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Chapter 4: Findings

Education is the most powerful weapon which you can use to change the world
-Nelson Mandela-

4.1 Introduction
This study was designed to investigate nurse education service models in acute care
metropolitan hospitals across Australia and provide recommendations for future
service delivery. Chapter 3 described the research methodology used in undertaking
this study. This chapter outlines the findings of the three phases of the study, including
the views of nurse educators about their education service models and the future of
nursing education within hospitals and health services. The findings are presented in
three sections, according to the three phases of the study.

This chapter provides a description of participant demographics and the findings from
the qualitative and quantitative data analysis during the three phases of the study. A
range of different methodologies and data types were used in this study:
x

Phase 1: Interviews and one focus group with senior nurse educators and focus
group interviews with junior nurse educators at Hospital One in Perth, W.A.

x

Phase 2: Interviews with coordinators and focus group interviews with senior
and junior nurse educators at acute care metropolitan hospitals across W.A.

x

Phase 3: Survey distributed via SurveyMonkey to coordinators, senior and
junior nurse educators at acute care metropolitan hospitals across Australia.

The participants in this study were all nurse educators, with a small number of
participants in phase three (10%, n=39) being both nurse educators and midwives. The
remainder of this chapter is divided into sections following the three phases of the
study. For each phase, the demographics of the participants and the findings are
presented.
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4.2 Phase One: Hospital One
4.2.1 Introduction
This phase was an investigation of the nurse education service model at Hospital One.
In Section 4.2.2, the demographics of the participants are presented to give context to
the findings, which are presented in sections 4.2.3–4.2.6.

4.2.2 Demographics
Phase one participants were nurse educators, with data collected through interviews
and focus groups. The demographics of the junior and senior nurse educator
participants involved in phase one are outlined below.

As mentioned in Chapter 3, it was planned that participants would be selected from
Hospital One using purposive sampling to include permanent, experienced and
informed nurse educators in an attempt to gain the most detailed information possible.
This was not possible due to the Department of Health hold placed on the appointment
of permanent positions leading into the transition of the SMHS in 2013–2014. As a
result, senior and junior nurse educators were included in the study if they had been
acting in an education position for a period of at least six months. It was considered
that after six months in the role, nurses in education positions would be fully informed
about their role and aware of their service model.

Of the 16 participants, eight were in permanent nurse education positions, seven had
been acting in nurse education positions for a period greater than six months and one
had only been acting in a nurse education position for two months, so her contribution
in the focus group was not transcribed. The experience levels for those in permanent
and acting positions ranged from 12 months to 11 years, with a mean of 3.9 years and
standard deviation of 1.52. Of the 16 participants, 13 were female and three were male
(see Figure 4.1). This ratio was not unexpected since nursing is a profession that is still
predominantly female. The age of participants in phase one ranged between 30 and 64,
with the mean being 46. This again is not unexpected with 40% of the Australian
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nursing workforce recorded as being aged 50 or older (Australian Health Practitioner
Regulation Agency, 2015). In relation to the participants, there were no significant
differences of opinion seen in the responses to questions, in relation to the nurse
educators’ years of experience or gender.
Table 4.1. Participants in Phase One
Position

Gender

Permanency

Experience

Participated in

Senior Nurse Educator

7 female and
1 male

5 permanent
3 acting

1 year to 11
years

Interview and
focus group

Junior Nurse Educator

6 female and
2 male

5 permanent
3 acting

1.5 years to 5
years

Focus group

4.2.3 The Nurse Education Service Model at Hospital One
Data from the interviews and focus groups that were undertaken in phase one were
analysed to examine the nurse education service model at Hospital One. The nurse
education model used at Hospital One was a centralised model. In a centralised staff
development model, there is a hospital-wide approach to staff training in which a
central department has the responsibility of meeting staff training requirements. In a
centralised model, all education staff, even those within the clinical areas, report to the
education department and coordinator (Cummings & McCaskey, 1992).

A variety of senior and junior nurse educators at Hospital One used certain descriptions
and terminology to clearly articulate the features of this model, some of which
included the structure and the reporting lines, such as ‘It is a definite centralised
structure where we have a department set up with a director with the second tier being
educators and have different groups under them and are branched out into the different
directorates’ (Phase one, interview six). They also commented on the structure of the
service within the larger organisation: ‘Staff development at this hospital is
autonomous and we have our own management structure and staff working and while
we work with others within the local areas we are an autonomous department meeting
needs for the entire hospital’ (Phase one, interview three).
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The leadership of the service and the influence of the director was highlighted:
I think the model that we use here by having a separate service as opposed to
the education under the clinical managers means that education has more of a
voice and a prominence within the organisation, I find sometimes education
gets cut, it seems dispensable and the first thing to go but I think by having the
model that we have here we have a system and a prominence and a director and
a head and we maintain status and I think it’s really important. (Phase one,
focus group one)
As was the value of future planning and independence from the clinical areas:
Well I do know because I have been in the department for a long time that it is
a centralised model here. It’s very unique, we don’t actually belong to the
clinical wards and we’re self-sufficient, we make our own planning and we just
run a staff development service and we can manage it how we want to do, we
can time manage how we want to do things and we’re not governed by what’s
happening clinically on the wards, we don’t come in and make, have to take on
a patient load or anything like that so it’s really good. (Phase one, interview
one)
The networking and consultative qualities of the service were also mentioned:
I see us as an independent service. And we are literally, I actually see us at the
whim of the rest of the hospital, so we have our own processes, our own
structure but our entire existence is based on meeting the needs of the other
departments so you know if this department needs some education and training,
or if they’ve got a problem, we get involved, we look at for example with
nursing, the national standards we participate in all of the different committees
so we can look at the educational component and see if we can relate that to the
rest of the hospital. So I literally see us as a service to the whole hospital.
(Phase one, interview five)

Overall, the nurse educators at Hospital One identified the features of a centralised
model and isolated the key factors that characterise how this model is structured and
functions. The senior nurse educator group, as one might expect, were more aware of
the service model and its characteristics at an organisational level, with the junior nurse
educators mainly aware of the management structure within the service model. Figure
4.1 summarises the characteristics of the model as identified by the participants in
phase one.
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Figure 4.1. Characteristics of Nurse Education Model Used at Hospital One

4.2.4 Factors that Influence the Nurse Education Service Model Used
In addition to examining the type of nurse education service model and its features, the
factors that influence the type of nurse education service model used were investigated.
When questioned on influencing factors, participant responses included:
x

funding

x

service evaluation

x

hospital requirements

x

external policy and directives.

These concepts are summarised in Figure 4.2 and discussed in more detail below.
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Figure 4.2. Factors that Influence the Nurse Education Service Model at Hospital
One
4.2.4.1 Funding
Participants expressed that they felt funding influenced the nurse education service
model. Comments highlighted a number of considerations, including the ability to
deliver the planned training and the use of external training providers: ‘If we don’t
have the funding there then we can’t run the study days that we want to run because we
do bring a lot of external providers in’ (Phase one, interview one).

The number of full-time equivalent (FTE) staff in the education service was
mentioned: ‘FTE numbers as well, the FTE has to be looked at and that can reduce
some of the services in education as well’ (Phase one, focus group one), and the
funding or budget allocated to the education service was also recognised as an
influencing factor: ‘There are budgetary considerations, that comes high on the list as
such’ (Phase one, interview three). The amount of money allocated to finance the
education service can have serious effects on the quality of the service that is delivered
due to constraints insufficient funding can have on the service delivery, resources and
staff.

105

4.2.4.2 Service Evaluation
Participants outlined that they felt evaluating the nurse education service being
delivered influenced the nurse education service model. Comments highlighted the
importance of evaluation of the education service: ‘I think there is a lot more emphasis
on evaluation of our, of the service we are providing, also on the quality of the
education we provide, so evidence-based practice’ (Phase one, interview two). The
value of being accountable and the ability to demonstrate outcomes was also
mentioned: ‘I think you know as a service you have to decide are you doing a good
job, who are you accountable to, how do you prove you are doing a good job and I
think that we have certainly that’s evolved’ (Phase one, interview six). The results of
evaluating education service delivery can assist educators and coordinators of service
to improve the functioning of the service by implementing change in regards to how
the service functions and is structured.

4.2.4.3 Hospital Requirements
In addition to the above, participants felt the requirements of the organisation, such as
the addition of new specialist services and the growing size of the hospital, had all
influenced the nurse education service model. Comments highlighted the effects that
changes in clinical service delivery had had on the education service:
Obviously the clinical requirements for the hospital, so as we increased our
service, like it was about, I can’t remember now maybe 10 years ago they
brought in the cardiothoracic service so that was an extreme example of how
we had to bring in education for that type of a service which was quite large.
Yeah I suppose as we brought in new services, that influenced what education
we had to evolve and that’s how the department has grown to the size that it is
today. (Phase one, interview one)

The needs of specialty areas and developments in technology such as new equipment
were mentioned: ‘Meeting the speciality area needs, discussions within speciality areas
to manage expected new training, equipment’ (Phase one, interview three), and the
expansion of the education service to meet the needs of the hospital was also outlined:
‘We have seen additional positions added where there has been a need so we’ve added
positions as needs of the hospital has changed’ (Phase one, focus group two). The
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requirements of the organisation can affect how the education service functions as the
education service will change and adapt to meet the needs of the hospital such as
changes in specialist services delivered.

4.2.4.4 External Policy and Directives
Participants also felt that external factors such as changes in health policy, at state and
national levels, the implementation of the NSQHSS and the current reconfiguration of
the SMHS were all factors influencing the nurse education service model at Hospital
One. Comments mentioned the national policy developed by Health Workforce
Australia, which identified that hospitals needed to increase their training capacity for
undergraduate nurses and junior doctors as a top priority to address the predicted future
workforce shortages and also briefly mentioned hospital accreditation: ‘It could be
external policies we’ve seen a lot of change of policy in Health Workforce Australia
and external directive changes within nurse training, within hospital training, I guess
accreditation falls under that’ (Phase one, focus group one).

Comments also identified the publication of the NSQHSS by ACSQHC, which
identified clear training priorities for organisations around 10 clinical practice areas
that hospital-based education services were required to implement:
Well the national standards has made things, the focus of the department
change quite considerably and even how we think about the training and
register it in our own database, we are aligning it up to the standards to make
reporting a lot more transparent and allow us to prioritise delivery of education
a lot more around patient centred and developing staff so they can look after
patients better and that has been a big change over the last two years (Phase
one, interview six).
In addition, comments outlined the reconfiguration of the SMHS, with the opening of a
new quaternary-level hospital and the involvement of Hospital One in planning
workforce moves and upskilling staff for new specialty areas: ‘I definitely think the
transition that is happening as well, that’s definitely a factor with everything especially
education, because of upskilling of staff, looking at that how best to prepare staff for a
new hospital’ (Phase one, focus group one).
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The participants’ responses regarding influencing factors, as outlined above, addressed
factors such as changes required to the training delivered, changes to staffing within
the service and resources available, but did not discuss influences that had changed the
actual service model. Only two participants expressed their thoughts regarding what
they considered had influenced the service model that was used at Hospital One with
one responding: ‘It’s possible that the department was seen as managing speciality
areas more efficiently’ (Phase one, interview three). The other response given
addressing influencing factors was: ‘I understand that it was when the staff
development nurses were more under the guidance of a nurse unit manager or
something of the like, the education was a little bit more reactive and centralised just to
that one area, without a global or strategic view of education. So hence it became a
directorate in itself so it could meet the whole hospitals needs instead of just reacting in
one area’ (Phase one, interview six). This area was investigated further in phases two
and three to gain greater insight into nurse educators’ perceptions regarding factors
influencing the nurse education service model implemented.

4.2.5 The Nurse Education Service Model at Hospital One
In addition to describing their nurse education model and what influenced it, nurse
educators at Hospital One discussed their views on working within their model,
including the perceived strengths and weaknesses of the model. The strengths of the
model were expressed as:
x

allows for a career pathway within nurse education

x

has clear communication channels

x

supports junior nurse educators

x

meets the needs of the organisation

x

allows for the streamlining of support services.

The weaknesses of the model as perceived by the nurse educators at Hospital One
included:
x

the potential conflict of junior nurse educators having two bosses

x

the education service being disconnected from clinical areas
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x

junior nurse educators can feel isolated

x

difficulty in managing junior nurse educators.

These strengths and weaknesses are summarised in Figure 4.3 and examined in more
detail below.
Hospital One
Nurse Educators Views
Regarding their Service

Figure 4.3. Summary of Hospital One Nurse Educators’ Views about Their Model
4.2.5.1 Strengths of Centralised Model
4.2.5.1.1 Career Pathway
Participants felt the centralised nurse education service model gave them a career
pathway along which to progress. Having one nurse education service within the
organisation that managed all of the nurse education positions allowed a clear pathway
for junior educators to progress into a senior educator role and then coordinator of the
service role. Comments highlighted that a centralised service supported opportunities
to move into higher positions and between different areas or specialities: ‘I think one
of the positives of having that structure for the staff development service here is you
can climb the ranks and move around’ (Phase one, focus group two).

That the centralised service supported a career pathway for nurse educators was
mentioned: ‘There is a career pathway within this and you can be guided through that
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pathway be identified for the things you are doing well and supported in the things you
need support with’ (Phase one, interview two). It also made possible ongoing
education and support by other education specialists to assist nurse educators to
develop into education specialists. Being managed by specialists in education allows
for development of nurses new to the education field into skilled educators: ‘I think we
work well as educational specialists because that is what we are focussing on and our
line managers are educational specialists’ (Phase one, interview five). Participants also
expressed the view that a centralised nurse education service model allowed a
consistent orientation and training program to be given to nurse educators to develop
them in their role: ‘We give them education on how to take on their roles which they
wouldn’t have if they were clinically owned by the CNMs’ (Phase one, interview one).

4.2.5.1.2 Communication
Participants felt a centralised model supported clear communication channels within
the service and within the organisation as a whole. The structure of a centralised
service facilitates communication throughout the service as educators gather for
meetings and information sharing. Comments outlined that a centralised model allowed
educators to obtain an organisational-wide view of educational needs across the whole
hospital and keep abreast of issues across the organisation: ‘You get a whole of
hospital view, it’s not really tunnel vision into just your area’ (Phase one, focus group
one). The effective communication channels within the nurse education service, from
the coordinator of the service down and the junior educators up, was highlighted: ‘You
can disseminate information up and down and I think that’s core to what we do’ (Phase
one, interview four). The consistency in the development and presentation of education
resources across the education service and organisation as a whole was mentioned:
‘There’s a very strict standard on the documents that we produce, the presentations we
deliver all to a set template, they all set a benchmark and a standard’ (Phase one, focus
group one). Finally, the communication links to the clinical areas were identified as
important: ‘And you know its linking you to the clinical area as well and understanding
what the issues are in that clinical area’ (Phase one, interview four).
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4.2.5.1.3 Support for Junior Educators
Participants felt very strongly that the model at Hospital One allowed nurse educators
to be well supported by the team, especially the junior educators as they are managed
by senior nurse educators who are education specialists. These senior educators have
experience of being in the junior role and so understand the pressures the junior
educators can face and can support and mentor them. Comments outlined the
advantage of consistency across the service and being managed by education experts:
‘I think it’s the supportiveness and the cohesiveness that everyone is singing off the
same page, we are all experts in education or at least advancing to that’ (Phase one,
interview four). The support that the junior educators can give each other was raised:
‘We’ve got some really novice SDNs and then some that have been around for a long
time so they are able to share their ideas and some of them have really great ideas on
how to improve teaching, how to improve education’ (Phase one, interview one). The
ability of the education service and senior educators to deliver training to the junior
educators to improve their knowledge and skills as educators was also highlighted:
‘We are able to support the SDNs and train them how to teach’ (Phase one, interview
two).

4.2.5.1.4 Meeting Organisational Needs
Participants expressed the view that the centralised service model allowed training to
meet the different needs of the organisation. Comments highlighted that the centralised
service supported educators being skilled in multiple areas, reducing the amount of
training that might otherwise have been cancelled if the service had not been able to
replace educators who suddenly became unavailable: ‘I do think cross fertilisation of
knowledge and skills often work although we do have very specialised areas but we
can work, in some instances across those specialty areas depending on what’s required
at the time’ (Phase one, interview three). Nurse educators felt that being centralised
allowed the service to meet the training needs of the hospital when required and on
request: ‘We are self-resourcing and can meet most people’s needs most of the time’
(Phase one, interview three). The value of being able to deliver training across a
number of areas, thereby reducing repetition and being more cost-effective was
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identified: ‘If it’s bigger global picture we may need to look at it as a service and how
we deliver it at a higher level so more people can attend’ (Phase one, interview four).
Comments also highlighted the benefit of the centralised service supporting
comprehensive planning of service delivery and prioritising the allocation of resources:
‘I think the strategic planning is less wasted opportunities in duplication and getting
side tracked on the reactionary type education’ (Phase one, interview six).

4.2.5.1.5 Streamlining Support Services
Participants expressed their views regarding a centralised model allowing them support
within the service by having systems in place that provided administration and
secretarial support. Clear procedures such as the processing of registration forms for
programs and set publication printing schedules ensure a quality of service and reduce
repetition. Comments outlined the support the administration team can give to the
service: ‘So the admin team would deal with all the purchasing, venue management
and so forth’ (Phase one, interview four). The importance of allocating tasks to the
appropriate staff within the service was also outlined: ‘We don’t have to spend half a
day making stuff like booklets we have a system to order what we need and it
magically appears in our pigeon hole, which saves a huge amount of time’ (Phase one,
focus group two).

4.2.5.2 Weaknesses of Centralised Model
4.2.5.2.1 Conflict of Having Two Bosses
Participants expressed the challenge posed by their nurse education service model of
having to manage their relationship with the nurse unit manager and their nurse
educator manager, as this was sometimes perceived as having two bosses and being
pulled in two directions. Comments included: ‘It’s almost like having two bosses, but
knowing which one you need to go to is probably the hardest part when you’re a SDN’
(Phase one, interview four), ‘I think sometimes like you said it is hard for the SDNs to
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balance the manager and educator. I think that’s a really important point because one
of them can see things differently from the other’ (Phase one, focus group one) and:
Although you work under the clinical model you are managed by a separate
service so you tend to have two managers and that is sort of a conflict in itself
at times, the frustrating thing about the model, but I guess, its, depending on
your direct line manager in staff development on how supported you are to be
able to facilitate all the roles that you have as a staff development nurse. (Phase
one, focus group one)

4.2.5.2.2 Education Service Disconnected from Clinical Areas
Participants expressed their concerns that the centralised nurse education model
created a potential for disconnection between the clinical areas and the education
service. With the service being located in an area physically away from the clinical
areas and the senior nurse education teams being based in this one area, there were
concerns they might not be able to be aware of clinical issues. Comments included:
I think there is always a risk when you are a separate department of having a
disconnect from what’s happening in the hospital and that’s why it’s very
reliant on the SDNs liaising with their managers and the SDEs [staff
development educators] also liaising strongly with the managers and touching
base so they can keep an eye on what’s actually happening out there because
things change quite quickly and when things do happen they are usually urgent
and you need to focus the education and training to try to mitigate any
problems that might come up. (Phase one, interview five)
It’s very easy I suppose to get stuck in your office, stuck down with your work
and not be making contact with the people out there, and that disconnect just
actually occurs. Yeah so I think, I suppose the risk is it comes down to the
individual they to get up, they have to go out there. (Phase one, focus group
one)

4.2.5.2.3 Junior Nurse Educators Can Feel Isolated
Participants expressed the view that their nurse education service model could make
junior educators, who are situated in the clinical areas, feel isolated. As they belong to
a different team, they can feel isolated from the clinical staff team. Their office may be
located away from the ward and they are often better informed of things happening
within the organisation than are clinical staff, sometimes requiring them to keep things
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confidential. Comments included: ‘You can feel isolated, you feel like, especially
when you are in your clinical area that you are something separate from everybody
else, that you don’t feel necessarily part of the clinical team’ (Phase one, interview
four), ‘Sometimes you feel you are alone in the role because you are there and you
can’t tell them half the things you know as well’ (Phase one, focus group one) and
‘When they are located away from the clinical area, they can feel a little bit isolated’
(Phase one, interview six).

4.2.5.2.4 The Challenge of Managing Junior Educators
Senior educators can often be required to manage a number of junior educators from a
variety of clinical specialities in which they themselves are not experts, which can
make it difficult for them to make decisions or coordinate training programs in these
areas. Also, the time it can require of the senior educator to support, educate and
manage their junior team can make the educator role a challenge. Comments included:
‘Depending on how many SDNs you’ve got to manage it can be problematic at times
because you just don’t have enough hours in the day to share with them all, to deal
with their issues’ (Phase one, interview one) and ‘It can be problematic if your
managing SDNs from different specialities, as it can make it quite difficult dealing
with clinical issues’ (Phase one, interview three).

In undertaking the face-to-face interviews and focus group interviews for phase one, it
was clear that the nurse educators had not considered that they were working within a
nurse education service model and initially struggled to respond to questions regarding
what service model was in use until asked more directly about reporting lines and the
specific functions of the service.

In analysing all of the data from the phase one interviews and focus groups, the
overarching theme that was raised most often by nurse educators of all levels was their
opinion on the centralised nurse education service model in use at Hospital One as a
model that facilitated a high level of support for educators. This included the support
and education opportunities given to junior educators by the senior education staff as
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they manage them, the ability of junior educators to support each other as they work
collegially together within the service and the support for the role and education as a
whole within the organisation.

Another interesting finding was that the majority of participants, although only having
worked at Hospital One in an education position, expressed their awareness of the
different set ups of other hospital nurse education services, naming various hospital
sites and making comments such as, ‘Anecdotally I have had feedback that they spend
a significant amount of time on just being in the ward and taking a patient load’ (Phase
one, interview three), and ‘I know they’ve had almost like a conflict between what’s
wanted and what’s required’ (Phase one, interview four). These anecdotal observations
were areas examined in phase two with the investigation of other nurse education
service models across W.A.

4.2.6 Future Nurse Education Service Priorities
Senior and junior nurse educators at Hospital One expressed a number of views about
the future of hospital-based nurse education, with themes emerging around the areas
of:
x

more collaboration across sites

x

changes to the nurse educator role

x

evidence of outcomes

x

funding changes

x

interprofessional training

x

changes to training delivery.

These areas are summarised in Figure 4.4 and examined in detail below.
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Figure 4.4. Views Regarding the Future of Nurse Education in Phase One
4.2.6.1 More Collaboration across Sites
Participants expressed that they felt that nurse education would become more
collaborative across sites within the area health service and that relationships with
universities would grow stronger. An area health service is the joining together of a
number of public hospitals to provide health services to a defined geographical area of
the state (Government of Western Australia, Department of Health, n.d. a).
Coordination of programs offered at different hospitals within the health service would
reduce the repetition currently experienced, with all of the sites running the same
programs. Also, hospitals and universities offering more training programs in
partnership would give staff the benefit of expert clinical trainers, as well as a program
that is university accredited and methodologically sound. Comments included: ‘I think
that there will continue to be a growing collaboration between universities, and
between hospitals. Currently you know we have the students and the grad nurses, but I
think that at post grad level that needs to continue to grow and that collaboration
between the uni’s and the clinical workforce is important’ (Phase one, interview two).
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Comments also mentioned the importance of more structure and consistency across the
different hospitals within the area: ‘A part of what we’re doing should be locally
focussed but obviously I think, the area needs to have more structure so that there is
continuity and standardisation across the area’ (Phase one, interview three).

4.2.6.2 Changes to the Nurse Educator Role
Participants expressed a number of views regarding changes to the nurse educator role
in the future. Comments identified that as approaches to training change and become
more technology-driven, less face-to-face formal study days will be required, affecting
the need for and number of nurse educators, which could be reduced significantly: ‘So
we are going to have to keep some sort of hands-on educators around but I don’t think
it will be to the extent, I don’t think, I don’t see workshops and study days will be the
thing of the future, I think they will become less and less’ (Phase one, interview one).
The opinion was also expressed that in the future, nurse educators would be expected
to display a higher level of specialisation by having specialist postgraduate
qualifications in education as an essential condition for gaining an education position:
‘It might change with what we require for those positions, do our nurse educators need
tertiary qualifications? Because certainly in management and other positions they are
increasingly desirable’ (Phase one, focus group one).

4.2.6.3 Evidence of Outcomes
Participants expressed their views that increasingly the nurse education service would
need to be able to demonstrate its outcomes in clinical practice to justify its existence.
With increased financial scrutiny and emphasis on efficacy and efficiency of service
delivery, all non-clinical support services will need to be able to clearly articulate and
demonstrate measurable outcomes in organisational and financial terms. Comments
included:
I think nurse education will need to move towards more evidence-based
practice as well, the service or training you are delivering is it bang for your
buck, is it having an effect? There will be more on that as there is more
research to justify what you are doing. (Phase one, focus group two)
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I think we need to be able to use research to prove how our education is making
an impact on the floor to the actual patient outcomes and there are challenges in
that but I think that’s a big thing we need to address. (Phase one, interview two)

4.2.6.4 Funding Changes
Participants expressed concerns over securing future funding for the nurse education
service, particularly with the commencement of the new ABF system for education,
which, as mentioned in Chapter 2, will be implemented in the near future. Nurse
educators’ views emphasised the effect that this change to the funding model might
have on future services delivery and that services might need to start raising
independent revenue to support their business. Comments included: ‘We may become
less of a priority depending on funding, I mean the budget. The health budget is
already stretched so I don’t know’ (Phase one, interview five), ‘I guess I am concerned
about how education will be funded when we go into activity based funding
management because it’s very hard to put a figure on that and show benefit’ (Phase
one, focus group one) and:
ABF funding for education, I don’t think it’s going to be positive for education.
I think it’s going to be a very traumatic time to maintain a level to ensure that
we deliver high-quality care to our patients by providing excellent education.
(Phase one, interview one).

4.2.6.5 Interprofessional Training
Participants expressed the view that the future of nurse education would include an
increase in training. Training will be increasingly delivered to staff from a number of
different disciplines together in the same session, as this has been shown to not only be
cost-effective and reduce repetition but to increase team cohesion and understanding
for staff of one another’s roles within health (Swisher et al., 2010). Comments
included: ‘I think it needs to evolve as I have said a number of times to be
multidisciplinary and I think that that’s really important that we promote that’ (Phase
one, interview two) and ‘I think it will multidisciplinary as well; there is a big push
towards that’ (Phase one, focus group two).
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4.2.6.6 Changes to Training Delivery
Participants expressed their views regarding a number of changes to the delivery of
training in the future. This included comments about the increased use of technology,
such as online learning and simulation: ‘I can see a heavier reliance on eLearning and
away from the face-to-face’ (Phase one, interview six), ‘I think the way we deliver
education will be different in the future, we are slowly moving away from didactic
lectures and moving over to more immersive/submersive type education’ (Phase one,
interview four).

However, the opposite view was expressed by some educators who felt that training
would become more competency-based and include more practical, at-the-bedside
teaching: ‘I think we have to be smarter in how we are doing things and there is an
emphasis on moving towards competency-based skill requirements and competencybased education’ (Phase one, interview five) and ‘So I think we will get back to some
real practical mentoring at the bedside and stuff, that’s the stuff that will last I think’
(Phase one, interview six).

4.2.7 Summary Phase One
In this section, the demographics of the participants in phase one were described and a
summary of the findings was outlined for the interviews and focus groups undertaken
in phase one. The views of nurse educators on their nurse education service model, the
influences affecting the model and future nurse education priorities were examined.
The findings from phase two of this study are presented in the following section.

4.3 Phase Two: Across W.A.
4.3.1 Introduction
This phase was an investigation of the nurse education service models at acute care
metropolitan hospitals across W.A. Six acute care metropolitan hospitals met the
inclusion criteria for this phase, with participants consisting of coordinators of nurse
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education services and senior and junior nurse educators from these W.A. hospitals.
Data collection for phase two consisted of six interviews with the coordinators of nurse
education services and six focus groups with senior and junior nurse educators at these
acute care metropolitan hospitals in W.A. In Section 4.3.2, the demographics of the
participants are presented to give context to the findings, which are presented in
sections 4.3.3–4.3.9.

4.3.2 Demographics
The participants for phase two were the coordinators of nurse education services and
senior and junior nurse educators at acute care metropolitan hospitals in W.A. Table
4.2 outlines the participants involved in phase two.
Table 4.2. Participants in Phase Two
Position

Gender

Permanency

Experience

Participated in

Coordinator

5 female and
1 male

All in permanent
positions

5–14 years

Interview

Senior Nurse
Educator

6 female and
2 male

4 permanent and 2
acting

1–7 years

Focus group

Junior Nurse
Educator

10 female

8 permanent and 2
acting

9 months – 10 years

Focus group

It was planned that participants in phase two would be selected using purposive
sampling to include permanent, experienced and informed nurse educators in an
attempt to gain the most detailed information possible about the nurse education
service models. This strategy became impossible due to the Department of Health hold
placed on the appointment of permanent positions in the public health system in W.A.
The researcher felt that the only way around this situation was to include senior and
junior educators in the study provided they had been acting in an educator role for a
period of at least six months. Experience levels for those in permanent and acting
positions ranged from 9 months to 10 years, with a mean of 4.2 years and standard
deviation of 3.44.
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4.3.3 Nurse Education Service Models across W.A.
Data from the six individual interviews and six focus groups that were undertaken in
phase two were analysed to investigate the nurse education service models used across
W.A. Two of the six acute care metropolitan hospitals included in phase two ran a
centralised nurse education service model, with the other four hospitals using a
combination model (see Figure 4.5).

Centralised
33%

Combination
67%

Figure 4.5. Nurse Education Service Models in Use in Acute Care Metropolitan
Hospitals within W.A.
A central department in the centralised model has the responsibility of meeting staff
training requirements across the whole organisation, with all education staff, even
those placed within the clinical areas, reporting centrally to the education department
within the hospital (Cummings & McCaskey, 1992).

Of the two hospitals with centralised nurse education service models, one was a public
hospital and one was a private hospital. The coordinator of the nurse education service
at one of these hospitals described the model as, ‘we’ve got a centralised model from
here which covers a whole range of educational topics, not just nursing and we have
the hospital service drive educational areas that report directly through each services
SDE’ (Phase two, interview three). One of the senior nurse educators described the
model by saying, ‘I believe the best way to describe it is that it is a centralised model
so all the staff, education staff are employed by the education centre and then we
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provide not only a service to our designated portfolios but also to you know the
hospital as a whole, at large’ (Phase two, focus group two).

The other four hospitals included in phase two ran a combination nurse education
service model. In a combination model, educators are located in a training department
onsite. These educators deliver programs across the organisation, such as orientation.
In addition, there are educators located in the clinical areas that report to the nurse unit
managers and who are not connected to the training department (Cummings &
McCaskey, 1992).

Of the four hospitals using a combination model, three were public and one was
private. The coordinator of the nurse education service at one of these hospitals
described the model as, ‘The SDNs have a dual reporting role so they work for the
manager and come out of their cost centre, so they’re not governed totally by me but
they work very closely with me’ (Phase two, interview two). One of the senior nurse
educators described the model by the comment, ‘So all the SDNs are under the
managerial infrastructure of their wards, their units and now even though we have
SDEs on board which has only been for the last four to five years, they haven’t got any
managerial function over the SDNs they just kind of hover around’ (Phase two, focus
group four).

4.3.4 Responsibilities and Functions of the Nurse Education Service
To gain a deeper understanding of how the nurse education service model operates, the
responsibilities and functions of the nurse education service was examined in phase
two. Participants outlined the following areas as the activities and role of the nurse
education service (see Figure 4.6):
x

training
o mandatory training and orientation
o formal programs such as the graduate nurse program

x

organisational requirements
o support with accreditation
o service redesign including upskilling staff to new clinical specialties
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o workforce development including coordinating the undergraduate
nursing students, coaching staff and delivering ward-based teaching
sessions (in-service).

Figure 4.6. Responsibilities and Functions of the Nurse Education Service within
the Hospital
The coordinators and senior and junior nurse educators gave the comments below to
describe the responsibilities and functions of their nurse education services.

Training:
We’re responsible for mandatory training so that takes up a huge proportion of
time. (Phase two, interview one)
A big focus on induction and orientation. (Phase two, interview five)
Responsible for the graduate program which again takes up a huge proportion
of time. (Phase two, interview one)
We do multidisciplinary education here as well as for allied health and also
ancillary staff. (Phase two, focus group two)

Organisational requirements:
Supports the hospital in terms of the regulations associated with various
requirements such as OSH [occupational health and safety] requirements and of
course accreditation requirements. (Phase two, interview three)
It supports them in service redesign. (Phase two, interview three)
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A number of our programs have been developed or are in progress due to
workforce requirements where there has been I guess a lack of availability of a
particular speciality or job type or skill set. (Phase two, interview five)
The core ones they will target you know that crop up in every hospital are your
undergraduates. (Phase two, interview four)
A lot of it is the informal mentorship and coaching with people. (Phase two,
interview one)
Providing education to the areas in particular so for instance in theatre you
know we have a lot of in-services on equipment and that sort of thing so quite
area-specific. (Phase two, focus group two)

4.3.5 Coordinator Influence on the Nurse Education Service
To investigate further how nurse education services are influenced, the coordinators of
the nurse education services were asked how they influence the functioning of their
nurse education service. Responses given were categorised into two areas (see Figure
4.7):
x

membership on high-level committees

x

networking.

Figure 4.7. Coordinator Influence on the Nurse Education Service
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4.3.5.1 Membership on High-level Committees
The nurse education coordinators highlighted the importance of being a member of the
nursing executive team to have the authority to influence policy and practice across
nursing services. They also outlined the importance of being a member of high-level
committees within the organisation to keep abreast of changes, which allowed the
education service to be involved at an early stage and to become proactive in regard to
educational support. Comments included:
I am part of nursing exec so I sit within nursing exec and look at what we,
nursing exec and all of the business that crops up, so I’ll look at if there is
incidents tabled, I’ll then be able to go we need to do education, and be
proactive about educational requirements. (Phase two, interview one)
Strategically through sitting on higher level committees at the hospital that
allows me to be involved in higher level strategic direction setting. (Phase two,
interview three)

4.3.5.2 Networking
The coordinators of nurse education services outlined that they used networking to
influence the service by forming relationships both internally and externally. By
forming effective working relationships internally with the nurse managers and other
heads of departments and with external organisations such as universities and other
training providers, the coordinators influenced practice and shaped the education
service to meet the organisation’s needs. Comments included:
Close relationships with the nurse managers in their units and departments is
key to how that works as well and then obviously my communication through
my educators as well is paramount to that delivery. It’s also pertains to
partnerships with training providers that we are quite involved in so really those
relationships with universities and TAFEs as well. (Phase two, interview five)
Well I guess its networking. It’s like the work I have been doing with the
executive director and the frontline leadership model … and so the influence
with that is having to meet with every single team throughout the entire hospital
and getting an understanding of what we are trying to do as an organisation, the
conversations and opportunities to participate in planning. (Phase two,
interview three)
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4.3.6 Nurse Education Service Measures of Success
To understand how the effectiveness of the nurse education service was assessed, the
techniques that the coordinators and nurse educators used to measure the outcomes of
their service were investigated. Responses given were categorised into four areas (see
Figure 4.8):
x

evaluation of training

x

clinical measures

x

organisational measures

x

other.

Figure 4.8. Measures of Success for Nurse Education Service Models
4.3.6.1 Evaluation of Training
Nurse education service coordinators and senior and junior nurse educators highlighted
the use of reporting attendance rates and education hours in the evaluation of training
delivered: ‘Historically it’s pretty much been education hours so number of people
who attended sessions and how long those sessions went for to calculate the education
hours’ (Phase two, focus group two). The use of feedback forms at study days was also
identified. Nurse educators evaluated the study days and programs their services
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delivered by asking participants to complete evaluation forms and provide feedback
about how well their service was performing:
We have study days, medical study days, surgical study days and they will be
given a feedback form at the end of that, what did you know before, were you
prepared, did you feel better etc. so they’ll be asked to give that feedback after
every session that they have, that’s the most frequent measurement tool on the
formal education setting. (Phase two, focus group one)

4.3.6.2 Clinical Measures
Nurse education service coordinators and senior and junior nurse educators outlined
their use of clinical measures to evaluate the effectiveness of their service. These
included monitoring clinical incident report rates for medication errors and nursesensitive indicator rates, such as the number of falls and pressure injuries. Comments
included:
You can look at responses to incidents so if you had an incident, increased falls
for instance and then you provide a load of education the falls rate drops then
you know you’ve got some kind of success along the way so you’ve got those
quantitative measures that you can count the numbers. (Phase two, interview
one)
Decrease in clinical incidents. We get quite a lot of feedback if we have an
increase in clinical incidents in one area and they want us to put the education
in so they can see the decrease of clinical incidents. (Phase two, focus group
four)

4.3.6.3 Organisational Measures
Nurse education service coordinators and senior and junior nurse educators discussed
their use of organisational measures to evaluate the effectiveness of their service.
Recruitment and retention of staff and staff satisfaction were mentioned as
organisational measures of the effectives of the education service:
Retention, specifically the grads that we get on rotation we do very well with
them all wanting a job. Also the number of applications we will get for a
graduate program. I think that that must show that we are doing something right
because we get inundated for places. Staff satisfaction survey, the culture
survey that we’ve just done. We rated quite highly on the culture, training and
development and education available and offered to staff. (Phase two, interview
two)
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Staff mandatory competency and skill compliance levels were also outlined as
organisational measures of an effective education service:
I mean we record things like mandatory competencies and all those things.
(Phase two, focus group five)
and:
How many staff have you got that can cannulate, catheterise and you know
those kind of things and there are other measures you can do that shouldn’t just
be done because its accreditation stuff that you should be doing because you are
trying to increase the quality of care and you do that by having skilled staff.
(Phase two, interview one)

4.3.6.4 Other
Nurse education service coordinators and senior and junior nurse educators named a
number of other measures of the success of their service. Forming partnerships with
universities and other external training providers to deliver programs and winning
awards were mentioned as other measures that the service can use to measure its
effectiveness: ‘Other ways we do is through our partnerships with the universities, so
as an example the partnership with Challenger for the advanced diploma that program
actually won a training award’ (Phase two, interview five). Supporting nurses with
their Australian Health Practitioner Regulation Agency (AHPRA) registration
continuing professional development requirements was highlighted as another way to
measure whether the service was meeting the needs of the staff: ‘I suppose you can
look at AHPRA’s auditing I mean the fact that we used to get many nurses that would
not be able to meet their auditing requirements but I think there is less and less of that
because most people are doing education’ (Phase two, focus group five).

4.3.7 Nurse Education Service Models across W.A.
To investigate the aspects of the different nurse education service models in phase two,
senior and junior nurse educators were asked to express their views on their nurse
education service model. Their responses are outlined below. For those working in a
centralised service model, the views expressed included the strengths and weaknesses
of the model:
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x

Strengths
o supports the junior nurse educators

x

Weaknesses
o the potential conflict of junior nurse educators having two bosses

For those working in a combination service model, the views expressed included the
strengths and weaknesses of the model:
x

Strengths
o autonomy
o connection to clinical area

x

Weaknesses
o pulled into clinical role
o disconnected from education service
o lack of consistency.

These have been examined in more detail below and these findings are compared to
those from phase one in Figure 4.9.

129

Phase One

Phase Two

Figure 4.9. Nurse Educators’ Views of Their Nurse Education Service Models in
Phases One and Two
As demonstrated in Figure 4.9, not all of the strengths and weaknesses of the
centralised nurse education service model that were identified by nurse educators in
phase one were identified in phase two. This may be because, in phase one, all of the
nurse educators were working within the centralised model, while the majority of
participants in phase two were working within a combination model. The decentralised
nurse education service model was not able to be investigated in phase two, as no
hospitals that met the inclusion criteria in W.A. were using this model.
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Strengths of Centralised Model
4.3.7.1.1 Support for Junior Educators
Nurse educators working in a centralised model viewed it as allowing support for the
junior educators. This includes support from the senior educator group as specialist
educators, support from fellow junior educators and the support for the education role
as a speciality. This support by experts in education allowed junior educators to
develop their skills as a specialist in education. Comments included:
Having that senior level of support around you is a really positive thing as I
said not only for ease of information around you but if you’ve got a problem
and need to sound someone out there is someone there. (Phase two, focus group
two)
In a dedicated unit, a centralised model it is very clear that you are an educator
and you know that is the role you do and the sheer volume of other educators
around you make a real impact statement about educators that educate about
nursing, rather than just a nurse that teaches. (Phase two, focus group three)

4.3.7.2 Weaknesses of Centralised Model
4.3.7.2.1 The Conflict of Having Two Bosses
Junior nurse educators working in a centralised model outlined the potential conflict of
having two bosses when their senior nurse educator manager and the nurse unit
manager had different priorities. With the nurse unit manager being present on the
ward, junior nurse educators were often directed to undertake tasks or approach things
in a way in opposition to the senior nurse educator’s directions. This could leave the
junior nurse educator conflicted, trying to please two senior staff members with
opposing views. Comments included:
From an SDN point of view it’s very much being pulled by your line manager
on the floor and the SDEs as they tend to have different ideas of what needs are
for the department. (Phase two, focus group three)
I had a situation last week where I had to get my SDE involved because the
ward manager was not moving and she was coming to me and I was being very
much stuck in the middle, one was saying you will do this and the other one
was saying no we won’t do this. (Phase two, focus group two)
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4.3.7.3 Strengths of Combination Model
4.3.7.3.1 Autonomy
Nurse educators in combination nurse education service models viewed the autonomy
it gave them as a positive aspect of the model. The felt that they were closer to the
clinical areas and could respond more quickly to educational needs, rather than waiting
for direction from the education service. They were able to decide and act on
educational needs for the unit immediately, in liaison with the nurse unit manager,
without having to obtain approval from the education service. Comments included:
Gives us autonomy to do training needs analysis and find that gap and fill the
gap. (Phase two, focus group four)
I like the autonomy; we can do whatever we want. We can respond, we can preempt to clinical incidence and do our own education and to whatever suits our
unit. (Phase two, focus group five)

4.3.7.3.2 Connection to Clinical Area
Nurse educators within combination nurse education service models viewed the model
as allowing them to be closely connected to the clinical unit by reporting to the nurse
unit manager, which supported them in being more aware of training requirements at
the unit level and more visible and available for staff. As they are based in the clinical
area, they are able to work with and supervise staff which allows them to be more
aware of what is happening in the unit and with the staff:
Being at the grass root levels we can see where there are deficits, we can see
where there are knowledge gaps and it becomes easier for us to say right we
need help in this area and we know exactly who to ask. (Phase two, focus group
five)
I am generally based in the department and I’m available for staff so if they are
working in a new area or unfamiliar with a procedure I am generally available
to talk them through it or work with them until they gain their confidence. I am
very visible. (Phase two, focus group four)
They also expressed that it supported their development of specialist clinical
knowledge and skills, as they were closely aligned with the clinical specialities and not
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required to deliver generic training such as induction but can focus on their specialty
area:
You know we tend to work in specialities so we have a lot of clinical input into
that speciality and so you become very honed in to your own speciality. (Phase
two, focus group one)

4.3.7.4 Weaknesses of Combination Model
4.3.7.4.1 Pulled into Clinical Role
Nurse educators within combination models overwhelmingly expressed the view that
the junior educators were moved into clinical roles and out of their education positions
frequently to fill staff vacancies. This may be due to the fact that the junior nurse
educators are managed by the nurse unit manager and paid for by the unit. Nurse
educators working within combination models outlined their frustration with having to
cancel planned education and training due to being made to work clinically on the floor
when the ward got busy or was short staffed:
Well if someone is off sick you are clinical for the day. (Phase two, focus group
one)
We find SDNs get pulled out of the educator role into the clinical role on a
fairly regular basis. (Phase two, focus group six)
Depending on our budget, we are pulled off and put on clinical staff so there’s
no actual education that occurs. (Phase two, focus group five)
4.3.7.4.2 Disconnected from the Education Service
Nurse educators in combination models commented on the disconnect they felt
occurred between the junior nurse educators, working in the clinical area and managed
by the nurse unit manager, and the senior nurse educators based in the education
service. As the junior educators are not managed or supervised by the senior educator
group it can be difficult for them to monitor and support or keep them in touch with
what the education service is doing: ‘performance management is incredibly hard, the
SDE will get the feedback of the SDN that is poorly performing but the SDE can do
nothing about it as they do not manage them’ (Phase two, focus group four).
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Nurse educators working within a combination nurse education service model also
highlighted that their model did not support senior nurse educator involvement in the
recruitment, orientation and ongoing education of the junior educators: ‘SDEs are not
involved in recruitment so a lot of the SDNs are recruited on the basis that they are
quite nice on the wards, they have a nice nurturing personality, not on their ability to
teach’ (Phase two, focus group four). They also outlined that they were often asked to
undertake duties outside their education role by the nurse unit manager: ‘the other
disadvantage I suppose, not disadvantage but we do get passed a lot of work down
from our level threes and fours. A lot of us do’ (Phase two, focus group one).

4.3.7.4.3 Lack of Consistency across the Organisation
Nurse educators working within a combination nurse education service model
highlighted the lack of consistency across the organisation, with each ward doing
things differently, and the difficulties with attempting to roll out a new initiative or
change across the whole of the organisation, such as the implementation of the
NSQHSS. Comments included:
If you want to bring something out like the national standards, it’s difficult to
have, for want of a better word control over the rollout to make sure that all of
that information goes out in exactly the same way. (Phase two, focus group six)
There’s not that much communication between the two services, not in a bad
way but like the clinical services are doing their thing and the non-clinical
doing another thing and also because the services are quite a distance away as
well there isn’t much collaboration. (Phase two, focus group one)

4.3.8 Characteristics of an Ideal Nurse Education Service Model
After expressing their views on their current nurse education service model, the
participants of phase two were asked to describe the characteristics of what they
considered an ideal service model. Responses included:
x

an area approach

x

a centralised model

x

postgraduate education qualifications for educators
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x

interprofessional education

x

having influence

x

more focus on research

x

educators not pulled into a clinical role

x

training for junior educators

x

well resourced.

These are summarised in Figure 4.10 and discussed in more detail below.

Figure 4.10. Characteristics of an Ideal Nurse Education Model
4.3.8.1 Area Approach
Nurse educators and coordinators felt that nurse education would benefit from
coordination across the whole of the health service area, to more efficiently deliver
training, reduce repetition and create a ‘nexus of expertise’ (Phase two, interview four)
across a number of hospitals to support the sites that were less well resourced. An area
health service is the joining together of a number of public hospitals to provide health
services to a defined geographical area of the state (Government of Western Australia,
Department of Health, n.d. a). Comments included:
Networking opportunities with other facilities across the west and east and
everywhere, that’s just really paramount. I think we all work in silos
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predominantly whether we like to admit it or not but certainly that sharing of
information and knowledge is something I would like to see a bit more of.
(Phase two, interview five)
More integration between sites. I would love to know what other hospitals are
doing. There’s no integration between sites. I just think there should be more
integration more education. We are all part of SMHS. (Phase two, focus group
four)

4.3.8.2 Centralised Nurse Education Service Model
Nurse education service coordinators, senior and junior educators stated that they felt
having all of the nurse educators reporting to the education centre would allow more
collaboration between the areas and more support for the junior educators as education
specialists. Comments included:
I actually think that it would work better if all of the SDEs and staff
development nurses were under the one education centre. (Phase two, interview
three)
I would like to see a centralised service, so that clinical and non-clinical staff
report under a centralised service. (Phase two, focus group one)

4.3.8.3 Education Qualifications
Nurse education service coordinators, senior and junior educators felt that an ideal
nurse education service model would include nurse educators having postgraduate
specialist qualifications in education so they are clear on the theories underpinning
education practice. Comments included:
Well I would want all the staff to have education qualifications, that is
paramount because it’s a real challenge having staff who are teaching who have
no idea what they are doing. (Phase two, interview one)
but also a model where your educators are well educated. I would like to see a
JDF [job description form] that says to be an educator you need to have a
Master’s in education or working towards it, because I really do see an
enormous difference between those who do level 3 level they really need to
understand educational theory, the whole thing. (Phase two, interview six)
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4.3.8.4 Interprofessional Education
Nurse education service coordinators, senior and junior educators felt that an ideal
nurse education service model would include an interprofessional approach to
education, with training being delivered across a number of professions and
occupational groups. Comments included:
So first of all I have to say that I am pretty much pro for not just for having
nursing education, I very much want to have, I think that’s an old model, I
think it’s got its purpose but I think that the way today that we need to move
beyond that, and we’ll get a lot more benefit being an interprofessional
education service. (Phase two, interview three)
I know that’s a large part of education these days. We have plans to build, a
purpose built education and training building, not just for nursing, but you
know interprofessionally so we have a better link between medical education,
nursing education, allied health education because education should be
ultimately education. It shouldn’t be split. (Phase two, focus group six)

4.3.8.5 Having Influence within the Organisation
Nurse education service coordinators, senior and junior educators highlighted the
importance of the education service having influence within the organisation by being
represented on high-level committees and the coordinator of the service being a
member of the executive team. This was also highlighted as a characteristic of the
centralised nurse education service model by nurse educators in phase one of the study.
Comments included:
Have influence so you do need to sit, whoever is leading it needs to sit at all the
right tables and be seen to be you know recognised for that. (Phase two,
interview three)
I suppose one of the biggest factors would be actually recognising nurse
education as being a priority because often in, particularly in a private
organisation where finances are the focus, often it gets left behind. (Phase two,
interview five)
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4.3.8.6 More Focus on Research
Nurse education service coordinators, senior and junior educators discussed the need
for an ideal model to have a greater focus on training staff in areas of research and a
closer relationship with the organisation’s research department. Comments included:
I would like us and research to be more as one so we could do good things
together as a cooperative and let that guide our practice. (Phase two, interview
two)
We should be able to teach people how to do research and things like that and
that’s all part of education. (Phase two, focus group one)

4.3.8.7 Educators not Pulled into Clinical Role
Nurse education service coordinators, senior and junior educators outlined the
importance of an ideal nurse education service model protecting nurse educators’
positions so they were not used to backfill clinical staffing shortages. Comments
included:
I don’t think they should be pulled onto the floor. Patient care does come first
but I think it definitely does devalue our role. (Phase two, focus group six)
Totally designated time so that they can’t be pulled like the doctors have.
(Phase two, focus group four)

4.3.8.8 Training for Junior Educators
Nurse education service coordinators, senior and junior educators described an ideal
nurse education service model as including training for junior educators on education
by the senior educators, coordinators and the nurse education service. Comments
included:
For me that would be great to have some support and if they are involved with
orientation, I don’t know how practical that is but still if we have an SDE
orientating that’s still a bit more supporting and bit more education, beneficial
we can go a step ahead. (Phase two, focus group six)
In an ideal world they could be better supported to do education because your
senior staff who are specialists in that area, teach them to educate. (Phase two,
focus group four)
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4.3.8.9 Well Resourced
Nurse education service coordinators, senior and junior educators expressed the
importance of an ideal nurse education service model being well resourced to support
the staff and provide the service required by the organisation. Comments included:
Funding, resources, technology, the right people and support from the
executive, I believe that’s worthwhile. (Phase two, interview three)
Well obviously you have to have an appropriate amount of funding and
resources to be able to support what you are trying to achieve, I think the
clinical skills centre is pretty critical. (Phase two, interview five)

4.3.9 Future Nurse Education Service Priorities
After outlining their views regarding their ideal nurse education service model, nurse
education service coordinators, senior and junior educators were asked to discuss what
they felt would be the future nurse education service priorities. Responses were
categorised as follows:
x

more collaboration across sites

x

changes to training delivery

x

evidence of outcomes

x

interprofessional.

These responses are summarised in Figure 4.11 and examined in more detail below.
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Figure 4.11. Views Regarding Future Nurse Education Service Priorities
4.3.9.1 More Collaboration across Sites
Nurse education service coordinators, senior and junior educators expressed that the
future of nurse education services should include more collaboration across different
hospital sites to increase the effectiveness, consistency and information sharing
between hospitals: ‘Breaking down those boundaries between different sites, you know
not only locally but nationally and internationally and really accessing the wealth of
knowledge and information that’s out there’ (Phase two, interview five). They also
outlined that future nurse education services should include a closer relationship with
university education providers to collaboratively deliver training and support joint
clinical and academic Chair positions: ‘I think we need to do a lot more in the area of
true collaboration where you would have Chairs. I do think that universities and
hospitals can be better aligned through joint Chair positions’ (Phase two, interview
three).
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4.3.9.2 Changes to Training Delivery
Nurse education service coordinators, senior and junior educators foresaw a number of
changes to the delivery of training in the future. One of these was that the use of
technology would play a larger role in future nurse education, as this is already
happening for nurses completing undergraduate training supported by online learning
platforms, mobile technology and applications: ‘Well I certainly think with technology
advancing at such a rapid rate that that has already had an impact on how nursing
education is delivered’ (Phase two, interview five). They also expressed the view that
simulation would be a teaching modality used more widely in the future: ‘Simulation
has been growing, it’s not the be all and end all of education by any means but it will
continue’ (Phase two, focus group six).

Another identified change to the delivery of training was that learners would become
more self-directed and accountable for their own learning and less reliant on nurse
educators to deliver their training: ‘I think, one of the key differences I think will be
the moving away of, people being a lot more self-directed’ (Phase two, focus group
two). However, the opposing view was also expressed by some participants, that the
current focus on theoretical educational modalities such as eLearning would shift back
towards practical, face-to-face training: ‘Refocussing away from the theory back to the
practical. I feel like we have gone away from the practical’ (Phase two, focus group
five).

4.3.9.3 Evidence of Educational Outcomes
Nurse education service coordinators, senior and junior educators felt the future of
nurse education would include the need for more evidence of outcomes to justify nurse
education’s effectiveness and existence. They considered that clear evidence of the
effectiveness of the education service at organisational levels would be required to
substantiate the service’s funding and resource allocation. Comments included:
I think we need to do studies on how effective SDNs are by looking at patient
outcomes because I think we don’t have a lot of empirical evidence to are we
worthwhile or not and we need to know, looking at clinical incidences. (Phase
two, focus group five)
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Justification, they are always looking for justification for whatever we do and if
we can’t justify why we are educating there might be questions asked again in
terms of accreditation so I am sure they will be looking to have evidence for
whatever we do and that includes how we educate, who we educate, why we
educate. (Phase two, focus group six)

4.3.9.4 Interprofessional Education
Nurse education service coordinators, senior and junior educators felt that the future of
nurse education would include an increased focus on the implementation of
interprofessional education. Comments included:
I think it will become interprofessional, partly why I did my health professional
education and not nursing education. (Phase two, focus group one)
Well I think the interprofessional stuff obviously. I think they are having to get
more engaged in education around the business of the hospital. (Phase two,
interview six)

A number of the themes around an ideal nurse education service model that were
raised by participants in phase two were also raised in phase one, including greater
collaboration across sites, interprofessional training, changes to training delivery and
the need for evidence of outcomes.

The overarching themes raised in phase two by the coordinators and the senior and
junior nurse educators revolved around the nurse education service being valued by the
hospital executive and having influence within the organisation. The participants
expressed the importance of the nurse education service having a dedicated coordinator
of the service and this coordinator being a member of the nursing executive group and
of high-level committees.

The issue of nurse educators being pulled from their education roles into clinical roles
to fill staffing deficits was also highlighted as a challenge at most of the sites. This
caused difficulties with planning, and the cancellation of planned, educational
programs. Interestingly, coordinators and nurse educators from three of the four sites
currently working within a combination model expressed their wish to move to a
centralised model to enable them to deliver a ‘less fragmented service’ (Phase two,
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interview three) and to reduce the frequency of nurse educators being pulled into
clinical roles, as they ‘are more protected because you are not paid by the ward, you
are paid by education’ (Phase two, focus group one).

4.3.10 Summary Phase Two
In this section, the demographics of the participants in phase two were described and a
summary of the findings was outlined for the interviews and focus groups undertaken
in this phase. The views of nurse educators on their nurse education service model,
how the service was influenced and future nurse education priorities were examined.
The findings from phase three of this study are presented in the following section.

4.4 Phase Three: Across Australia
4.4.1 Introduction
The purpose of phase three was to validate the findings from the first two phases of the
study and collect quantitative data on the nurse education service models used
throughout Australia and the views of nurse educators working within these models. A
survey was developed from the findings of phases one and two and distributed via
SurveyMonkey to the coordinators of nurse education services across Australia to
forward to their senior and junior nurse educators. The survey consisted of 13
questions across three parts: demographics, nurse education service models and the
future priorities for nurse education. In Section 4.4.2, the demographics of the
participants are presented to give context to the findings, which are presented in
sections 4.4.3–4.4.10.

4.4.2 Demographics
The survey was distributed nationally via SurveyMonkey. Participating states and
territories included W.A., the Northern Territory (N.T.), South Australia (S.A.),
Queensland (Qld), New South Wales (N.S.W.), Victoria (Vic.), the Australian Capital
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Territory (A.C.T.) and Tasmania (Tas.). Responses to the survey were received over a
three-month period, with multiple reminders sent to the sites. Four hundred and sixty
responses to the survey were received, however a number of the respondents did not
fully complete the survey (n=67). The incomplete surveys were removed from
analysis, leaving a response rate of 26% (n=393), which is acceptable for a web-based
survey (see Table 4.3 and Figure 4.12 for the final survey response rate by state) (Shih
& Fan, 2008).
Table 4.3. Survey Response Rates by State
State

Frequency

Per cent

A.C.T.

5

1.3

N.S.W.

101

25.7

N.T.

15

3.8

Qld

50

12.7

S.A.

45

11.5

Tas.

17

4.3

Vic.

82

20.9

W.A.

78

19.8

Total

393

100.0

30

Percentage

25
20
15
10
5
0

A.C.T. N.S.W

N.T.

Qld

S.A.

Tas.

Vic.

W.A.

Figure 4.12. Survey Response Rates by State
The response rates by state were mostly representative of the nurse educator population
in each state, with N.S.W. having both the highest number of nurse educators and the
greatest number of respondents, followed by Vic. with the second highest number of
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nurse educators and the second highest number of respondents. Interestingly, however,
the states with smaller numbers of nurse educators, such as the A.C.T., Tas. and the
N.T., were not similarly representative, as the A.C.T. had the higher number of nurse
educators of these three, but the lowest number of respondents. This may be because
only two A.C.T. hospitals were included in the study. If one of the nurse education
service coordinators did not forward the email with the link to the survey to their
educators, this would have significantly affected the number of participants responding
from that state.

4.4.2.1 Excluded Sample
To ensure that the results of the study were not biased by the exclusion of the
incomplete responses, a comparison was made between the demographics of the
participants with incomplete surveys that were excluded from analysis and those of the
participants that submitted complete surveys that were analysed. Chi-Square crosstabulations were calculated for each of the six demographic questions that were
completed in full by those that did not fully complete the survey. No significance was
found for any of the demographic questions except Question 4, which asked
participants for their AHPRA registration category. There was one midwife in the
group excluded from the study and none in the group included in the study (see Table
4.4).
Table 4.4. Chi-Square (χ2) Results for Comparison of Participants of Incomplete
and Complete Surveys

a

Question
No.

Question Topic

Chi-Square

p Value

1.

In which Australian state or territory are you currently
working?

5.81a

0.53

2.

Are you currently employed in a public or private
hospital?

0.97

0.32

3.

What is the bed number of the hospital?

3.54 a

0.29

a

0.03

(χ2)

4.

At the AHPRA are you registered as a professional?

6.40

5.

How long have you worked in an education role?

5.55

0.13

6.

At what level are you employed?

2.70

0.44

Fishers Exact Test

145

4.4.2.2 Public or Private Hospital
The second question in the survey asked nurse educators if they were employed at a
public or private hospital. The majority (85%, n=334) were employed at a public
hospital with 15% (n=59) employed at a private hospital. This majority of nurse
educators being employed in public hospitals is again indicative of the population, in
which the public health system dominates in the provision of health services across the
country (see Table 4.5 and Figure 4.13).
Table 4.5. Public and Private Hospital Nurse Educator Numbers
Hospital Type

Frequency

Per cent

Public

334

85.0

Private

59

15.0

Total

393

100.0

90
80
70
Percentage

60
50
40

30
20
10
0
Public

Private

Figure 4.13. Public and Private Hospital Nurse Educator Numbers
4.4.2.3 Nurse Educators’ Hospital Size
The third question in the survey asked nurse educators the size of their hospital. The
majority (47%, n=185) were employed at large acute care metropolitan hospitals with
500 beds or more or in hospitals with between 200 and 499 beds (39.7%, n=156). Only
five nurse educators who responded were employed at hospitals with less than 100
beds (see Table 4.6 and Figure 4.14).
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Table 4.6. Nurse Educators’ Hospital Size
Hospital Bed Numbers

Frequency

Per cent

< 100 beds

5

1.3

between 100–199 beds

47

12.0

between 200–499 beds

156

39.7

500 beds or more

185

47.1

Total

393

100.0

50
45
40

Percentage

35
30

25
20
15
10
5
0
< 100 beds

between 100 - 199
beds

between 200 - 499
beds

500 beds or more

Figure 4.14. Nurse Educators’ Hospital Size
4.4.2.4 Nurse Educators’ Registration Categories
The fourth question in the survey asked nurse educators what registration they held
with the AHPRA. Ninety per cent of the respondents were registered as nurses (n=354)
and 10% (n=39) were registered as both nurses and midwives (see Table 4.7 and
Figure 4.15).
Table 4.7. AHPRA Registrations of Nurse Educators
AHPRA Registration

Frequency

Per cent

Nurse

354

90.1

Nurse and midwife

39

9.9

Total

393

100.0

147

Nurse &
midwife
10%

Nurse 90%

Nurse & midwife n=39
Nurse n=354
Total n=393

Figure 4.15. AHPRA Registrations of Nurse Educators
4.4.2.5 Nurse Educators’ Experience Levels
The fifth question in the survey asked nurse educators how long they had worked in an
education role. The majority of nurse educators (43%, n=168) had worked in the role
for between one and six years, 23% (n=91) had worked in the role for between six and
10 years, and 23% (n=90) had worked in the role for more than 10 years. Only 11%
(n=44) had been in their role for less than 12 months. Thus, the majority of the sample
of nurse educators had worked in the role for more than six years (see Table 4.8 and
Figure 4.16).
Table 4.8. Nurse Educators’ Length of Time in Role
Length of time in role

Frequency

Per cent

< 12 months

44

11.2

between 1–6 years

168

42.7

between 6–10 years

91

23.2

> 10 years

90

22.9

Total

393

100.0

148

45

40

Percentage

35
30
25
20
15
10

5
0
< 12 months

between 1 - 6
years

between 6 - 10
years

> 10 years

Figure 4.16. Nurse Educators’ Length of Time in Role
4.4.2.6 Nurse Educators’ Level of Employment
The sixth question in the survey asked nurse educators their level of employment as
educators. The majority of participants were in senior positions, either in senior nurse
educator or coordinator positions (60%, n=236). This corresponds with the nurse
educators’ length of service. Thirty per cent (n=119) of the nurse educators who
responded were junior nurse educators and 10% (n=28) were other. The responses
under ‘other’ consisted of a variety of graded educator levels not outlined in the
choices given in the survey question and nurse educators in joint educator and
coordinator positions (see Table 4.9 and Figure 4.17).
Table 4.9. Nurse Educators’ Level of Employment
Nurse Educator Level

Frequency

Per cent

Junior

119

30.3

Senior and coordinator

236

60.0

Other

38

9.7

Total

393

100.0

149

70
60

Percentage

50

40
30
20
10

0
Junior

Senior/Coordinator

Other

Figure 4.17. Nurse Educators’ Level of Employment

4.4.3 Nurse Education Service Models across Australia
Question seven of the survey asked nurse educators what model their nurse education
service was based on after giving participants a description of the three dominant
model types outlined in the literature. Respondents were also given the choice of
‘other’ in cases in which their particular model was not one of the three mentioned in
the literature. The majority of nurse educators were working within a combination
service model (57%, n=225). Thirty-two per cent (n=125) worked within a centralised
service model, and 4% (n=14) worked in a decentralised service model. The number of
participants working within a decentralised model was very low at 14 (n=4%) compared to
the other two models which indicates that this model is not commonly utilised in acute
care metropolitan hospitals in Australia. This may be due to difficulties in using the

decentralised model. Seven per cent of nurse educators (n=29) responded with ‘other’
(see Table 4.10 and Figure 4.18).

When reviewing the descriptions given by nurse educators under ‘other’ of their nurse
education service structure, the researcher was able to categorise their responses into:
x

combination model (n=16)

x

centralised model (n=4)

x

decentralised model (n=2)
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x

area/district combination model (n=6)

x

unsure if combination or centralised, as this model had dominant characteristics
of both (n=1).

Table 4.10. Nurse Education Service Models
Nurse Education Service Model

Frequency

Per cent

Centralised

125

31.8

Decentralised

14

3.6

Combination

225

57.3

Other (please describe)

29

7.4

Total

393

100.0

70
60

Percentage

50
40
30

20
10
0
Centralised

Decentralised

Combination

Other

Figure 4.18. Nurse Education Service Models

4.4.4 Factors that Influence the Nurse Education Service Model
For Question 8 of the survey, nurse educators were asked what their perceptions were
in regard to why their particular nurse education service model was being used. A total
of 393 responses were received. Comments made on why the particular nurse
education service model was being used included ‘traditional, established model rather
than evidence-based model’ and ‘to be cost-effective and efficient’. Some educators
were not sure of the reason the model had been implemented. The answers given were
coded into the themes below:
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x

Historical: That the service model currently used was implemented in the past
for historical reasons and has always been that way.

x

Most effective: The respondents felt it was the most effective model for costefficiency, equity, communication and reporting.

x

Meets specialist ward needs: Allows educators to specialise in their particular
areas and meet the needs of the different clinical specialities.

x

Meets needs of the organisation: Is able to have a hospital-wide approach to
deliver training across the organisation, such as mandatory training and to
coordinate graduates and undergraduates.

x

Allows consistency across the organisation: Allows for a consistent approach
across the organisation, such as in the orientation process and centralised
planning.

These factors are similar to those outlined in Chapter 2 as affecting the nurse education
service within healthcare facilities.

4.4.5 Responsibilities and Functions of the Nurse Education Service
Nurse educators were asked to indicate the responsibilities and functions of their nurse
education service. There was considerable consistency across the answers, with the
vast majority agreeing their service undertook the functions listed in the survey. The
functions ranked as undertaken by the majority of nurse education services were
‘orientates and supports new staff’ (98.5%, n=387), followed by ‘undertakes staff
mandatory training and competencies’ (98%, n=385) and ‘meets accreditation needs
for the hospital’ (96.4%, n=379). This confirms the findings in phase two of the study
(see Table 4.11 and Figure 4.19).
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Table 4.11. Responsibilities and Functions of the Nurse Education Services
Yes

Total

Undertakes staff mandatory training and competencies

385 (98%)

393 (100%)

Orientates and supports new staff

387 (98.5%)

393 (100%)

Implements practice change

377 (95.9%)

393 (100%)

Meets accreditation needs for the hospital

379 (96.4%)

393 (100%)

Supports formal training programs, e.g. postgraduate courses

332 (84.5%)

393 (100%)

Upskills and trains staff to meet workforce deficits

377 (95.9%)

393 (100%)

Coordinates the graduate nurse program

344 (87.5%)

393 (100%)

Mentors staff undertaking new roles

337 (85.8%)

393 (100%)

Meets nurses’ clinical skill training needs

377 (95.9%)

393 (100%)

Coordinates student nurse placements

322 (81.9%)

393 (100%)

Supports service redesign

329 (83.7%)

393 (100%)

Percentage

Function

450
400
350
300
250
200
150
100
50
0

Figure 4.19. Functions of Nurse Education Services
The responses above were cross-tabulated with the nurse educators’ nurse education
service model to look for any differences in the scope of functions offered by the
different service models. Nurse educators from a combination nurse education service
model had the highest level of agreement with two functions: ‘undertakes staff
mandatory training competencies’ (99%, n=222) and ‘orientates and supports new
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staff’ (99%, n=222). Nurse educators from a decentralised service model had the
highest level of agreement with four functions: ‘implements practice changes’ (100%,
n=14), ‘meets accreditation needs for the hospital’ (100%, n=14), ‘upskills and trains
staff to meet workforce deficits’ (100%, n=14) and ‘meets nurses’ clinical skill training
needs’ (100%, n=14). Nurse educators from a centralised model had the highest level
of agreement with the most functions: ‘supports formal training programs, e.g.
postgraduate courses’ (94%, n=118), ‘coordinates the graduate nurse program’ (91%,
n=114), ‘coordinates student nurse placements’ (89%, n=111), ‘supports service
redesign’ (87%, n=109) and ‘mentors staff undertaking new roles’ (87%, n=195).
These results confirm the findings in phase two of the study in which these functions
were outlined by nurse educators as responsibilities of their nurse education services
(see Table 4.12).
Table 4.12. Functions of Different Nurse Education Service Models
Function of
Service

On which model of nurse education is your service based?

Total

Centralised

Decentralised

Combination

Other

Undertakes staff
mandatory training
and competencies

122 (98%)

13 (93%)

222 (99%)

28 (96%)

385 (98%)

Orientates and
supports new staff

123 (98%)

13 (93%)

222 (99%)

29 (100%)

387 (98%)

Implements practice
changes

123 (98%)

14 (100%)

216 (96%)

24 (83%)

377 (96%)

Meets accreditation
needs for the
hospital

123 (98%)

14 (100%)

215 (95%)

27 (93%)

379 (96%)

Supports formal
training programs,
e.g. postgraduate
courses

118 (94%)

11 (79%)

182 (81%)

21 (72%)

332 (84%)

Upskills and trains
staff to meet
workforce deficits

124 (99%)

14 (100%)

214 (95%)

25 (86%)

377 (96%)

Coordinates the
graduate nurse
program

114 (91%)

8 (57%)

196 (87%)

26 (90%)

344 (87%)

Mentors staff
undertaking new
roles

109 (87%)

12 (86%)

195 (86%)

21 (72%)

337 (86%)

Meets nurses’
clinical skill
training needs

123 (98%)

14 (100%)

214 (95%)

26 (90%)

377 (96%)
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Function of
Service

On which model of nurse education is your service based?

Total

Centralised

Decentralised

Combination

Other

Coordinates student
nurse placements

111 (89%)

12 (86%)

179 (79%)

20 (69%)

322 (82%)

Supports service
redesign

109 (87%)

11 (79%)

187 (83%)

29 (100%)

336 (85%)

Total

125 (100%)

14 (100%)

225 (100%)

29 (100%)

393
(100%)

There was a significant difference between the service models for five of the functions
offered by the nurse education services: ‘implements practice changes’, ‘supports
formal training programs’, ‘upskills and trains staff to meet workforce deficits’,
‘coordinates the graduate nurse program’ and ‘coordinates student nurse placements’
(see Table 4.13). This indicates that the different service model structures do affect the
scope of functions delivered by the nurse education service.
Table 4.13. Nurse Education Service Functions Significance Test Summary
Function of Nurse Education Service

a

Undertakes staff mandatory training and competencies

3.94

Orientates and supports new staff

3.17a

Implements practice changes

10.29

Meets accreditation needs for the hospital

3.10a

Supports formal training programs, e.g. postgraduate courses

17.12

Upskills and trains staff to meet workforce deficits

9.67a

p Value
0.22
0.34

a

0.12
0.31

a

0.00
0.01

a

Coordinates the graduate nurse program

10.32

Mentors staff undertaking new roles

4.31a

0.20

Meets nurses’ clinical skill training needs

5.16

a

0.12

Coordinates student nurse placements

8.29a

0.03

a

0.36

Supports service redesign
a

Chi-Square (χ2)

3.10

0.12

Fishers Exact Test

4.4.6 Nurse Education Service Measures of Success
Nurse educators were asked to indicate how their nurse education service measured its
success. The majority of nurse educators (96.7%, n=380) replied that ‘evaluation
forms’ were used to measure the success, followed by ‘mandatory competency
compliance levels’ (95.7%, n=376) and ‘maintaining organisation accreditation’
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(91.9%, n=361). These findings confirm the findings of phase two in which these three
measures of success were also raised by nurse educators. The second lowest level of
agreement was for the use of ‘nurse-sensitive indicators’ (44.5%, n=175). These are
patient measures in areas such as falls and pressure injuries that can be reduced with
effective nursing care. The lowest level of agreement was for ‘winning awards’
(37.4%, n=147). These low levels of agreement are not unexpected, as nurse educators
may not link their service with patient outcomes or consider winning awards a valid
measure of success (see Table 4.14 and Figure 4.20).
Table 4.14. Measures of Effectiveness of Nurse Education Service Models
Measure

Yes

Total

Attendance rates

352 (89.6%)

393 (100%)

Evaluation forms

380 (96.7%)

393 (100%)

Number of clinical incidents

296 (75.3%)

393 (100%)

Maintaining organisation accreditation

361 (91.9%)

393 (100%)

Winning awards

147 (37.4%)

393 (100%)

Nurse-sensitive indicators

175 (44.5%)

393 (100%)

Partnerships with universities

283 (72%)

393 (100%)

Staff skill competency levels

342 (87%)

393 (100%)

Staff satisfaction and retention

278 (70.7%)

393 (100%)

Mandatory competency compliance levels

376 (95.7%)

393 (100%)

156
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Figure 4.20. Measures of Effectiveness of Nurse Education Service Models

4.4.7 Nurse Education Service Characteristics
To examine nurse education services in more detail, nurse educators were asked to rate
their level of agreement or disagreement with a number of statements describing the
characteristics of their nurse education service model. All of the findings are examined
in more detail in Section 4.4.8, where they are cross-tabulated against service model
type to identify trends by service model, and compared to findings from phases one
and two of the study.

4.4.7.1 The Senior Educators are Involved in Selection and Performance
Development of the Junior Educators
The first statement was ‘the senior educators are involved in selection and performance
development of the junior educators’, with the majority (57.5%, n=226) agreeing or
strongly agreeing with the statement (see Table 4.15 and Figure 4.21).
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Table 4.15. The Senior Educators are Involved in Selection and Performance
Development of the Junior Educators
Answer

Frequency

Per cent

Disagree/Strongly disagree

125

31.8

Unsure

42

10.7

Agree/Strongly agree

226

57.5

Total

393

100.0

70
60

Percentage

50
40
30
20

10
0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.21. The Senior Educators are Involved in Selection and Performance
Development of the Junior Educators
4.4.7.2 You are Required to Perform Duties Outside of Your Education Role
The second statement was ‘you are required to perform duties outside of the education
role’, with the majority (73%, n=287) agreeing or strongly agreeing with the statement
(see Table 4.16 and Figure 4.22).
Table 4.16. You are Required to Perform Duties Outside of the Education Role
Answer

Frequency

Per cent

Disagree/Strongly disagree

90

22.9

Unsure

16

4.1

Agree/Strongly agree

287

73.0

Total

393

100.0

158

25

Percentage

20
15
10

5
0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.22. You are Required to Perform Duties Outside of the Education Role
4.4.7.3 Allows You to Get an Organisational-wide View
The third statement was ‘allows you to get an organisational-wide view’, with the
majority of nurse educators (79.9%, n=314) agreeing or strongly agreeing with the
statement (see Table 4.17 and Figure 4.23).
Table 4.17. Allows You to Get an Organisational-wide View
Answer

Frequency

Per cent

Disagree/Strongly disagree

39

9.9

Unsure

40

10.2

Agree/Strongly agree

314

79.9

Total

393

100.0

159

90
80
70
Percentage

60
50
40
30
20
10

0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.23. Allows You to Get an Organisational-wide View
4.4.7.4 Can be Isolating
The fourth statement was ‘can be isolating’, with nurse educators split in their levels of
agreement, with 50.8% (n=200) agreeing or strongly agreeing and 44% (n=173)
disagreeing or strongly disagreeing. From this, 50.8% of educators do feel isolated and
44% do not feel isolated (see Table 4.18 and Figure 4.24).
Table 4.18. Can be Isolating
Answer

Frequency

Per cent

Disagree/Strongly disagree

173

44.0

Unsure

20

5.1

Agree/Strongly agree

200

50.8

Total

393

100.0

160

60
50

Percentage

40
30
20
10

0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.24. Can be Isolating
4.4.7.5 Allows Continuous Awareness of Learning Deficits at Ward Level
The fifth statement was ‘allows continuous awareness of learning deficits at ward
level’, with the majority (75.1%, n=295) agreeing or strongly agreeing with the
statement (see Table 4.19 and Figure 4.25).
Table 4.19. Allows Continuous Awareness of Learning Deficits at Ward Level
Answer

Frequency

Per cent

Disagree/Strongly disagree

52

13.2

Unsure

46

11.7

Agree/Strongly agree

295

75.1

Total

393

100.0

80
70

Percentage

60

50
40
30
20
10

0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.25. Allows Continuous Awareness of Learning Deficits at Ward Level
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4.4.7.6 Junior Nurse Educators Are Used to Fill Staffing Deficits
The sixth statement was ‘junior nurse educators are used to fill staffing deficits’, with
the participants’ responses somewhat split, with (54%, n=212) agreeing or strongly
agreeing with the statement and (37.1%, n=146) disagreeing or strongly disagreeing
(see Table 4.20 and Figure 4.26).
Table 4.20. Junior Nurse Educators Are Used to Fill Staffing Deficits
Answer

Frequency

Per cent

Disagree/Strongly disagree

143

37.1

Unsure

35

8.9

Agree/Strongly agree

212

54.0

Total

393

100.0

60

Percentage

50
40

30
20
10
0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.26. Junior Nurse Educators Are Used to Fill Staffing Deficits
4.4.7.7 Allows Autonomy
The seventh statement was ‘allows autonomy’, with the majority of participants
(81.4%, n=320) agreeing or strongly agreeing with the statement (see Table 4.21 and
Figure 4.27).
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Table 4.21. Allows Autonomy
Answer

Frequency

Per cent

Disagree/Strongly disagree

35

8.9

Unsure

38

9.7

Agree/Strongly agree

320

81.4

Total

393

100.0

90

80
70
Percentage

60
50
40

30
20
10

0
Disagree/Strongly agree

Unsure

Agree/Strongly agree

Figure 4.27. Allows Autonomy
4.4.7.8 Maintains Visibility of Nurse Educators in Clinical Areas
The eighth statement was ‘maintains visibility of nurse educators in clinical areas’,
with the majority of participants (81.9%, n=322) agreeing or strongly agreeing with the
statement (see Table 4.22 and Figure 4.28).
Table 4.22. Maintains Visibility of Nurse Educators in Clinical Areas
Answer

Frequency

Per cent

Disagree/Strongly disagree

43

10.9

Unsure

28

7.1

Agree/Strongly agree

322

81.9

Total

393

100.0

163

90

80
70
Percentage

60
50
40

30
20
10

0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.28. Maintains Visibility of Nurse Educators in Clinical Areas
4.4.7.9 Junior Educators Receive Support from Senior Nurse Educators
The ninth statement was ‘junior educators receive support from senior nurse
educators’, with the majority of participants (76.8%, n=302) agreeing or strongly
agreeing with the statement (see Table 4.23 and Figure 4.29).
Table 4.23. Junior Nurse Educators Receive Support from Senior Nurse
Educators
Answer

Frequency

Per cent

Disagree/Strongly disagree

63

16.0

Unsure

28

7.1

Agree/Strongly agree

302

76.8

Total

393

100.0

164

90

80
70
Percentage

60
50
40

30
20
10

0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.29. Junior Nurse Educators Receive Support from Senior Nurse
Educators
4.4.7.10 There Can Be a Lack of Consistency in Training across the Organisation
The tenth statement was ‘there can be a lack of consistency in training across the
organisation’, with a slight majority of participants (56.5%, n=222) agreeing or
strongly agreeing with the statement (see Table 4.24 and Figure 4.30).
Table 4.24. There Can Be a Lack of Consistency in Training across the
Organisation
Answer

Frequency

Per cent

Disagree/Strongly disagree

123

31.3

Unsure

48

12.2

Agree/Strongly agree

222

56.5

Total

393

100.0

165

60
50

Percentage

40

30
20
10
0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.30. There Can Be a Lack of Consistency in Training across the
Organisation
4.4.7.11 Allows for Development of Specialist Knowledge and Skills
The eleventh statement was ‘allows for development of specialist clinical knowledge
and skills’, with the majority of participants (82.5%, n=324) agreeing or strongly
agreeing with the statement (see Table 4.25 and Figure 4.31).
Table 4.25. Allows for Development of Specialist Clinical Knowledge and Skills
Answer

Frequency

Per cent

Disagree/Strongly disagree

28

7.1

Unsure

41

10.4

Agree/Strongly agree

324

82.5

Total

393

100.0

166

90

80
70
Percentage

60
50
40

30
20
10

0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.31. Allows for Development of Specialist Clinical Knowledge and Skills
4.4.7.12 Training is Sometimes Cancelled Due to Staffing Constraints
The twelfth statement was ‘training is sometimes cancelled due to staffing constraints’,
with the majority of participants (84.8%, n=333) agreeing or strongly agreeing with the
statement (see Table 4.26 and Figure 4.32).
Table 4.26. Training is Sometimes Cancelled Due to Staffing Constraints
Answer

Frequency

Per cent

Disagree/Strongly disagree

39

10.0

Unsure

21

5.3

Agree/Strongly agree

333

84.8

Total

393

100.0

167

90

80
70
Percentage

60
50
40

30
20
10

0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.32. Training is Sometimes Cancelled Due to Staffing Constraints
4.4.7.13 The Coordinator/Manager of the Service is a Member of High-level
Committees/Nursing Executive
The final statement was ‘the coordinator/manager of the service is a member of highlevel committees/nursing executive’, with the majority of participants (79.9%, n=314)
agreeing or strongly agreeing with the statement (see Table 4.27 and Figure 4.33).
Table 4.27. The Coordinator/Manager of the Service is a Member of High-level
Committees/Nursing Executive
Answer

Frequency

Per cent

Disagree/Strongly disagree

35

8.9

Unsure

44

11.2

Agree/Strongly agree

314

79.9

Total

393

100.0

168

90

80
70
Percentage

60
50
40

30
20
10

0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.33. The Coordinator/Manager of the Service is a Member of High-level
Committees/Nursing Executive
4.4.7.14 Summary
There was some interesting variation across the responses to the statements regarding
the characteristics of the nurse educators’ nurse education service models. The
majority of questions showed a significant level of agreement, with the highest level of
agreement identified with the statement ‘training is sometimes cancelled due to staffing
constraints’, with (84.8%, n=333) agreeing or strongly agreeing with the statement.
There were, however, a number of statements that had a clear divide, with a significant
number agreeing and a significant number disagreeing with the statement. These
statements included ‘can be isolating’ and ‘junior nurse educators are used to fill
staffing deficits’. The greatest divide of responses was seen in the statement ‘can be
isolating’, with 50.8% (n=200) of the nurse educators agreeing or strongly agreeing
and 44% (n=173) disagreeing or strongly disagreeing. All of these results are reviewed
in more detail in the following section, where they are cross-tabulated against service
model type to look for patterns by service model.

4.4.8 Nurse Education Service Model Characteristics
The data collated against a number of the hospital demographics and for responses
regarding the characteristics of the model were cross-tabulated against the different
nurse education service model types to look for relationships between the variables.
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4.4.8.1 Education Service Model Type by State
The combination nurse education service model was the dominant model used in the
majority of states, with the exceptions of Tas., which had the same number of
centralised and combination models, and Vic., which had a majority of centralised
models. The N.T. had the greatest majority of combination service models (86%,
n=13) (see Table 4.28 and Figure 4.34).
Table 4.28. Nurse Education Service Model Types by State
Q1. In which
Australian State or
Territory are you
currently working?

On which model of nurse education is your service
based?

Total

Centralised

Combination

Decentralised

Other

A.C.T.

0 (0%)

5 (100%)

0 (0%)

0 (0%)

5 (100%)

N.S.W.

19 (19%)

66 (65%)

3 (3%)

13 (13%)

101 (100%)

N.T.

1 (7%)

13 (86%)

1 (7%)

0 (0%)

15 (100%)

Qld

11 (22%)

36 (72%)

1 (2%)

2 (4%)

50 (100%)

S.A.

8 (18%)

28 (62%)

1 (2%)

8 (18%)

45 (100%)

Tas.

7 (41%)

7 (41%)

2 (12%)

1 (0.3%)

17 (100%)

Vic.

60 (73%)

17 (21%)

2 (2%)

3 (4%)

82 (100%)

W.A.

19 (24%)

53 (68%)

4 (5%)

2 (3%)

78 (100%)

Total

125 (32%)

225 (57%)

14 (4%)

29 (7%)

393 (100%)

100
90
80

Percentage

70
60

50

Decentralised

40

Combination

30

Centralised

20
10

0

Figure 4.34. Nurse Education Service Model Types by State
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4.4.8.2 Education Service Model Type by Public or Private Hospitals
In examining nurse education service model type across all states against public and
private hospitals, public hospitals were found to mostly use a combination model
(60%, n=202), while private hospitals mostly used a centralised model (54%, n=32).
This may be due to the historical nature of education services in public hospitals,
where individual departments have developed and funded education positions
independently as units are created or expanded, changing an organisation to a
combination model (see Table 4.29 and Figure 3.45).
Table 4.29. Nurse Education Service Model Types in Public/Private Hospitals
Q2. Are you currently
employed in a public
or private hospital?

On which model of nurse education is your service
based?

Total

Centralised

Combination

Decentralised

Other

Public

93 (28%)

202 (60%)

13 (4%)

26 (8%)

334 (100%)

Private

32 (54%)

23 (39%)

1 (2%)

3 (5%)

59 (100%)

Total

125 (32%)

225 (57%)

14 (4%)

29 (7%)

393 (100%)

100
90

80

Percentage

70

60

Decentralised

50

Combination

40

Centralised

30
20

10
0
Public

Private

Figure 4.35. Nurse Education Service Model Types in Public/Private Hospitals
4.4.8.3 Education Service Model Type by Size of Hospital
The size of the hospital did not seem to affect the type of nurse education service
model used. All hospital sizes, apart from the hospitals with < 100 beds, mostly used a
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combination service model. In hospitals with < 100 beds, an equal number of
centralised and combination models were reported (see Table 4.30 and Figure 4.36).
Table 4.30. Nurse Education Service Model Types by Size of Hospital
Q3. What is the bed
number of the hospital?

On which model of nurse education is your service
based?

Total

Centralised

Combination

Decentralised

Other

< 100 beds

2 (40%)

2 (40%)

0 (0%)

1 (20%)

5 (100%)

between 100–199 beds

12 (25%)

29 (62%)

1 (2%)

5 (11%)

47 (100%)

between 200–499 beds

57 (36%)

82 (53%)

6 (4%)

11 (7%)

156 (100%)

500 beds or more

54 (30%)

112 (60%)

7 (4%)

12 (6%)

185 (100%)

Total

125 (32%)

225 (57%)

14 (4%)

29 (7%)

393 (100%)

100
90
80

Percentage

70

60
50

Decentralised

40

Combination

30

Centralised

20
10

0
< 100 beds between 100 between 200 500 beds or
- 199 beds - 499 beds
more

Figure 4.36. Nurse Education Service Model Types by Size of Hospital
4.4.8.4 Senior Educator Involvement by Education Service Model Type
The type of service model did seem to affect the level of senior educator involvement
in the selection and performance development of junior educators. Sixty-three per cent
(n=78) of nurse educators in a centralised service model agreed or strongly agreed that
senior educators were involved in the selection and performance development of junior
educators, with 56% (n=126) of nurse educators in the combination model also
agreeing or strongly agreeing. In contrast, the majority (43%, n=6) of nurse educators
in a decentralised model disagreed or strongly disagreed that senior educators were
involved in the selection and performance development of junior educators. This
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supports the findings from phases one and two that a centralised model is more
connected and supportive of junior educators’ development. This greater level of
senior educator involvement in the selection and education of junior educators is
enabled by the centralised model, as the junior educators report to the senior educators,
and are therefore recruited, supported and educated by them. As the junior educators
are managed, rostered and paid by the education service in a centralised model, senior
educators can allocate them to relevant study days for their development and training
as specialists in the field (see Table 4.31 and Figure 4.37).
Table 4.31. Senior Educator Involvement in the Selection and Performance
Development of Junior Educators by Education Service Model Type
11a.The senior educators
are involved in selection
and performance
development of the
junior educators

On which model of nurse education is your service
based?

Total

Centralised

Combination

Decentralised

Other

Disagree/Strongly disagree

34 (27%)

74 (33%)

6 (43%)

11 (38%)

125 (32%)

Unsure

13 (10%)

25 (11%)

3 (21%)

1 (3%)

42 (11%)

Agree/Strongly agree

78 (63%)

126 (56%)

5 (36%)

17 (59%)

226 (57%)

Total

125 (100%)

225 (100%)

14 (100%)

29 (100%)

393 (100%)

100
90

80

Percentage

70
60

Disagree

50

Unsure

40

Agree

30

20
10

0
Centralised

Combination

Decentralised

Figure 4.37. Senior Educator Involvement in the Selection and Performance
Development of Junior Educators by Education Service Model Type
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4.4.8.5 Required to Perform Duties Outside Education Role by Education Service
Model Type
The type of service model did seem to affect the nurse educators’ perception of being
required to perform duties outside the education role, with 100% (n=14) of nurse
educators in a decentralised model agreeing or strongly agreeing, 78% (n=176) of
nurse educators in the combination model agreeing or strongly agreeing and 60%
(n=75) of nurse educators in a centralised service model agreeing or strongly agreeing.
This confirms the findings of phase two, where this was also highlighted as a weakness
of a combination model. The significant difference between the service models in
being asked to perform duties outside the education role may be attributed to the junior
nurse educators within combination and decentralised models being managed by nurse
unit managers who have conflicting priorities and are not educators themselves and
who may therefore be directing the educators to undertake other duties (see Table 4.32
and Figure 4.38).
Table 4.32. Required to Perform Duties Outside of the Education Role by
Education Service Model Type
11b. You are required to
perform duties outside of
the education role

On which model of nurse education is your service
based?

Total

Centralised

Combination

Decentralised

Other

Disagree/Strongly disagree

43 (34%)

40 (18%)

0 (0%)

7 (24%)

90 (23%)

Unsure

7 (6%)

9 (4%)

0 (0%)

0 (0%)

16 (4%)

Agree/Strongly agree

75 (60%)

176 (78%)

14 (100%)

22 (76%)

287 (73%)

Total

125 (100%)

225 (100%)

14 (100%)

29 (100%)

393 (100%)

174
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80
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50
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40
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Figure 4.38. Required to Perform Duties Outside of the Education Role by
Education Service Model Type
4.4.8.6 Being Able to Get an Organisational-wide View by Education Service
Model Type
The type of service model did seem to affect the nurse educators’ perception of being
able to achieve an organisational-wide view, with 90% (n=112) of nurse educators in a
centralised service model agreeing or strongly agreeing, 75% (n=169) of nurse
educators in a combination model agreeing or strongly agreeing and 50% (n=7) of
nurse educators in a decentralised model agreeing or strongly agreeing. This
demonstrates that the majority in all three models perceived that they were able to
obtain an organisational-wide view, but that those working in a centralised model
supported this more than those working in the other model types. A centralised model
would allow a clearer organisational-wide view, as communication from the
coordinator regarding discussions at the executive level is communicated down to the
senior and junior educators and then developed into strategic and operational plans for
the service (see Table 4.33 and Figure 3.39).
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Table 4.33. Being Able to Get an Organisational-wide View by Education Service
Model Type
11c. Allows you to get
an organisational-wide
view

On which model of nurse education is your service
based?

Total

Centralised

Combination

Decentralised

Other

Disagree/Strongly disagree

6 (5%)

26 (12%)

6 (43%)

1 (3%)

39 (10%)

Unsure

7 (5%)

30 (13%)

1 (7%)

2 (7%)

40 (10%)

Agree/ Strongly agree

112 (90%)

169 (75%)

7 (50%)

26 (90%)

314 (80%)

Total

125 (100%)

225 (100%)

14 (100%)

29 (100%)

393 (100%)

100
90

80

Percentage

70
60

Disagree

50

Unsure

40

Agree

30

20
10

0
Centralised
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Figure 4.39. Being Able to Get an Organisational-wide View by Education Service
Model Type
4.4.8.7 Can be Isolating by Education Service Model Type
The type of service model did seem to affect the nurse educators’ perception of being
isolated, with 86% (n=12) nurse educators in a decentralised model agreeing or
strongly agreeing, 54% (n=121) of nurse educators in the combination model agreeing
or strongly agreeing and 42% (n=53) of nurse educators in a centralised service model
agreeing or strongly agreeing. This was raised in previous phases as a weakness of
both the centralised and combination models. This result reflects the previous findings
that in a centralised model, the educators can feel isolated from the clinical areas, as
they report to staff and are involved in activities outside their clinical areas. However,
in a combination model, educators can feel isolated from the education service, as they
report to the nurse unit manager and have no formal connection to the education
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service. In a decentralised model, educators are independent, with no education service
within the organisation, and so also appear to feel isolated (see Table 4.34 and Figure
4.40).
Table 4.34. Nurse Educators Feel Isolated by Education Service Model Type
11d. Can be isolating

On which model of nurse education is your service
based?

Total

Centralised

Combination

Decentralised

Other

Disagree/Strongly disagree

68 (54%)

89 (39%)

2 (14%)

14 (48%)

173 (44%)

Unsure

4 (4%)

15 (7%)

0 (0%)

1 (4%)

20 (5%)

Agree/Strongly agree

53 (42%)

121 (54%)

12 (86%)

14 (48%)

200 (51%)

Total

125 (100%)

225 (100%)

14 (100%)

29 (100%)

393 (100%)

100
90

80

Percentage

70

60

Disagree

50

Unsure

40

Agree

30
20

10
0
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Figure 4.40. Nurse Educators Feel Isolated by Education Service Model Type
4.4.8.8 Allows Continuous Awareness of Learning Deficits at Ward Level by
Education Service Model Type
The type of service model did seem to affect the nurse educators’ perception of
whether their model allowed continuous awareness of learning deficits at ward level,
with 78% (n=98) of nurse educators in a centralised service model agreeing or strongly
agreeing, 75% (n=168) of nurse educators in the combination model agreeing or
strongly agreeing and 65% (n=9) of nurse educators from a decentralised model
agreeing or strongly agreeing. This contradicts the findings of phases one and two,
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where this was raised as a weakness by participants in a centralised model and a
strength of a combination model. It appears that educators in all three models felt they
had continuous awareness of learning deficits at ward level, although the highest level
of agreement was seen for nurse educators from a centralised service model. This may
be because even though the junior educators in a centralised model are managed by the
education service, they are still physically located and work within the clinical areas,
keeping them aware of learning deficits (see Table 4.35 and Figure 4.41).
Table 4.35. Allows Continuous Awareness of Learning Deficits at Ward Level by
Education Service Model Type
11e. Allows continuous
awareness of learning
deficits at ward level

On which model of nurse education is your service
based?

Total

Centralised

Combination

Decentralised

Other

Disagree/Strongly disagree

11 (9%)

30 (13%)

2 (14%)

9 (31%)

52 (13%)

Unsure

16 (13%)

27 (26%)

3 (21%)

0 (0%)

46 (12%)

Agree/Strongly agree

98 (78%)

168 (75%)

9 (65%)

20 (69%)

295 (75%)

Total

125 (100%)

225 (100%)

14 (100%)

29 (100%)

393 (100%)

100
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80

Percentage

70

60

Disagree

50

Unsure

40

Agree

30
20

10
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Decentralised

Figure 4.41. Allows Continuous Awareness of Learning Deficits at Ward Level by
Education Service Model Type
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4.4.8.9 Junior Nurse Educators Used to Fill Staffing Deficits by Education Service
Model Type
The type of service model did seem to affect the nurse educators’ perception of junior
nurse educators being used to fill staffing deficits, with 63% (n=142) of nurse
educators in the combination model agreeing or strongly agreeing, 57% (n=8) of nurse
educators in a decentralised model agreeing or strongly agreeing and 38% (n=48) of
nurse educators in a centralised service model agreeing or strongly agreeing. This
confirms the finding of phase two, where this was also raised as a weakness by those
participants working in a combination model. This is a significant result, indicating
that junior educators in the combination and decentralised models who are managed by
the nurse unit managers and paid from the clinical cost centres are more often used to
fill clinical staff deficits than are those in a centralised model (see Table 4.36 and
Figure 4.42).
Table 4.36. Junior Nurse Educators Used to Fill Staffing Deficits by Education
Service Model Type
11f. Junior nurse
educators are used to
fill staffing deficits

On which model of nurse education is your service
based?

Total

Centralised

Combination

Decentralised

Other

Disagree/Strongly disagree

66 (53%)

61 (27%)

6 (43%)

13 (45%)

146 (37%)

Unsure

11 (9%)

22 (10%)

0 (0%)

2 (7%)

35 (9%)

Agree/Strongly agree

48 (38%)

142 (63%)

8 (57%)

14 (48%)

212 (54%)

Total

125 (100%)

225 (100%)

14 (100%)

29 (100%)

393 (100%)
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Figure 4.42. Junior Nurse Educators Used to Fill Staffing Deficits by Education
Service Model Type
4.4.8.10 Allows Autonomy by Education Service Model Type
The type of service model did seem to affect the nurse educators’ perception of
whether their model allowed autonomy, with 87% (n=109) of nurse educators in a
centralised service model agreeing or strongly agreeing, 79% (n=179) of nurse
educators in the combination model agreeing or strongly agreeing and 64% (n=9) of
nurse educators in a decentralised model agreeing or strongly agreeing. This
contradicts the findings in the literature and in phase two of this study, where this was
raised as a strength of a combination model by participants. These results indicate that
a higher majority of educators working within a centralised model feel autonomous
than those in a combination or decentralised model. It may be that junior educators in
the combination and decentralised models are being closely directed by their ward
managers in what training is required and so feel less autonomous (see Table 4.37 and
Figure 4.43).
Table 4.37. Allows Autonomy by Education Service Model Type
11g. Allows autonomy

On which model of nurse education is your service
based?

Total

Centralised

Combination

Decentralised

Other

Disagree/Strongly disagree

7 (6%)

22 (10%)

3 (21%)

3 (10%)

35 (9%)

Unsure

9 (7%)

24 (11%)

2 (15%)

3 (10%)

38 (10%)

Agree/Strongly agree

109 (87%)

179 (79%)

9 (64%)

23 (80%)

320 (81%)

Total

125 (100%)

225 (100%)

14 (100%)

29 (100%)

393 (100%)
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Figure 4.43. Allows Autonomy by Education Service Model Type
4.4.8.11 Maintains Nurse Educators’ Visibility in Clinical Areas by Education
Service Model Type
The type of service model did not seem to affect the nurse educators’ perception of
whether their model allowed them to maintain visibility in clinical areas, with 88%
(n=110) of nurse educators in a centralised service model agreeing or strongly
agreeing, 80% (n=180) of nurse educators in the combination model agreeing or
strongly agreeing and 78% (n=11) of nurse educators in a decentralised model agreeing
or strongly agreeing. This supports the finding in phase two, where this was
highlighted as a strength of the combination nurse education service model by
participants. In addition, it highlights that a centralised nurse education service model
can maintain nurse educator visibility in clinical areas, as nurse educators from a
centralised model demonstrated the highest level of agreement with this statement. The
high level of agreement with this statement by nurse educators within a centralised
model may be because the junior educators, even though they report to the central
education service, are still based and visible in the clinical areas (see Table 4.38 and
Figure 4.44).
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Table 4.38. Maintains Nurse Educators’ Visibility in Clinical Areas by Education
Service Model Type
11h. Maintains visibility of
nurse educators in clinical
areas

On which model of nurse education is your service
based?

Total

Centralised

Combination

Decentralised

Other

Disagree/Strongly disagree

8 (6%)

27 (12%)

3 (22%)

5 (18%)

43 (11%)

Unsure

7 (6%)

18 (8%)

0 (0%)

3 (10%)

28 (7%)

Agree/Strongly agree

110 (88%)

180 (80%)

11 (78%)

21 (72%)

322 (82%)

Total

125 (100%)

225 (100%)

14 (100%)

29 (100%)

393 (100%)
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Figure 4.44. Maintains Nurse Educators’ Visibility in Clinical Areas by Education
Service Model Type
4.4.8.12 Junior Educators Receive Support from Senior Nurse Educators by
Education Service Model Type
The type of service model did seem to affect the nurse educators’ perception of junior
nurse educators receiving support from senior nurse educators, with 85% (n=106) of
nurse educators in a centralised service model agreeing or strongly agreeing, 75%
(n=168) of nurse educators in the combination model agreeing or strongly agreeing and
50% (7) of nurse educators in a decentralised model disagreeing or strongly
disagreeing. This confirms the finding from phases one and two, where this was raised
as a strength of the centralised model by participants in both phases. A centralised
service is able to offer more support from senior educators to junior educators, who are
recruited, orientated and managed by this group (see Table 4.39 and Figure 4.45).
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Table 4.39. Junior Nurse Educators Receive Support from Senior Nurse
Educators by Education Service Model Type
11i. Junior nurse
educators receive support
from senior nurse
educators

On which model of nurse education is your service
based?

Total

Centralised

Combination

Decentralised

Other

Disagree/Strongly disagree

12 (10%)

40 (18%)

7 (50%)

4 (14%)

63 (16%)

Unsure

7 (5%)

17 (7%)

1 (7%)

3 (10%)

28 (7%)

Agree/Strongly agree

106 (85%)

168 (75%)

6 (43%)

22 (76%)

302 (77%)

Total

125 (100%)

225 (100%)

14 (100%)

29 (100%)

393 (100%)

100
90

80

Percentage

70

60

Disagree

50

Unsure

40

Agree

30
20

10
0
Centralised

Combination

Decentralised

Figure 4.45. Junior Nurse Educators Receive Support from Senior Nurse
Educators by Education Service Model Type
4.4.8.13 Lack of Consistency in Training across the Organisation by Education
Service Model Type
The type of service model did seem to affect the nurse educators’ perception of a lack
of consistency in training across the organisation, with 100% (n=14) of nurse educators
in a decentralised model agreeing or strongly agreeing, 65% (n=147) of nurse
educators in the combination model agreeing or strongly agreeing and only 36%
(n=45) of nurse educators in a centralised service model agreeing or strongly agreeing.
This confirms the finding from phase two, where this was raised by participants as a
weakness of a combination model. A centralised service allows for the organised
dissemination and implementation of training across an organisation. It also supports
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the development of training policies, standards and templates to ensure consistency in
the content and standard of training (see Table 4.40 and Figure 4.46).
Table 4.40. A Lack of Consistency in Training Across the Organisation by
Education Service Model Type
11j. There can be a lack of
consistency in training
across the organisation

On which model of nurse education is your service
based?

Total

Centralised

Combination

Decentralised

Other

Disagree/Strongly disagree

61 (49%)

50 (22%)

0 (0%)

12 (42%)

123 (32%)

Unsure

19 (15%)

28 (13%)

0 (0%)

1 (3%)

48 (12%)

Agree/Strongly agree

45 (36%)

147 (65%)

14 (100%)

16 (55%)

222 (56%)

Total

125 (100%)

225 (100%)

14 (100%)

29 (100%)

393 (100%)

100
90

80

Percentage

70

60

Disagree

50

Unsure

40

Agree

30
20

10
0
Centralised

Combination

Decentralised

Figure 4.46. A Lack of Consistency in Training Across the Organisation by
Education Service Model Type
4.4.8.14 Allows for Development of Specialist Knowledge and Skills by Education
Service Model Type
The type of service model did not seem to significantly affect the nurse educators’
perception of whether their model allowed for the development of specialist clinical
knowledge and skills, with 90% (n=112) of nurse educators in a centralised service
model agreeing or strongly agreeing, 80% (n=181) of nurse educators in the
combination model agreeing or strongly agreeing and 72% (n=10) of nurse educators
in a decentralised model agreeing or strongly agreeing. This supports the finding from
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phase two, where this was highlighted by participants as a strength of a combination
model, although nurse educators from a centralised model showed the highest level of
agreement with this statement. The high number of nurse educators from a centralised
model agreeing or strongly agreeing with this statement may be because, even though
junior educators in a centralised model report outside the clinical area to the education
service, they are physically situated and function within their specialised clinical areas
and so are able to develop and maintain their specialisation (see Table 4.41 and Figure
4.47).
Table 4.41. Allows for the Development of Specialist Clinical Knowledge and
Skills by Education Service Model Type
11k. Allows for
development of specialist
clinical knowledge and
skills

On which model of nurse education is your service
based?

Total

Centralised

Combination

Decentralised

Other

Disagree/Strongly disagree

5 (4%)

16 (8%)

2 (14%)

5 (18%)

28 (8%)

Unsure

8 (6%)

28 (12%)

2 (14%)

3 (10%)

41 (10%)

Agree/Strongly agree

112 (90%)

181 (80%)

10 (72%)

21 (72%)

324 (82%)

Total

125 (100%)

225 (100%)

14 (100%)

29 (100%)

393 (100%)

100
90

80

Percentage

70

60

Disagree

50

Unsure

40

Agree

30
20

10
0
Centralised

Combination

Decentralised

Figure 4.47. Allows for the Development of Specialist Clinical Knowledge and
Skills by Education Service Model Type
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4.4.8.15 Training Cancelled Due to Staffing Constraints by Education Service
Model Type
The type of service model did seem to affect the nurse educators’ perception of
training being cancelled due to staffing constraints, with 100% (n=14) of nurse
educators from a decentralised service model agreeing or strongly agreeing, 87%
(n=196) of nurse educators in the combination model agreeing or strongly agreeing and
78% (n=98) of nurse educators in a centralised service model agreeing or strongly
agreeing. This supports the finding from phase two, where participants from a
combination model highlighted this as a weakness of the model. This high percentage
of agreement from educators from a centralised model may be explained by the
inability to have adequate numbers of clinical staff released to attend training, forcing
the cancellation of study days. It does not appear that a lack of educators is responsible
for the cancellation of training (see Table 4.42 and Figure 4.48).
Table 4.42. Training Cancelled Due to Staffing Constraints by Education Service
Model Type
11l. Training is sometimes
cancelled due to staffing
constraints

On which model of nurse education is your service
based?

Total

Centralised

Combination

Decentralised

Other

Disagree/Strongly disagree

20 (16%)

16 (7%)

0 (0%)

3 (10%)

39 (10%)

Unsure

7 (6%)

13 (6%)

0 (0%)

1 (4%)

21 (5%)

Agree/Strongly agree

98 (78%)

196 (87%)

14 (100%)

25 (86%)

333 (85%)

Total

125 (100%)

225 (100%)

14 (100%)

29 (100%)

393 (100%)

100
90

80

Percentage

70

60

Disagree

50

Unsure

40

Agree

30
20

10
0
Centralised

Combination

Decentralised

Figure 4.48. Training Cancelled Due to Staffing Constraints by Education Service
Model Type
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4.4.8.16 Coordinator/Manager is a Member of High-level Committees/Nursing
Executive by Education Service Model Type
The type of service model did seem to affect the nurse educators’ perception of the
coordinator/manager of the service being a member of high-level committees/nursing
executive, with 91% (n=114) of nurse educators in a centralised service model
agreeing or strongly agreeing, 73% (n=166) of nurse educators in a combination model
agreeing or strongly agreeing and 58% (n=8) of nurse educators in a decentralised
model agreeing or strongly agreeing. This result demonstrates that in a centralised
service, the coordinator of the service is usually a member of the executive or has
membership on high-level committees and is able to feedback information from these
meetings to the service (see Table 4.43 and Table 4.49).
Table 4.43. Coordinator/Manager is a Member of High-level Committees/Nursing
Executive by Education Service Model Type
11m. The coordinator/
manager of the service is a
member of high-level
committees/nursing
executive

On which model of nurse education is your service
based?

Total

Centralised

Combination

Decentralised

Other

Disagree/Strongly disagree

7 (6%)

22 (10%)

3 (21%)

3 (10%)

35 (9%)

Unsure

4 (3%)

37 (17%)

3 (21%)

0 (0%)

44 (11%)

Agree/Strongly agree

114 (91%)

164 (73%)

8 (58%)

26 (90%)

314 (80%)

Total

125 (100%)

225 (100%)

14 (100%)

29 (100%)

393 (100%)

100
90

80

Percentage

70

60

Disagree

50

Unsure

40

Agree

30
20

10
0
Centralised

Combination

Decentralised

Figure 4.49. Coordinator/Manager is a Member of High-level
Committees/Nursing Executive by Education Service Model Type
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Chi-square significance testing was undertaken on the cross-tabulations examined
above to look for areas of significance across the different nurse education service
models. All of the questions tested had significant findings except ‘hospital size’,
‘maintains visibility of nurse educators in clinical areas’ and ‘allows for development
of specialist knowledge and skills’ (see Table 4.44).
Table 4.44. Cross-tabulations and Significance Test Summary
Question
No.

Question Topic

Chi-Square
(χ2)

p Value

1.

In which Australian state or territory are you currently
working?

102.03 a

0.00

2.

Are you currently employed in a public or private hospital?

14.57 b

0.00

3.

What is the bed number of the hospital?

6.90 a

0.60

11a.

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

23.46 b

0.01

11b.

You are required to perform duties outside of the education
role

30.14 a

0.00

11c.

Allows you to get an organisational-wide view

29.43 b

0.00

b

0.00

11d.

Can be isolating

33.16

11e.

Allows continuous awareness of learning deficits at ward
level

25.70 b

0.00

11f.

Junior nurse educators are used to fill staffing deficits

30.89 b

0.00

11g.

Allows autonomy

19.58 b

0.04

b

0.36

11h.

Maintains visibility of nurse educators in clinical areas

11.99

11i.

Junior nurse educators receive support from senior nurse
educators

24.03b

0.01

11j.

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

55.53 a

0.00

11k.

Allows for development of specialist clinical knowledge
and skills

17.86 a

0.07

11l.

Training is sometimes cancelled due to staffing constraints

25.42 a

0.00

a

0.00

11m.
a

The coordinator/manager of the service is a member of
high-level committees/nursing executive

44.68

Monte Carlo; b Fishers Exact Test

4.4.8.17 Summary
As outlined above, there was a significant difference in the perceptions of nurse
educators within the different service models for 13 of the 16 questions examined, with
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the most significant difference seen for ‘There can be a lack of consistency in training
across the organisation’ and ‘The coordinator/manager of the service is a member of
high-level committees/nursing executive’.

From the above responses, when comparing the centralised, combination and
decentralised models, it was found that the type of model in use did not appear to affect
the educators’ visibility in clinical areas or the development of educators’ specialist
knowledge and skills. However, significant results were found for a number of
responses, indicating that a centralised model has the following characteristics:
x

involves more senior educators in the selection and education of junior
educators.

x

requires educators to undertake less duties outside their role.

x

gives educators a more organisational-wide view.

x

makes educators feel less isolated.

x

allows for more continuous awareness of learning deficits at ward level.

x

uses less junior educators to fill staffing deficits.

x

allows more autonomy.

x

is more supportive of junior educators by senior educators.

x

supports more consistency of training across the organisation.

x

has more coordinators as members of the executive/high-level committees.

Although as examined throughout the review of the literature and in the findings of
phases one and two, each of the nurse education service models has advantages and
disadvantages, it appears from the results of phase three of this study that a centralised
nurse education service model provides more advantages in the delivery of a nurse
education service than do the other models. In the following section, nurse educators’
perceptions regarding an ideal nurse education service model are examined.
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4.4.9 Characteristics of an Ideal Nurse Education Service Model
For Question 12 of the survey, nurse educators were asked to rate their level of
agreement or disagreement with a number of statements regarding their perceptions of
an ideal nurse education service model.

4.4.9.1 An Area/District Health Service Approach
The first statement was ‘an area/district health service approach’, with the majority
(68.4%, n=269) agreeing or strongly agreeing with the statement. This confirms the
finding of phase two, where this was raised as an aspect of an ideal nurse education
model. Nurse educators felt that coordinating training across a number of health sites
within a health service area/district would decrease repetition and increase efficiency
(see Table 4.45 and Figure 4.50).
Table 4.45. An Area/District Health Service Approach
Answer

Frequency

Per cent

Disagree/Strongly disagree

41

10.4

Unsure

83

21.1

Agree/Strongly agree

269

68.4

Total

393

100.0

80
70

Percentage

60
50
40

30
20
10

0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.50. An Area/District Health Service Approach
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4.4.9.2 Clear Nurse Educator Role Definition
The second statement was ‘clear nurse educator role definition’, as the scope of the
nurse educator is not always clearly defined and nurse educators can be unclear on
what is expected of them. The vast majority of nurse educators (98%, n=385) agreed or
strongly agreed with the statement. Earlier question responses highlighted that nurse
educators can struggle with a clear role identity, as they are often asked to undertake
duties outside their role. This result of a high level of agreement indicates that clear
role definition is very important to nurse educators at all levels, irrespective of which
model they currently work within (see Table 4.46 and Figure 4.51).
Table 4.46. Clear Nurse Educator Role Definition
Answer

Frequency

Per cent

Disagree / Strongly disagree

5

1.3

Unsure

3

0.8

Agree / Strongly agree

385

98.0

Total

393

100.0

Unsure

Agree/Strongly agree

100
90
80

Percentage

70

60
50

40
30
20
10
0

Disagree/Strongly disagree

Figure 4.51. Clear Nurse Educator Role Definition
4.4.9.3 Close Links with Nurse Unit Managers
The third statement, ‘close links with nurse unit managers’, refers to the nurse
educators forming effective working relationships with the nurse unit managers and
meeting with them frequently to keep abreast of issues arising within the clinical area.
The overwhelming majority of nurse educators (97.7%, n=384) agreed or strongly
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agreed with the statement. This is a high level of agreement that demonstrates that
educators of all levels and from different service models all understand the value of an
effective relationship with and the importance of working closely with the nurse unit
manager (see Table 4.47 and Figure 4.52).
Table 4.47. Close Links with Unit Nurse Managers
Answer

Frequency

Per cent

Disagree/Strongly disagree

4

1.1

Unsure

5

1.3

Agree/Strongly agree

384

97.7

Total

393

100.0

100
90
80
Percentage

70
60
50
40
30

20
10

0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.52. Close Links with Unit Nurse Managers
4.4.9.4 Junior Nurse Educators Are Managed by Senior Nurse Educators
The fourth statement was ‘junior nurse educators are managed by senior nurse
educators’, with the majority (73%, n=287) agreeing or strongly agreeing with the
statement. This was also raised in phase two as an aspect of an ideal nurse education
model when nurse educators suggested that a centralised model was ideal. With only
32% (n=125) of participants in this phase working within a centralised model, it is
interesting that 41% (n=162) of the 73% agreeing or strongly agreeing with this
statement were working within a non-centralised model in which junior nurse
educators did not report to the senior nurse educators. Thus, they were expressing their
opinion that a model other than theirs was ideal (see Table 4.48 and Figure 4.53).
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Table 4.48. Junior Nurse Educators Are Managed by Senior Nurse Educators
Answer

Frequency

Per cent

Disagree/Strongly disagree

49

12.4

Unsure

57

14.5

Agree/Strongly agree

287

73.0

Total

393

100.0

80
70

Percentage

60

50
40
30
20
10

0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.53. Junior Nurse Educators Are Managed by Senior Nurse Educators
4.4.9.5 An Interprofessional Approach
The fifth statement was ‘an interprofessional approach’ to the delivery of training, with
the majority (93.3%, n=367) agreeing or strongly agreeing with the statement. This
was also raised as an aspect of an ideal nurse education service model by participants
in phase two. This result is not surprising, as there has been significant literature
published in support of this approach, with most educational services attempting to
incorporate it into practice where possible, especially in training teams such as Medical
Emergency Teams (Swisher et al., 2010) (see Table 4.49 and Figure 4.54).
Table 4.49. An Interprofessional Approach
Answer

Frequency

Per cent

Disagree/Strongly disagree

8

2.1

Unsure

18

4.6

Agree/Strongly agree

367

93.3

Total

393

100.0

193

100
90
80
Percentage

70
60
50
40
30

20
10

0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.54. An Interprofessional Approach
4.4.9.6 Postgraduate Qualifications for Nurse Educators
The sixth statement was ‘nurse educators having postgraduate education
qualifications’, with the majority (86.3%, n=339) agreeing or strongly agreeing with
the statement. This verifies the finding of phase two, where this was raised as an aspect
of an ideal nurse education service model. Nurse educators in phase two expressed that
having postgraduate qualifications was important for raising the recognition of nurse
education as a speciality within nursing, as postgraduate qualifications for clinical
nurses have been an expectation for some time (see Table 4.50 and Figure 4.55).
Table 4.50. Nurse Educators Having Postgraduate Education Qualifications
Answer

Frequency

Per cent

Disagree/Strongly disagree

32

8.1

Unsure

22

5.6

Agree/Strongly agree

339

86.3

Total

393

100.0

194

50

45
40
Percentage

35
30

25
20
15
10
5

0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.55. Nurse Educators Having Postgraduate Education Qualifications
4.4.9.7 Well-resourced Education Service
The seventh statement concerned whether the education service was ‘well resourced’,
with the majority (97.5%, n=383) agreeing or strongly agreeing with the statement.
This was also raised in phase two as a feature of an ideal nurse education service
model. Nurse educators expressed the importance of the education department having
sufficient funds to purchase training equipment and ongoing supplies and to employ
the staff to deliver the service required by the organisation (see Table 4.51 and Figure
4.56).
Table 4.51. Being Well Resourced
Answer

Frequency

Per cent

Disagree/Strongly disagree

9

2.3

Unsure

1

0.3

Agree/Strongly agree

383

97.5

Total

393

100.0

195

100
90
80
Percentage

70
60
50
40
30

20
10

0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.56. Being Well Resourced
4.4.9.8 Being Focussed on the Hospital’s Vision
The eighth statement, ‘being focussed on the hospital’s vision’, refers to how the
education service supports the hospital executive in achieving their goals. The
majority of nurse educators (93.4%, n=367) agreed or strongly agreed with the
statement. Nurse educators highlighted that in an ideal nurse education service, the
nurse education service needs to engage with the hospital executive to keep abreast of
the organisation’s plans and should organise its business to support the hospital’s
vision and strategic plans (see Table 4.52 and Figure 4.57).
Table 4.52. Being Focussed on the Hospital’s Vision
Answer

Frequency

Per cent

Disagree/Strongly disagree

7

1.8

Unsure

19

4.8

Agree/Strongly agree

367

93.4

Total

393

100.0

196

100

90
80
Percentage

70
60

50
40
30
20
10

0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.57. Being Focussed on the Hospital’s Vision
4.4.9.9 Nurse Educators Employed Full Time
The ninth statement was ‘nurse educators being employed full time’, with the majority
(60.1%, n=236) agreeing or strongly agreeing with the statement. This was quite a low
agreement rate compared to the responses for the other statements. This may
demonstrate that nurse educators not being full time is not a widespread issue and that
the view is that nurse educators do not necessarily need to be full time (see Table 4.53
and Figure 4.58).
Table 4.53. Nurse Educators Being Employed Full Time
Answer

Frequency

Per cent

Disagree/Strongly disagree

101

25.7

Unsure

56

14.2

Agree/Strongly agree

236

60.1

Total

393

100.0

197

70
60

Percentage

50
40
30
20

10
0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.58. Nurse Educators Being Employed Full Time
4.4.9.10 Ability to Influence Change
The tenth statement was ‘having the ability to influence change across the
organisation’, with the majority (95.9%, n=377) agreeing or strongly agreeing with the
statement. This confirms the finding of phase two, where this was also raised as a
component of an ideal nurse education service model. In phase two, the nurse
education service was found not to be represented at the executive level at a number of
organisations, affecting the service’s ability to influence change across the organisation
(see Table 4.54 and Figure 4.59).
Table 4.54. Having the Ability to Influence Change Across the Organisation
Answer

Frequency

Per cent

Disagree/Strongly disagree

8

2.0

Unsure

8

2.0

Agree/Strongly agree

377

95.9

Total

393

100.0

198

100

90
80
Percentage

70
60

50
40
30
20
10

0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.59. Having the Ability to Influence Change Across the Organisation
4.4.9.11 Ward-based Educators Employed at a Higher Level than Clinical Staff
The eleventh statement was ‘ward-based nurse educators employed at a higher level
than clinical staff’, with the majority (83.4%, n=328) agreeing or strongly agreeing
with the statement. This is seen as an issue for junior and senior nurse educators, who
are often asked to monitor performance and educate nursing staff at the same
employment award/level as them. This makes it difficult if staff refuse their advice or
guidance, as the educators have no authority over them. Interestingly, since the
commencement of this study, one hospital in W.A. has attempted to address this issue
by reclassifying the employment level of their junior educators so that they are at a
higher level than the clinical nurses (see Table 4.55 and Figure 4.60).
Table 4.55. Ward-based Nurse Educators Employed at a Higher Level than
Clinical Staff
Answer

Frequency

Per cent

Disagree/Strongly disagree

29

7.4

Unsure

36

9.2

Agree/Strongly agree

328

83.4

Total

393

100.0

199

90
80
70
Percentage

60
50
40
30
20
10

0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.60. Ward-based Nurse Educators Employed at a Higher Level than
Clinical Staff
4.4.9.12 Reporting against Key Performance Indicators
The twelfth statement was ‘reporting against key performance indicators’, with the
majority (89%, n=350) agreeing or strongly agreeing with the statement. This is a
strong result and demonstrates that nurse educators are becoming more aware of the
importance of operating in a quality improvement and financial environment in which
they can clearly set, articulate and demonstrate the outcomes of their service (see Table
4.56 and Figure 4.61).
Table 4.56. Reporting Against Key Performance Indicators
Answer

Frequency

Per cent

Disagree/Strongly disagree

11

2.8

Unsure

32

8.1

Agree/Strongly agree

350

89.0

Total

393

100.0

200

100
90

80
Percentage

70
60
50
40
30

20
10
0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.61. Reporting Against Key Performance Indicators
4.4.9.13 Senior Nurse Educator Joint Appointments with Universities
The thirteenth statement was ‘senior nurse educator joint appointments with
universities’, with the majority (59.3%, n=233) agreeing or strongly agreeing with the
statement. Although ‘closer links with universities’ was raised in phase two as an
aspect of an ideal model, this is the lowest level of agreement seen with a statement in
this question, indicating that nurse educators value this as the least important aspect of
an ideal nurse education service model. This may be due to a lack of awareness of the
role and its value to the service, or because educators feel it is not essential to the
functioning of a nurse education service model (see Table 4.57 and Figure 4.62).
Table 4.57. Senior Nurse Educator Joint Appointments with Universities
Answer

Frequency

Per cent

Disagree/Strongly disagree

54

13.7

Unsure

106

27.0

Agree/Strongly agree

233

59.3

Total

393

100.0

201

70
60

Percentage

50
40
30
20

10
0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.62. Senior Nurse Educator Joint Appointments with Universities
4.4.9.14 Service Closely Aligned with Clinical Practice
The fourteenth statement was ‘a service closely aligned with clinical practice’, with the
overwhelming majority (98.5%, n=387) agreeing or strongly agreeing with the
statement. Nurse educators expressed the importance of strong relationships with staff
and a visible presence in clinical areas to remain current with the business of care
delivery and meet the needs of clinical areas (see Table 4.58 and Figure 4.63).
Table 4.58. A Service Closely Aligned with Clinical Practice
Answer

Frequency

Per cent

Disagree/Strongly disagree

4

1.1

Unsure

2

0.5

Agree/Strongly agree

387

98.5

Total

393

100.0

202

100

90
80
Percentage

70
60

50
40
30
20
10

0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.63. A Service Closely Aligned with Clinical Practice
4.4.9.15 Training for Nurse Educators
The fifteenth statement was ‘training for nurse educators’, with the vast majority
(97.4%, n=383) agreeing or strongly agreeing with the statement. This was also raised
in phase two as an important facet of an ideal nurse education model. To develop as a
specialist in education, it is important that nurse educators are given the opportunity to
undertake training in education, delivered by experienced, expert educators, to develop
their knowledge and skills (see Table 4.59 and Figure 4.64).
Table 4.59. Training for Nurse Educators
Answer

Frequency

Per cent

Disagree/Strongly disagree

7

1.8

Unsure

3

0.8

Agree/Strongly agree

383

97.4

Total

393

100.0

203

100
90
80
Percentage

70
60
50
40
30

20
10

0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.64. Training for Nurse Educators
4.4.9.16 Training Framework for Education Service Delivery
The sixteenth statement was ‘a training framework for education service delivery’,
with the great majority (97.5%, n=383) agreeing or strongly agreeing with the
statement. This is a strong result, demonstrating that nurse educators understand the
importance of working within a framework for education service delivery to ensure
there is an organised plan, directing their educational topics and the reasons these are
needed (see Table 4.60 and Figure 4.65).
Table 4.60. A Training Framework for Education Service Delivery
Answer

Frequency

Per cent

Disagree/Strongly disagree

3

0.8

Unsure

7

1.8

Agree/Strongly agree

383

97.5

Total

393

100.0

204

100

90
80
Percentage

70
60

50
40
30
20
10

0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.65. A Training Framework for Education Service Delivery
4.4.9.17 Nurse Educators Not Filling Staffing Deficits
The seventeenth statement was ‘nurse educators not filling staffing deficits’, with the
majority (91.3%, n=359) agreeing or strongly agreeing with the statement. This was
also raised in phase two as an important aspect of an ideal nurse education model to
allow continuity of practice and prevent cancellation of training and other services (see
Table 4.61 and Figure 4.66).
Table 4.61. Nurse Educators Not Filling Staffing Deficits
Answer

Frequency

Per cent

Disagree/Strongly disagree

18

4.6

Unsure

16

4.1

Agree/Strongly agree

359

91.3

Total

393

100.0

205
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80
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Agree/Strongly agree

Figure 4.66. Nurse Educators Not Filling Staffing Deficits
4.4.9.18 Includes Research Education
The eighteenth statement was ‘includes research education’, with the majority (88%,
n=346) agreeing or strongly agreeing with the statement. This verifies the phase two
finding, where this was also raised as a component of an ideal nurse education model.
Nurse educators highlighted the importance of a closer relationship between research
and nursing education and the need to develop nurses in this area by delivering more
training on research methodology. This is important to support the increasing emphasis
on evidence-based practice and clinical improvement audits to demonstrate the
delivery of a quality service (see Table 4.62 and Figure 4.67).
Table 4.62. Includes Research Education
Answer

Frequency

Per cent

Disagree/Strongly disagree

13

3.3

Unsure

34

8.7

Agree/Strongly agree

346

88.0

Total

393

100.0

206

100

90
80
Percentage
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40
30
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Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.67. Includes Research Education
4.4.9.19 Evidence of the Effectiveness/Outcomes of Education Is Available
The nineteenth statement was ‘evidence of the effectiveness/outcomes of education is
available’, with the majority (97.4%, n=383) agreeing or strongly agreeing with the
statement. Nurse educators were aware of the increasing pressure within organisations
to be able to produce clear evidence of the outcomes of the investment in education
(see Table 4.63 and Figure 4.68).
Table 4.63. Evidence of the Effectiveness/Outcomes of Education Is Available
Answer

Frequency

Per cent

Disagree/Strongly disagree

6

1.6

Unsure

4

1.0

Agree/Strongly agree

383

97.4

Total

393

100.0

207
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80
Percentage
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40
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20
10

0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.68. Evidence of the Effectiveness/Outcomes of Education Is Available
4.4.9.20 Summary
The majority of responses to statements regarding the nurse educators’ ideal nurse
education service model showed a significant level of agreement, with the highest level
of agreement for the statement ‘a service closely aligned with clinical practice’, with
(98.5%, n=387) agreeing or strongly agreeing with the statement. There were,
however, a small number of statements that had a clear divide, with a significant
number agreeing and a significant number disagreeing with the statement. These
statements were: ‘nurse educators being employed full time’, with only 60.1% (n=236)
agreeing or strongly agreeing with the statement and ‘an area/district health service
approach’, with 68.4 (n=269) agreeing or strongly agreeing with the statement. The
statement with the lowest level of agreement was ‘senior nurse educator joint
appointments with universities’, with only 59.3% (n=233) agreeing or strongly
agreeing with the statement and 27% (n=106) unsure.

4.4.10 Future Nurse Education Service Priorities
For Question 13 of the survey, nurse educators were asked to rate their level of
agreement or disagreement with a number of statements regarding their opinions on the
future priorities of their nurse education service.
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4.4.10.1 A Focus on Simulation
The first statement was ‘a focus on simulation’, with the majority of nurse educators
(88.3%, n=347) agreeing or strongly agreeing with the statement. This validates the
findings of phases one and two in which participants also raised simulation as a
component of the future of nurse education. In phases one and two, simulation was
highlighted by nurse educators as a growing area of practice within the clinical training
arena, with the majority of education services now using it to enhance clinical training
(see Table 4.64 and Figure 4.69).
Table 4.64. A Focus on Simulation
Answer

Frequency

Per cent

Disagree/Strongly disagree

15

3.8

Unsure

31

7.9

Agree/Strongly agree

347

88.3

Total

393

100.0

100

90
80
Percentage

70
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40
30
20
10

0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.69. A Focus on Simulation
4.4.10.2 Interprofessional Education
The second statement was ‘interprofessional education’, with the majority (88.8%,
n=349) agreeing or strongly agreeing with the statement. Again, this confirms findings
from phases one and two, where interprofessional education was highlighted as playing
a role in the future of nurse education. As mentioned earlier, interprofessional training
has been demonstrated to be valuable in developing teams and assisting clinicians in
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understanding each other’s roles (Swisher et al., 2010) (see Table 4.65 and Figure
4.70).
Table 4.65. Interprofessional Education
Frequency

Per cent

Disagree/Strongly disagree

11

2.8

Unsure

33

8.4

Agree/Strongly agree

349

88.8

Total

393

100.0

Percentage

Answer
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Unsure
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Figure 4.70. Interprofessional Education
4.4.10.3 Increased Pay for Nurse Educators
The third statement was ‘increased pay for nurse educators’, with a slight majority
(48.4%, n=190) agreeing or strongly agreeing with the statement, 34.1% (n=134)
unsure and 17.6% (n=69) disagreeing or strongly disagreeing with the statement. This
is a surprising result, as it is the second lowest level of agreement with a statement in
this question, demonstrating that an increase in educators’ wages is not high on nurse
educators’ priority list for the future (see Table 4.66 and Figure 4.71).
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Table 4.66. Increased Pay for Nurse Educators
Answer

Frequency

Per cent

Disagree/Strongly disagree

69

17.6

Unsure

134

34.1

Agree/Strongly agree

190

48.4

Total

393

100.0

60
50

Percentage

40

30
20
10
0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.71. Increased Pay for Nurse Educators
4.4.10.4 A Focus on Education in the Non-critical Care Specialties
The fourth statement was ‘a focus on education in the non-critical care specialities’,
with the majority (78.9%, n=310) agreeing or strongly agreeing with the statement. In
phase two, nurse educators raised that they felt that, at present, many in-house and
university-based postgraduate programs focussed on high-acuity specialties such as
critical care areas. Nurse education providers are beginning to understand that nurses
require further training in the more general specialties such as medical, sub-acute care,
aged care and surgical nursing to develop their knowledge and skills as specialists in
these areas (see Table 4.67 and Figure 4.72).
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Table 4.67. A Focus on Education in the Non-critical Care Specialities
Answer

Frequency

Per cent

Disagree/Strongly disagree

14

3.6

Unsure

69

17.6

Agree/Strongly agree

376

78.9

Total

393

100.0

Unsure

Agree/Strongly agree
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Figure 4.72. A Focus on Education in the Non-critical Care Specialities
4.4.10.5 More Collaboration with Universities
The fifth statement was ‘more collaboration with universities’, with the majority
(74.5%, n=293) agreeing or strongly agreeing with the statement. This was also raised
in phase two by participants as an aspect of the future of nurse education. This is an
interesting result, as the statement ‘Senior nurse educator joint appointments with
universities’, listed as an aspect of an ideal nurse education service model in the
previous question, had the lowest level of agreement (59.3%, n=233). This response
may indicate that nurse educators see the value in collaborating in the delivery of
postgraduate programs, but do not see the value of having joint appointment positions
(see Table 4.68 and Figure 4.73).
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Table 4.68. More Collaboration with Universities
Answer

Frequency

Per cent

Disagree/Strongly disagree

16

4.1

Unsure

84

21.4

Agree/Strongly agree

293

74.5

Total

393

100.0

80

70

Percentage

60
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40
30
20
10

0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.73. More Collaboration with Universities
4.4.10.6 Increased Use of Technology
The sixth statement was ‘increased use of technology’, with the majority (92.8%,
n=365) agreeing or strongly agreeing with the statement. This confirms the findings of
phases one and two, where this was raised by participants as a characteristic of the
future of nurse education in their service model. Technology is becoming an integral
part of education delivery and an expectation for new nurses who have completed their
undergraduate training using online learning, learning management systems and
simulation. There is pressure on nurse educators to stay up to date with advances in
technology and use them in their everyday practice (see Table 4.69 and Figure 4.74).
Table 4.69. Increased Use of Technology
Answer

Frequency

Per cent

Disagree/Strongly disagree

7

1.8

Unsure

21

5.3

Agree/Strongly agree

365

92.8

Total

393

100.0
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Figure 4.74. Increased Use of Technology
4.4.10.7 Postgraduate Education Qualifications for Nurse Educators
The seventh statement was ‘postgraduate education qualifications for nurse educators’,
with the majority (87.8%, n=345) agreeing or strongly agreeing with the statement.
This was also raised by participants as a component of an ideal nurse education service
model in the previous question and is clearly important to nurse educators, who feel
that having postgraduate qualifications will support a high quality of practice and lead
to a greater recognition of the speciality (see Table 4.70 and Figure 4.75).
Table 4.70. Postgraduate Education Qualifications for Nurse Educators
Answer

Frequency

Per cent

Disagree/Strongly disagree

14

3.6

Unsure

34

8.7

Agree/Strongly agree

345

87.8

Total

393

100.0

214
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Figure 4.75. Postgraduate Education Qualifications for Nurse Educators
4.4.10.8 Raising Revenue to Maintain Operations in an ABF Environment
The eighth statement was ‘raising revenue to maintain operations in an ABF
environment’, with the majority (47.3%, n=186) agreeing or strongly agreeing with, or
unsure about (43.8%, n=172), the statement. This is the lowest level of agreement for
any statement in this question. The large number answering ‘unsure’ may indicate that
many of the participants were not aware of ABF and the future impact it will have on
nurse education services (see Table 4.71 and Figure 4.76).
Table 4.71. Raising Revenue to Maintain Operations in an ABF Environment
Answer

Frequency

Per cent

Disagree/Strongly disagree

35

8.9

Unsure

172

43.8

Agree/Strongly agree

186

47.3

Total

393

100.0

215

50
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40
Percentage

35
30
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Disagree/Strongy disagree

Unsure

Agree/Strongly agree

Figure 4.76. Raising Revenue to Maintain Operations in an ABF Environment
4.4.10.9 Increased Collaboration between Hospital Sites
The ninth statement was ‘increased collaboration between hospital sites’, with the
majority (86.5%, n=340) agreeing or strongly agreeing with the statement. This was
also raised by participants in phases one and two of the study as an aspect of the future
of nurse education within their service model. As mentioned earlier, nurse educators
expressed that collaboration between sites would increase the efficiency of nurse
education services, as it would reduce duplication of services (see Table 4.72 and
Figure 4.77).
Table 4.72. Increased Collaboration Between Hospital Sites
Answer

Frequency

Per cent

Disagree/Strongly disagree

8

2.0

Unsure

45

11.5

Agree/Strongly agree

340

86.5

Total

393

100.0

216

100

90
80
Percentage

70
60

50
40
30
20
10

0
Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.77. Increased Collaboration Between Hospital Sites
4.4.10.10 Working Towards Set Education Quality Standards
The tenth statement was ‘working towards set education quality standards’, with the
majority (92.9%, n=365) agreeing or strongly agreeing with the statement. This is a
high level of agreement, which demonstrates that nurse educators are aware of the
quality and safety environment in which they operate or to which they should aspire
(see Table 4.73 and Figure 4.78).
Table 4.73. Working Towards Set Education Quality Standards
Answer

Frequency

Per cent

Disagree/Strongly disagree

6

1.5

Unsure

22

5.6

Agree/Strongly agree

365

92.9

Total

393

100.0

217

100
90
80
Percentage
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40
30
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Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.78. Working Towards Set Education Quality Standards
4.4.10.11 An Increase in the Number of Clinical Staff Undertaking a Postgraduate
Qualification
The eleventh statement was ‘an increase in the number of clinical staff undertaking a
postgraduate qualification’, with the majority (83.4%, n=328) agreeing or strongly
agreeing with the statement. This demonstrates that nurse educators see a trend in
clinical staff engaging with ongoing formal training by undertaking postgraduate
qualifications throughout their careers (see Table 4.74 and Figure 4.79).
Table 4.74. An Increase in the Number of Clinical Staff Undertaking a
Postgraduate Qualification
Answer

Frequency

Per cent

Disagree/Strongly disagree

15

3.8

Unsure

50

12.7

Agree/Strongly agree

278

70.7

Total

393

100.0

218
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Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.79. An Increase in the Number of Clinical Staff Undertaking a
Postgraduate Qualification
4.4.10.12 More Flexible Teaching Modalities
The twelfth statement was ‘more flexible teaching modalities’, with the majority
(92.6%, n=364) agreeing or strongly agreeing with the statement. This was also
outlined in phases one and two by participants as the future of their nurse education
service. Nurse educators stated that they would need to be flexible and innovative in
how they delivered training in the future, as the traditional face-to-face delivery mode
could be resource intensive and made it difficult to attract participants (see Table 4.75
and Figure 4.80).
Table 4.75. More Flexible Teaching Modalities
Answer

Frequency

Per cent

Disagree/Strongly disagree

8

2.1

Unsure

21

5.3

Agree/Strongly agree

364

92.6

Total

393

100.0

219
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Disagree/Strongly disagree
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Agree/Strongly agree

Figure 4.80. More Flexible Teaching Modalities
4.4.10.13 More Self-directed Education
The thirteenth statement was ‘more self-directed education’, with the majority (86.7%,
n=341) agreeing or strongly agreeing with the statement. This confirms the findings of
phase two, where this was also raised by participants as a component of the future of
the nurse education service. Nurse educators felt that, in the future, nurses would be
more accountable for their own training rather than relying on the nurse education
service and so would be more directed in resourcing their own training or undertaking
the training delivered by the nurse education service (see Table 4.76 and Figure 4.81).
Table 4.76. More Self-directed Education
Answer

Frequency

Per cent

Disagree/Strongly disagree

14

3.6

Unsure

38

9.7

Agree/Strongly agree

341

86.7

Total

393

100.0

220
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Disagree/Strongly disagree

Unsure

Agree/Strongly agree

Figure 4.81. More Self-directed Education
4.4.10.14 Strong Evidence of Education Outcomes
The fourteenth statement was ‘strong evidence of education outcomes’, with the
majority (92.3%, n=363) agreeing or strongly agreeing with the statement. This was
also raised in phases one and two as the future of the nurse education service. Again,
this demonstrates the awareness that nurse educators have of the environment they will
be functioning within in the future, where they will need to be able to demonstrate the
outcomes of their service to justify the costs associated with funding it (see Table 4.77
and Figure 4.82).
Table 4.77. Strong Evidence of Education Outcomes
Answer

Frequency

Per cent

Disagree/Strongly disagree

5

1.3

Unsure

25

6.4

Agree/Strongly agree

363

92.3

Total

393

100.0

221
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Disagree/Strongly disagree
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Agree/Strongly agree

Figure 4.82. Strong Evidence of Education Outcomes
4.4.10.15 A Move Away from Theory Back to Practical, Hands-on Training
The fifteenth statement was ‘a move away from theory back to practical, hands-on
training’, with the majority (61.6%, n=243) agreeing or strongly agreeing with the
statement. As mentioned earlier, nurse educators were aware of the need to move away
from formal face-to-face training in the classroom and back to practical, hands-on
training, either using simulation or in the clinical area (see Table 4.78 and Figure 4.83).
Table 4.78. A Move Away from Theory Back to Practical, Hands-on Training
Answer

Frequency

Per cent

Disagree/Strongly disagree

53

13.5

Unsure

98

24.9

Agree/Strongly agree

242

61.6

Total

393

100.0

222
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Figure 4.83. A Move Away from Theory Back to Practical, Hands-on Training

4.4.11 Summary Phase Three
The majority of responses to the statements regarding the future priorities for nurse
education in healthcare facilities showed a significant level of agreement, with the
highest level of agreement for the statements ‘working towards set education quality
standards’, with 92.9% (n=365) agreeing or strongly agreeing with the statement, and
‘increased use of technology’, with 92.8% (n=365) agreeing or strongly agreeing.
There was, however, one statement that had a clear divide, with a significant number
agreeing and a significant number disagreeing with the statement: ‘increased pay for
nurse educators’, with only 48.4% (n=190) agreeing or strongly agreeing with the
statement and 34.1% (n=134) unsure. The statement with the lowest level of agreement
was ‘raising revenue to maintain operations in an ABF environment’, with only 47.3%
(n=186) agreeing or strongly agreeing with the statement and 43.8% (n=172) unsure.

4.5 Summary
This chapter has presented the results of the interviews and focus groups in phases one
and two of the study and the survey results of phase three of the study. The responses
demonstrate that the majority of nurse education services across Australia are using a
combination model (57%, n=225), but that in comparing the centralised, decentralised
and combination models, the centralised model undertakes more functions and holds
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more advantages in supporting the delivery of nurse education services across an
organisation.

In describing an ideal nurse education model, nurse educators highlighted the most
important aspects of the service as that it is closely aligned with clinical practice and
that nurse educators have clear role definition. Nurse educators did not feel that senior
nurse educator joint appointments with universities or being employed full time were
of high importance in an ideal nurse education service.

When describing the future of nurse education within their service models, nurse
educators outlined the most important aspects as working towards set education quality
standards and the increasing use of technology. Nurse educators did not feel that
increased pay for nurse educators or raising revenue to maintain operations in an ABF
environment were of high priority for the future.

In the following chapter, the findings across the three phases of the study are examined
in more detail to provide a comprehensive description of the findings in relation to
nurse education service models and nurse educator perceptions as outlined in the
existing literature and within an Australia context.
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