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Abstract 
Background: To ensure safe practice, educational programs are regulated by academic and legal guidelines to prepare 
graduates who are at the very least competent novice nurses. The preceptorship model is widely used in Canadian nursing 
programs as an effective strategy in the clinical education of students who are preparing to transition to professional 
practice. For nursing faculty who are responsible for the final determination of student success in a clinical rotation, a 
challenge arises when a preceptor identifies a student as unsafe in practice. 

Method: The authors conducted a grounded theory study to explore the process that nursing faculty use when working 
with students whose preceptors have reported them as unsafe in the final year of their undergraduate program. Data were 
collected primarily through individual semi-structured interviews with six nursing faculty and the constant comparative 
method was used to analyze the data. 

Results: ‘Promoting student success’ emerged as the core variable or main concern, with six inherent major categories: (a) 
recognizing red flags of unsafe practice, (b) strategies for managing students with unsafe practice, (c) evaluation strategies 
for success, (d) decision to fail a student, (e) guidance and support for student and preceptor, and (f) guidance and support 
for faculty. In this article the authors focus on three of these categories: (a) strategies for managing students with unsafe 
practice, (b) evaluation strategies for success, and (c) decision to fail a student. 

Conclusion: The findings have implications for ongoing support for faculty involved in the preceptorship program. 
Administrators in nursing education programs need to reflect on these findings and support faculty in preparing for and 
engaging in their role in the preceptorship experience. 
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1 Introduction 
Patient safety is an essential component of quality health care and a matter of major concern to the nursing profession. To 
ensure safe practice, educational programs are regulated stringently by academic and legal guidelines to prepare graduates 
who are competent novice nurses [1, 2]. The preceptorship model is widely used in undergraduate nursing education 
programs as an effective teaching-learning strategy for the transition of nursing students to professional practice [3-5]. This 
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model pairs a senior nursing student with an experienced registered nurse ([RN] the preceptor) employed by a health care 
agency and a faculty member for the duration of a clinical experience [6, 7]. The student, preceptor, and faculty member 
together form a teaching-learning triad in which each member plays a vital role in the success of the preceptorship 
experience and in the preparation of the nursing student as a safe and competent beginning practitioner [4]. The preceptor is 
responsible for the day-to-day teaching and supervision of the student, while the faculty member acts as the link between 
the educational institution and the practice setting and acts as resource for the teaching and learning process in this triad [4]. 
In their role, the faculty respond to concerns and support both the preceptors and students alike, guide the preceptor in the 
evaluation of the students’ clinical performance and is ultimately responsible for assigning the final grade [3, 4]. 

To date, however, minimal research has been carried out to explore the process of working with students who demonstrate 
unsafe behaviors during preceptorship, particularly from the perspective of faculty members. To that end, we conducted a 
grounded theory study to explore the process that faculty use to work with students whose preceptors have assessed them 
as unsafe in the final year of their undergraduate program. Part of the findings related to the three categories that emerged 
from the data will be discussed in the paper. These include: (a) strategies for managing students with unsafe practice, (b) 
evaluation strategies for success, and (c) decision to fail a student. The other findings have been reported elsewhere. 

Literature review 
Invariably, it is challenging to be a preceptor and to observe students who are displaying unsafe nursing behaviors, 
particularly when they are in their final year [8]. Given that the preceptors’ first responsibility is to safe patient care, with 
their preceptor role secondary, their interpretation of what unsafe means can sometimes range from intuitive to a direct 
observation of student behavior that requires intervention to maintain patient safety. 

In preceptorship, clinical evaluation of students is particularly challenging for faculty members owing to the fact that they 
rarely directly observe or supervise student performance [9]. Faculty might therefore find it challenging to determine the 
appropriate course of action or could even judge the students’ performance severely and in turn fail them for actions that 
the faculty might not even have observed. This lack of direct supervision thus creates a dilemma for faculty. In other words, 
faculty require a mechanism with which to monitor students’ progress to be able to assign a final fair grade. 

Furthermore, evidence has shown that faculty do not always agree on what constitutes unsafe practice [8, 10], which can 
invariably compound the situation if they pass students who have displayed unsafe behaviors or if they have allowed them 
to start a preceptorship, knowing that the students might not succeed [8, 11]. Regardless of the educational context, however, 
the priority is to identify unsafe clinical practice and to intervene as soon as possible [12-14]. Thus, there is a need to further 
explore the issue of management of student unsafe practice in the preceptorship context, particularly from the perspective 
of faculty, a topic which has rarely been addressed in the literature to date. 

For the purpose of this study, unsafe student practice is perceived as being relative to course expectations and ultimately 
program outcomes. Unsafe practices include a student’s act or behavior that reflects a lack of knowledge, skills, or clinical 
judgment, or any unprofessional or unethical conduct that threatens or has the potential to threaten the physical, emotional, 
mental, or environmental safety of the client, self, or other health care personnel [13-15]. 

2 Methods 

2.1 Design 
Given the lack of research that has explored faculty perspectives on students who demonstrate unsafe behaviors during the 
preceptorship, a grounded theory as explicated by Glaser and Strauss [16] was used as the methodology for this study. This 
method was considered the most suitable because it allowed the researchers to identify the psychosocial process in which 
faculty engage when they deal with students whose preceptors have reported them as unsafe, and to directly address what 
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is happening in that process, rather than what should be happening. The research questions that guided this study were as 
follows: (a) What are the perceptions of faculty regarding a final-year nursing student who displays unsafe practice in the 
preceptorship experience? (b) How do faculty contend with the evaluation and follow-up of such a student? and (c)What 
challenges do faculty face in managing a student who displays unsafe practice in the final preceptorship experience? 

2.2 Sample and setting 
The sample comprised six faculty members involved in the final year of a baccalaureate nursing program in a mid-sized 
university and three affiliated colleges located in eastern Canada. All participants were female. Five were prepared at the 
master’s level, and one had earned a doctorate. They had from 22 to 40 years of nursing practice experience and 1½ (n = 1) 
years to 25 years of experience teaching in nursing education. The main criteria for inclusion were the ability to speak 
English and involvement in a structured final-year practice-based course using a preceptorship model. 

2.3 Data collection 
For this study we collected data mainly through individual semistructured interviews (of between 60 and 90 minutes) with 
six nursing faculty. In addition, we reviewed relevant documents, including a preceptorship resource manual and course 
outlines, to augment the data. Between June 2010 and September 2010 a graduate research assistant conducted the 
interviews. Because we collected the data from a geographically dispersed sample, the research assistant interviewed three 
participants by phone and conducted three face-to-face interviews. Questions derived from the literature guided the 
interviews; they evolved according to the participants’ responses and the emerging categories/themes. The open-ended 
questions included the following: 

1) What is your experience like working in a preceptorship model of clinical teaching? 

2) What specific student behaviors do you regard as unsafe in the clinical setting? 

3) How do you deal with a student who has been assessed as unsafe by a preceptor? 

4) What strategies or guidelines do you use to evaluate a student whom a preceptor has assessed as unsafe? 

These open ended questions were only used as a guide to facilitate discussion based on participants’ experience rather than 
following the real or perceived direction of the interviewer. As such, participants were encouraged to explore the topics 
that they considered important to the extent that they were comfortable. 

Once we had collected and analyzed the initial data, we based further decisions about the participants, sample size, and the 
type of data to be collected on the emergent categories [17]. The data collection and analysis continued until we achieved 
theoretical saturation [17, 18]. We audiotaped the interviews with the participants’ permission after we had obtained 
demographic data from each participant. We also maintained a journal throughout the study. 

2.4 Data analysis 
We analyzed the data using constant comparative analysis [16, 17]. The first and second author independently analyzed all of 
the data and met several times to reach a consensus on the coding process and the emerging themes. The data analysis 
occurred simultaneously with the data collection. Inherent to that analysis were two levels of coding: substantive and 
theoretical. Substantive coding involved two levels:  open coding and selective coding [18, 19]. 

The first level of analysis, open coding, involved reading the data several times;  key words or phrases, patterns, or events 
were identified and carefully compared with subsequent transcripts where similar words, phrases, ideas, or associations 
occurred [17-19]. This process of open coding resulted in approximately 150 substantive codes or categories and their 
characteristics from indicators such as actual events, definitions, and meanings derived directly from the research data [19]. 
We identified two types of substantive codes or categories in this study. Those derived directly from the participants’ own 
words or language we referred to as in vivo codes [19]. Examples in this study were “student’s success,” “facilitating”, 
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“counseling”, “documentation”, “learning contract”, “coaching”, “supporting”, working with”, and “being present”. We 
constructed implied codes based on concepts derived from the data, such as “being involved and available”, “facilitating 
learning”, “faculty perceived role”, “facilitate communication”, “self-reflection”, “opportunity for remediation”, 
“strategies for success”, “evaluation strategies for success”, “guidance and support”, and “assigning a failing  
grade” [17, 19, 20]. 

In the second-level coding analysis or theoretical coding we ordered the data and determined the interrelations of the 
substantive categories. Consequently, we collapsed the substantive codes that we had developed in open coding into 
categories or higher-level concepts, including strategies for managing unsafe practice. In the next level of analysis was, or 
selective coding, the core variable for the study emerged from the process of reduction and comparison; which was labeled 
“Facilitating student success”. Once we had identified the core variable, we concentrated on modifying the categories and 
integrating the theory with the categories and subcategories [17, 21]. 

Throughout the analytic process, we wrote memos to show the theorizing write-up of the codes and their relation- 
ships [22, 17-19]. These memos contained, for example, our impressions of the participants’ experiences and their reactions. 
In addition, we used the memos to systematically question some of our preexisting ideas in relation to what the participants 
had reported in the interviews. During the memo writing we were guided by a number of questions that, while allowing the 
true emergence of the categories and their properties, helped to keep us from becoming lost in experiencing the data [17-19]. 
These questions included the following: What relationship does one code have with another? Are they separate codes, or is 
one code a property or a phase in another? Was one event the cause or the consequence of another? What were the 
conditions that influenced the codes? [23] What does this segment of data tell me about the theoretical properties of this 
category [18]? For example, what was the relationship between the decision to fail and the faculty member’s previous 
experience or support from the educational institution? How did the faculty determine which student behaviors, actions, or 
attitudes would result in clinical failure? 

2.5 Ethical consideration 
We attained approval to conduct the study from the university research ethics review board. Informed consent was 
obtained from each participant. To ensure confidentiality, participant names were deleted from the audio tape recordings, 
written transcripts or field note and replaced with code numbers. 

2.6 Rigor 
To maintain rigor, we used four criteria: credibility, fittingness (also termed transferability), auditability, and 
confirmability [20, 24, 25]. We achieved credibility through peer debriefing [20, 26], and we determined the fittingness of the 
findings by asking independent experts to read and comment on them. Excerpts from the participants’ transcripts are 
presented in the findings to facilitate the auditability of the data analysis and findings [20, 24, 26]. As well, we kept a 
comprehensive audit trail and recorded our theoretical memos to facilitate auditability [24, 27]. We met the criterion of 
confirmability once we had established credibility, fittingness, and auditability [28]. 

3 Results 
“Facilitating student success” emerged as the primary concern, or core variable, for the faculty: “I think the goal is to 

always try and provide whatever we can to ensure that the student is successful.” Six major categories emerged from the 

data: (a) recognizing red flags of unsafe practice, (b) strategies for managing unsafe practice, (c) evaluation strategies for 

success, (d) decision to fail a student, (e) support and guidance for student and preceptor, and (f) support and guidance for 

faculty. The first three categories involved ensuring that proper evaluation occurs before a determination of failure is made. 

Category (d) is making that decision to fail, and categories (e) and (f) involved supporting the needs of all involved in the 
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triad. In this article we will focus on three categories including: strategies for managing students with unsafe practice, 

evaluation strategies for success, and decision to fail a student. 

3.1 Strategies for managing students with unsafe behavior 
The participants discussed a range of strategies that they used to respond to students whose preceptors had reported as 

being unsafe: (a) communicating and clarifying the issue with both the student and preceptor, (b) encouraging 

self-reflection, (c) encouraging the preceptor to document the specific behaviors or attitudes, (d) developing a learning 

contract or plan of action for success, and (e) providing remedial intervention. 

All of the participants emphasized the importance of prompt faculty communication of concerns to the student. Once the 

preceptor reported unsafe student practice to them, the faculty then communicated the concern directly to the student. At 

that point they would try to ascertain whether the student was aware of the problem, and both the student and faculty would 

work together to identify the source of or contributing factors to the unsafe behavior in clinical practice. One faculty 

explained, “What I have done in the past is always talk to that student to ask them about how they saw themselves behave, 

and did they want to do some reflection and think about what happened?” 

Other participants reported that they would encourage the student to self-assess or reflect on the situation. Thereafter, they 

would give the student an opportunity to respond and, if possible, indicate how the student plans to improve his/her 

performance. Some participants emphasized the importance of acquiring “both sides of the story.” In addition, to clarify 

the situation, the faculty met with both the preceptor and the student to gain a better understanding of the unsafe practice 

concern. One participant noted: 

I try as much as possible to have an understanding of why the preceptor considers the student unsafe. …I meet 

with the student and preceptor together and try to [determine] what specifically is the student not safe with or why 

do you deem the student unsafe? … Which course outcomes on the clinical evaluation tool are not being 

met? …Just saying the student is unsafe isn’t really helpful…so try to clarify and relate this [unsafe practice] with 

the course outcomes. 

All of the participants initiated a learning contract once they had confirmed evidence of unsafe practice; its purpose was to 

enable the student to improve and succeed. The following comment illustrates the contract: 

A collaborative success plan [learning plan] helps us to identify very clearly what the change in behavior or 

expectations are for the student and includes a deadline date for reassessment and follow-up, and in the event that 

the clinical success plan is not effective, … then there is some risk that the [student] would not be successful in 

the course. 

Another participant explained that “I try to get them [students] to be successful through the learning contract [plan], but if 

all else fails and they are still not doing well, then they will fail the course.” 

The faculty acknowledged the importance of documenting clear, specific examples of concerns or issues, reasons for 

failure, and any supportive measures that they undertook. They emphasized that both preceptors and faculty alike are 

responsible for this documentation, but the faculty rely heavily on the preceptors to provide the documented evidence. One 

participant stated: 

I always ask a preceptor to document …“If you think that the student is unsafe or not meeting the course 

objectives and expectations, then please document the behavior or what they’re doing.” … I think it is important 

that we have that documentation that will support whatever grade level is assigned. 
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Another faculty described her recent experience with a final-year nursing student who did not meet the performance or 
course objectives and reported that the preceptor had kept detailed documentation to support her decision to fail the 
student: 

The preceptor had provided some very detailed feedback all the way along and had sort of set up some objectives 
for behavior change as well, so we were pretty confident based on what we were getting from the preceptor that 
the information was accurate. 

Because a clinical failure results in a course failure for the student, faculty try to give the students every opportunity to 
improve through remedial experiences: “Sometimes the student has to come back and go into our resource lab, and we may 
set up some experiences with our lab support person to practice.” Others suggested that the students should be given a 
chance to repeat the practicum or be granted an extension of the practicum if they are struggling. 

3.2 Evaluation strategies for success 
We asked the participants to describe the strategies that they used to evaluate students whom preceptors had assessed as 
unsafe and to determine the final clinical grade. Safety is critical. Without exception, all of the participants identified it as 
the key factor in the final decision to either pass or fail a student. One participant clearly explained: “The key thing is, Is 
the patient’s safety being jeopardized? And if [it] is, you know, that’s a big issue so we have to make sure. … They have to 
go back and do some more classroom work.” 

Some of the faculty reported relying on the formal course-evaluation indicators as the basis for their clinical-grading 
decisions. Other participants indicated the importance of acquiring additional feedback from colleagues, including clinical 
staff and course professors, and the program learning objectives to verify a student’s level of competence and to determine 
if the unsafe practice was a single incident or a pattern of behavior. 

3.3 Decision to fail 
Although the participants reported that clinical failure is not a common occurrence, they still acknowledged that if a 
student does not meet the clinical performance objectives by the completion of placement, the student receives a failing 
grade. All participants emphasized that persistent unsafe behavior following remedial intervention leads to clinical failure 
and, ultimately, course failure. They acknowledged that the decision to fail a student is a difficult one in that it can be 
challenging to align preceptors’ and faculty’s decisions. One faculty explained: 

I find most preceptors, they want the student to be successful as well, to the point that they have a hard time; some 
of them have a hard time addressing concerns. They come up with excuses on the student’s behalf, and I’m 
sometimes harder on them than the preceptor would be. 

Others reported feeling pressured to pass students but justified the decision to fail in terms of their role of gatekeepers to 
the nursing profession: 

Sometimes in the past I have had some kind of pressure to [decide], “Is this really a failure, or can we pass the 
student,” and I stand where, if the preceptor is not happy and very worried and there is documentation and 
evidence of that kind of behavior, then I take a hard line that “No, the student should not pass,” and I think that 
partly is because I’m a registered nurse with a license, [which] means that I am responsible for the evaluation of 
students. 

4 Discussion 
The findings from this study revealed that the core variable or main concern for faculty was a process the researchers 
described as “Facilitating student success,” with patient safety used as their benchmark when making a decision to either 
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fail or pass the student. Although only a small number of faculty participated in this study, the findings concur with those 
from previous studies [13, 14, 29] highlighted in the literature [10, 30]. These include: a) the need for early identification and 
management of unsafe clinical practice critical to ensure patient safety; and b) the importance of focusing  on increasing 
the students’ chances for success in their learning vis a vis the opportunity to succeed. 

To this end, the participants in this study described several strategies they used to work with students who demonstrated 
unsafe practice in their clinical practicum. These strategies include: first, communicating and clarifying the issue with both 
the student and preceptor; second, encouraging self-reflection; third, facilitating and guiding the preceptor to document the 
specific behaviors or attitudes; fourth, developing a learning contract or plan of action for success; and fifth, providing 
remedial intervention. These findings are consistent with those in the literature [4, 14, 29, 30]. The nurse preceptors in Luhanga, 
Yonge, and Myrick’s study explained that once they identify an unsafe practice, they communicate their concern directly 
to the student and clarify the issue with the student. The preceptors then give the student an opportunity to reflect on the 
issue and, if possible, to identify the factor(s) that might be contributing to the problem. Myrick and Yonge [4] emphasized 
the importance of communicating the concern directly to the student and establishing his or her perspective on the 
behavior or poor performance. Similarly, the participants in the current study reported that when preceptors report students 
as unsafe, they communicate such concerns initially to the students to determine whether they are aware of the problem 
and, if possible, to identify the factors that might be contributing to such behavior. Only through self-assessment or 
reflection can students identify areas in which they need to improve. It is important, therefore, to ensure that students fully 
understand the issue and to inform them about the potential implications of their behavior or unacceptable performance. 

Consistent with the findings of previous studies [8, 10, 13, 14, 31-33], all of the participants in this study acknowledged the 
importance of the context and pattern or frequency of the behavior to determine both the seriousness of unsafe practice and 
the appropriate response to unsafe practice. Tanicala, Scheffer, and Roberts [33], for example, explain that factors such as 
the clinical environment, the student’s year of study, and the timing in the semester can impact the evaluation of clinical 
behaviors. Killam, Luhanga, and Bakker [10] suggest that factors including the type of event or behavior, the pattern and 
frequency of the behavior, and the level of risk associated with the student’s behavior need to be considered in determining 
an appropriate response to a student’s unsafe behavior. 

Another strategy that the faculty in this current study emphasized is documentation. Congruent with the findings from the 
literature and previous studies [14, 31, 34], the participants noted that documentation must be factual and nonjudgmental, 
highlight strengths and areas that require improvement, and include specific examples when appropriate. Duffy and 
Hardicre [34], for example, stress that “each feedback session should be recorded, with details of the supportive measures 
taken and the learning opportunities provided to enable students to reach the level of practice required” (para. 2). Other 
authors asserted that a clear, well-evidenced report not only supports the evaluator’s decisions, but also gives students a 
degree of protection against an unfair decision to fail [12, 31]. 

One faculty member emphasized the importance of communicating to preceptors the importance of documenting specific 
unsafe events or behavior and explaining that they (preceptors) are not responsible for assigning the final grade. This 
information is critical as some preceptors are reticent about taking the responsibility for the decision to fail a student. 
Given the faculty’s lack of direct supervision of student performance, they rely heavily on feedback and recommendations 
from preceptors to assign final grades, thereby further affirming that the role of the faculty member is key to the success of 
the preceptorship experience [4] and even more when decisions have to be made about students’ clinical performance [35]. 

Another strategy that faculty used in this study to facilitate student success was a learning contract. Participants stressed 
the importance of a student and preceptor jointly setting up and documenting a detailed action plan or contract to give the 
student learning opportunities for improvement - in other words, due process. Similarly, many authors recommend the 
development of a joint learning contract or plan [4, 14, 30, 36] to manage unsatisfactory or unsafe clinical practice. Myrick and 
Yonge [4] explain that it is important that the faculty member who is responsible for the student be informed and included 
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in the development of the learning contract. Teeter [30] recommend that faculty develop and sign a written “contract with 
the student for success” (p. 92) and that the learning contract be objective, positive, and encouraging and focus on behavior 
for success rather than failure. It should also include the student’s suggestions for the resources needed for improvement. 

The faculty in this study further described several remedial interventions they use for students, most of which have been 
documented in the literature. The types of interventions selected depend on the nature and severity of the unsafe practice. 
These interventions include, but are not limited to, the provision of additional support strategies such as extra coaching and 
assistance with clinical preparation, additional skills, laboratory opportunities [14], a change of environment or precep- 
tor [14], and additional or repeat practica [4, 8, 14, 30]. 

Lastly, all faculty members in this study clearly stated that if the issue of unsafe practice cannot be resolved by the 
completion of the clinical practicum, then, for the sake of patient safety, the student must receive a failing grade, a view 
that several authors have supported [4, 8, 14, 30, 35, 37, 38]. Although faculty have a responsibility to guide students to succeed in 
their program, they must also continually weigh the abilities of their students against the potential risk to the patients. 
Faculty have a duty to ensure that only students with the appropriate knowledge, skills, and values requisite for safe patient 
cares are admitted to professional practice [37, 38], thereby protecting society from unsafe practitioners. 

5 Limitations 
A major limitation of this study is the small sample size. Hence, these findings may not be generalized to the broader 
community based on this study alone. Secondly the study focused on the experiences of six nursing faculty in one 
collaborative BScN nursing program in eastern Canada, which also contributes to the limitation of its generalizability to 
other educational settings and geographical locations. 

6 Conclusion 
The findings from this study reveal that the major concern of faculty is to facilitate student success. To this end they 
discussed a range of strategies they implemented to respond to students whose preceptors had reported them as being 
unsafe in the provision of patient care. These strategies included: communicating and clarifying the issue with both the 
student and the preceptor; encouraging self-reflection; encouraging the preceptor to document specific behaviors or 
attitudes that reflect unsafe practice; developing a learning contract or plan of action for success; and providing remedial 
intervention. However, at all times, patient safety was the key hallmark that faculty used when a clinical grade decision 
was made. The findings of this study can serve to advance the knowledge regarding  the preceptorship of senior nursing 
students by generating strategies that faculty can use to work with nursing students who display unsafe clinical practice. 
Furthermore, the findings affirm the importance of the faculty role and how it is integral to the success of preceptorship 
and the decisions that have to be made about students’ clinical performance [4, 35]. Moreover, faculty serves as a major 
resource to the evaluation process of safe student practice. Administrators in nursing education programs need to reflect on 
these findings and support faculty in preparing for and engaging in their role in the preceptorship experience. Ultimately 
resources need to be directed to ensure adequate preparation of faculty advisors and support of the advisors during the 
preceptorship experience. Also the link between the university and practice areas needs to be fostered to ensure good 
relations that will enable and support preceptors in their role of assessing nursing student preparedness for transition to 
professional practice. 

7 Implications for nursing education 
The findings of this study highlight, to university faculty and administration, program structures and processes that may 
require adjustments so as to minimize the potential for unsafe practice. These include but are not limited to: (a) 
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re-examination of the curriculum to ensure that students are adequately prepared with the required knowledge, skills and 
competencies prior to engaging in the preceptorship experience; (b) development of strategies and guidelines for dealing 
with unsafe students; (c) the provision of professional development initiatives for faculty regarding their roles and 
responsibility as gate keepers to the profession and stake-holders in the patient safety initiatives; and (d) the selecting of 
suitable students for preceptorship, a process which is critical not only for patient safety but also for student achievement 
of course objectives, and reduction of the level of burden on both faculty and preceptors.  

Nurse educators and administrators are challenged to look within and systematically review how the program structures 
and processes (such as the curriculum and clinical teaching strategies) may be contributing to students' unsafe practice in 
their final practicum. 
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