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Abstract
There is a lack of clinical placements for bachelor nursing students (BNS). Due to this, stringent educational models for clinical

practice need to be developed. The aim was to describe bachelor nursing students’ and main preceptors’ experiences of the
clinical learning environment during peer learning. This mixed method study was based on a joint project between the

Karlstad University and the Region Värmland, Sweden, where peer learning was launched in two geriatric clinical education

wards. A total of 23 bachelor nursing student and four main preceptors participated. The data were collected in parallel, quali-

tative data through focus group interviews and reflective journals, and quantitative data with the CLES+T scale between

November 2017 and February 2018. A directed content analysis of all results was performed. The COREQ Checklist was

used. The student–patient and the student–main preceptor relationships were important for the students’ development. The

students described the educational atmosphere as comfortable and safe and that the staff were knowledgeable about them.

Peer learning with close interaction between patients and all staff can create authenticity, which in turn drives the BNSs’ pro-
fessional development. All staff should be involved in the supervision of the students and include them as members of the nursing

team.
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Introduction
Competent nurses are associated with more satisfied patients,
safer care, and increased patient survival,1 all of which in turn
are associated with the mission of higher education to educate
bachelor nursing students (BNS). Clinical education is an essen-
tial part of the students’ education to achieve professional nursing
competence and their learning must include both practical activ-
ities and theoretical reflection,2 which puts high demands on the
clinical learning environment. This poses a challenge, for both
the universities and healthcare organizations, since there is a
deficit in clinical education placements in many countries due
to an increased number of students and new healthcare models
leading to a decreased number of hospital beds.3 To ensure that
the BNSs receive a clinical education of high quality while
increasing the number of students in clinical education place-
ments, stringent educational models need to be developed and
evaluated. In this paper, we present experiences of the learning
environment by incorporating two models already in use: peer
learning and person-centered supervision.4

The traditional one-to-one educational model with
preceptor-directed teaching has dominated clinical education
in healthcare. During recent decades, other models have been
developed focusing on student learning, such as the peer

learning model including collaboration, reflection, communica-
tion, self- and peer assessment, which are described as corner-
stones.5,6 In nursing, peer learning can mean that two students
at the same (or different) academic level, plan, carry out and
evaluate nursing care together, under supervision.7 This
model places more of the responsibility to achieve a successful
clinical learning on the students than on the preceptors,6 since
students are expected to actively participate as equals in reason-
ing about nursing and clinical learning.8 The accumulated
knowledge suggests that students in peer learning gain
greater confidence and independence in learning, acquire a
higher level of personal and professional skills including
empathy, communication, organization, leadership, decision-
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making, and teamwork skills compared with students super-
vised along traditional lines. A meta-analysis showed that
peer learning is an effective supervision model which enables
students to learn collaboratively, sharing learning content,
and develop clinical skills such as assessing patients as well
as decreasing students’ anxiety during clinical placements.9

Peer learning can invoke a strong sense of friendship and
trust between peers6 but there are also results showing negative
outcomes of peer learning, such as a sense of competition,7,10

and fear of acquiring the wrong knowledge and the BNS not
feeling safe with the peer.7 Although peer learning has its ben-
efits for the students, there is a need of thorough planning and
education for the preceptors for a successful result.9,11

Another educational model based on person-centered care
implies that the BNS follows the patients rather than the pre-
ceptor.4 Under supervision, BNSs care for their patients,
within their scope of practice, including clinical documentation
and patient handover. A MScN main preceptor (MP) has an
overall responsibility in cooperation with a clinical nurse lec-
turer (university employed). The MP is supported by a ‘daily
preceptor’ in day-to-day bedside nursing, including reflection
and feedback with the BNSs. The MP’s role includes bedside
supervision at least once a week in accordance with the curric-
ulum learning outcomes, as well as taking part in assessments
of BNSs’ achievements. The clinical nurse lecturer is respon-
sible for induction of new students and supporting BNSs to
integrate theoretical and practical knowledge in clinical educa-
tion, for example in clinical seminars, and assessing and
grading the BNSs’ achievements.4 This educational model is
the model used for supervision of BNSs in the present study.

One important factor to support the BNSs’ clinical education is
a good clinical learning environment,12 which involves areas
where BNSs apply theory to practice by conducting actual
patient care to gain experiential knowledge about skills, attitudes,
and decision-making abilities necessary to become a professional
nurse. This environment includes the physical space, psychosocial
and interactional factors, and teaching effectiveness of the pre-
ceptor, student engagement, and organizational culture, all of
which have an impact on BNSs’ abilities to meet the desired learn-
ing outcomes.13 In a study by Sellberg et al.,14 nursing students
rated their clinical learning environment higher than medical stu-
dents but lower than physiotherapy and speech language path-
ology students did. One measure of the clinical learning
environment is the five sub-dimension Clinical Learning
Environment, Supervision and Nurse Teacher scale (CLES+T)
developed by Saarikoski et al.,15 which has been used throughout
the world, mainly in surgical and medical hospital contexts.

To our knowledge there is no research exploring the clinical
learning environment during peer learning although it is an
important aspect of the BNSs’ whole experience of clinical edu-
cation. Therefore, we decided to describe BNS’s and MPs’
experiences of the clinical learning environment in a project
where we incorporated peer learning in the existing educational
model of person-centered care in a geriatric ward in Sweden.

Methods
The study had a mixed method design to triangulate comple-
mentary results.16 All data were collected in parallel;

quantitative data were collected with the CLES+T15,17 and
qualitative data were collected through focus group interviews
and reflective journals and then were analyzed deductively
using a directed content analysis method18 in accordance
with the predetermined sub-dimensions of the CLES+T.
Finally, a synthesis of quantitative and qualitative results was
presented in the five sub-dimensions. Throughout the process
we followed the COnsolidated criteria for REporting
Qualitative research (COREQ) Checklist.19

Setting and participants
During late 2017 and early 2018, a joint project between
Karlstad University and the Region Värmland, Sweden , was
launched on two educational wards in a geriatric hospital
setting using the educational model peer learning to increase
the number of students.20 Supervision on the ward follows a
long established person-centered educational model (described
above)4 and for the project we also incorporated peer learning.
Thus, two students as peers followed a limited number of
patients supervised by a daily preceptor who in turn were sup-
ported by an overall responsible MP. Before the start of the
project, all staff participated in a one-day launch to become
acquainted with peer learning and the organization of the
project.20

A total of 24 BNSs were invited, both orally and in writing
by the third and last author, to participate in the study in the
beginning of their clinical placement. The information stated
that participation was voluntary and that whether the student
decided to participate or not, their grades would not be affected.
Of them, 23 chose to answer a questionnaire, and 13 partici-
pated in focus groups interviews. Four MPs (two on each
ward), who kept reflective journals, were also invited and
chose to participate in the project. We did not ask for reasons
to not participate out of privacy reasons.

Data collection

Quantitative data collection. The Swedish version of CLES+
T17 was used to measure factors important to the learning envir-
onment from the BNSs’ perspective. The CLES+T five sub-
dimensions—‘Pedagogical atmosphere on the ward’,
‘Leadership style of the ward manager’, ‘Premises of nursing
in the ward’, ‘Supervisory relationship’ and ‘Role of nurse
teacher’—comprised 34 items. The items regarding
‘Supervisory relationship’ were, with permission from the ori-
ginal authors,17 adjusted to measure the BNSs’ experience of
the relationship with the MP. The scale was as follows: 1,
fully disagree; 2, disagree to some extent; 3, neither agree
nor disagree; 4, agree to some extent; and 5, fully agree. In
this study, we decided that a median value of 4 and 5 indicated
that the BNSs were satisfied with circumstances regarding the
respective item. Demographics regarding age, the number of
daily preceptors, the number of days with the main preceptor
and earlier experience in healthcare were collected.

Qualitative data collection. Focus group interviews were used to
deepen the understanding of the BNS experiences of the
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clinical learning environment21 and were conducted with BNSs
(N= 13) divided into two groups of eight and five students,
respectively. Before starting the interviews, the moderator
(first and second authors) explained the purpose of them. To
ensure that all aspects of the subject were discussed, the mod-
erator used support questions regarding positive and negative
experiences and areas of improvement. An assistant moderator
(last author) took notes, asked clarifying questions and sum-
marized the discussions at the end of the interviews.21 The
interviews (with a duration of 60–70 min), which took place
at the university, were recorded and transcribed in verbatim.
Since the second author was experienced in the method, she
guided the first and last authors throughout the data collection.

Reflective journals22 were kept by the MPs (n= 4).
They reflected upon factors of importance for the clinical
learning environment, obstacles and opportunities, their
actions and the interaction between the students and with
other staff.

Data analysis
The quantitative data (demographics and CLES+T) were ana-
lyzed with descriptive statistics: frequencies, mean (SD), and
due to the low number of participants median and range
values as well, using IBM SPSS Statistics version 25.

The qualitative data were analyzed deductively according
to directed content analysis.18 First, all authors read the tran-
scripts from interviews and reflective journals and then iden-
tified and coded data (the participants’ experiences of the
learning environment during peer learning). Thereafter,
data were categorized in to the five predetermined sub-
dimensions of CLES+ T. Finally, all findings were synthe-
sized in the sub-dimensions to triangulate complementary
results.16 The whole process of analysis was performed in
close collaboration between the researchers until consensus
about the results was reached.

Ethics
The study was approved by the local ethical review board
(registration no. C2017/831) and permission to conduct the
study was obtained from the heads of Department of
Medicine, Centralsjukhuset, Karlstad and The Institution for
Health Sciences, Karlstad University, Sweden. All participants
were informed about the aim of the study, voluntariness and
that whether they decided to participate or not, their studies
would not be affected in any way. All participants gave
written informed consent. The authors who collected data
were not involved in grading the students’ clinical placement.

Results

Demographics
The BNS’mean age was 24.4 (SD= 3.7) years with an range of
21–35 years. They had been supervised by 4–12 daily precep-
tors (M= 7.2, SD= 2.0) and by the MPs 2–11 times (M= 6.2,
SD= 2.9) during 20 days of clinical placement. None of them

had earlier experience of peer learning. The MPs were aged
25–35 years and they had experience as MPs for 0.5–7 years.

Experiences about the pedagogical atmosphere on the
ward
In the CLES+T, the BNSs scored high on the items about
pedagogical atmosphere on the ward, with the highest
median score for item nine, with an overall character, indicat-
ing that the students in general were satisfied with the learning
environment (see Table 1). In the interviews, the BNSs
described the educational atmosphere as comfortable and that
they felt secure sooner and adapted to the ward routines more
quickly because they had a peer. They found that the staff
became acquainted with them faster when compared with
staff in ordinary clinical education placements and the BNSs
perceived them as being knowledgeable about the organization
of the clinical education. A possible reason for this was
described in the reflective journals by MPs. They provided
the staff ahead, with information about the BNS’ names, the
current learning objectives, and the students’ schedules. From
an overall perspective, the MPs perceived the educational
atmosphere as accommodating. One of the MPs expressed it
like this:

The students need to feel safe. Not only as peers but also on the
ward. This can be achieved through a warm reception, showing
that they are welcome, involving them in the team and being
open to questions. I experience that when the students enter
the work group and the work quickly, they can focus more
on what they are actually here to learn. (Main preceptor 2)

Although the BNSs rated the item regarding staff interest in
student supervision high in the CLES+T, the MPs noted that
they had to clarify to the enrolled nurses that they had respon-
sibilities towards the patients even though the BNS were

Table 1. Pedagogical atmosphere on the ward (CLES-T

measurementsa).

Item Median Range

1. The staff was easy to approach 4 3–5
2. I felt comfortable going to the ward at the start of

my shift

4 1–5

3. During staff meetings I felt comfortable taking

part in the discussions

4 3–5

4. There was a positive atmosphere on the ward 4 2–5
5. The staff were generally interested in student

supervision

4 3–5

6. The staff got to know the students by their

personal names

4 2–5

7. There were sufficient meaningful learning

situations on the ward

4 2–5

8. The learning situations were multidimensional in

terms of content

4 2–4

9. The ward can be regarded as a good learning

environment

5 4–5

a

1= fully disagree, 2= disagree to some extent, 3= neither agree, nor disagree,

4= agree to some extent to 5= fully agree.

Josse-Eklund et al. 3



appointed to care for them, since the BNS sometimes felt aban-
doned by the MPs. On the other hand, the MPs also expressed
that the students were so comfortable with each other that they
sometimes forgot to interact with the staff.

Experiences of the leadership style of the ward manager
The scores about leadership of the ward manager were the
lowest (see Table 2) in the study, which corresponds with the
sparse results from the interviews and journals. The BNSs con-
veyed that they did not interact directly with the ward managers
and they perceived them as barely present, as one student
expressed:

Sometimes I saw her, but I did not understand that she was there
every day, because sometimes she was… there, and then she
was gone. I had no idea. Well, I had no need to talk to her
either. (Student in focus group 1)

The MPs described that the ward managers followed up the
BNSs’ experiences of the clinical education placements with
the MPs regularly and after the project was completed, and
tied together the process with the entire staff group at work-
place meetings.

Experiences of premises of nursing on the ward
Regarding the premises of nursing on the ward, the BNSs were
satisfied (MD= 4) with a slightly lower value (MD= 3.5)

about the wards nursing philosophy being clearly defined
(see Table 3).

The BNSs described nursing care as being based on the
patients’ needs and preferences, which corresponds to the
results from the CLES+T, that patients received individual
care. The BNSs contributed to this by the extensive time the
peers spent with the patients, getting to know and becoming
close to them, which also facilitated the patients participating
in their own care. Moreover, the BNSs described that the
patients had a positive attitude towards sharing their experi-
ences and thus be part of the students learning. One student
said:

[The patient] really cared that we would learn, and it was nice
that he was very accommodating in that he said: ‘What fun that
I get to be a part of your learning,’ he kind of gave us feedback
on what we were doing and thought we were moving forward
in… like… that we evolved. (Student in focus group 1)

Both the BNSs and the MPs perceived that the students had
difficulties using their knowledge and skills in documenting
nursing care. This was mainly because the nursing record
system did not correspond to the nursing process, making it
harder for the BNS to understand and use. However, the stu-
dents used each other as critical peers providing feedback on
the documentation.

The BNSs’ peers preferred to take their time to plan and
reflect upon nursing care, which was enabled by the peer learn-
ing model. The BNS experienced that when they asked the
enrolled nurses for guidance, they took over the task and per-
formed it without involving the students. Due to the students’
inexperience and that they were expected to prioritize and
perform the nursing care on their own, sometimes the patients
had to wait for attendance. The MPs described that despite the
wait, the patients were satisfied and felt secure with care given
by the BNSs and this was also experienced by students
themselves:

I think that the patients also get more comfortable… because
they get the same students [carers]. (Student in focus group 2)

Experiences of the supervisory relationship (between
students and main preceptors)
In this dimension, the students scored the most favorably in the
study (MD= 5 for all items) (see Table 4). This shows that the
students were very satisfied with the relationship with the MPs,
a result that also appeared clearly in the interviews. The stu-
dents regarded the MPs as nursing experts and were very
knowledgeable about the objective with the clinical placement.
They agreed that:

The main preceptors are the best I have ever met (student 1)

They were so amazingly good, familiar with our learning
(student 2)

They cared so much that we should learn during the time at the
ward (student 3) (Students in focus group 1)

Table 2. Leadership style of the ward manager (CLES-T

measurementsa).

Item Median Range

10. The ward manager regarded the staff on her/his

ward as a key resource

4 3–5

11. The ward manager was a team member 3 1–5
12. Feedback from the ward manager could easily

be considered a learning situation

1 1–3

13. The effort of individual employees was

appreciated

3.5 2–5

a

1= fully disagree, 2= disagree to some extent, 3= neither agree, nor disagree,

4= agree to some extent to 5= fully agree.

Table 3. Premises of nursing on the ward (CLES-T measurementsa).

Item Median Range

14. The ward’s nursing philosophy was clearly
defined

3.5 2–5

15. Patients received individual nursing care 4 2–5
16. There were no problems in the information

flow related to patient care

4 2–5

17. Documentation of nursing (e.g. nursing plans,

daily recording of nursing procedures, etc.) was

clear

4 2–5

a

1= fully disagree, 2= disagree to some extent, 3= neither agree, nor disagree,

4= agree to some extent to 5= fully agree.
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The BNSs acknowledged that it could be a challenge for the
MPs to discern and meet the individual needs from two stu-
dents paired in a peer group. However, they accepted that the
MPs had the ability to see each student and assess the individ-
ual achievements.

When there are two BNSs in a pair, then maybe it will not be as
easy for a preceptor to see a clear development or a clear picture
of how you are as an individual, or how you work and stuff, it
may not be the same clarity, because they have to keep track of
two students. I can imagine it’s problematic, but I thought our
preceptor was very good, she noticed things that you did not
think of yourself. She was awesome to see, I was an individual
even though we were a pair. (Student in focus group 2)

The students described a continuous movement between
peer interaction and interaction with the MPs permeated by
trust. This was established, for example, by the BNSs receiving
timely oral and written feedback and the MPs maintaining an
open climate for all types of questions and ‘hovering’ in the
background, being available as a back-up. BNSs perceived
that the MPs also acted as gatekeepers towards the rest of the
staff by protecting them from bad collegial behavior.

Experiences of the nurse teacher’s role
The quantitative results regarding the nurse teacher’s role, in
this case the clinical nurse lecturer’s responsibility, for integrat-
ing theory with clinical education and collaboration with the
staff showed that the BNSs disagreed that the lecturer gave
educational expertise to the clinical team (MD= 2.5).
Nevertheless, they were satisfied with the assessment meetings
(MD= 5) and perceived that focus was on their learning needs
(MD= 5) (see Table 5). In the interviews though, students
expressed that they did not especially need the support from

the clinical nurse lecturer on the ward as they had the
support they needed from the main preceptor.

We have had great main preceptors, who have really seen us
and helped us very, very much, so that I have not felt any
need to take help from someone else. (Student in focus group 1)

On the other hand, the MPs described that they themselves
sometimes needed support and guidance from the clinical nurse
lecturer in solving collaboration problems among the peers.
Various problems that could arise were when students in a
pair were on different levels of knowledge so that one
student had to have more hands-on supervision while the
other needed proper challenges to develop. Students could
also compete in approaching nursing tasks or feel insecure in
the peer group. The MPs explained in their journals how
they, together with the clinical lecturer, solved the problems,
e.g. having the students taking more individual responsibilities
within the peer or by letting the students change their peer.

Discussion
Overall, the BNSs’ experiences of the clinical learning environ-
ment were positive. Both students and MPs described the peda-
gogical environment on the wards as mainly good and
accommodating. The geriatric hospital setting was perhaps an
especially well-suited context for clinical education placements
since the patients extensive nursing care needs and
co-morbidity requires complex nursing care and provides the
BNSs with ample opportunities to exercise their skills through-
out the nursing process. This aligns with the results in the study
by Carlson and Idvall,23 where first-year nursing students per-
ceived the clinical learning environment in nursing homes as
positive.

Table 5. Role of nurse teacher (CLES-T measurementsa).

Item Median Range

26. In my opinion, the nurse teacher was capable of

integrating theoretical knowledge and everyday

practice of nursing

4 3–5

27. The nurse teacher was capable of

operationalizing the learning goals of this clinical

placement

5 3–5

28. The nurse teacher helped me to reduce the

theory-practice gap

4 2–5

29. The nurse teacher was like a member of the

nursing team

2 1–5

30. The nurse teacher was capable to give his or her

pedagogical expertise to the clinical team

2.5 1–5

31. The nurse teacher and the clinical team worked

together supporting my learning

4 1–5

32. The common (assessment) meetings between

myself, the main preceptor, and the nurse

teacher were a comfortable experience

5 2–5

33. Climate of the meetings was congenial 3 2–5
34. Focus on the meetings was on my learning needs 5 3–5

a

1= fully disagree, 2= disagree to some extent, 3= neither agree, nor disagree,

4= agree to some extent to 5= fully agree.

Table 4. Supervisory relationship (between students and main

preceptors) (CLES-T measurementsa).

Item Median Range

18. My main preceptor showed a positive attitude

towards supervision

5 4–5

19. I felt that I received individual supervision by my

main preceptor

5 2–5

20. I continuously received feedback from my main

preceptor

5 2–5

21. Overall I am satisfied with the supervision I

received (on the ward)

5 1–5

22. The main supervision was based on a

relationship of equality and promoted my

learning

5 1–5

23. There was a mutual interaction in the

supervisory relationship with the main

preceptor

5 1–5

24. Mutual respect and approval prevailed in the

supervisory relationship with the main

preceptor

5 1–5

25. The supervisory relationship with the main

preceptor was characterized by a sense of trust

5 2–5

a

1= fully disagree, 2= disagree to some extent, 3= neither agree, nor disagree,

4= agree to some extent to 5= fully agree.

Josse-Eklund et al. 5



The MPs experienced some challenges, which they handled
on an ongoing basis, probably often without the BNSs noticing
it since they did not mention this in the interviews. Based on
the current findings, we stress the importance of a structured
induction directed at all staff as one identified challenge was
that the students sometimes felt as if they were left on their
own with the patients. Staff need to be co-actors in the super-
vision and to make BNSs feel as one of the team, which has
been shown as valuable in other studies as well.5 Staff induc-
tions need to emphasize the importance of short and frequent
reconciliations between the BNS, the enrolled nurses, and the
MPs to avoid misunderstandings and keep up the pace.

There are low CLES+T values for leadership even
though the students were engaged in a project where the man-
agers were involved. The reason for this could lie in the
process of the person-centered educational model, where
managers assign large parts of the responsibility for the oper-
ational work of supervision to the MPs. The effect was
perhaps that the students did not notice the managers’
work, which aligns with the reasoning from Bisholt et al.24

It suggests that managers need show interest in the students
and be more visible with the work they do behind the
scenes so that students get a sense of the complexity of
assignments on a ward.

Earlier research on learning environments shows that a lack
of support and trust from patients discourages students.25 In
this study, we found that patients came strongly in focus
during peer learning and patients seemed to like the fact that
they got more time with caregivers (the students), and even
though these were inexperienced, they were committed to
and interested in the patients. Patients became co-actors in
the students’ development since the relationships between
them and the students created authentic situations where stu-
dents took on responsibility and followed up the patients’
nursing process with a certain degree of independence.
Authenticity contributes to the development of professional
identity and creates a feeling of belonging within the profes-
sional community.26 The patient–student relationship may
have encouraged the patients to take part in the decision-
making relating to their own care, an essential element of
person-centered care.27

The fact that the students took on a high degree of respon-
sibility when making sure that ‘their’ patients were taken
care of properly when they themselves were on leave, shows
that they crossed the threshold28 into becoming a professional
nurse and started to identify themselves as accountable nurses.
An authentic learning experience from a geriatric ward can
perhaps also create an interest in working in the care of
elderly in the future and thus contribute to filling the need for
nurses in this field of nursing.29

The students rated the relationship with the MPs higher than
the sub-dimensions of educational atmosphere and nursing care.
This possibly has to do with the fact that the students are pre-
occupied by patient care and cannot see outside their own situ-
ation and perhaps even idolize the MPs. This may be a useful
aspect of supervision since a competent nurse is a good role
model for BNSs in helping them to understand all aspects of
the nursing profession.30 We also know that an experienced clin-
ician associated with the university, for example an MP, is often

preferred by the students and improves learning outcomes com-
pared to the traditional preceptor–student model.2

Even though the students learn as peers, the MPs were
able to connect to, supervise, and assess both the pair and
each individual. This is important since students can perceive
that they do not have the opportunities to show their individ-
ual skills in peer learning.7 However, it is not only the pre-
ceptors’ responsibility to give feedback. Peer assessment is
an inherent aspect of peer learning, so students need the
ability to give and receive constructive feedback to and
from each other.10 To recognize each other’s strengths and
weaknesses improves the students’ possibilities of develop-
ing professional skills.5

Methodological considerations
First, data were collected in 2017–2018, which can be regarded
as a limitation to the study’s trustworthiness. We started the ana-
lyses of data in 2019 but due to the COVID-19 pandemic, the
writing of the manuscript was interrupted and therefore
delayed. However, the results of this study are still relevant
since neither the BNSs’ education nor the conditions on the
wards changed during this period. We acknowledge that there
were rather few participants, but since the conditions of the
study with peer learning in combination with patient-centered
supervision are new, we considered the data important enough
to report.

The CLES+T15 is well documented in terms of reliability
and validity. Although it may be that the CLES+T reflects
the master–apprentice model cooperating with hospital clinical
teachers, an additional dimension reflecting peer learning (e.g.
items regarding cooperation between peers) could be a valuable
addition to the instrument

The BNSs participated in interviews and answered the
questionnaire at the end of the clinical placement, after
assessments, to exclude memory bias. Focus group inter-
views were suitable since they take place through group
interaction and the collected material can be more fully
compared with individual interviews since the conversa-
tions have a different dynamic, where what is said by one
is followed by another and nuanced by a third person.21

However, we had to balance the discussions to avoid both
the halo effect, that one participant is looked upon as
having a higher status thus taking precedence over the
others, and groupthink.31

Since reflective journals are a method to share co-actors’
experiences, they were appropriate for collecting the MPs’
reflective experiences about the learning environment.22

The strength of using a mixed method16 was that the statis-
tics showed a strong positive result while the qualitative data
gave a more nuanced picture, adding some negative aspects
of peer learning.

Conclusion
The clinical learning environment in this study was overall
experienced as positive by the students and MPs. Peer learning
with a close interaction between patients and all staff, espe-
cially with the MPs, in a geriatric ward can create authenticity,
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which in turn drives the BNSs’ professional development. All
staff should be involved in the supervision of the students, con-
sider all students as everyone’s students, and include them as
members of the nursing team. In this study, the interaction
with nurse managers seemed to be limited. We recommend
that nurse managers should be visible to BNSs to show interest
in their professional development.

Acknowledgments

The authors would like to thank all the BNSs, preceptors, and staff in
the participating wards. The Region Värmland is also appreciated for
cooperation and the opportunity to carry out the project.

Author contributions
Anna Josse-Eklund: conceptualization, methodology, data collection,
analysis, main writer, and editor. Elisabeth Carlson: conceptualization,
methodology, data collection, analysis, and review. Christina
Sundin-Andersson: conceptualization, methodology, analysis, and
review. Cecilia Olsson: conceptualization, methodology, data collec-
tion, analysis, writing, and editing.

Declaration of conflicting interests
The authors declared no potential conflicts of interest with respect to
the research, authorship, and/or publication of this article.

Funding
The authors disclosed receipt of the following financial support for the
research, authorship, and/or publication of this article: This work was
supported by the Alice Lindström scholarship, Swedish Society of
Nursing.

ORCID iDs
Anna Josse-Eklund https://orcid.org/0000-0002-1192-9697
Cecilia Olsson https://orcid.org/0000-0002-0944-5650

References
1. Aiken LH, Sloane D, Bruyneel L, et al. Nurse staffing and edu-

cation and hospital mortality in nine European countries: a
retrospective observational study. Lancet 2014; 383: 1824–
1830.

2. Jayasekara R, Smith C, Hall C, et al. The effectiveness of clinical
education models for undergraduate nursing programs: a system-
atic review. Nurse Educ Pract 2018; 29: 116–126.

3. Rodger S, Webb G, Devitt L, et al. Clinical education and practice
placements in the allied health professions: an international per-
spective. J Allied Health 2008; 37: 53–62.

4. Hall-Lord ML, Theander K and Athlin E. A clinical supervision
model in bachelor nursing education – purpose, content and
evaluation. Nurse Educ Pract 2013; 13: 506–511.

5. Stone R, Cooper S and Cant R. The value of peer learning in
undergraduate nursing education: a systematic review. Res
Notices IS 2013; 2013: 930901.

6. Nelwati A and Chan CM. A systematic review of qualitative
studies exploring peer learning experiences of undergraduate
nursing students. Nurse Educ Today 2018; 71: 185–192.

7. Ravanipour M, Bahreini M and Ravanipour M. Exploring nursing
students’ experience of peer learning in clinical practice. J Educ
Health Promot 2015; 4: 46.

8. Secomb J. A systematic review of peer teaching and learning in
clinical education. J Clin Nurs 2008; 17: 703–716.

9. Choi JA, Kim O, Park S, et al. The effectiveness of peer learning
in undergraduate nursing students: a meta-analysis. Clin Simul
Nurs 2021; 50: 92–101.

10. Stenberg M and Carlson E. Swedish Student nurses’ percep-
tion of peer learning as an educational model during clinical
practice in a hospital setting: an evaluation study. BMC Nurs
2015; 14: 48.

11. Markowski M, Bower H, Essex R, et al. Peer learning and collab-
orative placement models in health care: a systematic review and
qualitative synthesis of the literature. J Clin Nurs 2021; 30: 1519–
1541.

12. Ekstedt M, Lindblad M and Löfmark A. Nursing students’ per-
ception of the clinical learning environment and supervision in
relation to two different supervision models- a comparative cross-
sectional study. BMC Nurs 2019; 18: 49.

13. Mansutti I, Saianib L, Grassettic L, et al. Instruments evaluating
the quality of the clinical learning environment in nursing educa-
tion: a systematic review of psychometric properties. Int J Nurs
Stud 2017; 68: 60–72.

14. Sellberg M, Palmgren PJ and Möller R. A cross-sectional study of
clinical learning environments across four undergraduate pro-
grams using the undergraduate clinical education environment
measure. BMC Med Educ 2021; 21: 258.

15. Saarikoski M, Isoaho H, Warne T, et al. The nurse teacher in clin-
ical practice: developing the new sub-dimension to the clinical
learning environment and supervision (CLES) scale. Int J Nurs
Stud 2008; 45: 1233–1237.

16. Östlund U, Kidd L, Wengström Y, et al. Combining qualitative
and quantitative research within mixed method research
designs: a methodological review. Int J Nurs Stud 2011; 48:
369–383.

17. Johansson U-B, Kaila P, Ahlner-Elmqvist M, et al. Clinical learn-
ing environment, supervision and nurse teacher evaluation scale:
psychometric evaluation of the Swedish version. J Adv Nurs
2010; 66: 2085–2093.

18. Hsieh HF and Shannon S. Three approaches to qualitative content
analysis. Qual Health Res 2005; 15: 1277–1288.

19. Tong A, Sainsbury P and Craig J. Consolidated criteria for
reporting qualitative research (COREQ): a 32-item checklist
for interviews and focus groups. Int J Qual Health Care 2007;
19: 349–357.

20. Olsson C, Carlson E, Sundin-Andersson C, et al. All our pro-
blems solved? Implementing peer learning in a geriatric hos-
pital setting: a discussion paper. Nord J Nurs Res 2020; 41:
61–64.

21. Krueger RA and Casey MA. Designing and conducting focus
group interviews. 2002. Available at: https://www.eiu.edu/ihec/
Krueger-FocusGroupInterviews.pdf.

22. Phelps R. The potential of reflective journals in studying com-
plexity ‘in action’ complicity. Int J Complex Educ 2005; 2: 37–54.

23. Carlson E and Idvall E. Who wants to work with older
people? Swedish student nurses’ willingness to work in
elderly care—A questionnaire study. Nurse Educ Today
2015; 35: 849–853.

24. Bisholt B, Ohlsson U, Engström K, et al. Nursing students’
assessment of the learning environment in different clinical set-
tings. Nurse Educ Pract 2014; 14: 304–310.
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