. It was expected that
after six months in the role, nurses in education positions would be informed about
their role and aware of their service model.

Another component of the reconfiguration of the South Metropolitan Health Service
was the commissioning of the Fiona Stanley Hospital, which is a new major
quaternary-level hospital that will service the southern corridor of the health service.
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The Fiona Stanley Hospital met the inclusion criteria of this study, as it is an acute care
metropolitan hospital. However, at the time of the study, the hospital was not
operational and was not due to be fully operational until February 2015. Therefore, it
was excluded from the study.

Senior nurse educators were defined as nurse educators employed in senior registered
nurse level three education roles and junior nurse educators were defined as level two
registered nurses employed in education roles (Western Australia Health Department
& Australian Nursing Federation, 2010).

At Hospital One, recruitment of participants for phase one followed these steps:
1. After obtaining ethics approval from the Human Research Ethics Committee
(HREC) at The University of Notre Dame (see Appendix 2), ethics approval
was obtained from the South Metropolitan Health Service (SMHS) Nursing
Research Review Committee (see Appendix 3).
2. The researcher attended a meeting attended by the senior and junior nurse
educators where she outlined the study aims and participant requirements to the
nurse educators present.
3. As nurse educators had previously reported to the researcher, an independent
colleague assisted in the recruitment of participants for the study. The colleague
sent an email to all senior and junior educators at Hospital One with the
Participant Information Sheet attached (see Appendix 4), inviting them to
participate in the study and to contact the researcher if they were interested in
being involved.
4. Nurse educators who emailed the researcher indicating their interest in being
involved were contacted by the researcher and a mutually agreeable date, time
and venue was organised for the interview and focus group.

The entire senior nurse educator group (a total of 10 people) were invited to participate
in interviews, with nine responding that they were interested in being involved. Six of
the senior educators with the most experience (over two years) participated in
individual face-to-face interviews, while three of the senior educators who had less
than two years’ experience in the role were invited to participate in a focus group, with
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two attending (and one cancelling). The reason that the two senior educators with less
experience in the role were offered a focus group was that it was felt this forum would
be less intimidating than individual interviews and the answers and responses from one
participant would assist in prompting the thoughts and opinions of the other (Krueger
& Casey, 2009). All of the junior nurse educator group (approximately 38 people) were
invited to participate in a focus group. Nine responded that they were interested in
being involved, with eight attending the focus group that was held.

3.6.3 Data Collection Methods—Phase One
In phase one of the study, which investigated the nurse education service model at
Hospital One, qualitative data were collected using interviews and focus groups. Six
face-to-face semi-structured interviews were conducted with senior nurse educators, a
focus group was held with a further two senior nurse educators and a focus group was
held with a group of eight junior nurse educators. These are discussed in more detail in
the following sections. The guiding questions used by the researcher in the interviews
and focus groups for phase one (see Appendix 5) were developed after an in-depth
review of the literature around the topic and in discussions with the researcher’s
supervisor.

3.6.3.1 Individual Interviews
Interviews are defined as person-to-person interaction between two or more people
with a specific purpose in mind and are a commonly used method of collecting
qualitative data (Babbie, 2008). This study used semi-structured interviews, with a set
of guiding questions to shape the interview and give it some direction (Kumar, 2005).
The decision to use semi-structured interviews with the more experienced senior nurse
educator group was made to allow this group of experts to express their opinions more
openly without their colleagues being present to influence their responses.

Over a four-week period, six individual face-to-face semi-structured interviews were
conducted with senior nurse educators at Hospital One. The six senior nurse educators
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that were interviewed represented a variety of experience levels, ranging from 2.5 to 11
years as nurse educators. The interviews were held in meeting rooms or offices onsite
at the hospital during the participants’ usual work hours and according to their
preferences. The date, time and venue for these were organised in negotiation with the
individual nurse educators in advance and approval for their attendance during their
usual work day hours was then sought from the coordinator of the nurse education
service. Prior to attendance at the interview, the participants were sent the Participant
Information Sheet outlining the study and their rights, and given the opportunity to
contact the researcher with any queries. On commencement of the interviews, written
consent was obtained from the participants (see Appendix 6). Each interview lasted
approximately 45 minutes to one hour.

At the commencement of each interview, the researcher introduced herself to the
participants and explained the study and the research questions. Written consent was
obtained. The following points were raised with the participants:
x

This study was the researcher’s personal study being undertaken as a student at
The University of Notre Dame, Australia, and not affiliated with Hospital One
or the Department of Health.

x

This session was confidential and anything said in the room would not be
repeated or discussed with any party.

x

Anything said by the participant would not be held against them as an
employee of the organisation, as the researcher was trying to capture honest
opinions.

x

When transcribed, the data would be de-identified, with the names of who
attended each session stored separately. Any mention of a person or place
within the recording would not be transcribed.

x

The participant was free to withdraw at any time, but once the interview had
been analysed, the researcher would be unable to remove their data, as it would
be de-identified.

The majority of the interviews were conducted in a meeting room, with one held in the
participant’s office. The digital recorder was placed on the table in front of the
participants. There were no interruptions during most of the interviews, although the
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hospital public address system did interrupt two of the interviews, causing these to be
paused until the announcement was completed. Participants were able to answer the
interview questions with prompts given when required. The following section
discusses the focus group interviews undertaken for phase one.

3.6.3.2 Conducting Focus Groups
Focus groups are different from individual interviews in that they capitalise on
communication between research participants to generate data. This method is
particularly useful for exploring peoples’ knowledge and experiences and can be used
to examine not only what people think but how they think and why they think that way
(Babbie, 2008).

Focus group interviews can allow participants to open up more than they might do in
other situations, as the interaction with other attendees can prompt responses and
highlight hidden aspects of a topic (Krueger & Casey, 2009). Focus groups can be used
either as a method in their own right or in conjunction with other methods. Sometimes,
focus groups are used as the first stage of a research project, as they assist in the
development of questionnaires and can complement other methods for triangulation
and validity checking (Berg, 1998). For this study, the researcher conducted two focus
group interviews in phase one. One focus group was held with two senior nurse
educators (who were not interviewed one-on-one, as they had less senior nurse
educator experience than other participants), and one was held with a group of eight
junior nurse educators at Hospital One.

A focus group methodology was chosen for these groups as this forum was deemed
less intimidating than individual interviews and it was considered that the answers and
responses from one participant would be useful in prompting thoughts and opinions
from the others (Krueger & Casey, 2009). For example, in the focus group held with
the junior nurse educators, when they were asked if they could describe some of the
activities they did on a daily basis as part of their role as a nurse educator, one reply
given was:
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Quite a considerable liaison with the ward management because you have to be
close to what is working to be of any use to them, so you have to be involved in
the functioning, you know there is a certain, it crosses over into the
management of the ward and it needs to be involved enough to be useful.
(Phase one, focus group two)
This answer prompted another participant to respond: ‘I agree, so if you have a new
coordinator, you know how to do everything on the ward so you assist them, so even
though we are involved with all the other training, often we are working on the floor
mentoring new staff’ (Phase one, focus group two).

The two senior nurse educators who participated in the focus groups (a third cancelled
and so did not attend) had approximately 12 months’ experience in the education role.
The junior nurse educators had from two to five years’ experience. One of the eight
junior nurse educators who attended the focus group was called away half way through
the interview. Another of the junior educators who attended was sent as a replacement
by another staff member who could not attend, but as she had less than six months’
experience in an education role she did not meet the inclusion criteria for the study and
her contribution to the session was not transcribed.

The two focus group interviews were held in a meeting room onsite at the hospital
during the participants’ usual work hours for ease of attendance for participants. The
date, time and venue for these were organised in negotiation with the nurse educators
in advance and approval for their attendance was then requested from the coordinator
of the nurse education service. Prior to attendance, the participants were sent the
Participant Information Sheet outlining the study and given the opportunity to contact
the researcher with any further queries. On commencement of the focus groups, written
consent was obtained from the participants. Each of the focus groups was conducted
over approximately one hour.

At the commencement of the two focus group interviews, the researcher introduced
herself to the participants and explained the study and the research questions. Written
consent was obtained. The following points were raised with the participants:
x

Anything said by the participants would not be held against them, as the
researcher was trying to capture honest opinions. Those present may have
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differences of opinion but they needed to ensure they treated each other
respectfully.
x

The researcher would be asking questions to guide the conversation, but they
should feel free to respond to others’ answers and have discussions among
themselves.

x

The session would be recorded, so participants should speak one at a time.

x

When transcribed, the data would be de-identified, with the names of
participants stored separately. Any mention of a person or place within the
recording would not be transcribed.

x

The participants were free to withdraw at any time, but once the focus group
had been analysed, the researcher would be unable to remove their data, as it
would have been de-identified.

The following section discusses the data analysis approach for phase one.

3.6.4 Data Analysis—Phase One
Phase one of the study involved conducting face-to-face interviews and focus group
interviews to generate qualitative data. The data generated in these interviews and
focus groups were captured by digital recording of the proceedings and by taking notes
during the session. These data were analysed using content analysis to assist the
researcher in further focussing the research topic by developing a different set of
questions for phase two and to assist in the development of the survey questionnaire
for phase three of the study.

Content analysis is a method used to analyse qualitative data by focussing on the
characteristics of language as communication with attention to the content or meaning
of the text (Neuman, 2006). Content analysis allows the researcher to examine
language in-depth for the purpose of classifying large amounts of text into an efficient
number of categories that represent similar meanings (Creswell, 1994). Content
analysis is a valuable research method when examining beliefs, organisations, attitudes
and human relationships, although it does not allow the researcher to generalise
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findings to the larger population, as it is bound by the cultural context of the
communication itself (Neuman, 2006).

The researcher undertook content analysis in this study by looking at the words in the
transcribed text to assist in establishing the categories under which to gather further
data when developing the questions for phase two and the survey questionnaire for
phase three of the study (Sarantakos, 2005). To assist in the content analysis, NVivo 10
was used. This is a qualitative data analysis software package that aids in importing,
sorting and analysing transcribed text and documents (QSR International, 2014).

When analysing the qualitative data, the researcher completed three main steps: data
reduction, data display, and drawing and verifying conclusions (Miles & Huberman,
1994). Before beginning transcription of the data, the researcher made backup copies
of the digital recording and any notes, to safeguard the data in case the originals were
damaged. The researcher also developed a transcribing key to allow display of nuances
of the audio recording as it was documented (see Figure 3.5).

Figure 3.5 Transcription Key
The first steps of the data reduction phase involved the researcher transcribing the
audio recordings and editing the transcripts for accuracy. The transcripts were then
read and re-read, with brief notes made as themes started to emerge (see Figure 3.6).
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Figure 3.6. Generating Initial Notes and Themes
A new project was created in NVivo and the transcribed interviews were imported
under external data sources. For example, when asked about their experience in
working with their nurse education service model, replies included ‘having people to
go and talk to who get this, is a great support’ (Phase one, interview two) and ‘the
SDNs when I speak to them feel supported’ (Phase one, focus group one). Both of
these statements were coded in a developed node titled ‘Positive’ and then placed in a
developed subnode titled ‘Support and Share Ideas’. The data were summarised by
coding important segments and themes into created nodes and subnodes. Memos were
also created to note the researcher’s thoughts and insights and attached to the relevant
nodes.

The second stage of analysis was data display. This entailed organising and further
compressing the data and displaying it using charts and diagrams. Nodes and subnodes
within NVivo were further refined to show relationships between themes emerging.
For example, replies to the question ‘What factors do you think have influenced the
model used at your hospital?’ included ‘I think a lot has been happening with
accreditation and national standards’ (Phase one, focus group one) and ‘Well the
national standards have made things, the focus of the department change quite
considerably’ (Phase one, interview six). These two responses were initially coded
under a developed node called ‘External Policy and Directives’, but in this stage, they
were further refined under a new developed subnode called ‘New National Standards’.
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Lists, charts and maps were used to display the data in different ways, such as the
numbers of items under each node and the relationships between the nodes, and to
allow exporting of the coded information (Miles & Huberman, 1994) (see Figure 3.7).

Figure 3.7. NVivo Nodes and Subnodes for Phase One
In the third stage of data analysis for phase one, a review of the coded data, memos
(see Figure 3.8) and researcher notes allowed conclusions to be developed and verified
(Miles & Huberman, 1994). For example, on review of all of the outputs from phase
one, the frequency of responses and associated themes around the topic of support for
the junior educators appeared to be a very strong positive aspect of the nurse education
model investigated.
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Figure 3.8. NVivo Memos for Phase One

3.6.5 Summary—Phase One
This section outlined the sampling, data collection and analysis methods used for phase
one, which included interviews and a focus group with senior nurse educators and a
focus group with junior nurse educators at Hospital One. The data collected from phase
one were analysed as outlined using the three-step Miles and Huberman (1994)
approach and the findings were used to inform, shape and refine the questions for
phase two.

3.7 Phase Two
3.7.1 Introduction
This section contains information on the sampling, data collection methods and data
analysis for phase two. Figure 3.9 offers a visual summary of the details of phase two.
Phase two focussed on acute care metropolitan hospitals within W.A., with the
coordinators of nurse education services taking part in interviews and senior and junior
nurse educators participating in focus groups.
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Content analysis
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Data analysis:
Descriptive
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Figure 3.9. Summary of Phase Two

3.7.2 Sampling—Phase Two
This study investigated nurse education service models at acute care metropolitan
hospitals. Acute care is defined as the level of care delivered at a healthcare
organisation that consists of emergency treatment and critical care (Medical
Dictionary: The Free Dictionary, 2013). This study included adult generalist
metropolitan hospitals in a capital city or location with a population of greater than
100,000 that offered a 24-hour service and had an emergency department and intensive
care unit or high dependency unit (see Appendix 7). This was to allow for direct
comparison between sites and Hospital One, which was the hospital used to collect
data in phase one. Specialist hospitals and those that were not open 24 hours were
excluded, as they are often smaller and may not be sufficiently resourced to support a
nurse education department. Both public and private hospitals were included to allow
for further comparisons.
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At the time of the study, there were six acute care metropolitan hospitals in W.A. that
met the inclusion criteria and were included in the study (hereafter Hospital Two,
Hospital Three, Hospital Four, Hospital Five, Hospital Six and Hospital Seven). These
hospitals are briefly described below and in Table 3.2:
x

Hospital Two is a 450-bed tertiary teaching hospital and is the state’s major
adult trauma centre. It offers tertiary-level emergency medicine, mental health
and specialist medical services (Government of Western Australia, Department
of Health, n.d. c).

x

Hospital Three is a 507-bed private health campus that includes a 20-bed
hospice, a 24-hour emergency department, a 20-chair cancer centre, and a wide
range of clinical and diagnostic services, including medical, surgical,
paediatric, maternity, and critical and coronary care (St John of God Health
Care, 2010).

x

Hospital Four is a 242-bed general hospital with an emergency department and
intensive care unit that provides general medical and surgical inpatient services
as well as outpatient care (Government of Western Australia, Department of
Health, n.d. c).

x

Hospital Five is a 290-bed general hospital with an emergency department and
intensive care unit that provides general medical and surgery services,
rehabilitation, maternity, paediatric and neonatal, mental health, renal medicine
and dialysis services, and ambulatory care (Government of Western Australia,
Department of Health, n.d. c).

x

Hospital Six is a 500-bed acute care hospital providing an extensive range of
inpatient, outpatient and emergency services across both public and private
hospital facilities (Ramsay Health Care, 2013).

x

Hospital Seven is a 600-bed tertiary teaching hospital that provides clinical
services including trauma, emergency and critical care, orthopaedics, general
medicine, general surgery and cardiac care. It is home to W.A.’s only
comprehensive cancer centre and is the state’s principal hospital for
neurosurgery and liver transplants (Government of Western Australia,
Department of Health, n.d. b).
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Table 3.2. Summary of Hospitals Included in Phase Two
Name

Bed numbers

Type

Services

Hospital Two

450 beds

Public
Tertiary teaching

Major trauma
Emergency medicine
Mental health
Specialist medical.

Hospital Three

507 beds

Private
Acute care

Emergency care
Medical and surgical
Critical and coronary care
Maternity and paediatrics
Cancer centre.

Hospital Four

242 beds

Public
General hospital

Emergency care
Intensive care unit
General medical and surgical.

Hospital Five

290 beds

Public
General hospital

Emergency care
Intensive care unit
General medical and surgical
Rehabilitation
Maternity
Paediatrics and neonatal
Mental health
Renal and dialysis services.

Hospital Six

500 beds

Public and
private
Acute care

Emergency care
Medical and surgical.

Hospital Seven

600 beds

Public
Tertiary teaching

Trauma and emergency care
Orthopaedics
General medicine and surgery
Cardiac care
Cancer centre.

Participants for phase two were selected by using purposive sampling. Coordinators of
nurse education services in the six hospitals that met the inclusion criteria in W.A.
were invited to participate in interviews. All six coordinators consented to be involved.
All senior and junior nurse educators working in these six hospitals with more than six
months’ experience in the role that met the inclusion criteria were invited to participate
in focus groups (one held at each site), with the numbers attending detailed as follows:
x

Focus Group 1, Hospital Two—four participants

x

Focus Group 2, Hospital Three—one participant, as two did not turn up on the day
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x

Focus Group 3, Hospital Four—two participants, one not transcribed due to less
than six months’ experience in role

x

Focus Group 4, Hospital Five—five participants, one not transcribed due to less than
six months’ experience in role

x

Focus Group 5, Hospital Six—three participants

x

Focus Group 6, Hospital Seven—three participants.

Initial plans involved only conducting two focus group interviews with one to two
nurse educators attending from across the different hospital sites; however, it was
decided that one focus group for staff from each site would be more convenient for the
participants to attend and would facilitate greater information sharing and discussion
regarding the specific service model used at that site. A total of 132 junior and senior
nurse educators were invited to participate across the six sites, with 16 (seven junior
and nine senior) nurse educators participating in the six different focus groups. The
same number of nurse educators participated as was initially planned, achieving
adequate saturation before the conclusion of the final focus groups. Saturation refers to
the point in the collection of qualitative data when sampling more data does not lead to
any further information being discovered related to the research question, as all aspects
of the topic have already been uncovered (Sarantakos, 2005).

Recruitment of participants for phase two followed the steps below:
1. The W.A. Department of Health website was used to identify hospitals within
W.A. that met the inclusion criteria (see Figure 3.10).
2. Coordinators of nurse education departments were contacted via email by the
researcher explaining the study and inviting them to participate in an interview,
with the Participant Information Sheet attached (see Appendix 8).
3. Coordinators were also requested to forward an email and the Participant
Information Sheet to their senior and junior nurse education staff, inviting them
to participate in the focus groups.
4. Nurse educators willing to participate emailed the researcher and a mutually
agreed date, time and venue for the focus group was organised.

77

Figure 3.10. W.A. Department of Health Web Page

3.7.3 Data Collection Methods—Phase Two
In phase two of the study, individual face-to-face interviews were held with the six
coordinators of nurse education services within W.A. included in the study. Focus
group interviews with junior and senior nurse educators (with over six months’
experience) were conducted at each site, with participant numbers ranging from one to
four in each focus group. The use of interviews for the coordinators of nurse education
services allowed the researcher to focus the sessions individually on certain themes as
they emerged in more detail, and achieve a more in-depth investigation of the topic. As
this senior group were responsible for implementing and supporting the nurse
education service models at their sites, it was felt that they would have a high level of
insight into the issues and that individual one-on-one interviews would encourage them
to express their opinions more freely with the researcher than they would in a focus
group with participants from other hospitals.

The use of focus groups for the senior and junior educators at each site allowed
participants to raise opinions that were important to them, which prompted others to
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respond and to bounce ideas and opinions off each other, furthering the discussions.
For example, in one session, when asked about how they think nurse education will
change in the future, one junior nurse educator answered ‘We are seeing more and
more students going towards online learning so I think that it is going to be something
in the future with multimedia and simulation’, which prompted another junior nurse
educator to respond ‘But then we have to make sure we have a comprehensive clinical
assessment aspect to it so we don’t let anybody fall through the gaps’.

The guiding questions used by the researcher in the interviews and focus groups for
phase two were developed after reviewing the findings from phase one and developing
new and refined questions to further investigate the topic and focus the study. For
example, in phase one participants were asked to describe the nurse education service
model used at their hospital, with some of the emerging themes including having a
voice within the organisation, being centralised, being autonomous, delivering service
across the whole hospital and being a one-stop-shop for all training. For phase two,
participants were asked to describe the key characteristics of their model, what worked
well, strategies for improvement and the role of the nurse education service within the
hospital. This was done to delve deeper into these areas that were touched upon in
phase one (see Appendix 9 for phase two interview and focus group questions).

Ethics and site approvals for the three hospitals involved in phase two that were not
within the SMHS were submitted and approved prior to the commencement of the
interviews and focus groups at these sites. The ethics and site approvals for the three
SMHS hospitals were retrospectively sought, as initially the researcher had been
informed that the ethics approval received from the SMHS Nursing Research Review
Committee was sufficient for all of the SMHS sites. It was discovered after conducting
the introductory sessions that this was not the case. After presenting the SMHS
Nursing Research Review Committee Ethics Approval Letter to a number of the sites
as approval to proceed, the researcher was informed by Hospital Seven that the letter
did not meet the W.A. HREC requirements. With guidance from Hospital Seven, the
researcher submitted the correct HREC and site approval for this hospital, which was
approved, and then proceeded to retrospectively complete and submit HREC
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applications and site applications for all of the SMHS hospitals (see appendices 10–16
for the hospital ethics approval letters).

3.7.4 Data Analysis—Phase Two
Phase two of the study involved conducting interviews and holding focus groups to
generate qualitative data. These data were analysed using the same three stages of data
reduction, data display, and drawing and verifying conclusions as described previously
for phase one. Content analysis was undertaken using NVivo 10 to assist with
establishing concepts under which to gather further data when developing the survey
questionnaire for phase three of the study (Sarantakos, 2005; QSR International, 2014).

Before beginning transcription of the data, the researcher made backup copies of the
digital recording and any notes to safeguard the data in case the originals were
damaged. The researcher also developed a transcribing key to allow display of nuances
of the audio recording as it was documented. The first steps of the data reduction phase
involved the researcher transcribing the audio recordings and editing the transcripts for
accuracy. The transcripts were then read and re-read with brief notes made as themes
started to emerge. A new folder for phase two was created in NVivo and the
transcribed interviews were imported under external data sources. The data were
summarised by coding significant segments of text and themes into created nodes and
subnodes. For example, when asked how the success of their nurse education model
was measured, replies included ‘people want to come and work in the department or
put their hands up and work more frequently or volunteer for things’ (Phase two,
interview one) and ‘retention is a lot, specifically the grads that we get on rotation’
(Phase two, interview two). These were coded under the created node of ‘Staff
Satisfaction and Retention’. Memos were also created to note the researcher’s thoughts
and insights (e.g., ‘nurse educators are training staff across all disciplines’) and
attached to the relevant nodes.

The second stage of analysis was data display. This entailed organising and further
compressing the data and displaying it using charts and diagrams. Nodes and subnodes
within NVivo were further refined to show relationships between themes emerging.
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For example, under Question 2, the role of the nurse education service, the developed
node of ‘Meeting Health Service Needs’ was further refined and separated into the
subnodes of ‘Accreditation’, ‘Practice Change and Service Redesign’ and ‘Training to
Fill Workforce Deficits’.

Lists, charts and maps were used to display the data in different ways, such as the
numbers of items under each node and the relationships between the nodes, and to
allow exporting of the coding information. Figure 3.11 illustrates the size of each node
in comparison to the others (Miles & Huberman, 1994).

Figure 3.11. NVivo Tree Map of the Size of Question Fours Nodes
In the third stage of data analysis for phase two, a review of the coded data, memos and
researcher notes allowed conclusions to be developed and verified (Miles &
Huberman, 1994) (see Figure 3.12).
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Figure 3.12. NVivo Memos for Phase Two

3.7.5 Summary—Phase Two
This section outlined the sampling, data collection and analysis methods used for phase
two, which comprised interviews with coordinators of nurse education services and
focus groups with senior and junior nurse educators from acute care metropolitan
hospitals in W.A. The data collected from phase two were also analysed as outlined
using the three-step Miles and Huberman (1994) approach and the findings were used
to inform and shape the development of the survey tool for phase three.

3.8 Phase Three
3.8.1 Introduction
This section contains information on the sampling, development and testing of the
survey instrument and preparation of the survey for phase three. Figure 3.13 offers a
visual summary of the details of phase three. Phase three focussed on acute care
metropolitan hospitals across Australia, with coordinators and senior and junior nurse
educators participating in an online survey.
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Figure 3.13. Summary of Phase Three

3.8.2 Sampling—Phase Three
The participants in phase three consisted of nurse educators working in acute care
metropolitan hospitals across Australia to allow for direct comparison of phase one,
phase two and phase three findings. As in phase two, hospitals included were classified
as ‘acute care’ and ‘metropolitan’ and the following criteria were used to determine
their suitability for inclusion in the study:
x

Adult general hospital

x

Offer a 24-hour service

x

Public and private hospitals

x

Have an emergency department and intensive care unit or high dependency unit

x

In a capital city or a location with a population of greater than 100,000.

The researcher searched the Australian state health services web sites and the national
MyHospitals web page (see Figure 3.14) to identify hospitals across Australia that met
these inclusion criteria. After reviewing all of the hospitals operating across Australia,
it was found that 65 met the inclusion criteria, including the seven in W.A. from phases
one and two. It was important to include these in phase three as well so that the
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quantitative data collected could be compared between all Australian states and
territories including W.A. (see Appendix 17 for a list of all of the hospitals included in
the study).

Figure 3.14. MyHospitals Web Page

3.8.3 Data Collection Methods—Phase Three
In phase three of the study, a quantitative survey questionnaire was developed and sent
to the coordinators of nurse education services in acute care metropolitan hospitals
nationally for dissemination to all nurse educators employed at those sites. Survey
research involves the collection of information from a sample of the target population,
with the participants in that sample responding to questions (Trochim, 2006). Surveys
can be useful in gathering data about opinions, attitudes and perceptions and are an
efficient method of data collection, as information can be obtained from a large
number of participants quickly and at a relatively low cost (Dillman, 2000).

Survey as a research method is useful because it allows for sampling from large
populations and is thus effective when the researcher wants to generalise the findings
(Kumar, 2005). For this study, a survey was chosen as the data collection method in
phase three to allow for the inclusion of a larger population of nurse educators situated
in various locations across the country. Surveys are also useful, as they can sample
from a range of different population subgroups, which allows the researcher to
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examine trends and relationships across various groups (Check & Shutt, 2012). In this
study, by collecting quantitative data via survey, it was possible to isolate subgroups
for comparisons, such as the different states and public versus private hospitals.
Finally, as email is the dominant communication method for this group of
professionals, it was thought that delivering the survey electronically via
SurveyMonkey would make it convenient for nurse educators to access, supporting a
higher return rate.

3.8.3.1 Development of the Survey Instrument
In developing the survey tool, a number of steps were undertaken, including refining
the purpose of the tool, deciding on the measuring techniques used, generating the
questions from the earlier findings, developing and refining a draft, and pretesting and
modifying the tool for use (Punch, 2005). To begin focussing and refining the purpose
of the survey tool for this study, the researcher revisited the aim and research questions
of the study and then developed a conceptual map of the questionnaire, beginning with
general sections and then translating down into more specific variables (see Figure
3.15).

Figure 3.15. Conceptual Map of Survey Questionnaire
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The measuring technique used in the survey comprised dichotomous questions,
multiple choice questions and Likert scales, as this phase of the study was interested in
collecting quantitative data to allow for statistical analysis. There was also one openended question that asked participants ‘What is your perception of why this nurse
education service model is used?’ to allow them to give their thoughts. As no
consensus on this question had been reached in the earlier phases, it was not possible to
pose this as a closed question with pre-set options.

The specific variables that were measured by the survey were developed from the key
themes that emerged from the data analysis of phases one and two of the study. The
questions developed for the survey were designed to answer the research questions
with the answer choices available to the participants reflecting the findings that arose
from the first two phases. For example, Question 12 asked ‘In your opinion, the
characteristics of an ideal nurse education model include:’, the participants were asked
to rate on a Likert scale their level of agreement or disagreement with the statements
developed from themes raised from the previous phases, such as ‘an area/district health
service approach’, ‘close links with nurse managers’ and ‘clear nurse educator role
definition’.

The survey questionnaire was developed to contain three main components:
1. Demographic information, such as the state in which the nurse educator
currently worked and their position level.
2. Current nurse education service model used.
3. Future nurse education services and priorities, such as their opinion on the
future of nurse education within their service model.

After the development of the specific questions, a draft of the survey was designed in
SurveyMonkey. SurveyMonkey is a web-based tool for the creation and delivery of
online surveys and it also assists in the collation of data. This online administration
method was chosen because it allowed the survey to be emailed to a large group of
participants at a low cost, and for results to be collected quickly and reviewed in realtime (SurveyMonkey, n.d.). Also developed and embedded into the draft at the
beginning of the survey were an introductory page and a consent statement.
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After developing the draft, the researcher went through the survey many times with her
supervisor and four nurse educators who would not be participating in the final survey.
The nurse educators were asked to examine each question and discuss with the
researcher what meaning they ascribed to it. Their understandings were then compared
with the meaning the researcher had in mind when she developed the question. These
nurse educators were also asked if the instructions for answering the questions were
clear. During this phase, numerous moderations in the wording of the questions and
statements were made to clarify the meaning of the questions and statements for
participants. As an example, Question 13 ‘the future of nurse education includes:’ was
changed to ‘in your opinion, the future of nurse education within your service model
will include:’, and the statement ‘allows you to see the bigger picture’ was changed to
‘allows you to get an organisational-wide view’. Finally, more formal pretesting of the
survey using validity and reliability tests was undertaken, as outlined below.

3.8.3.2 Assessing Tool for Validity
Validity is the extent to which an instrument measures what it claims to measure
(Punch, 2005). There are a number of different approaches for testing a survey
instrument for validity, with the main ones being categorised under content validity,
construct validity and criterion validity (Trochim, 2006). Content validity focusses on
whether the full content of the conceptual definition is represented in the measure
(Neuman, 2006). Construct validity looks at the degree to which inferences can
legitimately be made from the survey about the theoretical constructs on which the
survey was based (Neuman, 2006). Criterion validity involves measuring the
correlation between the test and a known standard or against itself, including
concurrently and predictively (Trochim, 2006).

Content validity was chosen as the method to test the validity of the survey in this
study, as it was important to ensure that the survey questions covered all of the various
aspects of the nurse education topic area. Content validity is a qualitative test and
examines whether elements enhance or detract from the survey (Trochim, 2006). To
address the issue of content validity, the researcher approached five experts in the field
to review the content of the questionnaire. It was determined that five experts would be
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an appropriate number to provide a thorough level of feedback on how well each
question measured the construct being addressed. The experts who undertook the
content analysis ranged in age from 42 – 59 years of age. They all had considerable
experience (minimum of 8 years) in the nurse education field as either senior educators
or coordinators of service. They worked across the public and private sector within
different health services, the Department of Health and the university setting.

Each reviewer was sent a link to the electronic survey, a PDF copy of the survey and
the Participant Information Sheet to review. Feedback from the reviewers included
comments regarding the need to clarify the meaning of some terminology, improving
sentence structure and grammar corrections. For example, it was suggested to change
the statement ‘junior nurse educators are used to fill staff deficits’ to ‘junior nurse
educators are used to fill staffing deficits’ and that the statement, ‘allows you to stay
aware of learning deficits at ward level’, be changed to ‘allows continuous awareness
of learning deficits at ward level’ (see Appendix 18). Minor modifications were made
to the wording and grammar of the survey as suggested by the reviewers prior to
undertaking the test-retest reliability check.

3.8.3.3 Assessing Tool for Reliability
Reliability refers to the degree to which an assessment tool produces stable and
consistent results (Punch, 2005). There are three main types of reliability testing
including test-retest, inter-rater and internal consistency reliability (Neuman, 2006).
Test-retest is a measure of reliability obtained by administering the same test twice
over a period of time to a group of individuals with the scores from Time 1 and Time 2
then being correlated to evaluate the test for stability over time (Kumar, 2005). Interrater reliability is used to assess the degree to which different people give consistent
estimates of the same phenomenon (Trochim, 2006). Internal consistency testing looks
at the multiple items of the survey and their consistency in regard to each other (Punch,
2003).

In this study, a test-retest assessment for reliability was thought to be the most
appropriate to ensure the survey would be consistent when completed by a large
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number of participants. Test-retest reliability was conducted to check the reliability of
the survey over a two-week timeframe with nurse educators at three W.A. hospitals
approached to participate via email, with 43 agreeing and 31 completing the test-retest.
Both scores were evaluated for consistency and reliability, initially by calculating
Kappa scores and then by calculating agreement frequencies.

Initially, Kappa scores were calculated for each of the questions to measure the testretest variation. Kappa measures the percentage of data values in the main diagonal of
the table and then adjusts these values for the amount of agreement that could be
expected due to chance alone (McGinn et al., 2004). Kappa has a range from 0 to 1.00,
with larger values indicating better reliability. Generally, a Kappa > .70 is considered
satisfactory (McHugh, 2012).

In undertaking the calculations by looking at the variability of answers given by each
of the participants between their first test answer and second test answer, a number of
questions were found to demonstrate a high level of agreement when looking at the
raw data but to have a low Kappa score. After investigation and in consultation with a
biostatistician, it was discovered that due to the distribution of answers, which did not
fall evenly across the various options in this survey, problems can arise with the
calculation of a Kappa (Cicchetti & Feinstein, 1990; McGinn et al., 2004). It was
therefore decided to use simple frequencies to accurately display the level of
agreement between the test-retest scores (see Table 3.3).
Table 3.3. Phase Three Test-Retest Kappa and Frequency Results
No.

Question

Kappa

Agreement
Frequency

4

In which Australian state or territory are you currently
working?

1.00

100%
N=31

5

Are you currently employed in a public or private
hospital?

1.00

100%
N=31

6

What is the bed number of the hospital?

0.44

77%
N=24

7

At the AHPRA are you registered as a professional?

1.00

100%
N=31

8

How long have you worked in an education role?

0.75

84%
N=26

89

No.

Question

Kappa

Agreement
Frequency

9

At what level are you employed?

0.85

93%
N=29

10

On which model of nurse education is your service based?

0.76

90%
N=28

12

Please indicate which of the functions of a nurse education service listed below apply to
your model.

12a

Undertakes staff mandatory training and competencies

1.00

100%
N=31

12b

Orientates and supports new staff

1.00

100%
N=31

12c

Implements practice changes

-0.03

93.3%
N=28

12d

Meets accreditation needs for the hospital

1.00

100%
N=31

12e

Supports formal training programs, e.g. postgraduate courses

0.36

84%
N=26

12f

Upskills and trains staff to meet workforce deficits

1.00

100%
N=31

12g

Coordinates the graduate nurse program

-0.05

84%
N=26

12h

Mentors staff undertaking new roles

0.47

90%
N=38

12i

Meets nurses’ clinical skill training needs

1.00

100%
N=31

12j

Coordinates student nurse placements

-0.14

71%
N=22

12k

Supports service redesign

-0.05

81%
N=25

13

Which items below does your nurse education service use to measure the effectiveness of
its model?

13a

Attendance rates

1.00

100%
N=31

13b

Evaluation forms

1.00

100%
N=31

13c

Number of clinical incidents

1.00

100%
N=31

13d

Maintaining organisation accreditation

1.00

100%
N=31

13e

Winning awards

1.00

100%
N=31
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13f

Nurse-sensitive indicators

1.00

100%
N=31

13g

Partnerships with universities

1.00

100%
N=31

13h

Staff skill competency levels

1.00

100%
N=31

13i

Staff satisfaction and retention

1.00

100%
N=31

13j

Mandatory competency compliance levels

1.00

100%
N=31

14

Which of the following statements apply to your nurse education model?

14a

The senior educators are involved in selection and
performance development of the junior educators

0.36

90%
N=28

14b

You are required to perform duties outside of the education
role

0.61

81%
N=25

14c

Allows you to get an organisational-wide view

0.54

90%
N=28

14d

Can be isolating

0.63

90%
N=28

14e

Allows continuous awareness of learning deficits at ward level

0.48

93%
N=29

14f

Junior nurse educators are used to fill staffing deficits

0.33

61%
N=19

14g

Allows autonomy

0.82

90%
N=28

14h

Maintains visibility of nurse educators in clinical areas

0.47

90%
N=28

14i

Junior nurse educators receive support from senior nurse
educators

0.44

81%
N=25

14j

There can be a lack of consistency in training across the
organisation

0.48

61%
N=19

14k

Allows for development of specialist clinical knowledge and
skills

0.49

100%
N=31

14l

Training is sometimes cancelled due to staffing constraints

0.25

81%
N=25

14m

The coordinator/manager of the service is a member of highlevel committees/nursing executive

0.41

61%
N=19

15

In your opinion the characteristics of an ideal nurse education model include:

91

No.

Question

Kappa

Agreement
Frequency

15a

An area/district health service approach

0.32

61%
N=19

15b

Clear nurse educator role definition

1.00

100%
N=31

15c

Close links with unit nurse managers

1.00

100%
N=31

15d

Junior nurse educators line managed by senior nurse educators

1.00

100%
N=31

15e

An interprofessional approach

0.47

71%
N=22

15f

Nurse educators having postgraduate education qualifications

0.73

87%
N=27

15g

Being well resourced

1.00

100%
N=31

15h

Being focussed on the hospital’s vision

1.00

100%
N=31

15i

Nurse educators being employed full time

0.55

77%
N=24

15j

Having the ability to influence change across the organisation

1.00

100%
N=31

15k

Ward-based nurse educators employed at a higher level than
clinical staff

0.47

68%
N=21

15l

Reporting against key performance indicators

0.49

84%
N=26

15m

Senior nurse educator joint appointments with universities

0.27

61%
N=19

15n

A service closely aligned with clinical practice

1.00

100%
N=31

15o

Training for nurse educators

1.00

100%
N=31

15p

A framework for education service delivery

1.0

100%
N=31

15q

Nurse educators not filling staffing deficits

0.54

81%
N=25

15r

Includes research education

0.52

74%
N=23

15s

Evidence of the effectiveness/outcomes of education is
available

1.00

100%
N=31

16

In your opinion the future of nurse education within your service model will include:
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No.

Question

Kappa

Agreement
Frequency

16a

A focus on simulation

0.64

93%
N=29

16b

Interprofessional education

0.46

90%
N=28

16c

Increased pay for nurse educators

0.44

71%
N=22

16d

A focus on education in the non-critical care specialities

0.37

71%
N=22

16e

More collaboration with universities

0.37

77%
N=24

16f

Increased use of technology

0.28

93%
N=29

16g

Postgraduate education qualifications for nurse educators

0.44

81%
N=25

16h

Raising revenue to maintain operations in an Activity Based
Funding (ABF) environment

0.36

68%
N=21

16i

Increased collaboration between hospital sites

0.64

90%
N=28

16j

Working towards set education quality standards

0.31

93%
N=29

16k

An increase in the number of clinical staff undertaking a
postgraduate qualification

0.72

90%
N=28

16L

More flexible teaching modalities

0.52

87%
N=27

16m

More self-directed education

0.21

81%
N=25

16n

Empirical evidence of education outcomes

0.36

74%
N=23

16o

A move away from theory back to practical hands-on training

0.23

58%
N=18

Frequency levels of agreement were calculated for each question on the survey, with
61 of the 75 questions (81%) having an agreement of greater than 75%. To investigate
the 14 questions that had a frequency of agreement of less than 75%, a number of the
participants who had changed their scores between tests were interviewed. One change
was made after these discussions, with the wording of 16n changed from ‘Empirical
evidence of education outcomes’ to ‘Strong evidence of education outcomes’. After
including the suggested changes, the survey was considered ready for national
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distribution. The following section outlines the preparation and process for
administering the survey.

3.8.3.4 Preparation for the Survey
All of the nurse educators identified as working in the hospitals that met the inclusion
criteria (65 hospitals, see Appendix 17), including those in W.A., were invited to
participate in the study (approximately 1500 people), to allow for comparison between
all of the states and territories. Recruitment of participants for phase three followed the
steps below:
1. The state health service and national MyHospitals web pages were used to
identify hospitals across Australia that met the inclusion criteria.
2. Each hospital that met the inclusion criteria was contacted via telephone to
identify the name of the coordinator of the nurse education department.
3. The coordinator of each nurse education department was contacted via
telephone by the researcher to:
a. Introduce herself and inform them briefly about the study
b. Ask for the head count of nurse educators at the site
c. Request the coordinators’ email addresses
d. Ask permission to send the coordinators an email with the Participant
Information Sheet and link to the survey, inviting them and their nurse
educators to participate in the study.
4. An introductory email (see Appendix 19) and Participant Information Sheet
(see Appendix 20) was emailed to all of the nurse education service
coordinators.
5. A separate email was then sent to all of the nurse education service
coordinators with the link to the survey (see Appendix 21), inviting them to
complete the survey and requesting them to forward the email to all of their
nurse educators (see Appendix 22 for a copy of the survey).
6. Two reminder emails were sent to the nurse education service coordinators with
the link to the survey, reminding them to complete the survey and forward it
on.
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7. Follow up telephone calls were made to the nurse education service
coordinators that the researcher had not received a reply from after sending the
previous emails.
8. Final survey reminders were sent to the nurse education service coordinators
with the link to the survey, reminding them to complete the survey and forward
it on.
9. Coordinators of the W.A. nurse education services included in phase three
contacted to request permission for attendance of the researcher at a meeting of
their nurse educators to invite those who had not yet completed the online
survey to complete a paper copy of the questionnaire.

From all of the introductory emails sent to acute care metropolitan hospital sites across
Australia, only The Alfred Hospital in Victoria and the North Sydney Local Health
District, which includes the Royal North Shore, Manly, Hornsby Ku-ring-gai, Ryde
and Mona Vale Hospitals, requested formal HREC approval before participating.
These were submitted and approved before the survey was sent to their sites (see
appendices 23 and 24).

3.8.4 Data Analysis—Phase Three
Phase three of the study generated quantitative data through the use of a selfadministered online survey. Data generated from this phase were initially collated
within SurveyMonkey before being exported into the Statistical Package for the Social
Sciences (SPSS) to allow for a more in-depth analysis using descriptive statistics.
Descriptive statistics is the term given to the analysis of quantitative data that helps to
describe and summarise the data in a meaningful way so that patterns might emerge
(Punch, 2005).

The data were entered into SPSS using the data editor, with the variables on the
column headings being named and the variable type set. The data consisted of
categorical variables including a number of multiple-item scales. After transcribing the
data into SPSS, rechecking was done to ensure the data had been entered correctly. As
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data entry errors can frequently occur, this step was important. Once it had been
confirmed that the data had been entered accurately, analysis using descriptive
statistics began, including calculating the mean, median, mode, range, standard
deviation and frequencies of all of the main variables.

After the initial descriptive analysis was completed, a more in-depth analysis of a
number of relationships was undertaken. Cross-tabulations were calculated for the type
of nurse education service model (Q7) against the state of the participants (Q1), public
or private hospital (Q2) and hospital size (Q3) to determine significant differences and
relationships. Cross-tabulations were also undertaken for type of nurse education
service model (Q7) against functions undertaken by their nurse education service (Q9)
and characteristics of the participants’ current nurse education service model (Q11) to
analyse the perceptions of nurse educators regarding the nurse education service model
with which they were working. To analyse these cross-tabulations for significance,
Chi-Square tests were used. When cell counts were not sufficient to calculate a ChiSquare, a Fishers exact test was undertaken. When the Fishers exact test did not
converge to a result, a Monte Carlo exact test was used to give an accurate result
(Little, 2013). Outputs obtained from SPSS included frequency tables and graph
representations of the descriptive statistics findings by question, and tables and figures
demonstrating the cross-tabulation findings (Kumar, 2005) (see Table 3.4 for an
example of a cross-tabulation).
Table 3.4. Cross-tabulations Table from SPSS
Q2. Are you currently
employed in a public or
private hospital?

On which model of nurse education is your service
based?

Total

Combination

Centralised

Decentralised

Other

Public

202

93

13

26

334

Private

23

32

1

3

59

Total

225

125

14

29

393

3.8.5 Summary—Phase Three
This section explained the process used in phase three, including sampling, the
development of the survey instrument, testing the survey instrument for validity and
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reliability, and the preparation for conducting the survey. The data collection methods
and data analysis process were also discussed.

3.9 Ethical Considerations
All research undertaken in Australia needs to comply with the National Statement on
Ethical Conduct in Human Research (2007), which sets out the values and principles
that apply to all human research. It is essential that researchers and review boards
consider these values and principles and are satisfied that the research proposal
addresses and reflects them. The ethical considerations that were addressed in this
study were divided into those that affected the researcher, the participants and the
research process methodology. These are addressed in the following sections.

3.9.1 Researcher Bias
Researcher bias can occur when the predisposed notions and beliefs of the researcher
influence the study (Punch, 2005). It is important when conducting research that the
researcher is aware of the impact their biases can have on the study and uses strategies
to minimise these effects (Kumar, 2005). For this study, the researcher was aware that
her most recent experience in nurse education was working within a centralised service
model and, although she had previous experience working within a decentralised and
also a combination model, she was vigilant in reducing the risk of bias by using the
following strategies:
x

Bracketing the researcher’s pre-conceived ideas and expectations regarding the
research study by recording them and playing them back throughout the study
to maintain awareness of the potential for bias

x

Discussing finding with the researcher’s supervisor to receive feedback and
challenge any assumptions

x

Offering the interview and focus group participants the opportunity to review
the analysed data

x

Having the researcher’s supervisor review and code some of the interview
transcripts independently to ensure an objective approach.
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3.9.2 Ethical Considerations in Relation to the Participants
To address the issue of consent, an email containing a letter of introduction was sent to
potential participants outlining the purpose of the study with a detailed explanation of
what their participation in the study would entail. The letter contained information
regarding the purpose of the study, informed interested parties that they were free to
withdraw from the study at any time, included the contact details for both the principal
researcher and her supervisor, and outlined the processes involved in maintaining the
confidentiality and security of the data.

For phases one and two, consent forms were signed at the commencement of the
interviews and focus groups. For phase three, consent was implied if potential
participants completed the online survey after reading the consent statement on page
two of that survey. At the beginning of each interview and focus group, permission
was also gained for the use of a recording device to record the proceedings.
Participants were also informed of the confidentiality of the session and how the data
obtained would be managed. The confidentiality of the research data was assured by:
x

Maintaining confidentiality of data/records by separation of the list of
participants and the transcripts for phases one and two

x

Not discussing any issues arising from an interview/focus group with others in
ways that might identify an individual

x

Not disclosing what an individual had said in an interview/focus group

x

Anonymising individuals and/or places in the dissemination of the study to
protect their identity (Kumar, 2005).

The confidentiality and security of the original digital recordings of the interviews and
focus groups taken in phase one and two were protected by being saved on an external
password protected hard drive, held by the researcher. At the conclusion of the study,
they will be saved on a CD and stored in a locked filing cabinet at The University of
Notre Dame for a period of five years.

In this study, the possibility of harm could have existed in relation to the interview and
focus group participants at Hospital One, as they may have had concerns regarding
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their career and perceived role potential within the organisation. As the researcher was
in a senior nursing position at the hospital and had acted as the coordinator of the nurse
education service previously, she could have been perceived by staff as having
influence over future employment opportunities, therefore affecting how the
participants responded. A number of strategies to minimise this effect were
implemented, including asking a colleague to assist in the recruitment process,
outlining at the commencement of the interviews and focus groups that any views
expressed would not be held against the participants, and allowing the participants to
review the analysed data.

3.9.3 Ethical Considerations in Relation to the Research Process
The research process can be affected by bias in a number of ways, including through
errors in the study design and participant recruitment (Creswell, 1994). These errors
can cause flaws in the data that cannot be compensated for during data analysis
(Neuman, 2006). In this study, the research questions and methodology used were
clearly defined and reviewed by a number of external reviewers, with the
methodological approach adopted being the most appropriate for the study. The
population and sample selection criteria and techniques were also clearly defined and
adhered to (Kumar, 2005).

3.10 Summary
Chapter 3 has outlined the methodology used for this study. A mixed methods
approach, occurring over three distinct phases, was seen as the most appropriate means
to investigate nurse education service models in acute care metropolitan hospitals
across Australia. The design of the mixed methods study was explained, as was the
sampling, data collection and data analysis processes. The chapter concluded by
outlining the ethical considerations addressed for the study. Next, Chapter 4 details the
data analysis findings for the three phases of the study and Chapter 5 provides an
explanation of these findings.
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