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ABSTRACT 

The transition from student nurse to practicing, newly graduated nurse has been described 

as a time of challenge.  Lack of confidence has been described as a source of uncertainty during 

the role transition from student nurse to practicing nurse.  Cognitive apprenticeship (CA) is an 

instructional strategy that can facilitate ease of transition for newly graduated nurses (NGNs) 

during the clinical or preceptorship portion of hospital orientation.  The purpose of this mixed 

methods pretest-posttest design was to explore if there would be a difference in confidence and 

ease of transition to practice, after completing a cognitive apprenticeship based hospital 

orientation.  Newly graduated, newly hired registered nurses as well as experienced nurse 

preceptors were solicited for participation in this study.  The Casey-Fink Graduate Nurse 

Experience Survey was administered as both the pretest and posttest.  Qualitative data were also 

collected from focus group interviews of both newly graduated nurses and preceptors.  The 

findings indicated that there was a statistically significant difference in confidence after a CA-

based orientation.  Furthermore, the findings revealed the importance of preceptor training for 

effective preceptorships.  This study adds to the literature regarding transition to practice 

strategies as well as pedagogical strategies for preceptorships.  
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CHAPTER I 

INTRODUCTION 

The transition from student nurse to practicing, newly graduated nurse can be stressful.  

Many newly graduated nurses cite the transition period as a time of challenge, uncertainty, and 

lack of self-assurance, which may also affect patient safety (Clare & VanLoon, 2003; 

VanWyngeeren & Stuart, n.d.).  Some researchers believe that this time of stress and uncertainty 

has contributed to the high rate of turnover for newly graduated nurses (Cowin & Hengstberger-

Sims, 2006; Salera-Vieira, 2009).  The transition period may be described as a time during which 

newly graduated nurses obtain experiential knowledge and skills, and unit socialization (Clare & 

VanLoon, 2003; Cowin & Hengstberger, 2006; Price, 2013).  What is more, transition to practice 

strategies for newly graduated nurses has received much attention in light of the ongoing nursing 

shortage, aging of the current workforce, and high turnover rate of new nurses (Casey, Fink, 

Krugman, & Propst, 2004; Salera-Vieira, 2009; Spector & Echternacht, 2010).  Additionally, a 

gap in expert practice can be seen with the retirement of the older workforce and an influx of 

new nurses creating a disproportionate ratio of new nurses to experienced nurses (Spector & 

Echternacht, 2010).  Persistent themes seen in the literature that seem to influence transition to 

practice are lack of self-confidence, quality of clinical orientation, and role socialization (Casey 

et al., 2004; Cowin & Hengstberger-Sims, 2006; Salera-Vieira, 2009).  Moreover, the first 3 to 6 

months are reported as an important time for learning heuristic strategies (tricks of the trade) and 

developing a commitment to the nursing profession (Clare & VanLoon, 2003).   



 2 

The hospital clinical or unit orientation is a key component in the transition period (Park 

& Jones, 2010; Rush, Adamack, Gordon, Janke, & Ghement, 2015).  Hospital orientation 

programs have the objective of releasing safe, confident, and competent nurses to the bedside 

(Park & Jones, 2010).  Most hospitals utilize the preceptor-based model during clinical 

orientation for the new nurse, in which a novice is paired with an experienced or expert nurse 

(Garneau, 2015; Salera-Vieira, 2009).  And, even though nursing academia provides the 

groundwork for new nurses, nursing programs cannot be expected to graduate students that 

function at the advanced beginner level as described by Benner (1984).  An advanced beginner is 

described as a nurse with previous clinical experience and with the ability to expect some patient 

situations and outcomes.  Moreover, it is estimated that 89% of newly graduated nurses begin 

their nursing career in the hospital setting (Spector & Echternacht, 2010).  Consequently, it may 

be argued that today’s new nursing graduates enter the hospital workforce to patients of higher 

acuity (sicker with more comorbidities) than in the past (Casey et al., 2011).  And at the same 

time, due to hospital budget constraints the orientation process has been shortened significantly 

(Casey et al., 2011; Cylke, 2012), thereby causing even more stress and strain on the newly 

graduated nurse.   

Cognitive apprenticeship, an instructional strategy that utilizes coaching and modeling 

among other things, may be helpful in the transition to practice of newly graduated nurses 

(NGN) during the clinical unit orientation.  The clinical unit orientation takes place with a 

preceptor on the hospital unit for which the NGN has been assigned.  Cognitive Apprenticeship 

(CA) is a situated learning experience, meaning that learning occurs within the contextual 

environment, utilizing real world situations (Collins, Brown, & Newman, 1989; Lave & Wenger, 

1991).  The term cognitive apprenticeship, coined by Collins et al. (1989a, 1989b), describes the 
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cognitive and metacognitive processes shared by a teacher or expert with a student or apprentice. 

Cognitive apprenticeship seeks to make learning visible by teaching the problem-solving 

processes used by experts in a way that promotes metacognition in the apprentice as they 

progress to expert (Collins et al., 1989a, 1989b).  Moreover, the methods in CA have been used 

to promote the development of expertise by externalizing the thinking and inner conversation of 

the expert with the apprentice (Collins, Brown, & Holum, 1991).  Methods used in CA are 

modeling—demonstrating, coaching—offering feedback, scaffolding—developing 

independence, articulation—questioning, reflection—looking back on what was learned, and 

exploration—applying what was learned to other situations (Collins et al., 1989a, 1989b).  

Further, principles of CA have been used in a variety of occupations from teaching online to 

teaching auto mechanics in the classroom setting (Brannagan, 2012; Dennen & Burner, 2007).   

Patricia Benner’s (1984) description of the novice to expert theory reports that new 

nurses begin their career as novices and over time, progressing through various stages, become 

experts.  Benner described five stages of clinical competence: (a) novice—a beginner with no 

experience who lacks the ability to use discretionary judgment; (b) advanced beginner—a 

beginner who has somewhat acceptable performance but still requires occasional supportive 

cues; (c) competent—a nurse who has worked in the same or similar area for 2 to 3 years, 

demonstrates efficiency, and is confident in his or her actions; (d) proficient—a nurse who has a 

holistic understanding of situations, able to accept responsibility and is confident in decision-

making; and (e) expert—a nurse who has an intuitive understanding of situations, performs in a 

fluid and flexible manner, and has analytic abilities.  Many of the components of cognitive 

apprenticeship (CA) support the transition and progression of NGN through these stages of 

clinical competence.  Additionally, CA accommodates all learning styles as it encompasses 
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visual, auditory, and kinesthetic learning during its processes (Kuo, Hwang, Chen, & Chen, 

2012). 

Statement of the Problem 

With staffing shortages and shortened orientation times, often NGNs complete 

orientation with low self-confidence in clinical knowledge, and lack of effective communication 

with physicians, all of which negatively impact the transition to practice experience (Casey et al., 

2004; Duchscher, 2008; Park & Jones, 2010; Zigmont et al., 2015).  Inadequate clinical 

orientation may compromise patient safety and affect facility finances.  Such inadquency often 

requires remediation for the NGN (Sandau & Halm, 2010; Zigmont et al., 2015).  As a result, 

NGNs are entering and leaving the workforce at a high rate, often citing that the job is 

overwhelming (Casey et al., 2011; Cylke, 2012, Hsiung & Chiu, 2009).  Moreover, NGNs do not 

feel ready to practice independently and soon lose confidence after only a few months on the job 

(Park & Jones, 2010; Zigmont et al., 2015).  Engaging in a cognitive apprenticeship model of 

orientation during preceptorship may better prepare NGNs to practice with confidence, enhance 

skill acquisition (both social and clinical), and improve clinical knowledge (Square, 2010).  

Cognitive apprenticeship serves as an instructional model in situated learning and can enhance 

metacognition and the transfer of knowledge (Stalmeijer, Dolmans, Wolfhagen, & Scherpbier, 

2009).  Therefore, cognitive apprenticeship would be a great addition to a structured orientation 

program because it provides an environment within which to build confidence, and clinical 

knowledge and skills to assist in NGN transition (Square, 2010).  The quality of support received 

during orientation has been cited as a significant factor in NGN retention and performance after 

orientation (Clare & VanLoon, 2003; Robitaille, 2013).  Furthermore, preceptors along with 

clinical educators are a large source of support for the NGN (Salera-Vieira, 2009). 
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Statement of Purpose 

The purpose of this mixed methods pretest-posttest design was to explore whether NGNs 

would develop an increase in confidence, increase in clinical skill performance, and an increase 

in ease of transition to practice, after completing a CA-based orientation.  Scores of the Casey-

Fink Graduate Nurse Experience Survey (CFGNES) were collected at both the beginning of the 

clinical orientation and at the end of the clinical orientation process.  The CFGNES measures 

“NGN’s experience on entry into the workplace, then through the transition into the role of 

professional nurse” (Casey et al., 2004, p. 304).  Experienced nurses who serve as preceptors 

were instructed in the principles of CA via a verbal presentation and a manual to be used as a 

guide during the process.  Additionally, data were collected from a focus group of preceptors and 

a focus group of NGNs to provide a more comprehensive view of the study.  The researcher was 

available as a resource and visited with preceptors weekly.  It was hypothesized that NGNs 

would have an increase in confidence, and in transition to practice after a CA-based orientation. 

Significance of the Problem 

Hospitals are admitting patients who are sicker and more complex (patients may have 

two or more simultaneous chronic conditions) than patients from years past (Hsiung & Chiu, 

2009, Park & Jones, 2010, Spector et al., 2015).  This creates a workload that is arguably 

overwhelming to the NGN (Hsiung & Chiu, 2009).  Consequently, these NGNs have a high rate 

of turnover (Park & Jones, 2010, Zigmont et al., 2015).  Ensuring that NGNs receive a strong 

and structured orientation as they transition into practice as bedside nurses may produce NGNs 

with improved confidence and an improved transition to practice experience (Park & Jones, 

2010, Zigmont et al., 2015).  This may contribute to better retention rates, improved patient 

safety, and better patient outcomes. Moreover, studies show that the cost to orient NGNs can be 
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as high as $85,000; therefore, an improved orientation program could decrease nurse turnover 

rates, thereby creating a positive financial effect for hospitals (Culley et al., 2012, Sandau & 

Halm, 2010).   

Conceptual Framework 

The conceptual framework for this study is derived from Collins, Brown, and Newman’s 

(1991) work on cognitive apprenticeship (CA).  The cognitive apprenticeship model provides 

instructional concepts that can assist the novice in transitioning from student nurse to confident, 

newly graduated, practicing nurse.  Collins et al. looked at knowledge acquisition and how 

students learned reading and mathematics from a cognitive apprenticeship point of view.  They 

deduced that if students knew the steps of the thinking process that experts used in higher-order 

problem solving then the students could also apply the concepts to solve other problems (Collins 

et al., 1991).  The researchers found that students were able to apply what they had learned to 

different situations after following the steps of cognitive apprenticeship (Collins et al., 1991).  

In cognitive apprenticeship, traditional apprenticeship strategies are integrated into 

cognitive and metacognitive development (Collins et al., 1991).  In other words, CA seeks to 

teach more than basic knowledge and psychomotor skills but also the concealed processes of the 

thinking and culture of a profession (Taylor & Care, 1999).  The principles of CA have been 

used in a variety of occupations from teaching online to teaching auto mechanics in the 

classroom setting (Dennen & Burner, 2007; Parscal & Hencmann, 2008).  For example, 

Brannagan (2012) used CA as the framework for creating and teaching a graduate level, online 

finance education course for nurse executives.  Brannagan (2012) was able to apply this 

instructional strategy using a computer software program and found that concepts such as 

scaffolding allowed students to master the competencies without becoming engulfed in details.  
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Therefore, applying the concepts of CA during the clinical, preceptorship in orientation should 

have a positive outcome because CA will provide structure and direction.  Like students who 

learn cognitive and metacognitive processes to solve complex mathematical problems, the NGN 

must learn metacognitive processes to analyze patient conditions and situations.  Further, CA 

promotes knowledge integration because the NGN also learns the conditions and culture of how 

knowledge applies (Taylor & Care, 1999).  In other words, the knowledge is acquired within 

context or real-world setting.  

There are four dimensions in the CA model: (a) method—examines steps to develop 

expertise, (b) sequencing –involves the flow of learning activities such as increasing complexity 

and diversity, (c) sociology—examines the social aspects of the learning culture as in situated 

learning, and (d) content—looks at types of knowledge (Cash, Behrmann, & Stadt, 1997, Collins 

et al., 1991).  Cognitive apprenticeship posits that four types of knowledge are required for 

expertise. The types of knowledge are domains knowledge—facts and concepts specific to a 

discipline; heuristic strategies—“tricks of the trade” or general methods that have worked in the 

past; control strategies—practice of knowing what heuristic strategy to try; and learning 

strategies—knowledge garnered on how to attain new knowledge (Collins et al., 1989a, 1989b).   

For the purpose of this study, the first dimension, method, will serve as the lens from 

which to look at the hospital orientation process for NGNs.  The first dimension will be utilized 

because it speaks to the development of expertise.  The development of expertise coincides with 

the novice to expert theory that serves as the standard to measure nursing experience, which is 

the end goal for the novice.  There are six tenets in the method section that will be explored. 

These tenets are (a) modeling—demonstration and observation, (b) coaching—offering 

feedback, (c) scaffolding—providing support and withdrawing or fading as the learner becomes  
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Figure 1. Cognitive apprenticeship model (Collins, et al., 1989, p. ) 
 
more confident, (d) articulation—questioning to stimulate dialog, (e) reflection—looking back 

on what has been learned, and (e) exploration—discovering how to use what has been learned in 

other situations (Collins et al., 1987a, 1989b; Stalmeijer et al., 2009).  Talking out loud or 

sharing mental processes involved in problem solving is a way of sharing expert knowledge or 

wisdom that is typically shared little by little over a long period of time.  However, cognitive 

scientists believe that by deliberately externalizing or modeling those thought processes, the 

novice will be able to grasp, integrate, and utilize the knowledge with fewer and fewer prompts 

(Collins et al., 1989a, 1989b). 

Research Questions 

The research questions for this study were 

1. In comparing pretest and posttest scores of NGNs on the Casey-Fink Graduate Nurse 

Experience Survey, is there a difference in confidence and ease of transition to practice after the 

CA-based orientation? 

2. How do NGNs believe the CA-based orientation helped them transition into practice? 
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3. How do preceptors believe the CA-based orientation enhanced the preceptorship 

experience?   

Definition of Key Terms 

Cognitive Apprenticeship.  In this study, cognitive apprenticeship refers to guided, 

contextual, learning that externalizes what the expert does inside his or her mind while problem 

solving. This “making learning visible” approach promotes cognitive and metacognitive skills 

and processes whereas traditional apprenticeship only focuses on psychomotor skills (Collins et 

al., 1989a, 1989b; Dennen & Burner, 2007).  

Newly Graduated Nurse.  A newly graduated nurse is any nurse who has successfully 

completed and graduated from an undergraduate nursing program and is in the initial year of 

employment (Missen, McKenna, & Beauchamp, 2014).  Newly graduated nurse is synonymous 

with graduate nurse, new graduate nurse, and novice nurse.  

Preceptor. An experienced person who serves as a teacher or role model for a set period 

of time (Garneau, 2015). 

Preceptorship.  The preceptorship is an educational strategy for teaching/learning in the 

clinical setting where a novice is paired with an expert or competent and experienced nurse 

(Garneau, 2015).  

Transition to Practice.  Transition to practice refers to the role transition experienced by 

NGNs as they gain the skills, knowledge, and socialization needed to move from student nurse to 

practicing nurse (Clare & VanLoon, 2003). 

Zone of Proximal Development.  The Zone of Proximal Development is the area between 

what the novice is able to do on his or her own and what the novice is able to do after receiving 

guidance (Vygotsky, 1978). 
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Summary 

There is a high rate of turnover for NGNs in the hospital setting (Casey et al., 2011, Park 

& Jones, 2010).  Many of the NGNs indicate role stress and lack of confidence to manage a team 

of patients, as patients are now of higher acuity, as significant factors (Casey et al., 2011, Cylke, 

2012).  Hospitals utilize many different strategies during the orientation process to prepare NGN 

for his or her role as a bedside nurse (Ihlenfeld, 2005). The clinical preceptorship is one such 

strategy.  Many of the individual components of CA are utilized in hospital orientation programs, 

such as modeling, coaching, and scaffolding; however, rarely are all of the components 

implemented together (Dennen & Burner, 2007).  A structured cognitive apprenticeship style of 

orientation could prove to be an instructional strategy that would strengthen cognitive acquisition 

in the newly graduated nurse as well as promote retention and improve patient outcomes.   
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CHAPTER II 

LITERATURE REVIEW 

There are a variety of ways to approach teaching and learning for both collegiate and 

hospital clinical educators.  Hospital clinical educators are responsible for the clinical orientation 

of newly hired registered nurses, whereas collegiate educators coordinate the clinical 

preceptorship for senior level nursing students (Culley et al., 2012; Swihart & Jonstone, 2010).  

The clinical orientation is an important phase in the transition to practice from student nurse to 

independent, practicing nurse (Blegen, Spector, & Ulrich, 2015; Price, 2013; Swihart & 

Johnstone, 2010).  Further, healthcare facilities value newly graduated nurses (NGNs) who are 

able to transition into the practice setting in a timely manner (Sharpnack, Moon, & Waite, 2014).  

It is during this time of interaction when not only are skills and knowledge honed, but also unit 

culture is learned (Delfino, Williams, Wegener, & Homel, 2014; Price, 2013).  Different 

methods have been used to ensure when transfer of knowledge and skills occur between expert 

and novice during orientation (Ihlenfeld, 2005; Zigmont et al., 2015).  One widely used method 

is preceptor-based training (Salera-Vieira, 2009).  Most hospitals begin orientation with a 

classroom-style teaching approach where facility policies and procedures are shared, followed by 

clinical unit training with a preceptor (Culley et al., 2012).  And while there are a variety of 

programs designed to assist the new nurse into practice, such as nurse residency and transition to 

practice programs, they all vary in pedagogical frameworks (Missen et al., 2014).  Nonetheless, 

research reveals that the preceptor-based method of clinical orientation is the most frequently 
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utilized in all of these programs (Blegen et al., 2015; Windey et al., 2015).  What is more, the 

preceptor-based model aligns with the CA pedagogical framework because CA is embodied in 

situated learning and the preceptorship is a situated learning experience.  According to Collins et 

al. (1991) “cognitive apprenticeship refers to the focus of the learning-through-guided-

experience on cognitive and metacognitive . . . processes” (p. 457).   

Preceptor Role 

The preceptor-based model pairs a new nurse with an experienced nurse for a set length 

of time during the clinical unit orientation, which may vary from 6 to 8 weeks up to 6 months 

(Garneau, 2015; Salera-Vieira, 2009).  Preceptor-based orientations embrace apprenticeship 

principles in that a novice learns from an expert (Horton, DePaoli, Hertach, & Bower, 2012).  

Studies show that the role of the preceptor is important to the success of preceptor-based 

orientations because it is the preceptor who provides socialization, safeguards, coaches, and 

evaluates the NGN (Blegen et al., 2015; Delfino et al., 2014; Garneau, 2015; Horton et al., 

2012).  Additionally, it has been shown that structured orientation programs and the use of 

preceptor-based training in the clinical unit facilitate successful orientation program outcomes, 

such as patient safety and new nurse retention (Culley et al., 2012; Delfino et al., 2014; Spector 

& Echternacht, 2010).  Even more, Garneau (2015) suggested that the preceptorship aids in role 

transition for the NGN and at the same time promotes leadership development for the preceptor.  

Furthermore, Culley et al. (2012) conducted a 6-month study with new nurses using a structured 

orientation design and found a 20% improvement in turnover rates.    

Unfortunately, preceptor training is often omitted, leaving preceptors who feel 

unprepared for the preceptorship role (Spector & Echternacht, 2010).  Formal training for 

preceptors is an important element in successful clinical training programs (Delfino et al., 2014; 
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Salera-Vieira, 2009).  Delfino et al. (2014) used a 5-point Likert-type survey to determine if 

preceptors felt more prepared to precept orientees after a 2-day preceptor training workshop 

using the Vermont Nurse Internship Project/Partnership Model.  The researchers found the 

preceptors had a high level of satisfaction with the program, felt well prepared, and felt there was 

more support from management after formal training.  

Furthermore, the National Council of State Boards of Nursing (NCSBN), in its research 

on nurse residency programs, refers to the importance of the preceptor role in the transition to 

practice continuum (Spector et al., 2015).  The authors also noted reflection and feedback as 

important fibers in preceptor training (Spector et al., 2015).  Even more, the Accreditation 

Commission for Education in Nursing (ACEN) website (n.d.) referred to the importance of 

providing trained preceptors for nursing students in one of their standards for accreditation.  This 

applies to all organizations that seek accreditation through ACEN.  Therefore, training preceptors 

in the principles of CA as an instructional strategy along with preceptees can provide a more 

robust preceptorship experience for both students and orientees.  Consequently, providing 

preceptor training is also an ACEN standard for nursing schools that utilize hospital preceptors. 

Cognitive Apprenticeship 

Collins et al. (1987) suggested that methods used in traditional apprenticeship could also 

be used in the learning and teaching of cognitive skills and thus developed the phrase cognitive 

apprenticeship.  Cognitive apprenticeship combines theory and practice in a contextual setting 

thereby facilitating a more in-depth comprehension of problem solving (Collins et al., 1987).  

Further, it has been posited that learners learn best by practicing with problems related to real 

world situations (Collins et al., 1987; Lave & Wenger, 1991). This is often referred to as situated 
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learning or situated cognition (Collins et al., 1987; Lave & Wenger, 1991; Wooley & Jarvis, 

2007). 

The concept of apprenticeship has been implemented between expert and novice for years 

in the area of skill acquisition and professional education (Benner, 1984; Collins et al., 1991; 

Lave & Wenger, 1991; Taylor & Care, 1999).  Cognitive apprenticeship enables learners to have 

insight into implied knowledge and aids in the development of expertise through techniques such 

as modeling, coaching, articulation, reflection, exploration, and scaffolding, with all performed 

in an authentic learning environment (Collins et al., 1987; Gardiner & Anderson, 2013).  

Techniques to develop expertise are from the method dimension of the CA framework.  There 

are three additional dimensions in the framework.  They are sequencing, sociology, and content.  

Sequencing suggests strategies to utilize in learning activities such as going from simple to 

complex.  Sociology looks at the social surroundings of the learning situation.  Lastly, content 

focuses on types of knowledge used in the continuum to expertise such as heuristic strategies.  

What is more, Collins et al. (1987) asserted that these four dimensions are present in any learning 

environment.   

Several studies illustrated the effectiveness of CA in healthcare and education.  Taylor 

and Care (1999) used CA strategies during home health clinical rotations.  Case studies were 

used to reveal how CA principles were utilized.  The researchers acknowledged that in the 

clinical setting many of the tenets of CA are often utilized, though not acknowledged, such as 

scaffolding, modeling, and coaching.  And it was realized that a more heightened learning 

experience could occur if all of the principles of CA were used including reflection, exploration, 

and articulation because the students were more engaged (Taylor & Care, 1999).  Moreover, 

Taylor and Care (1999) asserted that with standardized use of CA, both experienced and novice 
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clinical instructors could provide improved learning experiences.  A limitation of the study was 

that the students were not queried about the teaching-learning strategy.  Also, no data were 

provided indicating whether clinical instructors felt that improvements in outcomes were 

achieved as a result of implementing CA strategies versus the normal method of placing a 

student nurse with a home health nurse. 

Similarly, Gardiner and Anderson (2013) explored the congruency of CA concepts and 

endoscopy training.  Gardiner and Anderson (2013) lauded the effect of scaffolding in clinical 

training and how theory and practice skills are essential in clinical education.  The researchers 

also described how an expert mentor provides guidance and instruction (coaching), which 

enables the learner to reach beyond his or her current competence level.  This concept also 

illustrates Zone of Proximal Development (ZPD) as described by Vygotsky (1978), which is 

frequently associated with CA and will be elaborated on later.  Moreover, Gardiner and 

Anderson (2013) referred to CA as a meaningful foundation for practitioners as they move along 

the novice to expert pathway.   

In a 2007 publication, Nickle demonstrated how CA strengthens the mentorship 

experience in the intensive care unit (ICU).  Specifically, the author described each of the four 

dimensions using examples from critical care nursing.  As a matter of fact, according to Nickle 

(2007), CA strategies can assist new nurses in not only acquiring transferable skills, but also with 

acclimation into unit culture.  As an example, Nickle (2007) acknowledged that the sociology 

dimension of CA involves understanding unit culture and collaborative learning, which aid in 

acquisition and integration of knowledge.  Additionally, collaboration within the ICU fosters 

situated learning and demonstrates how interdependent problem solving occurs daily in the ICU 

(Nickle, 2007).  
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Stalmeijer et al. (2009) conducted a focus group study utilizing three groups of 6th-year 

medical students to determine if CA teaching methods stimulated learning.  The students were 

informed of the six tenets that make up the method section of CA before their clinical rotations 

started and met in their respective focus groups after clinical rotations ended.  The researchers 

revealed that the medical students noted that all of the tenets were mostly used, especially in 

longer rotations, and felt that there was value in coaching, articulation, scaffolding, and the other 

tenets.  Further, Stalmeijer et al. (2009) suggested that just as previous studies had revealed, CA 

had a powerful influence on the learning experience.  Conversely, the primary issue described by 

the students was the inconstancy in the use of CA tenets by different instructors and suggested 

that more scaffolding, coaching, and modeling be practiced (Stalmeijer et al., 2009).  

Clinical training, even in the early days of nursing when nursing was taught in the 

hospital setting, involved modeling and coaching.  Taylor and Care (1999) advocated that in 

clinical education, using CA as an instructional strategy, it is vital that clinical instructors help 

students to understand how to apply what is learned to different situations.  Collins et al. (1987) 

described this as exploration.  Exploration aids students in learning how to analyze and 

implement what had been learned because students are accustomed to reasoning from what they 

have experienced or observed rather than from theoretical deduction (Collins et al., 1987).  Thus, 

exploration may promote critical thinking skills.  Scaffolding has also long been ingrained in 

clinical training as it is typically expected that the novice begin with simple tasks and then 

through guided learning take on more difficult tasks.  These studies in healthcare illustrated how 

the applications of all of the tenets in the method dimension of CA produce a positive outcome 

for the novice learner.  Both novice nurses and physicians require expert guidance in order to 
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become safe practitioners, become familiar with the social work environment, and move up the 

continuum to expert (Gardiner & Anderson, 2013; Sanders & Welk, 2005). 

Dennen and Burner (2007) suggested that CA happens naturally in the teaching/learning 

environment but that through intentional teaching and learning, cognitive processes are made 

more discernable.  Further, Dennen and Burner (2007) noted that some other instructional 

models are based on the CA tenets which all require guidance from an expert and support until 

the learner is able to perform on his or her own.  In the same way that CA principles are applied 

in the clinical setting, CA principles are also utilized in the online educational setting.  Several 

researchers have studied the use of CA in online learning.  Brannagan (2012) taught a graduate-

level online finance course using CA as the pedagogical framework.  The course utilized CA 

tenets where the instructor initially guided the students step-by-step in the use of the software, 

coached them on assignments, encouraged online dialogue and documentation of what they felt 

in problem solving assignments, and eventually faded support as the students progressed.  

Brannagan (2012) felt that employing this instructional strategy prevented the students from 

becoming overpowered with information and was a good way of providing online instruction.  

Statistical Package for the Social Sciences (SPSS) was taught online using CA as an 

instructional framework by Oriol, Tumulty, and Synder (2010).  The authors suggested that 

incorporating CA with the use of new technologies provides a cognitive climate that closely 

resembles the physical cognitive climate.  Likewise, Parscal and Hencmann (2008) studied CA 

in online learning and found that CA tenets, also referred to as instructional strategies by the 

author, aided in the development of expertise. Cognitive apprenticeship affords a learning 

environment whereby the teacher demonstrates a skill while providing rationale to the learner 

and then increases the complexity of the task as the learner develops increased understanding 
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(Collins et al., 1989; Parscal & Hencmann, 2008).  This scaffolded-type of learning provides 

sequenced and guided support in both online and physical learning.  Oriol et al. (2010) and 

Parscal and Hencmann (2008) both found CA valuable in facilitating learning in the online 

environment.   

Similarly, Kuo et al. (2012) conducted an experimental study on 88 fifth grade students 

using CA as the instructional strategy; students were randomly assigned to three groups, one 

experimental and two control groups. The experimental group used collaborative learning and 

CA, one of the control groups used personal learning and CA, while the second control group 

used personal learning and direct instruction (Kuo et al., 2012).  The researchers found that the 

students who were taught using CA and collaborative learning performed better than their 

counterparts.  Moreover, Kuo et al. (2012) established that the application of CA along with 

collaborative learning enhanced problem-solving activities and may promote higher-order 

thinking. 

Cognitive apprenticeship is a social, constructivist, learning theory (Dennen & Burner, 

2007).  Vygotsky (1978), a social scientist, suggested that the social surrounding of a learner’s 

environment (such as peers and teachers) has a powerful effect on his or her learning abilities.  In 

particular, the More Knowledgeable Other (MKO) is associated with the ZPD described by 

Vygotsky in knowledge acquisition (Kim, 2001).  The MKO is an expert, peer, or someone with 

previous experience who provides coaching, modeling, and scaffolding for the learner (Kim, 

2001). The Zone of Proximal Development is defined as “the distance between the actual 

developmental level as determined by independent problem solving and the level of potential 

development as determined through problem solving under adult guidance or in collaboration 

with more capable peers” (Vygotsky, 1978, p. 86).  Therefore, ZPD may be viewed as an area 
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where learning occurs and may require scaffolding of activities dependent upon the learner’s 

developmental stage (Collins et al., 1989a, 1989b).  Concepts of cognitive apprenticeship and the 

steps to educating nurses are congruent with constructivist learning theories (Nickle, 2007; 

Sanders & Welk, 2005). 

Modeling 

Modeling, which is demonstrated in mentoring, precepting, and coaching, has been 

shown to improve confidence (Ihlenfeld, 2005, Nickle, 2007).  In modeling, the inexperienced is 

placed with the experienced to learn through observation, explanation, and practice (Collins et 

al., 1987).  Preceptorships, just as mentorships, utilize the knowledge of the experienced to help 

assimilate learning for the inexperienced (Casey et al., 2011; Ihlenfeld, 2005; Nickle, 2007; 

Stalmeijer et al., 2009).  Studies regarding integrating new nurses into the critical care setting 

demonstrated the importance of experienced nurses’ verbalizing rationale for decisions made 

during patient care so that new nurses would understood the reasoning behind the decision-

making process (Ihlenfeld, 2005; Nickel, 2007).  Moreover, even though a skill or behavior may 

be modeled for the novice, if he or she is not in the ZPD, he or she may still not have the ability 

to perform the skill or task (Vygotsky, 1978).  Therefore, even though the NGN may have been 

shown a task, skill, or behavior, the preceptor should not add on another task until he or she is 

sure that the NGN understands and is able to replicate what has already been demonstrated.  

Nickle’s (2007) study of cognitive apprenticeship in mentoring new nurses in the ICU 

concluded that utilization of mentorship was useful in the knowledge acquisition and the 

socialization of new nurses.  Nickle reached this conclusion based on the examination of a 

mentorship model used with novice ICU nurses in Canada. This mentorship model included 

mentor development to strengthen communication skills, to understand the importance in 



 20 

coaching and giving feedback, and how to collaborate and reflect on events (Nickle, 2007).  

Furthermore, Nickle noted the importance of management support to the mentor and novice. 

Nickle explained that the mentor’s workload should be manageable so that he or she would have 

the needed time to explain and demonstrate to the novice.  

Similarly, Ihlenfeld (2005) examined hiring and mentoring newly graduated nurses in 

ICU and noted that mentorships assist newly graduated nurses in developing proficiency and 

confidence.  Ihlenfeld (2005) noted the importance of the NGN having an opportunity to follow 

and learn from the mentor as a strategy to avoid becoming overwhelmed and possibly 

transferring out of the critical care setting.  More importantly, Ihlenfeld (2005) noted that in past 

years new nurses were not allowed to work in critical care areas such as ICU’s until they had 

experience working the medical-surgical unit (also referred to as “the floor”).  Today’s NGNs 

are true novice because they may begin work in critical care immediately after graduation.  

Further, Ihlenfeld (2005) and Nickle (2007), also referenced the importance of management 

support in ensuring that mentor and NGN have matching work schedules to ensure consistency 

in training.  The difference to be noted in mentoring versus precepting is that precepting typically 

has a set time frame, whereas, mentoring does not (Garneau, 2015).  However, modeling 

behaviors are applicable in both settings.    

Scaffolding 

An important part of CA involves scaffolding and fading (Collins et al., 1987).  

Scaffolding has been shown to aid learners in organizing cognitive information for future recall 

(Oriole et al., 2010; Sanders & Welk, 2005).  Educationally, scaffolding is used metaphorically 

to depict a structure used to assist learners in obtaining their learning goals and is withdrawn 

little by little as learners develop more skill and confidence (Collins et al., 1987; Dennen & 
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Burner, 2007; Nickle, 2007).  The gradual withdrawing of support is referred to as fading 

(Collins et al., 1987; Nickle, 2007).  Many researchers refer to Vygotsky’s (1978) ZPD when 

discussing scaffolding because fading the scaffolding would occur once the learner has passed 

through the ZPD and is moving on to the next task (Collins et al., 1987; Dennen & Burner, 2007; 

Oriol et al., 2010).  Nursing education uses a scaffolded design of learning as students begin by 

learning fundamentals skills such as how to obtain vital signs through various instructional 

methodologies such as demonstration and modeling.  Then, by the end of the semester, the 

scaffold has been removed and the student is able to obtain vital signs without assistance from 

the clinical instructor.    

Scaffolding can affect the learner both cognitively and emotionally and may impact 

learner motivation and confidence (Dennen & Burner, 2007).  If support is withdrawn too soon 

before the learner has acclimated to functioning independently, then confidence may be lost; 

therefore, it is important that the learner has entered his or her ZPD before fading the scaffold 

(Dennen & Burner, 2007).  In a study by Oriol et al. (2010) scaffolding was shown to have 

positive learner outcomes when teaching SPSS online.  The study revealed how scaffolding 

online activities and using verbal cues helped in student engagement and comprehension because 

the interaction between student and instructor resembled more of a physical classroom presence 

(Oriel et al., 2010). 

Sanders and Welk (2005) described how scaffolding strategies for classroom and clinical 

settings for student nurses were beneficial.  The nurse educator study revealed that the 

approaches used in cognitive apprenticeship and scaffolding could improve the learning process 

for the student nurse and may strengthen teaching skills for faculty (Sanders & Welk, 2005).  

This study demonstrated the scaffolding strategy of requiring students to write down laboratory 
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results and patient implications in the clinical environment.  Then, after a few weeks, fading the 

scaffold of notecards and requiring students to verbalize the information to his or her clinical 

instructor (Sanders & Welk, 2005).  Test questions were also shown to provide a form of 

scaffolding as questions that were answered incorrectly were discussed to identify knowledge 

gaps so that incorrect understanding of concepts were not taken into the clinical setting (Sanders 

& Welk, 2005).   

In a study with medical students during clinical rotation, Stalmeijer et al. (2009) 

concluded that the cognitive apprenticeship model supported medical clinical training as well.  

The findings were supported by data that revealed how the students expressed satisfaction in 

training when engaged in clinical rotations that lasted at least ten weeks using CA principles 

(Stalmeijer et al., 2009).  Students expressed that the best clinical instructors took the time to ask 

what their skill and knowledge levels were and then built the experience around that information, 

explaining and or demonstrating in less or more detail as needed (Stalmeijer et al., 2009).  

Moreover, the study revealed that scaffolding motivated student learning (Stalmeijer et al., 

2009). 

Situated Learning 

Cognitive apprenticeship incorporates concepts from the traditional apprenticeship and 

focuses more on cognition to help promote metacognition (Brown, Collins, & Duguid, 1989; 

Parcal & Hencmann, 2008).  Learning that occurs in a contextual environment is referred to as 

situated learning or situated cognition (Lave & Wenger, 1991; Wooley & Jarvis, 2007).  This 

situated learning environment refers to the social, contextual, and collaborative learning that 

occurs when an experienced individual is training an inexperienced individual in an authentic 

setting (Collins et al., 1989; Lave & Wenger, 1991; Wooley & Jarvis, 2007).  It has been posited 
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that learning by doing helps learners develop better understanding when activities are related to 

real world situations; this helps to bring theory and practice together (Lave & Wenger, 1991; 

Nickle, 2007; Wooley & Jarvis, 2007).  Nurse educators use clinical rotations in the hospital as 

well as laboratory simulation to provide real world experience during nursing school; whereas, 

hospital educators use authentic practices with a preceptor to help ready new nurses during the 

orientation process (Ihlenfeld, 2005).  This is all in an effort to make knowledge more 

conspicuous in hopes of creating safe, confident, new nurses. 

Task visibility or making learning visible is a key concept in CA (Collins et al., 1987).  

Wooley and Jarvis (2007) suggested that in cognitive apprenticeship emphasis should be placed 

on the thinking that must take place before and as a physical task is carried out, which is why it 

is important to verbalize the steps of the task as it is being carried out.  Because nursing is a 

practice-oriented profession, it is desirable that students have learning experiences that take place 

both inside and outside of the classroom (Collins et al., 1991; Nickle, 2007).  Such experiences 

encourage situated learning, which is a principal component of CA (Collins et al., 1987; Lave & 

Wenger, 1991).   

Heuristic strategies that further promote metacognitive learning are made explicit during 

situated learning (Nickle, 2007).  Experts who serve as clinical instructors, mentors, and 

preceptors teach heuristic strategies in the situated learning environment (Nickle, 2007).  Even 

more, healthcare training has traditionally utilized the principles of cognitive apprenticeship in 

the clinical setting, though not explicitly acknowledged (Taylor & Care, 1999).  In a study by 

Taylor and Care (1999) it was concluded that teaching clinical knowledge in the clinical setting 

provided an authentic learning environment with better externalized expert thinking.  This was 
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illustrated through the use of case studies with students that demonstrated many of the cognitive 

apprenticeship strategies, which were later pointed out to the students (Taylor & Care, 1999). 

Wooley and Jarvis (2007) conducted a study with nursing students in the clinical setting 

using closed circuit television to teach bedside skills in a skills laboratory. The researchers 

recorded the activity and used the video with the students as a collaborative learning experience, 

with students receiving feedback both from the instructors and from peers (Wooley & Jarvis, 

2007).  It was recognized that this type of contextual learning provided an authentic environment 

to teach skills, thereby providing both physical and cognitive information (Wooley & Jarvis, 

2007).    

Summary 

Most of the studies in this literature review focused on how CA was applied in specific 

learning environments with very few experimental research designs presented.  Nonetheless, the 

benefits of CA can be seen in various parts of training programs in both education and 

healthcare.  Furthermore, implementing CA as an instructional strategy during nursing 

preceptorship promotes Benner’s (1984) novice-to-expert ideology because principles of CA aid 

in the development of expertise (Collins et al., 1989).  Moreover, Vygotsky’s (1978) social 

learning theory and ZPD are seen in many principles of CA, such as modeling, scaffolding, and 

situated learning (Oriole et al., 2010).  What is more, ZPD facilitates heuristic strategies through 

daily interaction between the expert and novice (Collins et al., 1987; Nickle, 2007).  Lave and 

Wenger (1991) noted there is an innate connection between knowledge acquisition and activity.  

Thus, learning in an authentic environment or providing situated learning should be viewed as an 

important aspect of CA.  Implementing the instructional strategies of CA during the hospital 

orientation should prove to be beneficial.    
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CHAPTER III 

METHODOLOGY 

This mixed methods, pretest-posttest study was used to examine if there would be a 

difference in newly graduated nurses’ (NGNs) confidence and ease of transition from student 

nurse to practicing nurse after the implementation of the instructional strategy, cognitive 

apprenticeship, during a preceptor based hospital orientation.  Mixed methods research designs 

combine both qualitative and quantitative data (Creswell, 2014).  After providing informed 

consent, The Casey-Fink Graduate Nurse Experience Survey (CFGNES) was administered as a 

pretest to the orientation group of new nurses (see Appendix A).  The NGNs then complete 

either a 6- or 8-week clinical orientation with a nurse preceptor who has received instruction 

from the researcher on CA.  A PowerPoint presentation was available, along with verbal 

instruction and a manual (see Appendices B and C) for the training. 

Through explanation and example, the researcher’s instructions prepared preceptors to 

utilize the principles of CA by both explaining and providing examples of CA.  The manual 

served as a weekly guide for preceptors as they engaged in clinical orientation using CA 

strategies with the NGNs.  What is more, the researcher had weekly contact with the preceptors 

and was available for any questions or concerns via cell phone and email.  Upon completion of 

the clinical orientation the NGNs again took the CFGNES as a posttest.  Preceptors continued to 

use the hospital’s skills/task checklist to ensure that NGNs were compliant with hospital 
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standards along with CA instructional strategies.  It was hypothesized that there would be a 

difference in confidence as well as ease of role transition after a CA preceptor based orientation. 

At the conclusion of the orientation, qualitative data were collected via two focus group 

interviews that assessed the participants’ feelings regarding the effectiveness of utilizing CA 

concepts during the clinical orientation.  Focus group questions were informed by the literature 

regarding NGNs’ lack of confidence and preceptors need for training.  One focus group 

consisted of preceptors and the second focus group consisted of NGNs.  Each preceptor was 

interviewed using open-ended questions to assess his or her beliefs regarding the use of CA as an 

instructional strategy during the preceptorship.  Each newly graduated nurse was interviewed to 

assess his or her perceptions of how a CA-based clinical orientation helped in the transition to 

practice continuum.    

Sample 

The convenience sample of study participants were newly graduated, non-experienced 

registered nurses who were new hires who may have already or were preparing to take the 

National Council Licensure Examination (NCLEX).  This population was selected because these 

are the individuals who experience role transition from student nurse to practicing nurse.  The 

study included new hire participants who were hired to work in various general medical/surgical 

units and critical care units of the hospital.  Participation in the study was strictly voluntary and 

participants could withdraw at any time during the process.  An exclusion criterion was new 

hires who were experienced registered nurses.   

A power analysis for the study was performed using G*Power to determine appropriate 

sample size.  Adequate sample size helps to ensure reliable statistical results (Lomax & Hans-

Vaughn, 2012).  An estimated power analysis for an independent t-test was 0.95 using G*Power 
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3.1.9 for N-51 participants.  Independent t-tests were run on survey items that pertained to 

confidence and frequency statistics were run on demographic data, job satisfaction, and transition 

to practice questions. 

Setting 

The setting for the cognitive apprenticeship study of hospital clinical orientation was a 

local, moderate-sized community hospital.  Implementation of CA strategies occurred on nursing 

units for which the NGNs were assigned.  The nursing units included critical care as well as 

medical-surgical units.  The hospital in this study did not utilize any specific pedagogical method 

during the clinical orientation preceptorship at the time of data collection, but was planning to 

implement the Lippincott professional development collection of products, which contained 

preceptor modules.  Nonetheless, behaviors such as coaching and modeling, which are elements 

in CA, were commonly employed during the preceptorship (Sanders & Welk, 2005). 

Recruitment 

The study focused on the clinical unit portion of nursing orientation.  In most cases, 

traditional nurse orientation programs are comprised of general human resource activities, 

clinical classroom activities, and end with the clinical unit orientation with preceptor support 

(Kiel, 2012).  Nurses who functioned as preceptors for NGNs were recruited to participate in the 

study on a voluntary basis.  Recruitment flyers were placed at the time clock of nursing units to 

solicit preceptor volunteers.  Also, newly graduated nurses who were in the clinical unit portion 

of orientation were asked to volunteer for the study.  Both participant groups were required to 

sign an informed consent prior to participating.  It was explained that both orientee participants 

and preceptor participants could withdraw from the study at any time and that their employment 

would not be affected by their decision to participate or not participate.  Approximately 10 
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minutes of time was requested from the hospital educator responsible for orientation to recruit 

NGN participants. 

Incentive for preceptor participation was a certificate of recognition that could be 

included in his or her employee file.  In addition, both preceptors and orientees received a $25 

pre-paid Visa card.  The primary investigator received approval from both the Institutional 

Review Board (IRB) of The University of Alabama and the local, moderate-sized community 

hospital.  The six tenets of CA (see Appendix D) were utilized during the clinical portion of 

orientation.  The CA preceptor manual, designed by the primary investigator (PI) and informed 

by the literature, served as an instructional guide for preceptors.  The manual was designed 

utilizing the ADDIE (Analysis, Design, Development, Implementation, and Evaluation) model 

for instructional design.  Furthermore, the PI previously served as a preceptor for both senior 

nursing students and new employee orientees for a number of years. 

Instrumentation 

The Casey-Fink Graduate Nurse Experience Survey (CFGNES) was administered as a 

pretest and posttest to NGNs.  The developers, Ms. Kathy Casey and Dr. Regina Fink, granted 

permission to utilize this instrument (see Appendix E).  There were five parts to the survey 

instrument that took approximately 15 to 20 minutes to complete (Casey et al., 2004).  The first 

section focused on skills and was measured with four questions.  The second section assessed the 

NGN’s comfort level with clinical performance and consisted of 25, 4-point, Likert-type scale 

questions ranging from strongly disagree to strongly agree.  The third section looked at job 

satisfaction and contained nine items with a 5-point, Likert-type scale ranging from very 

dissatisfied to very satisfied.  Section four concentrated on role transition and asked four 
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multiple-choice questions along with one open-ended question.  Lastly, section five looked at 

participant demographics. 

This instrument was chosen because it generates data regarding the NGN’s transition into 

practice, confidence, skill set, and aspects of job satisfaction.  In this study, the CFGNES was 

used to assess whether utilization of the principles of CA during hospital clinical orientation 

contributed to an increase in confidence and ease of transition into the role of practicing nurse.   

Reliability and Validity of the Survey 

The CFGNES was developed, and later revised, to measure an NGN’s experience as he 

or she enters into practice and through the transition phase of moving from student nurse to 

practicing nurse.  Furthermore, the tool was tested for content validity by “an expert panel of 

nurse directors and educators in both academic and private hospital settings” (Casey et al., 2004, 

p. 304).  The Alpha coefficient of internal reliability of the original instrument was .78 (Casey et 

al., 2004).  Fink, Krugman, Casey, and Goode (2008) used repeated measures with the CFGNES 

and yielded an Alpha coefficient of .89.   

Data Collection 

Data collection occurred at the beginning of the orientation process prior to starting the 

clinical unit orientation and at the end of the clinical unit orientation process.  The primary 

investigator obtained informed consent from each participant.  Newly graduated nurse orientees 

completed the CFGNES before beginning the clinical orientation portion of the orientation 

process and again upon the completion of the clinical orientation process.  To further strengthen 

data results, two focus group interviews were conducted to gain insight into perceptions on the 

use of CA strategies during the orientation process.  Focus group interviews were conducted with 

both preceptors and NGNs, separately.  Interview data were then coded and analyzed by hand.  
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The PI was responsible for handling and storing all collected research study data. Consent forms, 

survey results, and interview recordings have been locked in a file cabinet by the PI and will be 

destroyed after 6 years.    

Data Analysis 

Data analysis from the survey was conducted using the most current version of SPSS 

(Statistical Package for the Social Sciences) to calculate the independent t-test.  After organizing 

and transcribing the data from the two focus groups, coding was conducted by hand analysis.  

Coding narrows data into themes, which assisted in providing answers to research questions 

(Creswell, 2011).  Qualitative data assisted in providing a connection to quantitative data.  The 

timeline for data collection was estimated at 3 months.  Table 1 indicates how data from the 

instrument and interviews were used to answer the research questions.   

Table 1 

Research Questions 

Instrument of Measurement Research Question 

  
Casey-Fink Graduate Nurse Experience Survey In comparing pretest and posttest scores of 

NGNs on the Casey-Fink Graduate Nurse 
Experience Survey, is there a difference in 
confidence and ease of transition to practice, 
after the CA-based orientation? 

Focus Group Interview How do NGNs believe the CA-based 
orientation helped them transition into practice? 

Focus Group Interview 

 

How do preceptors believe the CA-based 
orientation enhanced the preceptorship 
experience? 
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Validity of the Study 

Validity in mixed methods research is described as the utilization of approaches to avoid 

potential issues with data collection, analysis, and interpretation that may interfere with the 

connection or merging of quantitative and qualitative data (Creswell & Clark, 2011).  Creswell 

and Clark (2011) cited many potential threats to validity when connecting data.  A few are 

mentioned here such as selecting inappropriate participants for data collection, both 

quantitatively and qualitatively, including qualitative data without explaining its use, and not 

interpreting the two databases in order.  These validity threats were avoided by using the same 

individuals for follow up, explaining that qualitative data would help to inform quantitative data, 

and listing and explaining quantitative data before qualitative data.    

Summary 

Newly graduated nurses have a high turnover rate as they begin the transition from 

student nurse to practicing nurse.  The nursing literature cited lack of confidence and stress as 

significant factors for NGNs during the transition to practice progression.  To help combat the 

problems associated with the transition to practice, many hospitals have instituted nurse 

residency programs and enhanced preceptor training during the orientation phase as a means of 

support for NGNs.  This study employed CA as an instructional strategy during the preceptorship 

of orientation to investigate whether the NGN would have an increase in confidence and ease of 

transition to practice, at the end of the clinical orientation period.  A gap exists in the literature 

regarding an exact pedagogical strategy for preceptorships, both during hospital clinical 

orientation and academic clinical preceptorships.  

A mixed methods research design was employed to answer the research questions for this 

study.  Although the focus of data from the CFGNES was confidence, skills, and transition, other 
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pertinent information was obtained concerning job satisfaction, which may be of value to the 

participating institution.  Furthermore, most research performed using CFGNES focused on 

nurse residence programs with no research found using the CFGNES to evaluate preceptorship 

experiences.  This study could help to provide external validity to the CFGNES, as it examined 

the role of a CA-based preceptorship and its implications in the transition to practice for NGNs. 
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CHAPTER IV 

FINDINGS 

The aim of this study was to determine if the implementation of an instructional strategy 

during the preceptorship portion of orientation would increase the confidence and ease of 

transition for newly graduated nurses (NGNs).  The psychometric properties of the Casey-Fink 

Graduate Nurse Experience Survey (CFGNES) were assessed in this study to evaluate 

confidence, skills, and transition to practice.  The survey was administered at the beginning of 

the orientation preceptorship and upon completion of the orientation preceptorship.  Areas 

assessed by the survey included skills, confidence, job satisfaction, and participant 

demographics.  Preceptors of the NGNs were verbally informed of the principles of cognitive 

apprenticeship (CA), and given a training manual, and received biweekly follow-up visits from 

the primary investigator (PI).  Preceptors could also contact the PI at any time during the study.  

The data regarding confidence was analyzed by determining which questions in the 

survey were most applicable to confidence and then a construct or latent variable was 

established.  Latent variables in the social sciences refer to concepts that cannot be measured 

directly, such as confidence (Fields, 2013).  Twenty out of 24 questions in the survey were used 

in the confidence construct.  An independent t-test was run on the latent variable and on each 

question used in the latent variable examining the difference in pretest and posttest results.  

The independent t-test looks at differences between the overall means of two samples 

(Fields, 2013).  The d family of effect size was used to calculate the degree of difference 

between the posttest and the pretest group.  Effect size yields an equitable measure of the 
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importance of an observed effect or, put another way, the effect size quantifies the difference 

between two groups (Fields, 2013).  Effect size interpretations according to Cohen (1988) are .80 

equals a large or larger than typical effect, .50 equal a medium or typical effect, and .20 equals a 

small or smaller than typical effect.  Subtracting the mean of the second group (posttest) from the 

mean of the first group (pretest) and dividing by the pooled standard deviation of both groups 

determined the effect size d (Leech, Barrett, & Morgan, 2015).  

Instrumentation 

Permission was received from Kathy Casey and Regina Fink, creators of the Casey-Fink 

Graduate Nurse Experience Survey (CFGNES), to utilize the survey tool (see Appendix E).  A 

total of 20 items were garnered from the section designed to measure confidence, which were 

used to create a latent variable.  The items each had a 4-point Likert-type scale ranging from 

strongly disagree to strongly agree.  The section that surveyed skills was a write-in section that 

supplied a list of skills from which the participants could choose.  Four questions were in the 

transition section, with a varying four or five answer choices.  Additional sections of the survey 

included a job satisfaction portion that contained nine questions and a demographic portion that 

asked 15 questions such as age, gender, and degree received, such as Associate Degree in 

Nursing (ADN), Diploma, or Bachelor of Science in Nursing (BSN). 

Sample 

The research sample began with 51 NGNs who were beginning the preceptorship portion 

of orientation and concluded with 46 NGNs.  The NGNs were given the CFGNES prior to the 

first day of the preceptorship.  Newly graduated nurses in the study were predominately from 

local community colleges and were Caucasian and female in the 20-25-age range.  Likewise, 

preceptors in the study were predominately Caucasian and female.  Additionally, the majority of 
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preceptors held an Associate degree, and ranged in age between 26 and 55.  Preceptors were 

nurses with varying levels of experience that had been selected by their respective nurse 

managers to serve as preceptors.  The preceptors were instructed on the principles of CA and 

given a manual with the tenets of CA illustrated in a table.   

Independent Sample t-test Statistics 

Low confidence levels in NGNs have been cited as a significant factor when transitioning 

from student nurse (Casey et al., 2004; Cowin & Hengstberger-Sims, 2006; Salera-Viera, 2009).  

The confidence latent variable revealed that posttest results were significantly different from 

pretest results (p = .012).  The percentage increase from pretest to posttest was 4.30%.  Of the 20 

questions that were surveyed regarding confidence, 10 were found to be statistically significant 

(p < 0.05).  

Independent sample t-tests were run on 20 questions that related to confidence.  The 

results showed whether there was a difference in each item by comparing the mean, standard 

deviation, and p-value of the pretest group and the posttest group.  The table below illustrates the 

findings of the construct for confidence as well as for the other 20 items related to confidence. 

Table 2 

Confidence Construct (Latent Variable/Construct) 
 
Latent 
Construct 

M SD T Df p d 

Pretest 3.00 .31 -2.565 95 .012 .55 
Posttest 3.18 .35     
 

Table 2 shows that posttest results were different from pretest results on the latent variable of 

confidence (p =. 012), which was statistically significant. Inspection of the two group means 

indicated that the average pretest score (M = 3.00) was significantly lower than the posttest score 
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(M = 3.18).  The difference between the means was 0.18 on a 4-point survey. The Cohen’s d for 

effect size was approximately 0.55, which is a typical size for effects in the behavioral sciences. 

The percentage increase from pretest to posttest was 4.30%.  

Table 3 
 
Confidence Communicating With Physicians 
 
Item 1 M SD T Df P d 
Pretest 2.29 .64 -4.57 95 .0001 .93 
Posttest 2.91 .69     
 

Table 3 shows that the posttest results were significantly different from the pretest results 

regarding communicating with physicians (p = .001). Inspection of the two group means 

indicated that the average pretest score (M = 2.29) was significantly lower than the posttest score 

(M = 2.91). The difference between the means was 0.62 on a 4-point survey. The Cohen’s d 

effect size was approximately 0.93 which is a large effect size in the behavioral sciences. The 

percentage increase from pretest to posttest was 15.5%. 

Table 4 

Comfortable With Dying Patient 
 
Item 2 M SD T Df P d 
Pretest 2.53 .64 -2.21 95 .029 .45 
Posttest 2.83 .68     
 
Table 4 shows that the posttest results were different from the pretest results regarding knowing 

what to do for a dying patient (p = .029), which was statistically significant. Inspection of the 

two group means indicated that the average pretest score (M = 2.53) was significantly lower than 

the posttest score (M = 2.83). The difference between the means was 0.30 on a 4-point survey. 

The Cohen’s d effect size was approximately 0.45 which is a medium effect size in the 

behavioral sciences. The percentage increase from pretest to posttest was 7.5%. 
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Table 5 

Comfortable Delegating 
 
Item 3 M SD T Df P d 
Pretest 3.04 .53 -2.60 95 .011 .42 
Posttest 3.33 .56     
 
Table 5 shows that the posttest results were different from the pretest results regarding delegating 

tasks to the nursing assistant (p = .011), which was statistically significant.  Inspection of the two 

group means indicated that the average pretest score (M = 3.04) was significantly lower than the 

posttest score (M = 3.33).  The difference between the means was 0.29 on a 4-point survey.  The 

Cohen’s d effect size was approximately 0.42 which is a medium effect size in the behavioral 

sciences. The percentage increase from pretest to posttest was 7.2% 

Table 6 
 
Asking for Help 
 
Item 4 M SD T Df P d 
Pretest 3.35 .59 -1.22 95 .22 .25 
Posttest 3.50 .59     
 
Table 6 shows that the posttest results were different from the pretest results regarding asking for 

help from other registered nurses on the unit (p =. 22), which was not statistically significant. 

Inspection of the two group means indicated that the average pretest score (M = 3.35) was lower 

than the posttest score (M = 3.50). The difference between the means was .15 on a 4-point 

survey.  The percentage increase from pretest to posttest was 3.8%.   

Table 7 

Difficulty Prioritizing 
  
Item 5 M SD T Df P d 
Pretest 2.59 .70 -2.46 95 .016 .51 
Posttest 2.89 .48     
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Table 7 shows that the posttest results were different from the pretest results regarding 

prioritizing patient care needs (p = .016), which was statistically significant. Inspection of the 

two group means indicated that the average pretest score (M = 2.59) was significantly lower than 

the posttest score (M = 2.89). The difference between the means was 0.30 on a 4-point survey. 

The Cohen’s d effect size was approximately 0.51 which is a medium effect size in the 

behavioral sciences. The percentage increase from pretest to posttest was 7.5%. 

Table 8 

Preceptor Provides Encouragement 

Item 6 M SD T Df P d 
Pretest 3.31 .55 -1.57 95 .121 .32 
Posttest 3.51 .62     
 
Table 8 shows that the posttest results were different from the pretest results regarding preceptor 

encouragement and feedback (p = .121), which was not statistically significant.  Inspection of the 

two group means indicated that the average pretest score (M = 3.31) was lower than the posttest 

score (M = 3.50). The difference between the means was .19 on a 4-point survey.  The 

percentage increase from pretest to posttest was 4.8%. 

Table 9 

Staff is Available to Me 
 

Item 7 M SD T Df P d 
Pretest 3.37 .60 -.90 95 .37 .24 
Posttest 3.51 .55     
 
Table 9 shows that the posttest results were different from the pretest results regarding staff 

availability during new situations and procedures (p =. 37), which was not statistically 

significant. Inspection of the two group means indicated that the average pretest score (M = 3.37) 
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is lower than the posttest score (M = 3.51). The difference between the means was .14 on a 4-

point survey.  The percentage increase from pretest to posttest was 3.5%.  

Table 10 

Overwhelmed by Patient Load 
 

Item 8 M SD T Df P d 
Pretest 2.45 .67 -2.02 95 .05 .40 
Posttest 2.72 .62     
 
Table 10 shows that the posttest results were different from the pretest results regarding feeling 

overwhelmed by patient care responsibilities and workload (p =. 05), which was statistically 

significant. Inspection of the two group means indicated that the average pretest score (M = 2.45) 

was significantly lower than the posttest score (M = 2.72). The difference between the means is 

.27 on a 4-point survey. The Cohen’s d effect size was approximately 0.40, which is a medium 

effect size in the behavioral sciences. The percentage increase from pretest to posttest was 6.8%. 

Table 11 

Supported by Nurses on the Unit 
 

Item 9 M SD T Df P d 
Pretest 3.33 .55 -1.44 95 .15 .30 
Posttest 3.50 .59     
 
Table 11 shows that the posttest results were different from the pretest results regarding feeling 

supported by the nurses on the unit (p = .15), which was not statistically significant. Inspection 

of the two group means indicated that the average pretest score (M = 3.33) was lower than the 

posttest score (M = 3.50). The difference between the means is .17 on a 4-point survey.  The 

percentage increase from pretest to posttest was 4.2%. 



 40 

Table 12 

Comfortable Communicating With Patients and Family 
 

Item 10 M SD T Df P d 
Pretest 3.10 .61 -2.15 95 .03 0.43 
Posttest 3.34 .53     
 
Table 12 shows that the posttest results were different from the pretest results regarding comfort 

with communicating with patients and their families (p =. 03), which was statistically significant. 

Inspection of the two group means indicated that the average pretest score (M = 3.10) was 

significantly lower than the posttest score (M = 3.34). The difference between the means was .24 

on a 4-point survey. The Cohen’s d effect size was approximately 0.43, which is a medium effect 

size in the behavioral sciences. The percentage increase from pretest to posttest was 6.0%. 

Table 13 

Able to Complete Assignment on Time 
 

Item 11 M SD t Df P d 
Pretest 2.86 .49 -1.20 95 .23 .25 
Posttest 3.00 .63     
 
Table 13 shows that the posttest results were different from the pretest results regarding ability to 

complete patient care assignment on time (p =. 23), which was not statistically significant.  

Inspection of the two group means indicated that the average pretest score (M = 2.86) was lower 

than the posttest score (M = 3.00). The difference between the means was .14 on a 4-point 

survey.  The percentage increase from pretest to posttest was 3.5%. 

Table 14 

Job Expectations are Realistic 
 

Item 12 M SD t Df P d 
Pretest 3.11 .55 -.76 95 .45 .14 
Posttest 3.02 .68     
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Table 14 shows that the posttest results were different from the pretest results regarding realistic 

job expectations (p = .45), which was not statistically significant. Inspection of the two group 

means indicated that the average pretest score (M = 3.11) was higher than the posttest score (M = 

3.02). The difference between the means was negative .09 on a 4-point survey.  The percentage 

decrease from pretest to posttest was 2.5%. 

Table 15 

Prepared to Complete job Responsibilities 
 

Item 13 M SD t Df P d 
Pretest 2.71 .58 -2.55 95 .01 .51 
Posttest 3.00 .56     
 
Table 15 shows that the posttest results were different from the pretest results regarding feeling 

prepared to complete job responsibilities (p =. 01), which was statistically significant. Inspection 

of the two group means indicated that the average pretest score (M = 2.71) was significantly 

lower than the posttest score (M = 3.00). The difference between the means was .29 on a 4-point 

survey. The Cohen’s d effect size was approximately 0.51, which is a medium effect size in the 

behavioral sciences. The percentage increase from pretest to posttest was 7.2%. 

Table 16 

Comfortable Making Suggestions for Changes to Nursing Plan of Care 
 

Item 14 M SD t Df P d 
Pretest 2.53 .61 -2.67 95 .01 .55 
Posttest 2.85 .56     
 
Table 16 shows that the posttest results were different from the pretest results regarding feeling 

comfortable making suggestions for changes to the nursing plan of care (p =. 01), which was 

statistically significant. Inspection of the two group means indicated that the average pretest 

score (M = 2.53) was significantly lower than the posttest score (M = 2.85). The difference 
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between the means was .32 on a 4-point survey. The Cohen’s d effect size was approximately 

0.55, which is a medium effect size in the behavioral sciences. The percentage increase from 

pretest to posttest was 8.0%. 

Table 17 

Difficulty Organizing Patient Care Needs 
 

Item 15 M SD t Df P d 
Pretest 2.53 .64 -3.36 95 .001 .68 
Posttest 2.93 .53     
 
Table 17 shows that the posttest results were different from the pretest results regarding 

difficulty organizing patient care needs (p =. 001), which was statistically significant. Inspection 

of the two group means indicated that the average pretest score (M = 2.53) was significantly 

lower than the posttest score (M = 2.93). The difference between the means was .40 on a 4-point 

survey. The Cohen’s d effect size was approximately 0.68, which is a medium effect size in the 

behavioral sciences. The percentage increase from pretest to posttest was 10%. 

Table 18  

Feel may Harm Patient due to Lack of Knowledge 
 

Item 16 M SD t Df P d 
Pretest 2.86 .72 -.95 95 .35 .20 
Posttest 3.00 .70     
 
Table 18 shows that the posttest results were different from the pretest results regarding harming 

a patient due to lack of knowledge (p =. 45), which was not statistically significant. Inspection of 

the two group means indicated that the average pretest score (M = 2.86) was lower than the 

posttest score (M = 3.00). The difference between the means is .14 on a 4-point survey.  The 

percentage increase from pretest to posttest was 3.5%. 
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Table 19 

My Preceptor is Helping me to Develop Confidence 
 

Item 17 M SD T Df P d 
Pretest 3.31 .47 -1.94 95 .06 .39 
Posttest 3.52 .59     
 
Table 19 shows that the posttest results were not very different from the pretest results regarding 

preceptor’s help in developing confidence (p = .06), which was not statistically significant. 

Inspection of the two group means indicated that the average pretest score (M = 3.31) was lower 

than the posttest score (M = 3.52). The difference between the means was .21 on a 4-point 

survey. The pretest score started out relatively high (M = 3.31) not leaving much of an area for 

increase on a 4-point survey.  The percentage increase from pretest to posttest was 5.2%. 

Table 20 

Satisfied with my Chosen Nursing Specialty 
 

Item 18 M SD t Df P d 
Pretest 3.59 .54 .71 95 .48 .14 
Posttest 3.50 .69     
 
Table 20 shows that the posttest results were different from the pretest results regarding 

satisfaction with chosen specialty (p =. 48), which was not statistically significant.  Inspection of 

the two group means indicated that the average pretest score (M = 3.59) was higher than the 

posttest score (M = 3.50).  The difference between the means was negative .09 on a 4-point 

survey.  The percentage decrease from pretest to posttest was 2.2%. 

Table 21 

My Work is Exciting and Challenging 
 

Item 19 M SD t Df P d 
Pretest 3.64 .48 1.15 95 .25 .22 
Posttest 3.52 .59     
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Table 21 shows that the posttest results were different from the pretest results regarding finding 

work exciting and challenging (p = .48), which was not statistically significant. Inspection of the 

two group means indicated that the average pretest score (M = 3.64) was higher than the posttest 

score (M = 3.52). The difference between the means was negative .12 on a 4-point survey.  The 

percentage decrease from pretest to posttest was 3.0%. 

Table 22 

Manager Provides Encouragement 
 

Item 20 M SD t Df P d 
Pretest 3.51 .54 2.95 95 .004 .60 
Posttest 3.13 .72     
 
Table 22 shows that the posttest results were different from the pretest results regarding manager 

encouragement and feedback (p =. 004), which was statistically significant.  Inspection of the 

two group means indicated that the average pretest score (M = 3.51) is significantly higher than 

the posttest score (M = 3.13).  The difference between the means was negative .38 on a 4-point 

survey. The Cohen’s d effect size was approximately 0.60, which is a medium effect size in the 

behavioral sciences.  The percentage decrease from pretest to posttest was 9.5%. 

Statistical significance refers to the p value.  In SPSS, the p value is recorded as Sig., 

which stands for significance level.  A result is seen as statistically significant if the p value is < 

.05, which means that the probability of a result occurring because of an intervention is high; 

whereas, a result occurring due to chance is low (Leech et al., 2015).  From the 10 items that 

exhibited statistical significance, Table 3, confidence communicating with physicians, exhibited 

the most significance p = .0001.  Table 17, difficulty organizing patient care needs was second 

with p = .001.  Table 14, job expectations are realistic; 20, satisfied with chosen specialty; and 

21, my work is exciting and challenging, revealed a decrease in posttest scores from pretest 
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scores but with no statistical significance.  Interestingly, Table 22, manager provides 

encouragement, also exhibited a decrease in posttest scores from pretest scores. However, this 

test did have statistical significance.  The items that revealed a decrease in posttest scores are 

discussed in Chapter V.   

Confidence has been cited as a significant factor that affects NGNs when transitioning 

from student nurse (Clare & VanLoon, 2003; VanWyngeeren & Stuart, n.d.).  The confidence 

latent variable revealed that posttest results were different from pretest results (p = .012), which 

was statistically significant. The percentage increase from pretest to posttest was 4.30%.  Of the 

20 questions that were surveyed regarding confidence, 10 were found to be statistically 

significant.  

Frequency Statistics 

Posttest frequency distributions were run on questions that applied to demographic data, 

job satisfaction, and transition to practice.  Frequency distributions illustrate the frequency with 

which answer choices were chosen and allow that data to be displayed in table format (Fields, 

2013).   

Demographic data of participants that completed the study yielded 46 participants; 93.5% 

were females, n = 43; and 6.5% were males, n = 3.  Ethnicity results were 67.4% Caucasian, n = 

31; 30.4% African American, n = 14; and 2.2% Hispanic, n = 1.  Participant age ranges were 

65.2% between the ages of 20-25, n = 30; 21.7% between the ages of 26-30, n = 10; 6.5%, 

between the ages of 31-36, n = 3; and 6.5% between the ages of 37-40, n = 3. Area of chosen 

specialty was 63% critical care, n = 29; 26.1% medical-surgical, n = 12; and 10.9% other areas 

within the hospital, n = 5.  Figures 2 through 5 illustrate these data.  Job satisfaction results are 

shown in Table 23.  
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Table 23 

Job Satisfaction 

 Very 
Satisfied 

Moderately 
Satisfied 

Neither 
Satisfied 
nor 
Dissatisfied 

Moderately 
Dissatisfied 

Very 
Dissatisfied 

Starting Salary 4 (8.7%) 23 (50%) 9 (19.6%) 9 (19.6%) 1 (2.2%) 

Benefits 6 (13%) 25 (54.3%) 12 (26.1%) 3 (6.5%) 0 

Vacation 6 (13%) 14 (30.4%) 21 (45.7%) 5 (10.9%) 0 

Hours Worked 10 (21.7%) 29 (63%) 5 (10.9%) 2 (4.3%) 0 

Weekends Off 7 (15.2%) 20 (43.5%) 10 (21.7%) 7 (15.2%) 2 (4.3%) 

Responsibility 7 (15.2%) 24 (52.2%) 11 (23.9%) 4 (8.7%) 0 

Advancement 
Opportunities 

11 (23.9%) 23 (50%) 12 (26.1%) 0 0 

Encouragement 
& Feedback 

15 (32.6%) 22 (47.8%) 4 (8.7%) 0 0 

Choosing Shifts 10 (21.7%) 14 (30.4%) 19 (41.3%) 2 (4.3%) 1 (2.2%) 

 

 

Figure 2.  Gender graph. 
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Figure 3.  Ethnicity graph. 

 

Figure 4.  Age graph. 
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Figure 5.  Area of specialty graph. 

The four survey questions that pertained to transition to practice were (a) what 

difficulties, if any, are you currently experiencing with the transition from the student role to the 

registered nurse role?; (b) what could be done to help you feel more supported or integrated into 

the unit?; (c) what aspects of your work environment are most satisfying?; (d) what aspects of 

your work environment are least satisfying? Tables 24 to 37 illustrate the frequency data of 

answers from the 46 posttest participants. Paraphrases were used for both the questions and 

responses for table configuration. 
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Table 24 

Difficulties Experiencing Transition 

Responses Frequency Percent 

Role expectations (e.g., autonomy, being in charge or a preceptor, 
more responsibility) 

6 13.0 

Lack of confidence (e.g., MD communication, delegation, 
knowledge deficit, critical thinking) 

24 52.2 

Workload (e.g., prioritizing, organizing, patient acuity, feeling 
overwhelmed, ratios) 

11 23.9 

Fears (e.g., patient safety) 2 4.3 

Orientation issues (e.g., unit familiarization, learning technology, 
relationship with multiple preceptors, information overload) 

3 6.6 

Totals 46 100 

 

Table 25 

Feels Supported in the Unit 

Responses Frequency Percent 

Improved orientation (e.g., preceptor support, orientation 
extension, unit specific skills practice) 

17 37.0 

Increased support (e.g., manager, RN, and educator 
feedback and support, mentorship) 

8 17.4 

Unit socialization (e.g., being introduced to staff and MDs, 
opportunities for staff development) 

11 23.9 

Improved work environment (e.g., gradual ratio changes, 
more assistance from unlicensed personnel, involvement in 
schedule and committee work)  

10 21.7 

Totals 46 100.0 
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Table 26 

Aspects of Work Environment Most Satisfying 

Responses Frequency  Percent 

Peer support (e.g., belonging, team approach, helpful and friendly 
staff)  

19 41.3 

Patients and families (e.g., making a difference, positive feedback, 
patient satisfaction, patient interaction) 

19 41.3 

Ongoing learning (e.g., preceptors, unit role models, mentorship) 3 6.5 

Professional nursing role (e.g., challenge, benefits, fast pace, critical 
thinking, empowerment) 

4 8.7 

Positive work environment (e.g., good ratios, available resources, 
great facility, up-to- date technology) 

1 2.2 

Totals 46 100.0 

 

Table 27   

Aspects of Work Environment Least Satisfying 

Responses Frequency Percent 

Nursing work environment (e.g., unrealistic ratios, tough 
schedule, futility of care) 

10 21.7 

System (e.g., outdated facilities and equipment, small 
workspace, charting, paperwork) 

27 58.7 

Interpersonal relationships (e.g., gossip, lack of 
recognition, lack of teamwork, politics) 

7 15.2 

Orientation (e.g., inconsistent preceptors, lack of feedback) 2 4.3 

Totals 46 100.0 

 

Lack of confidence scored highest in response to the question of what difficulties are you 

currently experiencing with transitioning from student nurse to practicing nurse. Workload 

scored second highest. Preceptor support and consistency and opportunities for unit socialization 

scored first and second highest in relation to the question asking about feeling supported on the 
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unit. Peer support and making a difference were both equally highest scoring in relation to 

aspects of the job found to be most satisfying. Finally, system, which takes into account 

equipment, and work environment were the two top scorers in response to what aspects of the 

job are least satisfying. 

Qualitative Data 

A narrative qualitative design was utilized for data collection. Two focus group 

interviews were held, one with NGNs and one with preceptors.  Each group consisted of six 

participants.  A semi-structured interview format was used.  Participants of each group were 

informed that they were free to discuss any aspect of the preceptorship experience that they 

desired and that discussions within the group should be kept confidential.  Open-ended broad 

questions were asked by the researcher to solicit insight into the participant’s personal 

impressions and experiences.  Interviews were held in the meeting room of a local coffee shop 

away from the participants’ workplace. One concern of focus groups is to foster an environment 

of openness while obtaining information about a topic (Kvale & Brinkmann, 2009).  Discussions 

were conducted in an interview style and recorded with the researcher serving as the moderator.  

Participants appeared to enjoy sharing their experiences with the researcher and with each other.  

Interviews lasted approximately 60 minutes.  The recordings were then transcribed and 

coded by hand for thematic analysis.  Open coding was used to retrieve concepts from the 

interviews using a line-by-line approach.  In vivo coding involves verbatim analysis that utilizes 

the participant’s words to identify codes (Saldana, 2016).  Conceptually similar concepts 

developed the themes that emerged. 

There were two major themes that emerged from the NGN focus group.  They were the 

experience level of some preceptors and lack of confidence.  Newly graduated nurse participant 



 52 

one commented about her preceptor, “Functioning as a preceptor was a new role to her.”  Newly 

graduated nurses indicated that even though they felt that their respective confidence levels had 

increased since the beginning of the orientation program, they were also continuing to build on 

confidence.  This was reflected in the research in that quantitative data for confidence 

communicating with physicians ranked high on t-tests but at the same time, lack of confidence 

ranked high on frequency statistics thus indicating a continuation of confidence development.  

Lack of confidence in frequency statistics included delegation, knowledge deficit, critical 

thinking, and physician communication.  Also, many of the NGNs in the focus group indicated 

that his or her assigned preceptor had less than 1 year of experience, which they believed might 

have impacted the experience.   

Additionally, the NGN focus group revealed that they felt that feedback or reflection was 

a positive and important part of the preceptorship experience.  The reflection process ranged 

from feedback with a discussion component to self-reflection by the NGN after the workday had 

ended.  Reflection, autonomy, and talking out loud were listed as helpful in the transition to 

practice, along with coaching and modeling.  Most of the NGNs felt that in time transitioning 

would be easier and that nothing could substitute for the time needed to acclimate into a new 

role.  

Two major themes that emerged from the preceptor focus group were the significance of 

coaching and modeling during precepting and proper training for the role of preceptor.  Preceptor 

participant four stated “having this manual was helpful because I had never really been told how 

to precept anyone.”  Preceptors noted that they believed that coaching and modeling are an 

intrinsic occurrence when training new nurses. Preceptor participant two remarked, “Modeling 

and coaching is something that I use with every single student or new employee I train.”  The 
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facility at which the research study was conducted had experienced a recent high rate of turnover 

of nurses, which resulted in many newer nurses serving as preceptors.  This occurrence may have 

accounted for the appreciation of training materials and follow-up from the PI during the 

preceptorship experience.  Thinking out loud, which can be categorized as articulation in the CA 

process, was indicated as an intrinsic occurrence with the more experienced preceptors.  The 

more experienced preceptors noted they constantly explain why they are doing what they are 

doing and engage the preceptee in discussions of rationale for plan of care for patients.  During 

the interviews, newer nurses stated that listening to rationales given while thinking out loud by 

the experienced preceptors helped them to realize the importance of a given situation and that as 

a new preceptor they planned to become more cognizant of thinking out loud whenever 

precepting or training new nurses.  

Summary 

The findings offer results from NGNs based on an orientation that varied in length 

depending on area of specialty as well as workplace needs.  Some pretest-posttest results did not 

yield statistical significance, while other pretest-posttest results decreased after completing 

orientation.  Qualitative results varied depending on number of preceptors as well as experience 

level of preceptors.  Moreover, qualitative results revealed beliefs and concerns held during the 

orientation period by both NGNs and preceptors.  Further discussion of the findings, 

implications, and recommendations occur in Chapter V.  
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CHAPTER V 

DISCUSSION, IMPLICATIONS, LIMITATIONS, AND RECOMMENDATIONS 

The purpose of this study was to explore whether the use of an instructional strategy used 

during the hospital orientation preceptorship would make a difference in the confidence level and 

ease of transition for newly graduated nurses (NGNs).  A mixed methods research design was 

used to test the effect of the cognitive apprenticeship instructional strategy during the preceptor 

model of hospital orientation.  Pretest and posttest of confidence items on the Casey-Fink 

Graduate Nurse Experience Survey (CFGNES), posttest frequency statistics of transition to 

practice items on the CFGNES, and focus group interviews were utilized in data analysis.  The 

same participants were utilized for the pretest, posttest, and focus groups. 

Most hospitals utilize the preceptor-based model when training new nurses, therefore the 

preceptorship can also be seen as a transition to practice strategy. Newly graduated nurses are 

transitioning from the role of student nurse into the role of practicing nurse during the 

preceptorship experience.  Cognitive apprenticeship is an instructional strategy that can facilitate 

the preceptorship. This instructional strategy provides structure and guidance for preceptors as 

well as support for NGNs.  Lack of confidence has been cited globally as a hindrance in 

transition to practice and as a probable cause for the high rate of turnover among NGNs (Pfaff, 

Baxter, Jack, & Ploeg, 2014). 

Discussion of Findings 

The results reflected the value of incorporating an instructional strategy into 

preceptorship. Cognitive apprenticeship (CA), the instructional strategy utilized in this study, 
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helped nurses who serve as preceptors have a greater awareness of their role as a teacher and 

helped NGNs feel more supported in the transition from student nurse to NGN.  Cognitive 

apprenticeship differs from traditional apprenticeship in that cognitive apprenticeship employs a 

thinking-out-loud strategy that allows learners to have insight into the decision making of the 

expert (Collins et al., 1987; Gardiner & Anderson, 2013).  Moreover, cognitive apprenticeship 

allows for the convergence of theory and practice in a real world setting.    

The primary instruments used in this study were the CFGNES and focus group semi-

structured interviews conducted by the primary investigator (PI).  The CFGNES was developed 

to evaluate new graduate nurse experience as he or she transitioned from the role of student nurse 

to practicing nurse (Casey et al., 2004).  This tool has also been utilized to assess nurse residency 

programs that were created as a transition to practice strategy for NGNs (Casey et al., 2004).  

Focus group data provided lived, daily perspectives of both NGNs and preceptors and helped to 

inform the quantitative results.  Time spent in orientation varied depending on selected nursing 

units. Medical-surgical unit orientation was 6 weeks and critical care orientation was 8 weeks.   

Research Question 1 

In comparing pretest and posttest scores of NGNs on the CFGNES, was there a 

difference in confidence and ease of transition to practice after a CA-based orientation?  A latent 

variable for confidence was formed from 20 items on the CFGNES that pertained to confidence.  

An independent sample t-test was run on the latent variable as well as each of the 20 items.  

Posttest results were different from pretest results on the latent variable confidence (p = .012), 

which was statistically significant.  Observation of the two group means indicated that the 

average score (M = 3.00) was significantly lower than the posttest score (M = 3.17).  The 

difference between the means was 0.17 on a 4-point survey.  The effect size d was approximately 
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0.55, which is a medium effect size in the behavioral sciences.  The percentage increase from 

pretest to posttest was 4.30%.  Additional data from the research further supported these 

findings.  Focus group interviews from NGNs revealed that even though most felt somewhat 

more comfortable than when they began, they continued to work on confidence building.  

Participant five remarked, “My confidence level is still pretty low, but definitely compared to 

when I first started, it is like night and day.”  Posttest frequency statistics for the transition to 

practice query that listed lack of confidence as a choice ranked highest with 52.2%.  The lack of 

confidence answer choice included the following examples: difficulty communicating with 

physicians, delegating tasks, lack of knowledge, and critical thinking.  Any of these examples 

could have accounted for this selection being chosen.  Independent sample t-test results for the 

Likert-type scale question of confidence communicating with physicians revealed that the 

posttest results were different from the pretest results (p = .001), which was statistically 

significant.  Examination of the two group means included that the average score (M = 2.29) was 

significantly lower than the posttest score (M = 2.91).  The difference between the means was 

0.62 on a 4-point survey. The effect size was approximately 0.93 which is a large effect size in 

the behavioral sciences. A 15.5% increase occurred from pretest to posttest.  These results 

indicated an affirmative response to the research question of difference in level of confidence, 

while at the same time corroborating the participants’ responses of an increase in confidence but 

with confidence building ongoing as the transitioning process continued. 

Four questions on the survey pertained specifically to transition to practice.  The first 

question was in regard to confidence and has already been addressed.  The second question 

regarded feeling supported in the unit.  The answer with the highest frequency response was need 

for an improved orientation, which included examples such as preceptor support, orientation 
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extension, and unit specific skills practice.  Newly graduated nurses from medical-surgical units 

shared that their orientation times had been “cut short because of staffing shortages.”  The third 

question inquired as to what was most satisfying in the work environment.  Peer support, which 

included examples such as belonging, team approach, and helpful and friendly staff had the same 

high frequency as patients and families, which included examples such as making a difference, 

positive feedback, patient satisfaction, and patient interaction. The last question regarding 

transition to practice asked what aspects of the work environment were least satisfying.  System 

scored highest, which included examples such as outdated facilities and equipment, small 

workspace, charting, and paperwork.  Additionally, independent t-test data regarding preceptor 

encouragement showed an approximate increase of 5% from pretest to posttest. 

Confidence is a difficult variable to test; however, the CA-based orientation did result in 

several responses that indicated an increase in confidence and ease of transition.  While 

participants revealed that they had room for growth in these areas, it was also shown that the CA-

based orientation made them fundamentally more confident entering the role of a registered 

nurse.  Furthermore, participants suggested that experienced preceptors facilitated ease of 

transition best. Experienced preceptors stated in the interviews that many of the principles of CA 

are done routinely when they train both new employees and students.  Conversely, preceptors 

new to the role were not familiar with many of the concepts of CA and relied more heavily on 

the manual. 

Research Question 2 

How do NGNs believe the CA-based orientation helped them transition into practice?  

During the focus group interviews, NGNs were asked to explain how preceptorship experiences 

aided in transitioning into the role of practicing nurse.  The NGNs overwhelmingly indicated that 
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learning and transitioning were continuing processes for them. Newly graduated participant two 

remarked,  

I mean like the first few couple of days that I came off of orientation, I was like a chicken 
with my head cut off.  I kinda felt uneasy about the training wheels coming off, but then I 
was like okay, this is it.  
 
After listening to remarks about the preceptorship experience, the PI allowed the NGNs 

to see a printed model of the tenets of CA to further facilitate the discussion of the preceptorship 

in regard to the principles of CA.  Most of the NGNs indicated that they experienced a majority 

of the tenets of CA during the preceptorship but would have welcomed more reflection or 

feedback from the preceptor.  Excerpts from two participants are below. 

“I didn’t get a lot of feedback. I know it takes longer, but that’s one of the things I wish I 

would have would have gotten more of,” stated participant three.  Participant four added, “I 

didn’t really do reflection with my preceptor, but when I was by myself I did.  I would do 

reflection by myself when I learned new things, I was like ‘Wow’ I did that.”  Frequency 

statistics for the question that pertained to feeling supported in the unit more supported revealed 

that 37% would have liked a better orientation, which included preceptor support and 

consistency, orientation extension, and unit-specific skills practice.  Shortened orientation time 

and sometimes having more than one preceptor are factors to be considered in these responses.  

Also, newly graduated nurses who had preceptors that were more experienced referenced more 

positive experiences than NGNs that had less-experienced preceptors. Respondents stated that 

experienced preceptors granted more autonomy, which was translated as a more robust real 

world learning experience and better facilitated the role transition. 
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Research Question 3   

How do preceptors believe the CA-based orientation enhanced the preceptorship 

experience? The preceptors in this study expressed positive feedback about the principles of CA.  

Many of the preceptors were newer nurses, less than 2 years of experience, and were happy to 

receive a manual that could assist with preceptor responsibilities.  The more experienced 

preceptors, greater than 5 years, viewed the principles of CA as something that they commonly 

used, however, they were not aware of their behaviors qualifying as part of an instructional 

strategy. Both inexperienced and experienced preceptors expressed gratitude for the experience 

of participating in a research study and expressed value for the opportunity to participate in a 

focus group discussion concerning precepting.  All preceptors understood the concept of an 

apprenticeship and identified the traditional concepts of apprenticeship as having relevancy to 

the traditional preceptorship.  Nurses who were newer to serving as a preceptor expressed the 

value and importance of features of cognitive apprenticeship such as explaining as you go or 

talking aloud, scaffolding, and reflection.  One experienced preceptor in the focus group 

remarked, “Modeling and coaching is something that I use with every single student or new 

employee I train,” and “We reflected throughout the day. That way it’s fresh on their mind and 

you can give rationale then. You could talk back and forth.”  

All of the tests from the independent t-test statistics revealed higher posttest scores, 

whether statistically significant or not, with the exception of four tests. The four tests that 

exhibited higher pretest scores than posttest scores were regarding job expectations, chosen 

specialty selection, exciting and challenging work, and manager encouragement.  The first three 

of the four tests demonstrate a higher pretest score and lower posttest score, but with no 

statistical significance.  Table 14, Job Expectations are Realistic, showed a pretest score (M = 
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3.11) and posttest score (M = 3.02), but without statistical significance.  This decrease may be 

explained by the fact that the pretest was taken before beginning work on the unit when job 

expectations would be expected to be high in comparison to after the responsibility of the 

workload has been shifted to the NGN.  One NGN focus group participant remarked that it was 

an uneasy feeling “having the training wheels come off” and another indicated the desire to 

always ask questions. 

Data from the second test in Table 20, addressed satisfaction with chosen specialty.  This 

test had a pretest score (M = 3.59) and posttest score (M = 3.50), but without statistical 

significance.  Since this decrease is negligible, it could be due to random error.  Another 

rationale could be that some of the NGNs discovered that the unit that they chose did not work 

well for them.  For example, at least one of the NGNs that was assigned to a critical care unit left 

the unit at the end of the orientation.  Data from the third test in Table 21, shows the results of 

whether the NGN found his or her work to be exciting and challenging.  The pretest score (M = 

3.64) and posttest score (M = 3.52) did not have statistical significance.  The decrease could be 

explained by the fact that the pretest was taken before beginning work on the respective units, 

then noting a slight difference in excitement once solely responsible for a team of patients.  

Finally, data from Table 22, which presents manager encouragement, showed a pretest score (M 

= 3.51) and posttest score (M = 3.13) with statistical significance (p = .004).  This decrease in 

score does not appear to be due to random error and may be seen as an anomaly since nurse 

managers do not typically have a lot of day-to-day interaction with NGNs.  At the same time, 

this information may be valuable to hospital educators and administrators in the training of 

mangers citing the importance of increased interaction with NGNs while in orientation. 
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Implications 

Cognitive apprenticeship is an instructional strategy that can be used in the clinical 

orientation to help preceptors share implicit knowledge with NGNs to achieve metacognition and 

improve confidence as they transition into the role of practicing nurse.  According to Brown et 

al. (1989), CA focuses on the mental process of acquiring knowledge and therefore helps to 

promote metacognition.  Cognitive apprenticeship is an appropriate fit with the clinical 

preceptorship because it provides an authentic or real-world learning environment.  The literature 

shows that learning in this type of environment provides situated learning that can facilitate the 

connection between theory and practice (Lave & Wenger, 1991; Nickle, 2007; Wooley & Jarvis, 

2007).  Additionally, the situated learning environment that occurs during the preceptorship 

provides an opportunity to make learning visible, which is further facilitated through talking out 

loud during training.  Wooley and Jarvis (2007) suggested it is important to place emphasis on 

the thinking that must take place before and during completing tasks.  In this study, NGN 

participants indicated that they found thinking out loud by preceptors valuable.  Ihlenfeld (2005) 

and Nickel (2007) acknowledged that preceptors verbalizing rationale for patient care decisions 

helped to provide foundational knowledge for decision making by NGNs once working 

independently.  Therefore, hospital educators should teach the principles of CA to preceptors to 

best facilitate the preceptorship of both new employees and student nurses.  Cognitive 

apprenticeship can also be integrated with other orientation frameworks such as the quality and 

safety education for nurses (QSEN) project.    

Most transition to practice strategies focus on nurse residency programs that begin while 

the NGN is in orientation and typically continue throughout the first year. Preceptorships occur 

during the first 6 weeks or more while the NGNs is also participating in the nurse residency 
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program.  With the increased rate of new nurse turnover, attention is beginning to focus more on 

the importance of orientation and preceptorships in the development of the NGN (Blegan et al., 

2015; Kiel, 2012).  This study revealed that implementing CA strategies during the preceptorship 

phase of orientation enhanced confidence, while also acknowledging that confidence building in 

NGNs is an ongoing process.  Utilizing preceptors who have been trained in CA has promise for 

better preparing NGNs as they transition from student nurse to practicing nurse as well as senior 

level nursing students during their preceptorship experience. 

Moreover, this study showed that preceptors are typically not aware of instructional or 

teaching strategies used as part of the preceptorship experience.  Nonetheless, research reveal 

that components of teaching strategies such as coaching, modeling, and scaffolding are often 

employed by preceptors without knowledge of it (Nickel, 2007).  In any case, more training is 

indicated for preceptors so that strong support can be provided to NGNs and to nurses who are 

new at serving as preceptors.  Preceptors in this study indicated that they found the principles of 

CA to be helpful when training new employees. These preceptors should share what they learned 

from the study with coworkers who also serve as preceptors and continue to build on the 

principles learned.  Additionally, nurses should advocate for training as preceptors before 

accepting the role of preceptor.  Current literature indicated that preceptor training is often 

overlooked leaving preceptors who are unprepared to provide much needed support to NGNs 

(Spector & Echternacht, 2010).  This in turn, perpetuates an already low confidence level in the 

NGN.   

The Zone of Proximal Development described by Vygotsky (1978), and referred to in 

CA, refers to the area of increase in knowledge of what the novice is able to do on his or her own 

and the what the novice is able to do with assistance.  The preceptorship experience is 
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compatible with the ZPD because it is during this time that the NGN is able to expand on 

existing knowledge while developing new knowledge.  Preceptors also teach heuristic strategies 

which help with the development of metacognition. Heuristic strategies are made explicit when 

preceptors think out loud and share their rationale for handling particular patient situations.  

Coaching and modeling are other ways of sharing heuristic strategies. 

This study indicates the need for preceptor training programs as a means of providing 

support to both the preceptor and the NGN.  The preceptorship facilitates the ZPD for NGNs 

through preceptor guidance. New preceptors in this study indicated that no prior training had 

taken place (the institution in the research study did provide self-study modules as preceptor 

training, but no preceptor in the study had completed all of the modules) to prepare them for the 

role of preceptor and that receiving a manual from the PI was very helpful.  Current literature 

further supported this claim as researchers have searched for solutions to assist preceptors with 

the task of training NGNs as well as senior level nursing students (Spector & Echternacht, 2010).  

A group of researchers in Vermont found that preceptors who were offered a 2-day training 

workshop had a high level of satisfaction with the training and felt more prepared and supported 

by management (Delfino et al., 2014).  Even more, the Accreditation Commission for Education 

in Nursing (ACEN) (n.d.) referred to the importance of properly trained preceptors and it is an 

ACEN standard for nursing schools that utilize hospital preceptors. Most preceptor training 

programs focus on learning styles, but rarely introduce preceptors to teaching styles or teaching 

strategies (Garneau, 2015).  Hospitals should ensure that preceptors receive training to produce 

best outcomes for NGNs.  Incorporating a CA-based orientation can provide the support needed 

when transitioning from student nurse to NGN. At the same time, satisfying an ACEN standard.    
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Limitations 

Attrition was one limitation of the study.  The study began with 51 participants and ended 

with 46 participants. Also, the majority of NGN participants were hired into critical care units 

such as the intensive care unit (ICU) versus medical-surgical and other units, which offer a 

longer orientation, 8 weeks compared to 6 weeks.  This presented an unequal distribution of 

nursing units.  By the same token, some of the nurses who were hired into medical-surgical units 

received shortened orientation times (less than 6 weeks), which may have negatively impacted 

their orientation experience.  Due to staffing shortages, many of the medical-surgical NGNs 

reported that they received only 3 weeks of the allotted 6 weeks of scheduled orientation.   

Another limitation was that NGNs were sometimes paired with more than one preceptor.  

Length of time with a second preceptor varied and sometimes the second preceptor was not a 

part of the study.  Having more than one preceptor often affects the orientation because each 

preceptor has his or her own way of executing patient care.  Further, even though preceptors 

were given a manual explaining the principles of CA, it was not possible in this study to know if 

all of the concepts were used during the preceptorship.  A possible strategy to ensure that the 

manual is followed in future studies could be to create a checklist for the preceptor.  

Lastly, the experience level of preceptors varied from new preceptor to experienced 

preceptor. Many of the preceptors had only served as a preceptor one time prior, while others had 

served as a preceptor for many years.  Because NGNs also had a school preceptorship 

experience, they were able to note differences in the degree of autonomy given by experienced 

preceptors versus novice preceptors.  Newly graduated nurses also noted that novice preceptors 

sometimes lacked confidence in training when compared to experienced preceptors. 
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Recommendations 

Recommendations for future research have been identified based on the results, 

implications, and limitations of this study. Replicating this study with a more in-depth preceptor 

training and a larger group of participants from multiple sites would provide greater diversity and 

generalizability of the study.  Additionally, a longitudinal study of participants would also yield 

valuable data regarding both the preceptorship and role transition for NGNs.  This study 

illustrates the importance of preceptor training and its impact on NGNs.  Hospital educators 

should seek to ensure that preceptors receive training for their role as facilitators for both nursing 

students and new employees.  Including principles of CA in preceptor training programs can 

empower those serving as preceptors with effective teaching strategies and enhance confidence 

for better outcomes in NGNs as they transition into the role of practicing nurse. The principles of 

CA are applicable to preceptorships for senior level nursing students as well as employee 

orientation for NGNs; therefore, preceptors who are familiar with CA would better prepare 

nursing students for employment.  Conducting a study that integrates QSEN concepts with CA 

could also be beneficial.   

Second, healthcare facilities could use NGN job satisfaction data when designing 

orientations to include more of the items indicated by positive feedback in the study while 

working to improve on items that received negative to neutral feedback.  Further, preceptors who 

participated in the study should seek to continue to build on the knowledge gleaned to become 

champions of better outcomes for NGNs.  Likewise, NGNs should receive a strong preceptorship 

so that they may be better preceptors themselves when in the preceptor role.  Ongoing 

collaborative discussions among preceptors to include hospital nurse educators would add value 
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to preceptor training programs.  Well-designed preceptorships would strengthen nurse residency 

programs that are also in place to ease role transition for NGNs.   

Finally, developing an instrument that focuses specifically on transition to practice could 

assist in creating better teaching and learning strategies for both NGNs and preceptors.  A 

transition to practice instrument would also add to the literature and help nurse educators better 

prepare nursing students to enter the workforce with a more realistic understanding of what to 

expect as they move from nursing student to practicing nurse.  This new instrument could be 

developed through the combined efforts of both nurse educators and hospital educators.  

Summary 

Developing preceptor-training programs that utilize instructional strategies can enhance 

the orientation and training sessions for both employee and student preceptorships. Examining 

and implementing teaching strategies with preceptors can provide a better teaching and learning 

experience for both preceptors and NGNs as well.  This study adds to the literature on best 

practices in the pedagogy and the importance of preceptorships.  Helping NGNs build confidence 

through talking out loud strategies and promoting autonomy through the principles of CA yields 

NGNs who have an increased confidence and may promote workplace retention.  The results 

validate the need to improve preceptorship experiences for NGNs and training for those who 

serve as preceptors.  
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 Casey-Fink Graduate Nurse Experience Survey (revised)  
© 2006 University of Colorado Hospital. All rights reserved.  
I. List the top three skills/procedures you are uncomfortable performing independently at this 
time? (Please select from the drop down list) list is at the end of this document.  
 
1.  
2.  
3.  
4. ________I am independent in all skills  
II. Please answer each of the following questions by placing a mark inside the circles:  
        STRONGLY DISAGREE                                  DISAGREE                       AGREE    STRONGLY AGREE  
 
1. I feel confident 
communicating 
with physicians.  
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
2. I am comfortable 
knowing what to do 
for a dying patient.  
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
3. I feel 
comfortable 
delegating tasks to 
the Nursing 
Assistant.  
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
4. I feel at ease 
asking for help 
from other RNs on 
the unit.  
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
5. I am having 
difficulty 
prioritizing patient 
care needs.  
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
6. I feel my 
preceptor provides 
encouragement and 
feedback about my 
work.  
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
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7. I feel staff is 
available to me 
during new 
situations and 
procedures.  
 

¡ _ 
 

¡ _ 
 

¡ _ 
 

¡ _ 
 

 
8. I feel 
overwhelmed by 
my patient care 
responsibilities and 
workload.  
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
9. I feel supported 
by the nurses on my 
unit.  
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
10. I have 
opportunities to 
practice skills and 
procedures more 
than once.  
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
11. I feel 
comfortable 
communicating 
with patients and 
their families.  
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

        STRONGLY DISAGREE                           DISAGREE                  AGREE  STRONGLY AGREE  
 
12. I am able to 
complete my 
patient care 
assignment on time.  
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
13. I feel the 
expectations of me 
in this job are 
realistic.  
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
14. I feel prepared 
to complete my job 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
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responsibilities.  
 
 
15. I feel 
comfortable making 
suggestions for 
changes to the 
nursing plan of 
care.  
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
16. I am having 
difficulty 
organizing patient 
care needs.  
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
17. I feel I may 
harm a patient due 
to my lack of 
knowledge and 
experience.  
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
18. There are 
positive role 
models for me to 
observe on my unit.  
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
19. My preceptor is 
helping me to 
develop confidence 
in my practice.  
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
20. I am supported 
by my 
family/friends.  
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
21. I am satisfied 
with my chosen 
nursing specialty.  
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
22. I feel my work 
is exciting and 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
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challenging.  
 
 
23. I feel my 
manager provides 
encouragement and 
feedback about my 
work.  
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
24. I am 
experiencing stress 
in my personal life.  
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
25. If you chose agree or strongly agree, to #24, please indicate what is causing your stress. (You may circle 
more than once choice.)  
 
a. Finances  
b. Child care  
c. Student loans  
d. Living situation  
e. Personal relationships  
f. Job performance  
 
g. Other ______________________________  
 
How satisfied are you with the following aspects of your job:  
VERY DISSATISFIED  MODERATELY 

DISSATISFIED  
NEITHER SATISFIED  
NOR DISSATISFIED  

MODERATELY SATISFIED  VERY SATISFIED  

Salary   
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

Vacation   
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

Benefits 
package  

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

Hours that you 
work  

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

Weekends off 
per month  

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

Your amount of 
responsibility  

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

Opportunities      
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for career 
advancement  

¡ _ 
 

¡ _ 
 

¡ _ 
 

¡ _ 
 

¡ _ 
 

Amount of 
encouragement 
and feedback  

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

Opportunity for 
choosing shifts 
worked  

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
¡ _ 
 

 
 
Transition (please circle any or all that apply)  
 
1. What difficulties, if any, are you currently experiencing with the transition from the 
"student" role to the "RN" role?  
a. role expectations (e.g. autonomy, more responsibility, being a preceptor or in charge)  
b. lack of confidence (e.g. MD/PT communication skills, delegation, knowledge deficit,  
critical thinking)  
c. workload (e.g. organizing, prioritizing, feeling overwhelmed, ratios, patient acuity)  
d. fears (e.g. patient safety)  
e. orientation issues (e.g. unit familiarization, learning technology, relationship with multiple 
preceptors, information overload)  
 
2. What could be done to help you feel more supported or integrated into the unit?  
a. improved orientation (e.g. preceptor support and consistency, orientation extension, unit specific 
skills practice)  
b. increased support (e.g. manager, RN, and educator feedback and support, mentorship)  
c. unit socialization (e.g. being introduced to staff and MDs, opportunities for staff socialization)  
d. improved work environment (e.g. gradual ratio changes, more assistance from unlicensed 
personnel, involvement in schedule and committee work)  
 
3. What aspects of your work environment are most satisfying?  
a. peer support (e.g. belonging, team approach, helpful and friendly staff)  
b. patients and families (e.g. making a difference, positive feedback, patient satisfaction,  
patient interaction)  
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c. ongoing learning (e.g. preceptors, unit role models, mentorship)  
d. professional nursing role (e.g. challenge, benefits, fast pace, critical thinking,  
empowerment)  
e. positive work environment (e.g. good ratios, available resources, great facility, up-to-  
date technology)  
4. What aspects of your work environment are least satisfying?  
a. nursing work environment (e.g. unrealistic ratios, tough schedule, futility of care)  
b. system (e.g. outdated facilities and equipment, small workspace, charting, paperwork)  
c. interpersonal relationships (e.g.gossip, lack of recognition, lack of teamwork, politics)  
d. orientation (inconsistent preceptors, lack of feedback)  
 
5. Please share any comments or concerns you have about your residency program:  
______________________________________________________________________________  
V. Demographics: Circle the response that represents the most accurate description of your 
individual professional profile.  
 
1. Age: _______ years  
 
2. Gender:  
a. Female  
b. Male  
 
3. Ethnicity:  
a. Caucasian (white)  
b. Black  
c. Hispanic  
d. Asian  
e. Other  
f. I do not wish to include this information  
 
4. Area of specialty:  
a. Adult Medical/Surgical  
b. Adult Critical Care  
c. OB/Post Partum  
d. NICU  
e. Pediatrics  
f. Emergency Department  
g. Oncology  
h. Transplant  
i. Rehabilitation  
j. OR/PACU  
k. Psychiatry  
l. Ambulatory Clinic  
m. Other:  
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5. School of Nursing Attended (name, city, state located):  
 
6. Date of Graduation:  

7. Degree Received: AD: ________ Diploma: ________ BSN: ________ ND: ________  
 
8. Other Non-Nursing Degree (if applicable):  

9. Date of Hire (as a Graduate Nurse):  
 
10. What previous health care work experience have you had:  
a. Volunteer  
b. Nursing Assistant  
c. Medical Assistant  
d. Unit Secretary  
e. EMT  
f. Student Externship  
g. Other (please specify):  
 
11. Have you functioned as a charge nurse?  
a. Yes  
b. No  
 
12. Have you functioned as a preceptor?  
a. Yes  
b. No  
 
13. What is your scheduled work pattern?  
a. Straight days  
b. Straight evenings  
c. Straight nights  
d. Rotating days/evenings  
e. Rotating days/nights  
f. Other (please specify):  
 
14. How long was your unit orientation?  
a. Still ongoing  
b. ≤ 8 weeks  
c. 9 – 12 weeks  
d. 13 – 16 weeks  
e. 17 - 23 weeks  
f. ≥ 24 weeks  
 
15. How many primary preceptors have you had during your orientation?  
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_________ number of preceptors  
16. Today’s date:  
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Drop down list of skills  
Assessment skills  
Bladder catheter insertion/irrigation  
Blood draw/venipuncture  
Blood product administration/transfusion  
Central line care (dressing change, blood draws, discontinuing)  
Charting/documentation  
Chest tube care (placement, pleurovac)  
Code/Emergency Response  
Death/Dying/End-of-Life Care  
Nasogastric tube management  
ECG/EKG/Telemetry care  
Intravenous (IV) medication administration/pumps/PCAs  
Intravenous (IV) starts  
Medication administration  
MD communication  
Patient/family communication and teaching  
Prioritization/time management  
Tracheostomy care  
Vent care/management  
Wound care/dressing change/wound vac  
Unit specific skills _______________________________________ 
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Cognitive 
Apprenticeship in 
Hospital Orientation 
Preceptor Training  
Betty Key, MSN, RN, CCRN 
Doctor of Education Candidate 
The University of Alabama 

Goals 

•  To understand the concepts of cognitive apprenticeship 
and how to utilize those concepts with newly graduated 
nurses. 

•  To assist newly graduated nurses in role transition from 
student nurse to practicing nurse.  

•  To help foster confidence and independence in the newly 
graduated nurse. 
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Introduction 

•  The purpose of  this training is to acquaint and guide 
preceptors in the utilization of cognitive apprenticeship 
(CA).  

•  Cognitive apprenticeship is a teaching strategy that has 
been used to promote the development of expertise and 
aid the novice in understanding how the expert thinks 
(Collins, Brown, & Newman, 1989).  

http://www.theloveoflearning.ca/programs 
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•  The transition from student nurse to newly graduated 
nurse (NGN) can be stressful. 

•  Many NGNs cite this of role transition as a time of 
uncertainty, and lack of self-assurance, which could 
potentially affect patient safety (Clare & VanLoon, 2003; 
VanWyngeeren & Stuart, n.d.). 

•  Some researchers believe that this time of stress and 
uncertainty has contributed to high turnover rates for new 
nurses (Cowin & Hengstberger-Sims, 2006).  

  

•  The hospital clinical orientation is a key component in the 
transition period (Park & Jones, 2010; Rush, Adamack, 
Gordon, Janke & Ghement, 2015). 

•  Most hospitals utilize the preceptor-based model during 
clinical orientation for the new nurse, in which a novice is 
paired with an experienced or expert nurse (Salera-Viera, 
2009). 

•  Academia provides the foundation for new nurses but 
cannot be expected to graduate students that function at 
the compotent level as described by Benner in the novice 
to expert theory (Benner, 1984; Price, 2013; Spector & 
Echternacht, 2010).  
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https://cft.vanderbilt.edu/gudes-sub-pages/pedagogy-for-
professional-schools-and-students 

Why cognitive apprenticeship? 

•  Cognitive apprenticeship is a teaching strategy that 
utilizes coaching and modeling, among other things, and 
may be helpful in the transition to practice of NGNs 
during the clinical orientation.  
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Conceptual Framework 

•  The term cognitive apprenticeship, coined by Collins et 
al. (1989) describes the cognitive and metacognitive 
processes shared by a teacher or expert with a student or 
apprentice. 

 
•  Cognitive apprenticeship is a situated learning 

experience, meaning learning that occurs within the 
contextual environment, utilizing real world situations 
(Lave & Wenger, 1991). 
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Method dimension 

Coaching  

Scaffolding & Fading 

Articulation Reflection 

Modeling 

Exploration 

Zone of Proximal Development 
http://www.innovativelearning.com/educational-psychology/development/

zone-of-proximal-development.html 
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CA Method Tenet Description CA Activity 

Modeling Modeling by the 
preceptor allows the 
NGN to observe the 
task or behavior. The 
preceptor verbalizes or 
“thinks out loud” the 
process while 
performing  the task/
behavior. 

The preceptor models 
task or behavior,. The 
preceptor “thinks out 
loud” the clinical 
reasoning behind the 
task/behavior. 

Coaching  Coaching takes place as 
the NGN perform a 
task/behavior while 
being observed by the 
preceptor. 

Under the observation 
of the preceptor, NGN 
practices and/or 
performs the task on the 
clinical unit. 

Scaffolding Scaffolding refers to the 
methods(e.g. 
suggestions, reminders) 
utilized by the 
preceptor to support 
learning. 

Preceptor provides 
cues, or suggestions to 
NGN to provide 
support and help build 
confidence. 

https://quotefancy.com/quote/2360/benjamin-franklin-tell-me-and-I-forget-teach-me-
and-I-may-remember 
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Orientee Weekly Clinical 
Guidelines 

•  Week One 
•  Orientation to the unit & staff. No patient assignment 

for orientee. 
•  Review clinical skill needs (refer to hospital clinical 

checklist). 
•  Modeling by preceptor. Observation by orientee. 
•  Towards the end of the week (day 3 or later, orientee 

may be allowed to assist preceptor with meds, etc.) 
•  Observation and articulation by the orientee, along with 

journaling (for use during reflection and exploration). 
•  Preceptor to participate in weekly reflection with 

researcher. 
  

•  Week Two 
•  Assume care for 25-50% of normal patient assignment, 

with preceptor assistance (coaching) focus on 
organizational skills. 

•  Seek experiences to improve or provide any needed 
clinical skill. 

•  Preceptor to participate in weekly reflection with 
researcher. 
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•  Week Three through Five 
•  Assume care for 50-75% of normal patient assignment, 

with assistance of preceptor.  
•  Continue to focus on organization and prioritization, as 

well as physician communication skills. 
•  Preceptor to participate in weekly reflection with 

researcher. 
•    

•  Week Six 
•  Assume care for 75-100% of normal patient assignment, 

with minimal or no preceptor assistance.  
•  Display proficiency in organization, prioritization, and 

physician communication.  
•  Preceptor and orientee to participate in weekly reflection 

and final evaluation with researcher (if being released 
from orientation). 
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Questions 

•  Week Seven and Eight 
•  Assume care for 100% of normal patient assignment with 

minimal or no preceptor assistance.  
•  Display proficiency in organization, prioritization, and 

physician communication. 
•  Review goals and objectives with preceptor and clinical 

educator. 
•  Preceptor and orientee to participate in weekly reflection 

and final evaluation with researcher.  
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Introduction	
 
 

The purpose of this manual is to guide preceptors in the utilization of cognitive apprenticeship 
during the preceptorship.  Cognitive apprenticeship is an instructional strategy that has been used 
to promote the development of expertise and aid the novice in understanding how the expert 
thinks (Collins, Brown, & Newman, 1989).  Cognitive apprenticeship was developed from many 
of the traditional apprenticeship principles (Collins, et al., 1989).  Professionals have used 
apprenticeship strategies for years in medical and non-medical fields alike (Lave & Wenger, 
1991). 
 
The transition from student nurse to newly graduated nurse can be stressful. Many newly 
graduated nurses cite this time of role transition as a time of challenge, uncertainty, and lack of 
self-assurance, which could potentially affect patient safety (Clare & VanLoon, 2003; 
VanWyngeeren & Stuart, n.d.).  Some researchers believe that this time of stress and uncertainty 
has contributed to high turnover rates for new nurses (Cowin & Hengstberger-Sims, 2006). 
 
The hospital clinical orientation is a key component in the transition period (Park & Jones, 2010; 
Rush, Adamack, Gordon, Janke & Ghement, 2015).  What is more, hospital orientation programs 
have the objective of releasing safe, confident, and competent nurses to the bedside (Park & 
Jones, 2010).  Most hospitals utilize the preceptor-based model during clinical orientation for 
new nurses, in which a novice nurse is paired with an experienced or expert nurse (Salera-Viera, 
2009).  And even though academia provides the fundamentals for new nurses, nursing programs 
cannot be expected to graduate students that function at the compentent level as described by 
Benner in her novice to expert theory (Benner, 1984; Price, 2013; Spector & Echternacht, 2010).     

 
 
 

 
 
Goals 
 

• To understand the concepts of cognitive apprenticeship and how to utilize those concepts 
with newly graduated nurses. 

• To help foster confidence and independence in the newly graduated nurse. 
• To assist newly graduated nurses in role transition from student nurse to practicing nurse. 

 
 
  



 98 

Definitions	
 
 
Cognitive Apprenticeship.  Cognitive apprenticeship refers to guided, contextual, learning that 
externalizes what the expert does inside his or her mind while problem solving.  This “making 
learning visible” approach promotes cognitive and metacognitive skills and processes whereas 
traditional apprenticeship only focuses on psychomotor skills (Collins, Brown, & Newman, 
1987; Dennen & Burner, 2007).  
 
Newly Graduated Nurse.  A newly graduated nurse is any previous student nurse who has 
successfully completed and graduated from an undergraduate nursing program and is in the 
initial year of employment (Missen, McKenna, & Beauchamp, 2014).  Newly graduated nurse is 
synonymous with graduate nurse, new graduate nurse, and novice nurse.  

 
Preceptor.  The preceptor is an experienced nurse that serves as a teacher and role model  
(Garneau, 2015). 
 
Preceptorship.  The preceptorship is a clinical teaching/learning situation where a novice is 
paired with an expert or competent and experienced nurse (Garneau, 2015). 
 
Transition-to- Practice.  Transition to practice refers to the role transition experienced by newly 
graduated nurses as they gain the skills, knowledge, and socialization needed to move from 
student nurse to practicing nurse (Clare & VanLoon, 2003).  
 
Zone of Proximal Development.  The Zone of Proximal Development is the area between what 
the novice is able to do on his or her own and what the novice is able to do after receiving 
guidance (Vygotsky, 1978).  
 
 

 
Abbreviations	

 
 

CA – Cognitive Apprenticeship 
 
NGN – Newly Graduated Nurse 
 
ZPD – Zone of Proximal Development 
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Conceptual	Framework	
 
 

Cognitive apprenticeship (CA), an instructional strategy that utilizes coaching and modeling, 
among other things, and may be helpful in the transition to practice of newly graduated nurses 
(NGN) during the clinical unit orientation. The clinical unit orientation takes place with a 
preceptor on the hospital unit for which the NGN has been assigned. Cognitive apprenticeship is 
a situated learning experience, meaning that learning occurs within the contextual environment, 
utilizing real world situations (Lave & Wenger, 1991). The term cognitive apprenticeship, coined 
by Collins et al. (1989), describes the cognitive and metacognitive processes shared by a teacher 
or expert with a student or apprentice. Cognitive apprenticeship seeks to make learning visible 
by teaching the problem-solving processes used by experts in a way that promotes metacognition 
in the apprentice as they progress to expert (Collins et al., 1989).  
 
There are four dimensions in CA.  They are method, sequencing, sociology, and content. These 
are all important components in teaching and learning.  However, for the purpose of this study, 
the first dimension of CA will serve as the lens from which to look at the hospital orientation or 
transition process for the NGN (see figure 1).  There are six tenets in the method section will be 
utilized (see figure 2). These tenets are: 1) modeling – demonstration and observation, 2) 
coaching – offering feedback, 3) scaffolding – providing support and withdrawing or fading as 
the learner becomes more confident, 4) articulation – questioning to stimulate dialog, 5) 
reflection – looking back on what has been learned, and, 6) exploration – discovering how to use 
what has been learned in other situations (Collins, et al., 1989). Sharing mental processes 
involved in problem solving is a way of sharing expert knowledge or wisdom that is typically 
shared little by little over a long period of time. However, cognitive scientists believe that by 
externalizing or modeling those thought processes, the novice will be able to grasp, integrate, 
and utilize the knowledge with less and less prompts (Collins et al., 1989).   
 
Scaffolding and Zone of Proximal Development  
 
The orientation process should be a scaffolded experience in that the preceptee starts out with 
simple tasks along with what he or she already knows and with the guidance of the preceptor, 
through the Zone of Proximal Development (ZPD), reaches the area he or she was not familiar 
with. Vygotsky (1978) described the zone of proximal development as the area where the novice 
needs help in order to reach their fullest potential. Scaffolding or support should be gradually 
withdrawn or faded as the preceptee progresses.  Thereby, preparing the preceptee with the 
ability to handle situations and skills of increased complexity. Further, through modeling, 
coaching, scaffolding, articulation, and reflection the preceptee should progress to the 
exploration phase where he or she is able to apply what has been learned to different situations.  
Reaching exploration will vary dependent on each individual preceptee’s learning style and rate 
of knowledge assimilation.                                                                                                                                          
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Novice to Expert 
 

Patricia Benner’s (1984) description of the novice to expert theory reports that new 
nurses begin their career as novices and over time, progressing through various stages, become 
experts.  Benner (1984) describes five stages of clinical competence: 1) novice – a beginner with 
no experience who lacks the ability to use discretionary judgment, 2) advanced beginner – a 
beginner who has somewhat acceptable performance but still requires occasional supportive 
cues, 3) competent – a nurse who has worked in same or similar area for two to three years, 
demonstrates efficiency and is confident in his or her actions, 4) proficient – a nurse who has a 
holistic understanding of situations, able to accept responsibility and is confident in decision-
making, and 5) expert – a nurse who has an intuitive understanding of situations, performance is 
fluid and flexible and has analytic abilities.  Many of the components of cognitive apprenticeship 
(CA) support the transition and progression of NGN through these stages of clinical competence.  
Moreover, CA accommodates all learning styles as it encompasses visual, auditory, and 
kinesthetic during its processes (Kuo, Hwang, Chen & Chen, 2012). 
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Diagrams	
																																															
																									Figure 1 
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 Figure 2  
 

Method strategies in Cognitive Apprenticeship 
 

  

Scaffolding	 Coaching	

Re0lection	

Modeling	

Exploration	Articulation	
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Cognitive	Apprenticeship:	A	Model	for	the	Orientation	of	Newly	
Graduated	Nurses		
 
 
 
CA Method Tenet Description CA Activity 
1. Modeling Modeling by the preceptor 

allows the NGN to observe 
the task or behavior. The 
preceptor verbalizes or 
“thinks out loud” the 
process while performing 
the task/behavior.  

The preceptor models task 
or behavior. The preceptor 
“thinks out loud” the 
clinical reasoning behind 
the task/behavior. 

2. Coaching Coaching takes place as the 
NGN performs a 
task/behavior while being 
observed by the preceptor. 

Under the observation of 
the preceptor, NGN 
practices and/or performs 
the task/behavior on the 
clinical unit. 

3. Scaffolding Scaffolding refers to the 
methods (e.g. suggestions, 
reminders) utilized by the 
preceptor to support 
learning. 

Preceptor provides cues, or 
suggestions to NGN to 
provide support and help 
build confidence.  

4. Articulation Articulation by NGN of his 
or her knowledge, 
reasoning, and problem 
solving allows the preceptor 
to assess those aspects of a 
task that are not visible in 
the performance of the 
task/behavior. 

NGN verbalizes to the 
preceptor why he or she 
chose a particular approach 
or why he or she asked a 
particular question of a 
patient or physician. The 
NGN explores the 
effectiveness of strategies 
being utilized. 

5. Reflection Reflection can take place 
between the NGN and the 
preceptor or NGNs. It can 
incorporate abstract ideas, 
thoughts, feelings and 
comparison of performance. 

The NGN has enough skills 
and problem-solving ability 
to independently compare 
his or her skills in relation 
to the preceptor and peers, 
making needed corrections. 

6. Exploration Exploration occurs when 
the NGN is left to problem 
solve on his or her own as 
they independently perform 
tasks/behaviors. 

NGN perform task/behavior 
independent of a preceptor. 
Preceptor is available if 
necessary to discuss 
problems. 
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Orientee	Weekly	Clinical	Guidelines	

 
Week One  
 

• Orientation to the unit & staff. No patient assignment for orientee. 
• Review clinical skill needs (refer to hospital clinical checklist). 
• Modeling by preceptor. Observation by orientee. 
• Towards the end of the week (day 3 or later, orientee may be allowed to assist preceptor 

with meds, etc.) 
• Observation and articulation by the orientee, along with journaling (for use during 

reflection and exploration). 
• Preceptor to participate in weekly reflection with researcher. 

 
Week Two 

 
• Assume care for 25-50% of normal patient assignment, with preceptor assistance 

(coaching) focus on organizational skills. 
• Seek experiences to improve or provide any needed clinical skill. 
• Preceptor to participate in weekly reflection with researcher. 

 
Weeks Three through Five 
 

• Assume care for 50-75% of normal patient assignment, with assistance of preceptor.  
• Continue to focus on organization and prioritization, as well as physician communication 

skills. 
• Preceptor to participate in weekly reflection with researcher. 

 
Week Six  
 

• Assume care for 75-100% of normal patient assignment, with minimal or no preceptor 
assistance.  

• Display proficiency in organization, prioritization, and physician communication.  
• Preceptor and orientee to participate in weekly reflection and final evaluation with 

researcher (if being released from orientation). 
 

Weeks Seven and Eight (if applicable) 
 

• Assume care for 100% of normal patient assignment with minimal or no preceptor 
assistance.  

• Display proficiency in organization, prioritization, and physician communication. 
• Review goals and objectives with preceptor and clinical educator. 
• Preceptor and orientee to participate in weekly reflection and final evaluation with 

researcher.   
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Notes 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  



 106 

 
References 

 

Benner, P. (1984).  From novice to expert: excellence and power in clinical nursing          

            practice. Menlo Park, CA: Addison-Wesley.  

Clare, J., & VanLoon, A., (2003).  Best practice principles for the transition from student                                                                   

            to registered nurse. Collegian, 10(4), 25-31. 
 
Collins, A., Brown, J. S., & Newman, S. E. (1989).  Cognitive apprenticeship: teaching  

            the craft of reading, writing, and mathematics. In L. B. Resnick (Ed.) Knowing,   

            Learning, and Instruction: Essays in Honor of Robert Glaser. Hillsdale, NJ:  

            Erlbaum.            

Cowin, L. S., & Hengstberger-Sims, C. (2006).  New graduate nurse self-concept and  

            retention: a longitudinal survey. International Journal of Nursing Studies, 59-70.  

Dennen, V. P., & Burner, K. J. (2007).  The cognitive apprenticeship model in  

            educational practice.  In J. M. Spector, M. D. Merrill, J. V. Merrienboer, & M. P.   

            Driscoll (Eds.), Handbook of research on educational communications and  

            technology (3rd ed., pp. 425-439). New York, New York: Taylor & Francis  

            Group. 

Garneau, A. Z. (2015).  Mentorship, preceptorship, and nurse residency programs.  In J.  

            Zerwekh & A. Z. Garneau (Eds.), Nursing today: transition and trends (8th ed., pp.      

            49-65).  St. Louis, MO: Elsevier. 

Kuo, F. R., Hwang, G. J., Chen, S. C., & Chen, S. Y. (2012).  A cognitive apprenticeship  

            approach to facilitating web-based collaborative problem solving.  Educational 

            Technology & Society, 15(4), 319-331.  



 107 

Lave, J. & Wenger, E. (1991).  Situated learning: legitimate peripheral participation. :  

           Cambridge University Press. 

Missen, K., McKenna, L., & Beauchamp, A., (2014).  Satisfaction of newly graduated  

           nurses enrolled in transition-to-practice programmes in their first year of  

           employment: a systematic review.  Journal of Advanced Nursing, 70(11), 2419- 

           2433. 

Park, M., & Jones, C. B. (2010).  A retention strategy for newly graduated nurses: an  

          integrative review  of orientation programs.  Journal for Nurses in Staff  

          Development, 28(14), 51-60.   

Price, B. (2013).  Successful preceptorship of newly qualified nurses.  Continuing  

          Professional Development, 28(14), 51-60.   

Robitaille, P. (2013).  Preceptor-based orientation programs for new nurse graduates.   

           Association of Perioperative Registered Nurses, 98(5), 7-8. 

Rush, K., L., Adamack, M., Gordon, J., Janke, R., & Ghement, I. R. (2015). Orientation  

           and transition programme component predictors of new graduate workplace  

           integration.  Journal of Nursing Management, 23, 143-155.  

Spector, N., & Echternacht, M. (2010).  A regulatory model for transitioning newly  

           licensed nurses to practice.  Journal of Nursing Regulation, 1(2), 18-25.  

VanWyngeeren, K., & Stuart, T. (n.d.).  Increasing new graduate nurse retention from a  

           student nurse perspective.  RN Journal. Retrieved from  

            http://rnjournal.com/journal-of-nursing/increasing-new-graduate-nurse-retention- 

            from-a-student-nurse-perspective   

  



 108 

 

Vygotsky, L. S. (1978).  Mind in society: the development of psychological processes.  

             M. Cole, V. John-Steiner, S. Scribner, & E. Souberman (Eds.).  Cambridge 

             University Press. 

  



 109 

 

 

 
APPENDIX D 

 
COGNITIVE APPRENTICESHIP TENETS 

  



 110 

 
Cognitive Apprenticeship: A Model for the Orientation of Newly Graduated Nurses  
 
CA Method Tenet Description CA Activity 
1. Modeling Modeling by the preceptor 

allows the NGN to observe 
the task or behavior. The 
preceptor verbalizes or 
“thinks out loud” the 
process while performing 
the task/behavior.  

The preceptor models task 
or behavior. The preceptor 
“thinks out loud” the 
clinical reasoning behind 
the task/behavior. 

2. Coaching Coaching takes place as 
NGN perform the 
task/behavior while being 
observed by the preceptor. 

Under the observation of 
the preceptor, NGN 
practices and/or performs 
the task/behavior on the 
clinical unit. 

3. Scaffolding Scaffolding refers to the 
methods (e.g. suggestions, 
reminders) utilized by the 
preceptor to support 
learning. 

Preceptor provides cues, or 
suggestions to NGN to 
provide support and help 
build confidence.  

4. Articulation Articulation by NGN of his 
or her knowledge, 
reasoning, and problem 
solving allows the preceptor 
to assess those aspects of a 
task that are not visible in 
the performance of the 
task/behavior. 

NGN verbalizes to the 
preceptor why he or she 
chose a particular approach 
or why he or she asked a 
particular question of a 
patient or physician. The 
NGN explores the 
effectiveness of strategies 
being utilized. 

5. Reflection Reflection can take place 
between the NGN and the 
preceptor or NGNs. It can 
incorporate abstract ideas, 
thoughts, feelings and 
comparison of performance. 

The NGN has enough skills 
and problem-solving ability 
to independently compare 
his or her skills in relation 
to the preceptor and peers, 
making needed corrections. 

6. Exploration Exploration occurs when 
the NGN is left to problem 
solve on his or her own as 
they independently perform 
tasks/behaviors. 

NGN perform task/behavior 
independent of a preceptor. 
Preceptor is available if 
necessary to discuss 
problems. 
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CASEY-FINK GRADUATE NURSE EXPERIENCE SURVEY PERMISSION 
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THE UNIVERSITY OF ALABAMA 

DCH REGIONAL MEDICAL CENTER 
 

Informed Consent to be in a Research Study 
 

 
You are being asked to take part in a research study. The study is called “The Role of 
Cognitive Apprenticeship in Hospital Orientation for Newly Graduated Nurses”. This is being 
done by Betty Jackson-Key, a doctoral student at the University of Alabama. Ms. Key is being 
supervised by Dr. Vivian Wright who is a professor at the University of Alabama. 
 
What is this study about? 
The literature supports that newly graduated nurses (NGNs) have a high turnover rate once 
employed. Hospitals employ a large number of newly graduated nurses. Lack of confidence and 
job stress has been cited as major contributing factors in the transition to practice and is believed 
to contribute to high turnover rates for NGNs. Many different programs have been implemented 
to assist in the transition to practice such as nurse residency programs and more enhanced 
preceptorships, but no consistent teaching strategy is named. Apprenticeships have been used for 
years in training the novice. This study will look at how using the concepts of cognitive 
apprenticeship, a type of teaching strategy, with NGNs may have a positive impact on 
transitioning from student nurse to practicing nurse.    
 
Why is this study important? 
This study is important because with the ongoing nursing shortage more and more NGNs are 
employed in hospitals. The cost of orienting NGN who do not stay causes a negative financial 
impact on hospitals.  Additionally, to help the NGN develop confidence and ease the stress of 
transitioning from student nurse to practicing nurse may help to ease high turnover rates and 
increase positive patient outcomes.  
 
Why have I been asked to take part in this study? 
You are being asked to take part in this study because you are either a newly graduated nurse or 
an experienced nurse that serves as a preceptor. Your participation or non- participation in the 
research will have no bearing on your employment. 
 
How many people will be in this study? 
The investigator is seeking at least 51 NGNs and 51 preceptors to participate in this study. 
Additional participants are welcome. 
 
What will I be asked to do in this study? 
If you agree to participate in this study, you will complete two surveys as a NGN, one before you 
begin your clinical unit orientation and one after you complete your clinical unit orientation. 
Also 8 volunteers will also be asked to participate in a short discussion group after you have 
completed orientation, which will be recorded.  
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As a preceptor, you will be asked to attend a PowerPoint presentation explaining the concepts of 
cognitive apprenticeship. Also 8 volunteers will also be asked to participate in a short discussion 
group after you have completed orientation, which will be recorded. 
 
How much time will I spend being in this study? 
For NGNs, the surveys are estimated to take 15-20 minutes to complete. The discussion group 
should last approximately 30 minutes. 
For preceptors, the PowerPoint presentation should take approximately 1 hour. The discussion 
group should last approximately 30 minutes. 
 
Will being in this study cost me anything? 
The only cost is your time. 
 
Will I be compensated for being in this study? 
You will not receive money for your time. However, in appreciation of your time you will 
receive either a $25 DCH cafeteria meal card or a $25 VISA gift card. 
   
What are the risks (problems or dangers) from being in this study? 
There are little or no risks foreseen in participating in this study. 
 
What are the benefits of being in the study? 
As a NGN, you may experience less stress and an increase in confidence as you transition from 
student nurse to practicing nurse. 
As a preceptor, you may find the teaching strategy beneficial in your continued role as a role 
model and teacher.  
 
How will my privacy be protected? 
The only place your name will appear in connection with this study is on this informed consent 
form. The primary investigator will collect the consent forms. They will be placed in a sealed 
envelope. The envelope will be locked in a file drawer in the investigator’s home office.  
 
How will my confidentiality be protected? 
NGNs will answer their surveys in a classroom away from the general orientation. You will not 
include a name or employee number on the survey.  Paper copies of the information provided 
will be kept in a locked file drawer by the investigator. The information you provide in the 
survey will be kept confidential. 
The discussion group will be recorded for coding purposes. The recordings will be destroyed by 
erasure after the research study has been completed. The researcher will keep the information 
discussed during the discussion groups confidential. It will be requested that participants keep 
what is discussed confidential as well, however, confidentiality cannot be guaranteed. 
 
The investigator will use the data from this study to write a dissertation. In addition the data may 
be used to write research articles and make professionals presentations.  
 
Participants will only be identified as “preceptors or NGNs from a local, moderate-sized 
community hospital in Alabama”. 
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What are the alternatives to being in the study? 
The alternative to being in this study is not to participate. 
 
What are my rights as a participant? 
Taking part in this study is totally voluntary. It is your free choice. You can choose not to be in 
the study at any time. If you start the study, you can stop at any time. Not participating or 
stopping participation will not affect your employment status. 
 
The University of Alabama Institutional Review Board (IRB) is a committee that protects the 
rights of people in research studies. The IRB may review study records from time to time to be 
sure that people in research studies are being treated fairly and that the study being carried out as 
planned. 
 
Who do I call if I have questions or problems? 
If you have questions about this study right now, please ask them. If you have questions at a later 
time, please call Betty Key at 205-242-9421. If you have questions or complaints about your 
rights as a research participant, please call Ms. Tanta Myles, the Research Compliance Officer of 
the University of Alabama, at 205-348-8461 or toll-free at 1-877-820-3066. 
 
You may ask questions, make suggestions, or file complaints and concerns through the IRB 
Outreach website at http://osp.ua.edu/site/PRCO_Welcome.html or email the Research 
Compliance office at participantoutreach@bama.ua.edu. 
After you participate, you are encouraged to complete the survey for research participants that is 
online at the outreach website or you may ask Betty Key for a copy of it and mail it to the 
University Office for Research Compliance, Box 870127, 358 Rose Administration Building, 
Tuscaloosa, AL 35487-0127. 
 
I have read this consent form. I have had a chance to ask questions. I agree to participate. 
 
 
_______________________________________________________________________ 
Signature of Research Participant                                                                Date 
 
 
 
________________________________________________________________________ 
Signature of Investigator                                                                              Date 
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Are you a Nurse Preceptor? 
 

 
 

To participate in a research study while you coach your 
coworkers who are newly graduated nurses. 
 
 
 
When: End of June – August 2016 
 
Where: Dch regional medical center 
 
Primary Investigator: Betty key, doctoral student 
                                                          The university of Alabama 

Please call, text, or email: 205-242-9421, bajackson2@crimson.ua.edu	
	
  



 121 

 

 

 
APPENDIX I 

 
RECRUITMENT SCRIPT 

  



 122 

 
Recruitment Script 

 
To be read by primary investigator: 
Oral script for Orientees: 
 
Hello, my name is Betty Key. I am a doctoral student at The University of Alabama. As part of 
my studies in Instructional Leadership for Nurse Educators I am conducting a research study 
about a specific teaching strategy called Cognitive Apprenticeship (CA) to be used when 
precepting Newly Graduated Nurses.  
I have a brief survey that would take about fifteen to twenty minutes of your time to complete.  
You would take the survey today and again upon completing your clinical unit 
preceptorship/orientation. Additionally, I would like a few of you to participate in a focus 
interview after you have completed your unit clinical orientation. 
Your participation is entirely voluntary. Choosing to participate or not participate in the research 
will have no bearing on your employment. Any personally identifiable information collected 
during the survey will be kept strictly confidential and in locked files in my desk and destroyed 
after the research study is complete. I will only use aggregated data in my research study report. 
Do you have any questions about the research study?  
 
 
Oral script for Preceptors: 
 
Hello, my name is Betty Key. I am a doctoral student at The University of Alabama. As part of 
my studies in Instructional Leadership for Nurse Educators I am conducting a research study 
about a specific teaching strategy called Cognitive Apprenticeship (CA) to be used when 
precepting Newly Graduated Nurses (NGNs). I am seeking preceptors to volunteer to use the CA 
teaching strategy while orienting NGNs on the clinical unit. 
I have a short PowerPoint presentation explaining what cognitive apprenticeship is and how to 
implement, along with a training manual for you to have with you. Additionally, I will be 
available to you should you have any questions.  
 Your participation is entirely voluntary. Choosing to participate or not participate in the research 
will have no bearing on your employment. Any personally identifiable information collected 
during the survey will be kept strictly confidential and in locked files in my desk and destroyed 
after the research study is complete. I will only use aggregated data in my research study. Do you 
have any questions about the research study?  
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For Orientees: 
 

1. What did you like best about a cognitive apprenticeship (CA) based preceptorship? 
 

2. How was the CA preceptorship different from your senior year preceptorship? 
 
 

3. What CA principles used by your preceptor do you feel helped you to feel prepared to 
practice independently?   

 
4. Describe what you feel to be most difficult in transitioning from the role of student nurse 

to practicing nurse? 
 
 

5. Describe what principles of CA you feel to be most beneficial in building confidence in a 
NGN? 

 
 
For Preceptors: 
 

1. What are some ways that the CA-based preceptorship differed from your normal 
preceptorship protocol? 

 
2. Describe how knowing about CA as a means of teaching or orienting NGNs impacted 

you as someone who trains new nurses? 
 

3. What did you like about CA? 
 

4. What did you dislike? 
 

5. How do you feel CA help you to support the NGN? 
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COGNITIVE APPRENTICESHIP IMAGE PERMISSION 

  



 130 

 

 


