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ABSTRACT 

BACKGROUND: Professional nurses are expected to be competent and practice independently 

without supervision after completing their four-year training and a year of community service.  

However, studies have found that senior nurses in the profession experience community service 

nurses (CSNs) as lacking critical thinking skills and confidence in delegating tasks, and as 

incompetent in clinical skills. Evidence regarding the outcomes of supportive programmes such 

as nursing residency programmes revealed higher rates of new nurse retention, decreased nurse 

vacancies, cost savings, organizational commitment, improved patient safety, and decreased 

stress for the nurse. 

 

AIM: To develop a transition to practice programme for CSNs in Dr Kenneth Kaunda District. 

 

DESIGN: A mixed-method convergent-parallel design was used in this study. 

 

METHODS: The study was conducted in two phases. In phase 1, objective 1 explored the 

competencies of CSNs from the perspective of CSNs and their preceptors using the Competency 

Inventory for Registered Nurses (CIRN) questionnaire; focus groups and semi-structured 

interviews were conducted with CSNs, health facility managers and preceptors to explore and 

describe the learning needs of CSNs (objective 2) during their community service year. In 

objective 3 a conceptual framework for a transition to practice programme was described using 

theory development methodology. In phase 2 a transition to practice programme was developed 

using programme development methodology (objective 4).   

 

SETTING AND SAMPLE: This study was conducted in 20 public health facilities of Dr Kenneth 

Kaunda District in the North West province of South Africa. The public health facilities sample 

included seven clinics, eight community health centres, three district hospitals, one regional 

hospital and one specialized hospital. To explore the competencies of CSNs, 60 CSNs completed 

the CIRN questionnaire with a 100% response rate, while 54 preceptors responded to the 

questionnaire with a 54% response rate. Nineteen CSNs participated in focus groups at three 

hospitals, while 20 health facility managers and 12 preceptors were included in semi-structured 

individual interviews. The researcher used the empirical data obtained in response to objectives 

1 and 2 to describe a conceptual framework for a transition to practice programme, and to develop 

a transition to practice programme which is embedded in the literature. 

 

RESULTS: Objective 1 (competencies of CSNs): The CIRN questionnaire item-analysis results 

indicated that CSNs have underdeveloped clinical skills, knowledge and attitudes. This was 
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evident for competencies that need to be developed in the seven subscales of the CIRN 

questionnaire, namely clinical care, leadership, interpersonal relations, legal/ethics, professional 

development, teaching-coaching, and critical thinking-research aptitude. Objective 2 (learning 

needs): The focus group discussions with CSNs indicated that mentorship during community 

service plays a pivotal role in their transition period, while factors such as nurse shortages, a 

theory-practice gap and unsupportive work environments affected their learning opportunities 

during community service. Semi-structured interviews with Hospital Managers highlighted that 

there are regulatory challenges with regard to community service that influenced its 

implementation at the health facilities. Objective 3 (conceptual framework): The conceptual 

framework for a transition to practice programme showed the importance of a structure being in 

place before implementation of a transition to practice programme for CSNs. Objective 4 

(transition to practice programme): The transition to practice programme for CSNs in Dr 

Kenneth Kaunda District indicated the level of support that such a programme can provide, by 

addressing the lack of competencies and learning needs identified in this study, through ensuring 

that CSNs complete transition modules and are mentored by an experienced registered nurse to 

ease their transition into their role as a professional nurse. 

 

CONCLUSION: This study indicated that once qualified, CSNs still require support to develop in 

their professional roles as a professional nurse. It identified the competencies they need to 

develop and learning needs they have during their community service year, in order for them to 

practice independently. Hence there is a need for a transition to practice programme in Dr 

Kenneth Kaunda District that will assist these CSNs to transition effectively into their different 

roles as professional nurses with support from a trained preceptor. 

 

KEY WORDS: Community service, community service for nurses, new graduate nurse, nurse 

residency programmes, newly qualified nurses, transition programmes 
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CHAPTER 1 

OVERVIEW OF THE STUDY 

1.1 INTRODUCTION AND BACKGROUND 

In the global and national human resource discourse, nurses are the largest single group of 

health care providers that play an integral role in the management and delivery of health 

services (Rispel, 2008:5). The shortage of nurses is a global concern. In South Africa nursing 

has been facing a serious human resources crisis, characterized by the decreased supply of 

nurses, their level of quality and competency, a declining interest in the profession and a lack 

of caring ethos (Rispel & Bruce, 2015:118; Presidential Health Summit, 2018:29). 

 

To address the human resource for health crisis in South Africa, the government introduced 

compulsory community service (CCS) for all health professionals registering their 

qualifications for the first time with their different professional councils; these include the 

Health Professions Council of South Africa for medical doctors, South African Nursing Council 

(SANC) for nurses, and South African Pharmacy Council for pharmacists (Govender et al., 

2015:1). The one-year period of CCS for all health professionals has been implemented since 

1998, with doctors, dentists and pharmacists routinely being allocated for a 12-month period 

of service in public institutions on completion of their formal training (Reid, 2002:135). 

 

Community service nurses (CSNs) were included in CCS in January 2005; however, their 

community service was only implemented for the first time in January 2008. The CCS for 

professional nurses is legislated by the Nursing Act, 2005 (Act No. 33 of 2005) that regulates 

nurses who complete the four-year nursing diploma or degree for registration as a nurse 

(General, Psychiatry and Community) and Midwife and all categories of nurses, such as the 

enrolled nurse and enrolled nurse auxiliary. According to the Department of Health (DoH) the 

main objective for implementing CCS for health professionals was to promote “equitable 

distribution” of health services to the South African population; to retain newly qualified health 

professionals in the country immediately after they qualify; and for health professionals to 

develop further practical skills, knowledge, critical thinking and professional behaviour during 

the period of CCS (Govender et al., 2015:1; South African DoH, 2013). 

 

In South Africa nursing leaders and stakeholders collaborated to address the learning 

experience of nursing students by developing the Forum of University Nursing Deans in South 

Africa (FUNDISA) Model for Clinical Nursing Education and Training (The Nursing Education 



2 

Stakeholders (NES) Group, 2012), which was included in the National Strategic Plan for 

Nursing Education, Training and Practice (2012-2017). This model aimed to optimize learning 

in clinical settings for undergraduate students before commencing CCS, to produce competent 

nurses and midwives in South African public health facilities. This can be seen as a support 

strategy for CSNs before commencing CCS, to ensure they are able to integrate theory and 

practice using a range of work-integrated learning (experiential and work-based learning) 

(South African DoH, 2013:83-84), and that they are well prepared for their new role as  

professional nurses in the public sector. This model clearly stated the responsibilities of each 

stakeholder; however; the model was not implemented due to limited resources. 

 

This FUNDISA Model for Clinical Nursing Education and Training (The NES Group, 2012) 

indicates that students are prepared to be competent in their skills as professional nurses 

while they are completing their undergraduate programme. However it doesn`t prepare 

students to take up their roles as a clinician, educator, administrator and researcher as stated 

in the Scope of Practice for registered nurses. The researcher intends to integrate elements 

of this model into the transition to practice programme for CSNs in the Dr Kenneth Kaunda 

District, in order to ease their transition to practice independently as professional nurses.  

 

In South Africa, CSNs’ experiences of community service and the support offered have been 

explored in most provinces. Reid (2002:135) investigated personal experiences of community 

services health professionals such as medical doctors, dentists, pharmacists and 

radiographers before CCS was implemented for nurses in South Africa. This study highlighted 

four areas of concern for community service health professionals, namely general 

management deficiencies in the public health system; existing gaps between skills and 

attitudes of graduates; lack of support given to community service professionals in rural areas; 

and the annual turnover that burdens senior staff who have to orientate and train each new 

group. These issues were evident in studies exploring the experiences of CSNs. 

 

A study conducted in Limpopo public health facilities that explored experiences of CSNs of 

CCS indicated that CSNs reported that there was unequal mentor support; some had support, 

while others were put in charge of a ward without supervision (Thopola, Kgole & Mamogobo, 

2013:11-13). The findings of this study are in concurrence with those of a qualitative study 

conducted in the Western Cape, where CSNs reported that they work unsupervised while 

placed in rural areas, while their colleagues in urban areas were working under supervision 

and rotating between wards during their CCS year (Beyers, 2013:47).  
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Studies conducted in the Eastern Cape, Gauteng and KwaZulu-Natal (KZN) indicated that 

CSNs are placed in specialty areas in their first year post-graduation, yet they had no 

specialization qualification. CSNs placed in a Primary Health Care (PHC) facility in the Eastern 

Cape during their community service year stated that they experienced a lack of induction 

programmes, lack of support and supervision from senior staff, and inadequate training and 

development programmes (Hlosan-Lunyawo & Yako, 2013:4). Netshisaula and Maputle 

(2018:4) conducted a study in Limpopo which indicated that CSN midwives lacked a sense of 

independence and commitment to patient care, and could not perfom tasks delegated to them 

in the wards. Similarly, Masango and Chiliza (2015:128) explored experiences of CSNs placed 

in intensive care units (ICUs) in KZN. These nurses expressed that the period to adjust to the 

ICU was 6 months, and due to shortage of staff they had no mentors to supervise them. There 

was a lack of an induction programme for new appointees, and their readiness to work 

independently with ICU patients was not evaluated prior to assigning patients to these 

inexperienced nurses, which negatively impacted the patients.  

 

A study conducted with CSNs who completed the four-year nursing diploma in the Western 

Cape stated that staff shortages led to premature termination of the orientation programme, 

which meant these nurses were left to manage wards on their own (Roziers, Kyriacos & 

Ramugondo, 2014:99). In Gauteng maternity public facilities, Du Plessis & Seekoe (2013:135) 

 highlighted that CSNs felt disappointed with regard to support received from the management 

staff in maternity services. The hospital managers and clinical leaders did not understand their 

job descriptions, and were therefore unable to work with CSNs since no job description was 

in place for the CSNs. 

 

The growing rates of qualified nurses` attrition are resulting in replacement of highly competent 

and experienced practitioners with newly graduated nurses; the latter have neither the practice 

expertise nor the confidence to navigate a clinical environment, burdened by escalating levels 

of patient acuity and increasing workload (Duchscher, 2008:441). New graduates are 

expected to transition into professional practice with ease; however, stress related to this 

transition can lead to high turnover within the first year of employment (Welding, 2011:3). 

Parker, Giles, Lantry and McMillian (2014:151) stated that the new graduate is most vulnerable 

during the transition period (the first 12 to 24 months of practice), where they formulate 

decisions about their intent to commit to the profession and/or their organization. Many new 

nurses will change clinical areas or leave the profession altogether during this period, with as 

many as 50% of new nurses leaving their first job within a 12-month period (Casey, Fink, 

Krugman & Propst, 2004:303).   
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Pine and Tart (2007:14) and Lens (2011:4) stated that reasons for high turnover rates range 

from stress and a lack of confidence, competence and support, to poor educational 

preparation. In concurrence with these studies, Duchscher (2008:443) also noted that issues 

commonly experienced by newly graduated nurses that lead to nurse turnover in the first 12 

months of employment relate to lack of clinical knowledge and confidence in skill performance; 

relationships with colleagues; workload demands; organization and prioritization as they relate 

to decision-making and direct care judgement; and lastly communicating with physicians. 

Newton and McKenna (2007:1236) conducted focus group discussions (FGDs) with newly 

qualified professional nurses, who reported that they experienced an immense adjustment in 

transitioning from student to registered nurse, due to an unconducive clinical environment 

caused by senior staff being hostile towards them. According to Pineau Stam, Regan, 

Laschinger and Wong (2015:191), new graduate nurses are particularly vulnerable to 

unsupportive practice environments, as they require opportunities to develop both 

competence and confidence in their ability to practice independently. Laschinger, Zhu and 

Read (2016:1) further highlighted the importance of a supportive practice environment to new 

graduate nurses as being predictive for good-quality patient care. 

 

A quantitative study conducted in the North West (NW) province to identify areas of 

incompetence in the clinical practice of newly registered nurses and professional nurses who 

mentored newly qualified professional nurses, stated that newly registered nurses lack critical- 

thinking skills (Moeti, Van Niekerk & Van Velden, 2004:72). Khunou (2018:239) conducted a 

qualitative study in the NW province that revealed that CSNs lack practical skills and 

professional responsibility, and are unable to perform basic nursing skills. Similarly, 

Operational Managers in a mixed-method study conducted in the NW province stated that 

CSNs lack clinical skills (Makua, 2016:163). A quantitative study conducted in Korea, exploring 

the clinical competence of newly employed nurses, revealed that they felt competent in taking 

responsibility and working ethically; however, they were least competent in executing nursing 

and problem-solving skills (Teoh, Pua & Chan, 2012:145). Similarly, quantitative studies 

conducted in Bangkok and the United States of America (USA) indicated that new graduates 

felt a lack of preparation in their new role; this was evident in them not being able to write 

clinical notes, and having a lack of knowledge in clinical skills, lack of confidence to delegate 

tasks and lack of critical-thinking skills (Gaesawahong, 2014:28; Dyess & Sherman, 

2009:404). Kajander-Unkuri (2015:27) explored the competencies of new graduate nurses in 

Finland and found that new graduate nurses were least competent in using theoretical 

knowledge and research in practice. Furthermore, the new graduate nurses rated themselves 

as competent in the helping role (clinical care) and least competent in effective management 

of rapidly changing patient situations.  
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A variety of approaches to support newly qualified nurses to transition into their roles as 

registered professional nurses have been developed internationally. These strategies range 

from unstructured mentorship or preceptorship programmes for integration into their new 

roles, and clinical practice facilitators, to formal approaches such as graduate nurse 

programmes, nurse residency programmes, nurse extern programmes, new graduate 

transition programmes and registered nurse internships (Bjerknes & Bjork, 2012:2; Duchscher 

2009:1105; Dyess & Sherman, 2009:406). All of these approaches have aimed to increase 

retention, decrease nurse vacancy, save costs, increase organizational commitment, improve 

patient safety and decrease stress for nurses, while providing essential tools to promote 

graduate nurse success and productivity (Bratt, 2013:1; Welding, 2011:37).  In the USA and 

Scotland national standardized new graduate transition programmes have been developed. 

These programmes have indicated that the presence of a formal new graduate transition 

programme resulted in good retention, cost beneficence and improved competency among 

newly graduated nurses (Rush, Adamack, Gordon, Lilly & Janke, 2013:346). 

 

Other benefits of a structured programme have been revealed in a systematic review which 

concluded that nurse residency programmes can reduce turnover rates within the first year of 

employment among newly licensed nurses, and are cost effective (Al-Dossary, Kitsantas & 

Maddox, 2014:5). A reduction of turnover of 17.2% among new graduates was reported by 

Halfer (2007:11) after implementing a multi-faceted orientation programme in Chicago which 

included classroom learning, mentoring, precepting, professional transitioning sessions and 

code debriefing. The University Health System Consortium (UHC) and the American 

Association of Colleges of Nursing (AACN) residency programme has demonstrated that after 

a one-year residency programme, nurses had improvements in their skills and abilities, ability 

to organize and prioritize their work, and improved communication with the multidisciplinary 

team, patients and families. Clinical leadership on the unit where they work also improved, 

and there was a decrease in stress and turnover rates (Goode, Lynn, Krsek & Bednash, 

2009:147).  

 

It is clear that transitioning from student nurse to professional nurse within the first year of 

professional practice presents newly qualified professional nurses with new challenges, 

stressors, inconsistencies and professional dissatisfaction in their new practice environments. 

Research conducted internationally has provided evidence that transitional programmes are 

essential in the development and integration of neophytes into the workplace. In the South 

African context, research has indicated that the implementation of CCS is inconsistent. In the 

NW province a study conducted more than a decade ago, before CCS was implemented, to 

explore the experiences of newly qualified professional nurses in their workplaces (Moeti et 
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al., 2004). There is therefore a need to explore the experiences of CSNs in the province from 

different perspectives now that CCS is in place.  

 

We can undertake to ensure that the undergraduate programme prepares the CSN for their 

role as a professional nurse; however, they need support to assist them in taking up their roles 

as professional nurses during their CCS year. This study intends to explore the transition 

experiences of CSNs in the NW province, through identifying the learning needs of CSNs 

which will enable them to transition into their roles as clinician, educator, administrator and 

researcher. This will guide the researcher to develop a transition programme for CSNs in the 

Dr Kenneth Kaunda District of NW province.  

1.2 PROBLEM STATEMENT  

Senior nurses in the profession perceive CSNs as lacking critical-thinking skills, lacking 

confidence in delegating tasks, and incompetent in clinical skills (Moeti et al., 2004:72; 

Khunou, 2018:239; Makua, 2016:163; Morolong & Chabeli, 2005:44; Mampunge, 2013:9). Yet 

some CSNs are placed in specialty areas with no specialization qualification and are left 

unsupervised,which further increases stress levels and projects them as being incompetent 

and a further risk to patients (Hlosan-Lunyawo & Yako, 2013:4-7; Ndaba, 2013:2; Masango & 

Chiliza, 2015:128). Staff shortages have also impacted on the support these CSNs receive, 

as it has led to premature termination of orientation, leaving these nurses to work 

unsupervised and manage wards on their own (Beyers, 2013:47; Roziers, et al., 2014:99). 

Evidence regarding the outcomes of supportive programmes, such as nursing residency 

programmes, revealed that new graduate nurses that go through such programmes have 

increased organizational commitment, improved patient safety, and decreased stress levels  

(Bratt, 2013:1). They also improved the clinical competency and leadership skills of the new 

graduate nurses (Goode et al., 2009:147; Rush et al., 2013:346). This indicates that if CCS is 

implemented as a structured programme, it can potentially have similar outcomes for the 

CSNs in South Africa. 

It is evident that community service is still faced with many challenges; a transition to practice 

programme for the CSNs could assist in alleviating the stressors faced. This raised the 

following research questions:   

1. How do CSNs and preceptors perceive the competence of CSNs to practice independently 

and transition into their different roles? 
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2. What are the learning needs of CSNs to assist their independence and transition to 

practice from the perspective of CSNs, preceptors, Nurse Managers, Unit Managers and 

Operational Managers? 

3. How can a conceptual framework for a transition to practice programme for CSNs assist 

these nurses to transition into their different roles? 

4. What transition to practice programme can be developed to assist CSNs to practice 

independently and transition into their different roles?  

1.3 AIM AND OBJECTIVES OF THE STUDY 

The aim of the study is to develop a transition to practice programme for CSNs in public health 

facilities of the Dr Kenneth Kaunda District in NW province. This was achieved through the 

following objectives, which were divided into two phases: 

PHASE 1 

1. Explore and describe the competencies of CSNs to practice independently and to 

transition into their different roles according to CSNs and their preceptors.  

2. Explore and describe the learning needs of CSNs to practice independence and transition 

to practice from the perspective of CSNs, preceptors, Nurse Managers, Unit Managers 

and Operational Managers. 

3. Describe a conceptual framework for a transition to practice programme for CSNs to 

practice independently and transition into their different roles. 

PHASE 2 

4. Develop a transition to practice programme to assist CSNs to practice independently and 

transition into their different roles. 

1.4 PHILOSOPHICAL WORLDVIEW 

Philosophical ideas influence the practice of research. Creswell and Creswell (2018:5) stated 

that all research needs a foundation, which is found in the ‘worldview’ chosen by the 

researcher.  A worldview consists of stances adopted on each of the following elements: 

ontology, epistemology, axiology and methodology. Using these elements, four worldviews 

have been identified by philosophers: positivism, constructivism, transformatism, and 

pragmatism (Creswell & Creswell, 2018:5; Hall, 2013:3; Polit & Beck, 2012:11). Of these, the 

transformative and pragmatism worldviews are seen best compatible with mixed-method 

research (Hall, 2013:2). The researcher’s worldview is discussed with regard to the 

ontological, epistemological and methodological design of this study. 
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The philosophical worldview that underpins this study is pragmatism, a philosophical 

movement founded in the late 19th century by the philosopher Charles Peirce. William James, 

John Dewey, George Mead and Arthur Bentley later expanded upon his initial work. 

Pragmatism places the “research problem” as central and applies all approaches to 

understanding the problem (Tashakkori & Teddlie, 2003:52; Mackenzie & Knipe, 2006; 

Mukherjee & Kamarulzaman, 2016:46). According to Kaushik and Walsh (2019:1), 

pragmatism is not committed to one system of philosophy and reality; its major underpinning 

is rather that knowledge and reality are based on beliefs and habits that are socially 

constructed. The researcher developed a transition to practice programme which will generate 

a “real-world” solution for CSNs, by creating a support structure for CSNs that will ensure that 

competent and confident professional nurses are produced, who will provide safe and effective 

patient care, and be willing to remain in their organizations and profession after completing a 

year of community service.  

1.4.1 Ontological stance  

Ontology is the assumption and belief we hold of reality that is the object of research. The 

ontology for mixed-method research is constructivist, where perceptions of the world will 

change depending on who you ask and when you ask (Teddlie & Tashakkori, 2010:12; 

Kaushik & Walsh, 2019:3). This suggests that for research to be meaningful, there is a need 

to obtain as many perspectives on the issue as possible. In this study, the researcher obtained 

perspectives of CSNs’ competence from CSNs, their preceptors and health facility managers 

who are involved with community service, to give their viewpoint on CCS. The ontological 

stance is further discussed based on the researcher’s view of man, society, health and 

nursing. 

- View of man  

According to Kaushik and Walsh (2019:3), a pragmatist philosophy holds that human actions 

can never be separated from their past experiences and the beliefs that have originated from 

those experiences. In this research, the persons that need to obtain knowledge, skills and 

competencies are the CSNs. The CSNs use their past clinical and theoretical knowledge, 

obtained during their four-year nursing training, to build on their new knowledge gained during 

their transition period from CSN into their new role as a professional nurse. 

This CSNs need to be supported in making sense of this new knowledge, by being 

accompanied by a more knowledgeable, skilled and competent person, who is their preceptor. 

The preceptor supports the CSNs’ learning process by using a learning style suitable for them, 

in order for the CSNs to shape their own learning experience. This will enable the CSNs to 
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achieve the expected outcomes of a transition to practice programme, in order to be clinically 

competent and able to practice independently in their new role as a professional nurse. 

- View of society 

The researcher views the society where the CSNs and preceptors share their theoretical and 

clinical knowledge and interact with each other as public health facilities. The public health 

facility needs to be a conducive learning environment, where the CSNs and preceptors can 

come together and share their knowledge which is co-constructed between them. The 

researcher understands that the CSNs and preceptors come from different environments; the 

CSNs come from higher education institutions and have limited clinical knowledge, and the 

preceptors are clinically experienced. These individuals come together in an environment 

(public health facility) where they have to work together to achieve specific outcomes. 

- View of health 

The World Health Organization (1978) defines health as not just the absence of disease or 

infirmity, but as a state of good physical, mental and social wellbeing. In this research the 

health of CSNs and preceptors is important, and the preceptor needs to consider the special 

learning needs and use of different teaching strategies to accommodate the CSNs and 

enhance learning. The CSNs and preceptors come from different social, psychological, and 

physical settings and backgrounds, and need to consider these when working together to 

achieve their set goals. 

- View of nursing 

According to the International Council of Nurses (2020), nursing encompasses autonomous 

and collaborative care of individuals of all ages, families, groups and communities, who are 

sick or well, and in all settings. 

In this research the aim is to develop a transition to practice programme for CSNs that will 

support them during their transition period into their new role as a professional nurse. To 

achieve the desired results, the CSNs need to participate in the transition to practice 

programme with support from the preceptors. This programme will ensure that the CSNs 

further develop their clinical knowledge and skills, to enable them to provide quality patient 

care and enhance the patients` wellbeing. 

1.4.2 Epistemological stance 

Kaushik and Walsh (2019:4) stated that pragmatist epistemology is that knowledge is based 

on experience. One’s perceptions of the world are influenced by one’s social experiences and  
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unique experiences. Knowledge is not viewed as reality, rather it is constructed with the 

purpose to better manage one`s existence and to take part in the world. Goldkuhl (2012:136) 

further states that the primary purpose of inquiry is to create knowledge in the interests of 

change and improvement. 

To have a better understanding of the competencies and learning needs of CSNs,the 

researcher collected data pertaining to: the competencies of the CSNs by using a 

questionnaire, and the learning needs of CSNs through FGDs and individual interviews.  

The researcher used three models, described in section 1.4.2.1, as guidance to develop a 

transition to practice programme for CSNs: Benner’s Novice to Expert Model, the Transition 

to Practice Model, and the FUNDISA Model for Clinical Nursing Education and Training. 

1.4.2.1 Theoretical models 

Theories are systematic ways of looking at the world and describing events (Chinn & Kramer, 

2018:184). A model includes all of the major concepts in a research framework (Grove, Gray 

& Burns, 2015:198). In this study, the researcher used three models as guidance to develop 

a transition to practice programme for CSNs: Benner’s Novice to Expert Model (Figure 1.1), 

the Transition to Practice Model (Figure 1.2), and the FUNDISA Model for Clinical Nursing 

Education and Training (Figure 1.3). 

 

Figure 1.1: Benner’s (1984:13-34) Novice to Expert model  
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Patricia Benner modified the Dreyfus model of skills acquisition by applying the identified five 

proficiency levels of competence to nursing. According to Benner (1982:402), the model takes 

into account increments in skilled performance based upon experience as well as education. 

It also provides a basis for clinical knowledge development and career progression in clinical 

nursing. Using Benner’s model, the nurse passes through five levels of proficiency: novice, 

advanced beginner, competent, proficient, and expert. These levels allow the nurse to move 

from reliance on past concrete principles to determining how to manage patient care by placing 

the pieces together for holistic care (Benner, 1982:402). Each stage of the Benner model, from 

novice to expert, possesses its own unique qualities and characteristics; together these 

demonstrate a continuum of learning and development, as illustrated in Figure 1.1. 

Based on Benner’s model, the CSN is seen as an advanced beginner, as they have had prior 

exposure to clinical experience as students. They are also skillful in parts of practice areas, 

where they might require support at certain periods. It is after this stage that a CSN will have 

to enter a transition to practice programme, in order to develop the clinical skills and 

knowledge to move to the next stage of being a competent practitioner. 

 

Figure 1.2: Transition to Practice Model (Spector & Echternacht, 2010:21) 

In collaboration with more than 35 nursing organizations, the National Council of State Boards 

of Nursing (NCSBN) in the USA developed a Transition to Practice Model. This is a regulatory 

model designed to be used at all health facilities that hire newly licensed nurses. Spector 
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(2009:2) describes this model as where new nurse graduates must first take and pass the 

National Council Licensure Examination, obtain employment, and then enter the transition 

programme. Preceptors must be well trained and will work either one-on-one with new nurse 

graduates or in teams. These preceptors work with the new graduate throughout the six-month 

transition programme, and during this period the new graduate is evaluated, and feedback is 

given; reflection forms a major part of the programme. Institutional support continues for six 

months after the transition programme is completed.  

The programme consists of five modules: patient-centred care, communication and teamwork, 

evidence-based practice (EBP), quality improvement, and informatics. The patient-centred 

care module emphasizes specialty content and the skills of prioritizing and organizing; the 

communication and teamwork module teaches students to collaborate across professions and 

incorporate role socialization strategies; while the module on EBP ensures that new nurses 

participate in an evidence-based project and present the results to the hospital or unit to 

enhance nursing. The quality improvement module focuses on promoting patient safety and 

improving hospital systems; and the module on informatics teaches the newly licensed nurses 

how to identify electronic information which is available at the point of care and how to access 

information that is not readily available (Spector, 2009:21-22). These modules were developed 

based on evidence from the Institute of Medicine (IoM) and the Quality and Safety Education 

for Nurses (QSEN). Orientation, which involves being instructed on the policies and 

procedures of the workplace as role expectations, is done separately from the transition 

programme. In this study, the researcher developed transition to programme modules based 

on the competencies and learning needs of CSNs as identified through the CIRN 

questionnaire, FGDs and interviews conducted.  

Nursing education stakeholders, consisting of representatives from College Principals and 

Academic Staff, the Democratic Nursing Association of South Africa (DENOSA), FUNDISA, 

Nursing Education Association, Nurse Managers, Private Health Education Providers of South 

Africa and SANC, at a meeting in September 2010 identified the clinical education and training 

of nurses in pre-registration programmes as an important area of concern in improving the 

quality of nursing education (The NES Group, 2012). Stakeholders then met in Pretoria in 

October 2010 to develop a discussion document for wider consultation. The Model for Clinical 

Nursing Education and Training was developed. 

According to FUNDISA (The NES Group, 2012), the major precepts of the model to enhance 

clinical learning and produce competent nurses and midwives are:  

 That clinical practice for learning (experiential learning), in which students can work 

with patients without forming part of any service team, be distinguished from clinical 
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practice for role-taking (work-based learning), during which students do form part of 

the service team;  

 A system of clinical preceptors is implemented to ensure a minimum level of clinical 

teaching and support for students during their clinical practice;  

 The clinical placement coordinator manages the clinical teaching system and ensures 

its functionality and quality;  

 Teaching and support of students in clinical settings to form part of the job description 

of the clinical supervisors;  

 Students are only placed in clinical facilities where a certain level of quality of nursing 

care, based on clearly defined standards, is given. Therefore, a positive practice 

environment (PPE) must be ensured;  

 Nurse educators are expected to remain clinically competent in their field and be part 

of the clinical preceptor team; and 

 Clinical teaching associates, who are experts in practice, be recognized and involved 

in classroom teaching in order to provide clinical role models for students.  

 
Figure 1.3: Model for Clinical Nursing Education and Training (FUNDISA; The Nursing 

Education Stakeholders Group, 2012). 

Benner’s Novice to Expert model assisted the researcher to understand the competency level 

of CSNs, in order to develop module-learning outcomes that will be at their level, based on 

their identified learning needs. These modules will ensure that a CSN progresses from an 

advanced beginner to a competent nurse who can function independently. The transition to 

practice model guided the researcher to identify the learning needs required by CSNs in public 
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health facilities of the Dr Kenneth Kaunda District, which in return will enable the researcher 

to develop modules for these CSNs based on those learning needs. This model also guided 

the researcher in understanding the implementation process of a transition to practice 

programme. The researcher incorporated some elements of the Model of Clinical Nursing 

Education and Training into a transition to practice programme for CSNs in public health 

facilities of the Dr Kenneth Kaunda District, as this model is important in explaining the clinical 

environment that a CSN needs to practice in while transitioning into their different roles as a 

professional nurse. 

1.4.2.2 Concept clarification 

Concepts that were used through the study are defined below. 

Transition to practice programme 

A programme entered into after graduation from a nursing programme, that is more formal or 

structured than basic new nurse orientation, where a newly graduated nurse devlops clinical 

skills and knowledge (Pittman, Boss, Hargraves, Herrera & Thompson, 2015:97). 

Internationally it is referred to as a nurse residency programme.  

Community service 

Community service is a one-year period of compulsory service rendered by nurses who have 

completed the training requirements for a four-year degree or diploma in nursing before 

registration as a professional nurse (general, community and psychiatry) and a midwife 

(SANC, 2007). 

 

Community service nurse 

A nurse who has completed a four-year nursing degree or diploma at any nursing institution 

in South Africa and is employed as a CSN in a public health facility. For the purpose of this 

study, new graduate nurses in the South African context are referred to as CSNs. These 

nurses must be completing community service in the years 2016 and 2017 in a public health 

facility in the Dr Kenneth Kaunda District. 

 

Preceptor 

A preceptor is an individual with demonstrated competence in a specific area, who serves as 

a teacher/coach, leader/influencer, facilitator, evaluator, socialization agent, protector, and 

role model to develop and validate the competencies of another individual (Ulrich, 2012:1952).  

For the purpose of this study, it refers to a professional nurse who has facilitated development 

of CSNs during 2016 and 2017, to support them in maturing into their new role as professional 

nurses.  
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Public health facilities 

A public health facility is owned by the government and receives government funding. These 

health facilities provide medical care free of charge, and the funding that the health facilities 

receive covers the cost. For the purpose of this study, these are defined as clinics, community 

health centres (CHCs), district hospitals, regional hospitals and specialized hospitals where 

CSNs are placed to complete their CCS year.  

 

Competency 

Competency is the specific knowledge, skills, judgement and personal attributes required for 

a health professional to practice safely and ethically in a designated role and setting. The 

combination of knowledge, psychomotor, communication and decision-making skills that 

enable an individual to perform a specific task to a defined level of proficiency (SANC, 2005:3). 

 

Nurse Managers 

A Nurse Manager is a professional nurse with management responsibilities towards the 

nursing staff of the health facility. For this study, it refers to a professional nurse that manages 

a public health facility in the Dr Kenneth District. In clinics and CHCs, they are referred to as 

Operational Managers.  

 

Unit Managers 

A Unit Manager is a professional nurse who oversees all aspects of operating a unit, 

supervises nursing staff and monitors patient care in the unit within a health care facility. These 

professional nurses must have extensive clinical experience and be able to take leadership in 

any situation. In this study, a Unit Manager refers to a professional nurse who manages a 

ward and has participated in the development of CSNs during the period 2016 to 2017 in their 

unit.  

 

1.4.3 Methodological stance  

In mixed-methods research the researcher collects both quantitative and qualitative data. This 

leads to data and method triangulation, which improves the validity of the results. Data and 

method triangulation were adhered to through the researcher obtaining data pertaining to the 

competencies of CSNs through a questionnaire completed by CSNs and their preceptors, and 

through focus group interviews with CSNs. In addition, individual interviews were conducted 

with health facility managers and preceptors to explore the competencies of CSNs. 
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1.5 STUDY SETTING 

The study was conducted in the Dr Kenneth Kaunda District of NW province. A review of 

literature identified that no research was conducted in this province with regard to CSNs 

transitioning into their role as professional nurses. The researcher conducted research in this 

district, as most of the public health facilities in the NW are located there, and this is where 

the majority of CSNs are placed for their year of CCS. 

The Dr Kenneth Kaunda District consists of four local municipalities: Matlosana, Tlokwe, 

Maquassi Hills and Ventersdorp. CSNs were placed in 20 public health facilities in the four 

municipalities during the years 2016 and 2017, as indicated in Table 1.1. Thirty (30) health 

facilities were used in previous years. A detailed description of the setting is given in Chapter 

2. 

Table 1.1: Public health facilities for community service placement in Dr Kenneth 

Kaunda District 

Sub- district Clinics CHC District 
Hospital 

Regional 
Hospital 

Specialized 
Psychiatric 

Total 

Matlosana 2 4  1  7 

Tlokwe 1 2 1  1 5 

Maquassi 
Hills 

4 1 1   6 

Ventersdorp  1 1   2 

TOTAL 7 8 3 1 1 20 

1.6 RESEARCH DESIGN AND METHODS 

The research design and method direct the researcher in planning and implementing the study 

in a manner that ensures achievement of the intended goal. The researcher explains the 

research design and research methods that were used in this study briefly below. 

1.6.1 Research design 

A research design is the overall plan for addressing a research question, including 

specifications for enhancing the study`s integrity (Polit & Beck, 2018:138; Creswell & Creswell, 

2018:212). A mixed-method convergent-parallel design was used for this study. According to 

Taylor (2013:163) and Creswell and Creswell (2018:215) a mixed-method design is used to 

combine elements of qualitative and quantitative research approaches for the purpose of 

breadth and depth of understanding and corroboration. Previous research conducted on 

CSNs’ experiences while completing community service indicated that most research was 
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conducted using either qualitative or quantitative research. A mixed-method design assisted 

the researcher to give a broader understanding of the research problem, by using a variation 

of data collection methods and data sources, which led to greater rigour of the study results. 

A full description of the research design is presented in Chapter 2.  

 

1.6.2 Research methods  

According to Rajasekar, Philominathan and Chinnathambi (2013:5), research methods are 

various procedures, schemes and algorithms used in research, which are essentially planned 

and scientific. These methods are used to assist in collecting samples and data and finding 

solutions to a problem. 

In phase 1 the researcher used various research methods, as follows. A survey method was 

used where the researcher administered a questionnaire to CSNs and their preceptors in order 

to explore competencies of CSNs to practice independently; FGDs were conducted with the 

same group of CSNs to explore their learning needs during community service; individual 

interviews were conducted with preceptors and Nurse Managers, Operational Managers and 

Unit Managers to explore the learning needs of CSNs. A conceptual framework was described 

for a transition to practice programme based on the results obtained in terms of  objectives 1 

and 2 using theory development as the research method. In phase 2 the researcher used the 

programme development method to develop a transition to practice programme for CSNs in 

the Dr Kenneth Kaunda District, based on data obtained for objectives 1 to 3.  

An overview of the research methods is illustrated in Table 1.2 to indicate the population, 

sample and sample method, data collection strategies, data analysis and rigour per objective. 

A detailed description of the research methods is given in Chapter 2.
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Table 1.2: Overview of research methods   

 PHASE 1 

OBJECTIVE 1 POPULATION SAMPLE METHOD AND SAMPLE DATA COLLECTION DATA ANALYSIS RIGOUR 

Explore and 

describe the  

competencies of 

CSNs to practice 

independently and 

to transition in their 

different roles 

according to CSNs 

and their preceptors 

Population 1:  

CSNs 

June 2016: 

N= 21 from June 2016 

placements (South 

African DoH, 2016) 

January 2017: 

N= 53 CSNs from 

January 2017 

placements 

Sample method: 

All-inclusive sampling for CSNs of 

both June 2016 and January 2017.   

Sample: 

CSNs: 

n= 21 CSNs from June 2016 

n= 53 CSNs from January 2017 

 

Preceptors: 

All-inclusive sampling method was 

used to select preceptors for both 2016 

and 2017 

n = 54 

Questionnaire: 

Competency Inventory for 

Registered Nurses (CIRN) 

questionnaire (Liu, 

Kunaiktikul, Seneratana, 

Tonmukaykul & Eriksen, 

2007) 

CSNs and their mentors 

completed two different 

questionnaires, as 

indicated in Addendums M 

and N 

Descriptive and inferential 

statistics 

Content validity 

and criterion-

related validity 

(Liu et al., 2007)  

 

Construct 

validity: 

Exploratory and 

confirmatory factor 

analyses  

 

Reliability: 

Cronbach alpha 

coefficient and 

mean inter-item 

correlations  
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Population 2: 

(Preceptors) 

June 2016 and January 

2017: 

The population of 

preceptors is determined 

based on the wards 

where CSNs were placed 

during both years. The 

number of preceptors 

was N=125 

 

OBJECTIVE 2 POPULATION SAMPLE METHOD AND SAMPLE DATA COLLECTION DATA ANALYSIS RIGOUR 

Explore and 

describe the 

learning needs of 

CSNs to practice 

independently and 

transition to 

practice from the 

perspective of 

CSNs, preceptors, 

Nurse Managers, 

Unit Managers and 

Operational 

Managers  

Focus groups 

Population 1:  

CSNs 

June 2016: 

N= 21 from June 2016 

placements (South 

African DoH, 2016)  

January 2017: 

N= 61 from January 2017 

placements 

 

Individual interviews 

Population 2: 

Focus groups sample method: 

Stratified sampling of health facilities 

(Table 1.1) Health facilities (N=20) 

excluded Clinics (N=7) and CHCs (N=8) 

for focus groups 

 

District hospital (N=3); n= 3 (purposive)   

Regional hospital (N=1); n=1 (-

purposive) Specialized hospital (N=1); 

n=1 (purposive) 

Three focus groups were conducted 

with CSNs. These groups consisted of 

the following number of CSNs: 

District hospital (N= 11); (n= 6) 

Regional hospital (N=16); (n=7) 

Specialized hospital (N=9); (n= 6) 

Focus group interviews 

with CSNs (Addendum O) 

 

 

Semi-structured individual 

interviews with:  

 Preceptors 

 Nurse Managers 

 Operational 

Managers 

 Unit Managers 

(Addendums P and Q) 

 

 Creswell`s method of 

content analysis 

(Creswell & Creswell, 

2018:193-194). 

 

Credibility, 

dependability, 

confirmability and 

transferability 

(Guba & Lincoln, 

1989; Taylor, 

2013:198; 

Poduthase, 

2015:25) 
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Individual interviews: 

Preceptors: 

 N=54 preceptors 

who participated in 

the survey (objective 

1) 

Health facilities 

managers: 

 Nurse Managers 

(N=5) 

 Operational 

Managers (N=15) 

 Unit Managers 

(N=34)  

 

Individual interviews 

 

Stratified sampling of health facilities 

(Table 1.1) Health facilities (N=20) 

Clinics (N=7); n=5 (random sampling) 

CHCs (N=8); n=5 (random sampling) 

District hospital (N=3); n=3 (purposive) 

Regional hospital (N=1); n=1 (purposive) 

Specialized hospital (N=1); n=1 

(purposive) 

Participants were selected from the 

abovementioned health facilities as 

follows: 

Preceptors (n= 12) selected from 

District hospitals, Regional hospitals and 

specialized hospital. (Purposive 

sampling) 

Nurse Managers (n=5) selected from 

District, Regional and Specialized 

hospitals for each year (All-inclusive) 

Operational Managers (n=10) selected 

from clinics and CHCs (All-inclusive) 

Unit Managers (n=5) selected from 

District, Regional and specialized 

hospitals (All-inclusive) 

 Total individual interviews 

conducted: n= 32 interviews 
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OBJECTIVE 3 POPULATION SAMPLE METHOD AND SAMPLE DATA COLLECTION DATA ANALYSIS RIGOUR 

Describe a 

conceptual 

framework for a 

transition to 

practice programme 

for CSNs to practice 

independently and 

transition into their 

different roles 

 Evidence from 

objective 1 and 

objective 2 

 

 Literature from 

multiple electronic 

databases 

 

 Evidence from objective 1 and 

objective 2 

 

 Literature from multiple electronic 

database 

Evidence from objectives 

1 and 2 (Conclusion 

statements) 

The following methodology 

was adhered to, to 

describe a conceptual 

framework: 

 Presented conclusion 

statements 

formulated from 

empirical data 

(objective 1 and 

objective 2 data) 
 Concept identification 

(Walker & Avant, 

2014; Mouton & 

Marais, 1990; Chinn 

& Kramer, 2008)   
 Concept 

classification 

(Dickoff, James & 

Wiedenbach, 

1968:420) 
 Relation statements  

 Conceptual map 

construction 

 

 

 

 

 

 

As established in 

objective 1 and 

objective 2 for 

empirical data 
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PHASE 2 

OBJECTIVE 4 POPULATION SAMPLE METHOD AND SAMPLE DATA COLLECTION 
DATA ANALYSIS 

RIGOUR 

Develop a transition 

to practice 

programme to 

assist CSNs to 

practice 

independently and 

transition into their 

different roles  

 

 

 

 

 

 

 

 

 

Evidence from objective 

1 to objective 3 

Evidence from objective 1 to objective 3 Evidence from objective 1 

to objective 3 

Programme 

development: 

 Step 1: Establish the 

context 

 Step 2: Formulate 

outcomes 

 Step 3: Develop a 

macro-curriculum 

 Step 4: Develop a 

micro-curriculum 

 Step 5: Plan for 

programme 

evaluation 

(Gwele & Uys,2005:25) 

 

 Deductive and 

inductive logic 
As established in 

objective 1 and 

objective 2 for 

empirical data 
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1.7 STRUCTURE OF THE STUDY 

The research report includes seven chapters, as outlined below. 

Chapter 1: Overview of the study 

This chapter introduced how the researcher identified the research problem and indicated the 

scope of the research as well as the aims and objectives of the study. The philosophical 

worldview of the study was discussed. The researcher also briefly explained the design and 

methods used and clarified relevant terminology used throughout the study. An overview of 

the study is provided. 

Chapter 2: Research design and research methods  

The research design and methods are explained. A detailed description of the population, 

sample, data collection tools, methods for data collection and analysis, validity and reliability 

and ethical considerations are discussed. 

Chapter 3: Competencies of community service nurses (Objective 1 findings: 

Presentation and discussion) 

Quantitative results pertaining to competencies of CSNs according to the CSNs and 

preceptors were analyzed by correlations of the CIRN dimensions, item analysis and 

hierarchical linear modelling analysis of demographics and competencies. Data were 

presented by means of bar graphs, tables and pie charts and conclusion statements were 

formulated to incorporate into developing a transition to practice programme for CSNs. 

 

Chapter 4: Learning needs of community service nurses (Objective 2 findings: 

Presentation and discussion) 

Qualitative data pertaining to the learning needs of CSNs during community service were 

discussed in themes and sub-themes in order to integrate and discuss the data. Conclusion 

statements were formulated of the learning needs identified, which were discussed with 

embedded literature to include in the transition to practice programme. 

Chapter 5: Conceptual framework for a transition to practice programme 

A conceptual framework for a transition to practice programme for CSNs was described based 

on the outcomes of objective 1 and objective 2 and the literature reviewed. Concluding 

statements were formulated based on the concepts identified and discussed, to present a 

conceptual framework for a transition to practice programme. 
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Chapter 6: Transition to practice programme for community service nurses 

The researcher developed a transition to practice programme for CSNs in public health 

facilities of the Dr Kenneth Kaunda District. The researcher stated the aims, vision, mission 

and modules of the programme. 

Chapter 7: Evaluation of the study, conclusions and recommendations  

The researcher conducted a critical evaluation of the study and highlighted the unique 

contribution to the body of knowledge in nursing science. A conclusion was drawn and 

recommendations were developed for practice, education, research and policy. 

1.8 SUMMARY 

This chapter presented an overview of the study and introduced the problem statement. The 

aim and objectives of the study were stated and a brief overview of the research methods was 

outlined. Furthermore, the researcher introduced the philosophical worldview of the study, 

theoretical models that guided the study, as well as the structure of the study. The following 

chapter discusses the research design and research methods which the researcher used in 

order to meet each objective.
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CHAPTER 2 

RESEARCH DESIGN AND RESEARCH METHODS 

2.1 INTRODUCTION 

This chapter outlines the research design and research methods underpinning this study. The 

chapter firstly discusses the aim and objectives of the study; the research methods are 

discussed per objective, highlighting the data collection method, population, sampling method 

and sample, process of data collection, data analysis, rigour and ethical principles adhered to.  

2.2 AIM AND OBJECTIVES OF THE STUDY 

The study aimed to develop a transition to practice programme for CSNs in public health 

facilities of the Dr Kenneth Kaunda District. This was achieved through the following 

objectives, divided into two phases: 

Phase 1 

1. Explore and describe the competencies of CSNs to practice independently and to 

transition into their different roles according to CSNs and their preceptors.  

2. Explore and describe the learning needs of CSNs to assist their independence and 

transition to practice from the perspective of CSNs, preceptors, Nurse Managers, Unit 

Managers and Operational Managers. 

3. Describe a conceptual framework for a transition to practice programme for CSNs to 

transition into their different roles. 

Phase 2 

4. Develop a transition to practice programme to assist CSNs to practice independently and 

transition into their different roles. 

2.3 RESEARCH DESIGN 

The research design that underpins this study is a mixed-method convergent-parallel design 

(Creswell & Creswell, 2018:217). 

2.3.1 Mixed-method research 

Mixed-method research is recognized as the third major research approach or research 

paradigm along with qualitative and quantitative research (Johnson, Onwuegbuzie & Turner, 

2007:112; Creswell & Creswell, 2018:215). The fundamental principle of mixed-method 

research is that the combination of quantitative and qualitative approaches provides a better 
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understanding of the problem than either approach can achieve alone (Munhall, 2012:70; 

Taylor, 2013:163).  

Venkatesh, Brown and Sullivan (2016:437) identified several advantages for using a mixed- 

method approach in research. These authors stated that mixed-method research enables the 

researcher to simultaneously address confirmatory and explanatory research questions; it 

enables the researcher to provide stronger inferences than a single method or worldview, and 

provides an opportunity for researchers to produce a greater assortment of divergent and/or 

complimentary views. Similarly, Creswell and Creswell (2018:217) stated that problems 

addressed by health sciences and social science researchers are complex, and that the use 

of either quantitative or qualitative approaches by themselves is inadequate to address this 

complexity. Their combined use provides an expanded understanding of research problems. 

One should, however, note that mixed-method research does not replace either a quantitative 

or qualitative approach, but rather draws from the strengths and minimizes the weaknesses 

of both methods.  

Literature reviewed on CSNs’ experiences while completing community service indicated that 

most research was conducted using qualitative or quantitative research alone. A mixed- 

method approach assisted the researcher to give a broader understanding of the research 

problem by using a variation of data collection methods and data sources. This will lead to 

greater rigour of the study results, as stated by Munhall (2012:70) and Taylor (2013:163). 

2.3.2 Convergent-parallel design 

A convergent-parallel design is defined by Edmonds and Kennedy (2013:149,150) and 

Creswell and Creswell (2018:217) as a concurrent approach which involves the simultaneous 

collection of qualitative and quantitative data, followed by combination and comparisons of 

these multiple data sources. The methods are prioritized equally and the strands are kept 

independent during analysis, then the results are mixed during interpretation (Creswell & 

Plano Clark, 2011:70; Fetters, Curry & Creswell, 2013:2137; Polit & Beck, 2018:215).  

In this study the researcher collected data pertaining to competencies of CSNs (objective 1) 

using a questionnaire, simultaneously with data pertaining to the learning needs of CSNs 

(objective 2) through FGDs and individual interviews for the years 2016 and 2017. Data 

collected from the questionnaires were analyzed separately from data collected from FGDs 

and individual interviews. Quantitative (Chapter 3) and qualitative (Chapter 4) data were 

summarized separately using concluding statements. A conceptual framework for a transition 

to practice programme for CSNs was formulated (objective 3), based on the integrated 

concluding statements on the competencies of CSNs (objective 1) and learning needs of 
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CSNs (objective 2). The combined results (objectives 1-3) and the theoretical models applied 

in the study were used to develop a transition to practice programme for CSNs in the Dr 

Kenneth Kaunda District (objective 4). 

This design is advantageous because it results in well-validated and substantiated findings; it 

also results in a shorter data collection time period as compared to the sequential designs, 

because both the quantitative and qualitative data are gathered at one time at the research 

setting. This design also has its limitations, as it requires great effort and expertise to 

adequately study the phenomenon with two separate methods. It can also be difficult to 

compare the results of two analyses using data of different forms, and difficulties can arise 

when discrepancies are seen in the results. Procedures to resolve such discrepancies include 

revisiting the original database, gaining new insight from the disparity of the data, or 

developing a new project that addresses the discrepancy (Creswell & Creswell, 2018:219). To 

address the limitations of this research design, the researcher involved the two promoters in 

each step of the research, as they are experts in both quantitative and qualitative research 

approaches. A statistician was also involved during quantitative data analysis, while a co-

coder assisted with qualitative data analysis.  

2.4 STUDY SETTING 

The study was conducted in the NW province which is one of the nine provinces of South 

Africa. This province is situated in the north of South Africa on the Botswana border, fringed 

by the Kalahari Desert in the west, Gauteng province to the east and Free State to the South 

(Figure 2.1). It’s the country’s fourth-smallest province, taking up 8.7% of South Africa’s land 

area, and with a population of 3.5 million people. Two-thirds of the people speak Setswana, 

the language of neighboring Botswana, with the rest speaking Afrikaans, English and isiXhosa 

(Municipalities of South Africa, 2012-2020).  
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Figure 2.1: Provinces of South Africa (SA Places, 1997-2016) 

The NW province is divided into four local municipalities or districts, namely Dr Ruth 

Segomotsi Mompati, Ngaka Modiri Molema, Dr Kenneth Kaunda, and Bojanala Platinum 

District (Figure 2.2). Figure 2.2 further indicates that Tlokwe and Ventersdorp were merged in 

2019 to form JB Marks sub-district. These are further subdivided into 18 local municipalities. 

This study was conducted in the Dr Kenneth Kaunda District that has four sub-districts, namely 

Matlosana, Tlokwe, Maquassi Hills and Ventersdorp (Figure 2.3). Most of the population in 

this district reside in the Matlosana and Tlokwe sub-districts, that are peri-urban areas; 

Ventersdorp and Maquassi Hills are rural sub-districts (Municipalities of South Africa, 2012-

2020).  

The study was conducted in Dr Kenneth Kaunda District, as this is where the majority of CSNs 

are based on the 2016 and 2017 CSNs placements. A review of the literature identified that 

there is no published research on NW province about CSNs transitioning into their roles as 

professional nurses. A quantitative study was conducted in NW in 2004 by Moeti et al., which 

explored competencies of newly qualified registered nurses. There is thus a need to conduct 

a further study, after community service was implemented for newly qualified CSNs in NW 

province. 
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Figure 2.2: Local municipalities of North West povince (Municipalities of South Africa, 

2012-2020) 

 

Figure 2.3: Dr Kenneth Kaunda District (Municipalities of South Africa, 2012-2020) 
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Health services in Dr Kenneth Kaunda District are delivered by 62 public health facilities 

consisting of one (1) Regional hospital; three (3) District hospitals; nine (9) CHCs; 27 clinics; 

six (6) satellite clinics; and two (2) mobile health service units (Municipalities of South Africa, 

2012-2020). CSNs are usually placed in 30 health facilities in the Dr Kenneth Kaunda District; 

however, in June 2016 and January 2017 CSNs were placed in 20 health facilities. This study 

was conducted in the 20 public health facilities where CSNs were placed in June 2016 and 

January 2017 to complete a year of community service (Table 2.1).  

CSNs were placed in seven (7) clinics, which are described as facilities from which a range of 

PHC services are provided and are open for eight (8) hours a day (Cullinan, 2006). There are 

eight (8) CHCs which were used for placement of CSNs in the Dr Kenneth Kaunda District. 

CHCs are facilities which, in addition to a range of other PHC services, normally provide 24-

hour maternity and accident and emergency services. They can also include a ward with 30 

beds where patients can be observed for a maximum of 48 hours (Cullinan, 2006).  

A district hospital, also referred to as a level 1 hospital, is a facility at which a range of 

outpatient and inpatient services are provided. It is open 24 hours a day and 7 days a week. 

These hospitals have between 30 and 200 beds, a 24-hour emergency service and an 

operating theatre (Cullinan, 2006). Dr Kenneth Kaunda District has three (3) district hospitals 

where CSNs are placed to complete their community service year. Placements are also done 

in regional hospitals, also referred to as level 2 hospitals, that provide care requiring the 

intervention of specialist and general practitioners. The hospitals provide services in at least 

five of the following eight basic specialties: surgery, medicine, orthopaedics, paedatrics, 

obstetrics and gynaecology, psychiatry, diagnostic radiology and anesthetics (Cullinan, 2006). 

There is one (1) regional hospital where CSNs are placed for community service. Specialised 

hospitals are also used for community service placements – in this instance a psychiatric 

hospital in Dr Kenneth Kaunda District that provides long-term in-patient care for patients with 

chronic psychiatric conditions (Cullinan, 2006), where CSNs are placed for community service. 
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Table 2.1: Public health facilities for CSNs’ placements in Dr Kenneth Kaunda District 

SUB-DISTRICTS CLINICS CHC DISTRICT 

HOSPITAL 

REGIONAL 

HOSPITAL 

SPECIALISED 

HOSPITAL 

TOTAL 

Matlosana 2 4  1  7 

Tlokwe 1 2 1  1 5 

Maquassi Hills 4 1 1   6 

Ventersdorp  1 1   2 

Total 7 8 3 1 1 20 

 

2.5 RESEARCH METHODS 

Research methods involve the forms of data collection, sampling, analysis and interpretation 

that the researchers propose to use for their studies (Polit & Beck, 2018:416). The researcher 

used various research methods for this study, which are discussed per objective to illustrate 

the research method, population, sample method and sample size, and data collection 

process. Data analysis, rigour and the ethical principles considered. 

 2.5.1 Objective 1 

 

 

 

2.5.1.1 Research method 

To collect data pertaining to competencies of CSNs, the researcher made use of a survey 

method in the form of a standardized Likert-scale questionnaire, the Competency Inventory 

for Registered Nurses (CIRN) questionnaire (Addendums M and N), which was administered 

to CSNs and their preceptors. 

 

Explore and describe the competencies of CSNs to practice independently and to 

transition into their different roles according to CSNs and their preceptors.  

Explore and describe the competencies of community service nurses according to 
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 Questionnaire as research method  

Questionnaires are self-report forms developed to elicit information through written, verbal or 

electronic responses of the subject. Questionnaires can be open-ended or closed-ended. This 

CIRN questionnaire is closed-ended, as there are no options for participants to give written 

responses; participants can only select one answer per question (Grove et al., 2015:304; Polit 

& Beck, 2018:168). Likert scales are response scales primarily used in questionnaires to 

measure attitudes, beliefs and opinions of participants. The advantage of using a Likert scale 

is that they are the universal method for survey collection, and therefore easily understood. 

The responses are easily quantifiable and they do not force the participant to take a stand on 

a particular topic but allows them to respond with a degree of agreement/disagreement, which 

makes question answering easier on the respondent. Another advantage is that responses 

presented accommodate neutral or undecided feelings of participants. Likert scales are also 

quick, efficient and inexpensive methods for data collection (LaMarca, 2011:1; Brink, Van der 

Walt & van Rensburg, 2012:159-160). 

The researcher used a standardized questionnaire to collect data concerning competencies 

of CSNs, as this allowed CSNs and their preceptors the opportunity to provide anonymous 

feedback on CSNs’ competencies during the community service year. This also encouraged 

CSNs to be open and honest about their competencies. The preceptors were able to give 

anonymous feedback on the competencies of CSNs as they perceived them. This method 

also allowed the researcher to explore patterns and trends and compare responses given by 

CSNs and their preceptors about the competencies, in order to further explore these 

competencies and learning needs with the same participants during FGDs for objective 2. 

 The CIRN questionnaire 

The CIRN questionnaire was developed by Liu et al. (2007) following the Chinese nursing 

competency framework. This framework was formulated using the International Council of 

Nurses framework of competencies for a generalist nurse as a guideline (Liu et al., 2007:810). 

Written permission was obtained from the first author to use the questionnaire for this research 

study. The CIRN questionnaire was used in this study as the competencies measured for a 

generalist nurse are similar to the competency requirements for a South African professional 

nurse based, on the roles of a professional nurse as stipulated by the SANC, as a clinician, 

educator, researcher and administrator. 

Competencies of professional nurses are measured using a five-point Likert scale ranging 

from Not competent on a scale of zero (0) to Highly competent on a scale of four (4). The 
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CIRN questionnaire consists of 55 items divided into 7 dimensions (Liu et al., 2009:894) 

namely: 

 The clinical care dimension, comprising 10 items which assess the nurses` ability to 

promote and support optimal human functions, comfort measures, observations, 

assessment and evaluation of care. 

 The leadership dimension consisting of 9 items that measure abilities to lead, motivate, 

influence and support others to get the job done and to promote nursing practice. 

 The interpersonal relationship dimension with 8 items that measure abilities for 

establishing and sustaining the nurse-client relationship, interacting with other members 

of the health care team and commitment to others. 

 Legal/ethical practice represented by 8 items that measure related legal and ethical 

issues in the nursing profession. 

 The professional development dimension composed of 6 items that measure the ability 

and responsibility to identify direction for ongoing professional growth and for updating 

knowledge and skills related to nursing practice. 

 The teaching-coaching dimension consists of 7 items that measure application of 

teaching principles and methods to provide instructions for individuals and groups, 

including students, patients and families. 

 Critical thinking and research aptitude with 10 items that assess the registered nurses` 

ability in clinical decision-making, problem-solving, assisting in clinical research data 

collection, data analysis and awareness of research applications 

The researcher added a Section A consisting of 8 questions to collect biographical data of 

participants. Section B consisted of the 55 items measuring nurse competencies. Section A of 

the questionnaire differed according to whether it was administered to the CSNs (Addendum 

M) or preceptors (Addendum N); however, Section B measured the same competencies, 

where one is a self-evaluation (CSNs) and the other a peer evaluation (preceptor).  

2.5.1.2 Population 

A population is a particular group of individuals or elements that the researcher is interested 

in (Polit & Beck, 2018:162; Grove et al., 2015:250). The population for this objective consisted 

of CSNs and preceptors. 
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 CSNs population 

This population consisted of CSNs placed for community service in June 2016 and January 

2017. The NW Department of Health (NWDoH) has two placements annually for CSNs, where 

the first group of CSNs is placed for their community service from January and the other group 

in June. In this study, the participants placed in January had 6 months’ experience of 

community service, while the June group had a month’s experience of community service 

when data collection was carried out.  

In June 2016 there were 66 CSNs placed in NW province for community service, 21 (N=21) 

of these in Dr Kenneth Kaunda District. For 2017 there were 237 CSNs placed in NW province, 

53 (N= 53) of these in Dr Kenneth Kaunda District (DoH, 2016, 2017). 

 Preceptor population 

There is no set standard ratio for preceptors to CSNs in South Africa. The population of 

preceptors who were facilitating CSNs in the public health facilities where the CSNs were 

placed in June 2016 and January 2017 numbered 125 (N=125). This number of preceptors 

was calculated based on the number of professional nurses working with a CSN on a shift in 

the wards/units where CSNs were placed, as illustrated in Table 2.2. 

2.5.1.3  Sample method and sample size 

Sampling methods or plans outline the strategies used to obtain samples for a study (Grove 

et al., 2015:255). Polit and Beck, (2018:162) and Bothma, Greeff, Mulaudzi and Wright 

(2010:124) define sampling as a process of selecting cases to represent an entire population, 

so that the inferences can be made about that population. A sample is a subset of population 

elements, the most basic units about which data are collected.  

  Sample method for CSNs  

An all-inclusive sampling method was used to select CSNs, with 21 (n=21) CSNs selected 

from June 2016 and 53 (n=53) CSNs selected who were placed for community service in 

January 2017. 

 Sample size of CSNs 

Seventy-four (n=74) CSNs were placed in Dr Kenneth Kaunda District in June 2016 and 

January 2017. Four (4) of these CSNs did not pass their final year of nursing training, and had 

to return back to the nursing institution; one (1) CSN was on maternity leave during data 



35 

collection, six (6) declined to participate in the study, and three (3) CSNs completed their 

community service before data collection could occur at their health facilities. The researcher 

thus distributed 60 questionnaires to CSNs who signed informed consent forms, and received 

60 questionnaires back. The sample size of CSNs was therefore 60 (n=60). 

 Sample method used for selection of preceptors  

The preceptors were selected using an all-inclusive sampling method. The number of 

preceptors who were mentoring CSNs in public health facilities where CSNs were placed 

during June 2016 and January 2017 was 125 (n=125). These preceptors were working on the 

same shift as the CSNs, as illustrated in Table 2.2. The researcher obtained data pertaining 

to competencies of CSNs from CSNs and preceptors in order to compare the viewpoints of 

both samples. 

 Sample size of preceptors 

All 125 preceptors were invited to participate in the study; 100 preceptors were willing to 

participate and accepted a questionnaire; however, only 54 (n=54) preceptors returned the 

questionnaire, due to some being on annual or sick leave during data collection and others 

not being willing to complete a second questionnaire after they mentioned that they had lost 

the questionnaire.
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Table 2.2: Summary of population and sample size of participant CSNs and preceptors per ward/unit  

HEALTH FACILITY WARD/UNIT CSNs PRECEPTORS 

 N n N n 

District Hospital A Orthopaedic 2 2 2 0 

Paedatric 1 1 1 1 

Maternity 4 3 4 2 

Casualty 1 1 2 1 

Medical male 1 1 1 1 

Medical female 3 2 3 1 

ICU 1 1 4 2 

Total  13 11 17 8 
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HEALTH FACILITY WARD/UNIT CSNs PRECEPTORS 

 N n N n 

District Hospital B Maternity 2 0 4 2 

 TOTAL 2 0 4 2 

District Hospital C Paedatric 1 1 1 1 

Maternity 3 3 3 1 

 TOTAL 4 4 4 2 

Regional Hospital 

 

 

 

 

 

 

Paedatric 2 2 1 1 

Casualty 2 2 2 2 

Maternity 2 2 4 1 

Maxillofacial 1 1 1 1 

Oncology 1 1 2 1 

Urology 1 1 2 1 

Orthopaedics 2 1 2 2 
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Surgical 2 2 4 1 

Theatre 1 0 2 1 

ICU 1 1 5 1 

Burns 1 1 1 1 

Neuro-medical 1 1 1 1 

Medical female 1 0 2 1 

Medical male 1 1 2 1 

Internal medicine 1 0 2 0 

Wellness 1 0 4 0 

TOTAL 21 16 37 16 

Specialized hospital Female psychotic 1 1 1 1 

Male drug addiction 1 1 1 1 

Male psychotic 2 2 2 2 
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Adult female 2 1 1 1 

Adult female 1 1 1 1 

Rehabilitation 3 1 1 1 

Emergency care 1 1 1 1 

Geriatric female 1 1 1 1 

 TOTAL 12 9 9 9 

Clinics Clinic A 2 2 3 2 

Clinic B 1 1 3 1 

Clinic C 1 1 3 1 

Clinic D 1 1 3 1 

Clinic E 1 1 3 1 

Clinic F 1 1 3 0 

Clinic G 2 1 3 1 

 TOTAL 9 8 21 7 
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CHCs CHC A 2 2 4 1 

CHC B 1 0 4 1 

CHC C 3 3 6 2 

CHC D 2 2 4 1 

CHC E 1 1 3 1 

CHC F 2 2 4 2 

CHC G 1 1 4 1 

CHC H 1 1 4 1 

 TOTAL 13 12 33 10 

 GRAND TOTAL 74 60 125 54 
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2.5.1.4 Inclusion and exclusion criteria 

Grove et al. (2015:251) and Bothma et al. (2010:124) define inclusion sampling criteria as the 

characteristics that the subject or element possesses in order to be part of the target 

population, while exclusion criteria are those characteristics that can cause a person or 

element to be excluded from the target population. The following inclusion criteria applied to 

select CSNs and preceptors for the years 2016 and 2017: 

 CSNs who completed a four-year degree or diploma at a South African nursing institution. 

 CSNs employed for community service in June 2016 and January 2017 in a public health 

facility in Dr Kenneth Kaunda District. 

 Preceptors who have facilitated CSNs in a public health facility in Dr Kenneth Kaunda 

District in June 2016 and January 2017. 

No exclusion criteria were applied for this objective. 

2.5.1.5 Data collection  

Data collection is the process of acquiring subjects and collecting data for a study. During this 

process researchers should train data collectors, recruit study participants, collect data in a 

consistent manner and protect the rigour of the study (Grove et al., 2015:310; Polit & Beck, 

2018:167). The researcher explains the recruitment of participants and the data collection 

process. 

 Recruitment of participants 

Ethical clearance was obtained from the Health Research Ethics Committee (HREC) at the 

NW University (NWU) with ethics number NWU-00057-16-S1 and the NWDoH (Addendum A 

and Addendum B) in November 2016 and December 2016 respectively. The researcher 

contacted the Clinical Managers and PHC Managers of the sub-districts via written 

correspondence that stated the aim of the study and which participants would be involved in 

it at the health facilities in December 2016 to March 2017. The researcher had to present the 

research proposal at the Patient Safety Group (PSG) meetings during January 2017 to March 

2017 at the health facilities, in order to obtain permission to conduct research at the health 

facilities. 

Once permission was granted for access to the health facilities (Addendum C), the researcher 

scheduled appointments with the Nurse Managers or Operational Managers of the health 
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facilities to have an information session with the CSNs, preceptors, Nurse Managers, 

Operational Managers and Unit Managers to inform them about the study. The researcher 

included a mediator to assist with the informed consent process, who accompanied the 

researcher during the information sessions. The mediator has a Master’s degree in Nursing 

and is a registered PhD nursing student. This mediator was selected due to her knowledge of 

the research process; she has attended the ethics training offered by the HREC, which made 

her eligible to assist during the informed consent process. The researcher went through the 

informed consent prior to the information sessions, to demonstrate to the mediator how to 

explain the informed consent to participants. 

The information sessions were held in a boardroom at the health facilities or an office in the 

wards when the participants could be excused from the units or wards. In the presence of the 

mediator, the researcher informed all potential participants about the study and answered any 

questions. The mediator went through all of the informed consents (Addendums D–H) with 

potential participants and gave informed consent forms to those who wanted to participate in 

the study, so that they could read it in their own time and return it after one day. The researcher 

and mediator visited the health facilities after one day to sign the informed consent forms with 

participants. Once the participants had signed the informed consent, the mediator handed 

them a questionnaire in an unsealed envelope. 

 Data collection process 

Data collection on the competencies of CSNs commenced in May 2017 until July 2017 for 

both CSNs and preceptors of 2016 and 2017. After informed consents were signed, the 

mediator provided a questionnaire to participants in an unsealed envelope, which they had a 

week to complete. The researcher provided two boxes (one for CSNs and one for preceptors) 

in the Unit Managers’ or Operational Managers’ offices for participants to place completed 

questionnaires into. These boxes were also coded according to health facility and ward, so 

the researcher could know which health facility data were collected from. The researcher 

collected the boxes a week after completion of the questionnaires.  

2.5.1.6 Data analysis 

Statistical analysis enables researchers to organize, interpret and communicate numeric 

information.  Data were captured by the researcher using Microsoft Office Excel 2013, and a 

second entry of the same data was done into a different Excel file to check for discrepancies. 

Data were analyzed using the IBM SPSS version 24 of 2016.  
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To analyze data pertaining to competencies of CSNs, the researcher made use of descriptive 

statistics to describe the data and inferential statistics to determine relationships among 

variables. Validity and reliability of instruments were also determined. These methods are 

discussed separately. 

a) Descriptive statistics 

Descriptive statistics are summary statistics that allow the researcher to organize data in ways 

that give meaning and facilitate insight. These statistics are calculated to describe the sample 

and key study variables (Grove et al., 2015:319; Polit & Beck, 2018:229). The descriptive 

statistics that were used were measures of central tendency, frequency distributions, standard 

deviations and percentages.   

To analyze biographical data of CSNs and preceptors and items of the questionnaire 

pertaining to the competencies of CSNs, the researcher made use of the mean, frequency 

distributions, percentages and standard deviations, which were presented in bar graphs, pie 

charts and tables (Chapter 3). Item-analysis of competencies was done to determine which 

competencies CSNs lack, in order to include these competencies in the transition programme 

(Chapter 6). Data were analyzed with the assistance of a statistician from the Statistical 

Consultancy Services Department at the NWU, Potchefstroom campus. 

b) Correlations and effect sizes 

A T-test was used to determine whether there were significant differences between two 

independent groups (Dancey, Reidy & Rowe, 2012:550), namely between CSNs and their 

preceptors with regard to perceptions of CSNs’ competencies. Correlations were also 

determined between the seven dimensions in order to determine which of them CSNs are not 

competent in. 

The effect size was determined for differences in means. This is defined as a difference which 

is large enough to have an effect in practice. This practical significance is calculated using the 

standardized difference between the means of two populations, i.e. the difference between 

the two means divided by the estimate for standard deviation (Ellis & Steyn, 2003). The 

researcher used Cohen (1988) and Sawilowsky’s (2009) guidelines to interpret the effect size. 

Cohen (1988) describes the following guideline to interpret the effect size (d): a small effect – 

d=0.2; medium effect – d= 0.5; and large effect – d=0.8. Sawilowsky (2009:599) revised 

Cohen’s (1988) rules of thumb for effect sizes and defined them as: d=.01 – very small; d=.2 

– small, d=.5 – medium; d=.8 – large, d=1.2 – very large; and d=2.0 – huge. 
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c) Associations between biographical data and competencies of CSNs 

To determine associations between demographic data and competencies of CSNs, the 

researcher used hierarchical linear modelling (HLM), a statistical technique that allows for 

analyzing data in a clustered or nested structure. This method is frequently used in different 

sectors such as education, health, social work and business. It is known by several names, 

including multilevel, mixed level, mixed linear, random coefficient, and complex variance 

components modelling (McCoach, 2010:123). 

The advantage of using this statistical technique is that it simultaneously investigates 

relationships within and between hierarchical levels of grouped data; thereby making it more 

efficient at accounting for variance among variables at different levels than other existing 

analyses (Woltman, Feldstain, MacKay & Rocchi, 2012:53). In this study the health facilities 

were grouped as hospitals, the researcher tested for relationships between the hospitals and 

demographic data (gender, age, qualification, wards, etc.) and the seven sub-scales of CSNs’ 

competencies. This was a multi-level analysis due to the different groups within the 

demographic data; for example, age had four sub-levels; qualification had four sub-levels, and 

the wards were grouped into specialty and general wards.  

2.5.1.7 Validity and reliability 

Validity of an instrument is a determination of how well it reflects the abstract concept being 

examined. Researchers determine the degree of validity of an instrument rather than whether 

validity exists (Polit & Beck, 2018:175; Heale & Twycross, 2015:1). There are three types of 

validity: content validity, construct validity and criterion validity. 

2.5.1.7.1 Validity of the questionnaire  

In this study the content and criterion validity was ensured by the authors of the questionnaire 

(Liu et al., 2007). Heale and Twycross (2015:1) describe content validity as a category that 

measures whether the instrument adequately covers all the content that it should with respect 

to the variable. The evidence for content validity of a scale includes the following: 1) how well 

the items of the scale reflect the description of the concept in literature; 2) the content experts’ 

evaluation of the relevance of the items in the scale that might be reported as an index; and 

3) the potential subjects’ responses to scale the items (Grove et al., 2015:291).  Content 

validity of the CIRN questionnaire was supported by a rating by six experts, with an average 

content validity index (CVI) of 0.852. Polit and Beck (2018:176) consider an item CVI of 0.80 

an acceptable value. Criterion-related validity was also established by the authors, with a 

criterion validity of r=0.44, p=0.04, and a contrasted group validity of p<0.001. Construct 
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validity of the CIRN questionnaire was confirmed in a South African context (Hansen-Salie & 

Martin, 2014). To confirm construct validity of the CIRN questionnaire in this study, exploratory 

factor analysis (EFA) and confirmatory factor analysis (CFA) was done, as presented in 

Chapter 3. 

2.5.1.7.2 Factor analysis 

Factor analysis determines which items group together when you have a large number of 

related variables, and explores the underlying structure of the set variables. These observable 

factors are not directly measured but are essentially a hypothetical construct used to represent 

variables (Yong & Pearce, 2013:80). The CIRN questionnaire consisted of 55 items and 7 sub-

scales that measured competencies of CSNs on a 4-point Likert scale. The researcher 

conducted an EFA, as described in Chapter 3, section 3.5.1. The researcher had to conduct 

an EFA and CFA of the CIRN questionnaire because although it had previously been used in 

a South African context (Hansen-Salie & Martin, 2014), the authors did not establish construct 

validity and used the developers’ (Liu et al., 2007) validity results. Reliability was determined 

in that study using Cronbach’s alpha. 

- Exploratory factor analysis (EFA) 

To conduct an EFA, the steps outlined below were followed. 

 Step 1: Suitability of the data for factor analysis 

According to Tabachnik and Fidell (2010), the recommended sample size is at least 300 

participants; however, Guadagnol and Velicer (1988), cited in Yong and Pearce (2013:81), 

proposed that if a dataset has several high factor loading scores (>.80) then a smaller sample 

size (n>150) should be sufficient. The Kaiser-Meyer Olkin (KMO) measure sampling adequacy 

and Bartlett’s test of sphericity should be significant to assess the factorability of the data. The 

KMO should be close to .1 with 0.6 as a minimum value for good factor analysis. Bartlett’s test 

of sphericity is significant at p<.05 (Pallant, 2010:183). 

 Step 2: Factor extraction 

In factor extraction the smallest numbers of factors that can be used to best represent the 

interrelationship between the set variables are determined (Pallant, 2010:182). There are 

two approaches to factor extraction: principal axis factor analysis and principal components 

factor analysis. The principal axis factor analysis is recommended when the data violate the 

assumption of multivariate normality. The principle component factor analysis provides 

preliminary information needed by the researcher to make decisions prior to final factoring. 

This also involves a process where the number of factors is reduced, while simultaneously 
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a large proportion of the information that is available is retrained (Burns & Grove, 2009:485; 

Wilcox, 2012:664; Yong & Pearce, 2013:84). The approach used in this study is principle 

component factor analysis. 

 Step 3: Factor rotation and interpretation 

Factors are rotated for better interpretation, since unrotated factors are ambiguous. The goal 

of rotation is to attain an optimal simple structure which attempts that each variable load on 

as few factors as possible, but maximizes the number of high loading on each variable (Yong 

& Pearce, 2013:84). There is orthogonal rotation and oblique rotation. Orthogonal rotation is 

when factors are rotated at 90 degrees from each other and assumes that factors are 

uncorrelated; while oblique rotation is more complex and involves a system of primary axes 

or a system of reference axes. The researcher made use of oblique rotation to accomplish 

the best fit by which the factors were allowed to be correlated (Grove, Burns & Gray, 

2013:701). According to Yong and Pearce (2013:84), oblique rotation produces a pattern 

matrix that contains the factor or item loadings and factor correlation matrix that includes 

correlations between the factors (see Chapter 3, Table 3.5). 

- Confirmatory factor analysis (CFA) 

Confirmatory factor analysis (CFA) validates the number of constructs in an instrument and 

measures equivalence among comparison groups (Pallant, 2010:161). The advantage for 

using CFA is that, unlike the EFA, it tests a more parsimonious solution, by indicating the 

number of factors, pattern of factor loading and an appropriate error theory. It also allows for 

specifications of relationships among indicator uniqueness (error variances) which may have 

substantive importance (Brown, 2006:49). The researcher measured the constructs among 

the seven dimensions of the CIRN questionnaire through standardized regression weights.  

According to Pallant (2010:161), standardized regression weights are provided to determine 

which of the variables in the scale contribute to the predication of the dependent variable. This 

is used to indicate the values for each of the different variables that have been changed to fit 

into the same scale, so they can be compared. A standardized regression weight of .5–.8 

indicates a strong relationship between the elements of each sub-scale or factor. The following 

measures of appropriate fit are used with CFA: 

 Chi-squared test statistic divided by the degrees of freedom. This should be between 2 

and 5 (Gunzler & Morris, 2016); 

 Comparative fit index (CFI), where a value of above 0.95 indicates a good model fit (Costa 

& Sermento, 2019); and 
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 Root mean square error of approximation (RMSEA) value, with a 90% confidence interval. 

The RMSEA must not be larger than 0.10 (Costa & Sermento, 2019).  

2.5.1.7.3 Reliability of the questionnaire 

Reliability or internal consistency is the degree of consistency or accuracy with which an 

instrument measures an attribute. The higher an instrument’s reliability, the lower the amount 

of error in scores obtained (Polit & Beck, 2018:177). To ensure reliability for the CIRN 

questionnaire, the authors of the instrument tested the overall Cronbach’s alpha at 0.893; for 

the seven dimensions it ranged from 0.791 to 0.860. The CIRN questionnaire was used in a 

South African study in the Western Cape (Hansen-Salie & Martin, 2014:541), where the 

researchers also tested the reliability of the instrument using the Cronbach alpha coefficient, 

which was 0.985. In the study, the researcher tested reliability using the Cronbach alpha 

coefficient for each sub-scale and the mean inter-item correlation of the seven subscales. 

Clark and Watson (1995) state that the mean inter-item correlation is directly related to the 

standardized Cronbach`s alpha, which is recommended to be in the range between 0.15 and 

0.50. The validity and reliability of the CIRN has been tested in studies internationally and in 

one study in South Africa, as illustrated in Table 2.3 

Table 2.3: Comparison of studies using the CIRN questionnaire   

Author/s, year Country Sample Validity Reliability 

Karami, 

Farokhzadian & 

Foroughhameri, 

2017 

Iran Degree nurses 

(n=230) 

 CVI on Persian 

version of CIRN 

calculated by 

experts was 0.94. 

 

 Overall Cronbach`s 

alpha of instrument 

was 0.97. 

 

 Dimensions of 

Cronbach`s alpha 

ranged between 0.68 

and 0.87. 

Mirlashari, Qommi, 

Nariman, Baliran & 

Begjani, 2016 

Iran Neonatal ICU 

nurses with 6 

months and 

more experience 

(n=117) 

 Face and content 

validity evaluated 

by 10 experts. 

 Test-retest method 

used with Cronbach 

alpha of 0.78. 

 Cronbach`s alpha 

was used to 

determine 

correlations between 

competence aspects 

(0.89). 
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Liu et al., 2009 China Registered 

nurses (n=533) 

 Construct validity 

determined.  

 Item mean score 

was 2.93–3.54, 

SD=0.81–2.06.  

 Mean scores 

across dimensions 

were 23.24–34.75 

and SD was 3.82–

6.54. 

 

 CFA confirmed 

acceptable 

goodness-of-fit 

statistics 

(GFI=0.933; 

AGFI=0.942 and 

RMSEA=0.041) 

 Internal consistency of 

the overall instrument 

was 0.908. 

 Cronbach’s alpha for 

dimensions ranged 

from 0.718 to 0.908. 

 

 

 

 

 

Hansen-Salie & 

Martin, 2014 

South 

Africa 

Registered 

nurses (n=34) 

 Not determined; 

used developers` 

results (Liu et al., 

2007) 

 Overall Cronbach’s 

alpha was 0.985. 

 Dimensions of 

Cronbach’s alpha 

ranged from 0.876 to 

0.930. 

 

2.5.2 Objective 2 

 

 

 

2.5.2.1 Research method 

Learning needs of CSNs during their community service year were explored and described 

using focus group interviews with CSNs (Addendum O) and individual interviews with 

preceptors (Addendum P) and managers (Addendum Q).  

 Focus groups as research method  

Focus groups dates back to the late 1930s and 1940s. A researcher, Stuart Rice, concluded 

that data obtained from an interview are as likely to embody the preconceived ideas of the 

interviewer as the attitudes of the subject being interviewed (Krueger, 1994:7). In response to 

his conclusion, social scientists such as Roethlisberger and Dickson and psychologists such 

as Carl Rogers began considering strategies in which the researcher would take on a less 

Explore and describe the learning needs of CSNs to practice independently and 

transition to practice from the perspective of CSNs, preceptors, Nurse Managers, Unit 

Managers and Operational Managers. 
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directive and dominating role and the respondent would be able to comment on the areas 

deemed by that respondent to be most important (Krueger, 1994:7; Morgan, 1997:4-5).  

Krueger (1994:6) and Polit and Beck (2018:204) define focus groups as a carefully planned 

series of discussions designed to obtain perceptions on a defined area of interest in a 

permissive, non-threatening environment. People selected for FGDs are homogeneous in 

order to promote a comfortable group dynamic, where the researcher creates a permissive 

environment that encourages participants to share perceptions and points of view. 

Researchers have suggested that the optimal group size for focus groups is six to 12, to 

generate sufficient interaction among the group (Polit & Beck, 2018:204); however, the size of 

the focus group can range from as few as four to 12 participants, which can be advantageous 

as every participant is given an opportunity to share their insights. Restricted size results in a 

smaller pool of ideas (Krueger, 1994:17). The advantages of using focus groups as a data 

collection method is that researchers can obtain the viewpoints of many people in a short 

period; and group members react to what is being said by others, thereby potentially leading 

to deeper expressions of opinion. Focus groups are also stimulating to participants; however, 

the disadvantage is that people can be uncomfortable in sharing their views in a group setting. 

Another concern is that the dynamics of the session may foster a group culture that could 

inhibit individual expression, as “group thinking” takes hold (Polit & Beck, 2018:206). The 

researcher set ground rules before FGDs, to inform participants that no answer is considered 

right or wrong as everybody has the right to their opinion, which should be respected. This 

allowed participants to feel comfortable in sharing their viewpoints and eliminated “group 

thinking” (Morgan, 1997:131). 

FGDs were used in this study as a method that gave the researcher a more in-depth 

description of the learning needs of CSNs, which supported the results of the survey pertaining 

to competencies of CSNs. Using the same sample of participants as used in the survey also 

assisted the researcher to interpret the survey results easily. It also assisted the researcher in 

identifying the learning needs of CSNs before developing a transition to practice programme 

for them. 

The focus group interview for CSNs (Addendum O) consisted of seven open-ended questions 

with probes. These questions focused on their experiences of community service at the health 

facilities they were placed at to complete a year of community service year.  

 Individual interviews as research method 

According to Kvale (1996:174), an interview is a conversation where the purpose is to gather 

descriptions of the life-world of the interviewee with respect to interpretation of the meanings 
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of the described phenomena. The interviewer is in a power position and sets the stage by 

determining the topic of the interchange; it is the interviewer who asks the questions and the 

interviewee who responds. The researcher does not contribute with his position on the issue, 

nor does the participant ask the interviewer about his interviews (Kvale, 2007:2; Brinkmann & 

Kvale, 2015:6). 

There are three types of interviews frequently used in social sciences. The first is structured 

interviews, which are mostly organized around a set of predetermined direct questions that 

require mostly “Yes” or “No” responses. A second type is an open-ended (unstructured) 

interview, where greater flexibility and freedom is offered to the interviewer and interviewee in 

terms of planning, implementing and organizing the interview content and questions. The third 

type is a semi-structured interview, which is more flexible version of the structured interview 

as it allows depth to be achieved by providing opportunity for the interviewer to probe and 

expand the interviewees’ responses. It is recommended that a checklist be used when 

conducting semi-structured interviews, to ensure that all relevant areas are covered 

(Alshenqeeti, 2014:40; Edwards & Holland, 2013:30-31; Gill, Stewart, Treasure & Chadwick, 

2008:291; Stuckey, 2013:56). 

To explore and describe learning needs of CSNs during their transition from student to 

professional nurse, the researcher conducted semi-structured interviews with preceptors 

(Addendum P), Nurse Managers, Operational Managers and Unit Managers (Addendum Q). 

The semi-structured interview was developed based on literature that was searched pertaining 

to experiences of Nurse Managers of CSNs in their community service year and international 

studies that identified experiences of managers working with newly qualified nurses. The focus 

of these interviews was to obtain the views of managers on CSNs’ placements in public health 

facilities; their learning needs during their transition to practice period, and the support 

rendered to these CSNs during their placement at the health facility.  

The semi-structured interviews provided the researcher with an in-depth understanding of 

learning needs of CSNs, as the researcher was able to gain a deeper understanding of the 

learning needs of CSNs from the perspective of their preceptors and managers. Using these 

different participants allowed the researcher to identify trends and patterns coming from 

different perspectives.  
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2.5.2.2 Population 

To obtain data pertaining to the learning needs of CSNs from public health facilities in the Dr 

Kenneth Kaunda District, the researcher had to select a population for FGDs and a population 

for individual interviews. These populations are discussed separately below. 

 Focus groups population 

a) CSNs 

Stratified sampling was used to identify the health facilities where FGDs and individual 

interviews were conducted. Health facilities were stratified according to level of care, as 

illustrated in Table 1.1. Clinics (N=7) and CHCs (N=8) were excluded, as there were often only 

two CSNs placed at a CHC or no placements in clinics for both years under review. The other 

two District hospitals were excluded, due to having two or four CSNs placed, which made the 

sample too small for FGDs to be conducted. The sample for focus groups was selected from 

CSNs who were placed in one District hospital, one Regional hospital and one Specialized 

hospital in Dr Kenneth Kaunda District placed, in 2016 and 2017. 

CSNs were selected from the participants who completed the CIRN questionnaire (objective 

1). Sixty CSNs from 20 health facilities participated in the survey, as illustrated in Table 1.1. 

Thirty-six CSNs from these facilities participated in the interviews. 

 Individual interviews population 

The participants that were selected for individual interviews consisted of preceptors, Nurse 

Managers, Operational Managers and Unit Managers, which are discussed separately below. 

a) Preceptors 

The population for the interviews was selected from the 54 preceptors who participated in the 

survey questionnaire. These participants were selected from the same health facilities that the 

CSNs were selected from. 

b) Nurse Managers 

The Nurse Managers were selected from three District hospitals, one Regional hospital and 

one Specialized Psychiatric hospital. Each health facility has one Nurse Manager; thus the 

population of Nurse Managers was five (N=5). 
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c) Operational Managers 

Operational Managers were selected from seven clinics and eight CHCs; each health facility 

has one Operational Manager, thus the population consisted of 15 (N=15) Operational 

Managers. 

d) Unit Managers 

Unit Managers were selected from three District hospitals (N=3), one Regional hospital (N=1) 

and one Specialized hospital (N=1), based on the wards/units where most CSNs were placed 

during the month of data collection. CSNs were placed in 34 wards/units in the health facilities 

selected (see Table 2.2), and each unit had one Unit Manager. From these 34, the majority of 

CSNs were placed in ten (N=10) wards/units from three health facilities, which resulted in a 

population of Unit Managers of ten (N=10).  

2.5.2.3 Sample method and sample size 

 Focus groups sample 

Participants for focus groups were selected by first identifying the health facilities to choose 

members from. The 20 health facilities where CSNs are placed in Dr Kenneth Kaunda District, 

were stratified according to level of care as follows: Clinics (N=7), CHCs (N=8), District 

Hospitals (N=3), Regional hospital (N=1) and Specialized hospital (N=1). Clinics, CHCs and 

two District hospitals were excluded from FGDs as there were only one to two CSNs placed 

at these facilities during 2016 and 2017. 

Purposive sampling was applied to select three (n=3) District hospitals, one (n=1) Regional 

hospital and one (n=1) Specialized hospital, which were selected as the majority of CSNs are 

placed at these health facilities. During data collection, pertaining to competencies of CSNs 

(objective 1) the researcher attached an invitation to the questionnaire, inviting CSNs to 

indicate whether they would like to participate in a focus group discussion.   

An all-inclusive sampling method was used to select CSNs from a District hospital (N=11), 

Regional Hospital (N=16) and Specialized hospital (N=9), or 39 CSNs in all. Interested 

participants provided their contact details on the invitation, after which the researcher 

contacted them to confirm their interest in participating in focus groups. Nineteen CSNs 

indicated that they were interested in taking part in the FGDs. These focus groups were 

conducted at one District hospital (n=6), one Regional hospital (n=7) and a Specialized 

hospital (n=6) (see Table 2.4). 
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 Table 2.4: Sample size for focus group participants 

Health facilities Community service nurses 

N  n 

District hospital  11 6 

Regional hospital  16 7 

Specialized hospital  9 6 

Total  36 19 

 

 Individual interviews samples 

a) Preceptors  

To select preceptors for interviews, the researcher attached an invitation to the questionnaire 

which the preceptors completed for objective 1. Fifty-four preceptors from three District 

hospitals, one Regional hospital and one Specialized hospital, seven clinics and eight CHCs 

completed the questionnaire. The researcher did not include the other two District hospitals, 

clinics and CHCs for individual interviews, as the CSNs from these facilities were excluded 

from the focus groups. The final sample of preceptors for individual interviews numbered 33, 

and 12 of these preceptors, from one District hospital (n=4) and one Regional hospital (n=8), 

were willing to participate in individual interviews. 

b) Health facility managers  

To select health facility managers to partake in individual interviews, the researcher identified 

the public health facilities in Dr Kenneth Kaunda District where CSNs are placed (N=20). 

Seven (N=7) clinics were used for CSN placements for 2016 and 2017, and the researcher 

randomly selected five (n=5) of these clinics through the fish bowl technique to include in the 

study. Eight (N=8) CHCs are used for community service placements, and the researcher 

randomly selected five (n=5) of these using the fish bowl technique. Purposive sampling was 

used to select District hospitals (N=3), with (n=3) district hospitals, Regional hospital (N=1), 

thus (n=1) and for the Specialized hospital (N=1) thus (n=1). 
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I. Nurse Managers  

An all-inclusive sampling method was used to select Nurse Managers from three District 

hospitals, one Regional hospital and one Specialized hospital. Each hospital has one Nurse 

Manager, so the sample for Nurse Managers numbered five (n=5). 

II. Operational Managers   

An all-inclusive sampling method was used to select Operational Managers. Five (n=5) clinics 

and five (n=5) CHCs were included in the study. The sample consisted of ten (n=10) 

Operational Managers as each clinic and CHC is managed by one Operational Manager. 

III. Unit Managers   

Unit Managers were selected from District Hospitals (n=3), the Regional Hospital (n=1) and 

Specialized Psychiatric hospital (n=1). The researcher compiled a list of CSNs and their units 

when questionnaires were handed out for data collection for objective 1. This list enabled the 

researcher to identify the wards that the CSNs were placed in, in order to identify the Unit 

Managers. Hospitals were not able to provide a list of CSNs who were placed for 2016, and 

the researcher had to go to each ward to ask the CSNs verbally when they were placed for 

community service at the health facility. 

Once the researcher was able to identify the number of CSNs per ward, the Unit Managers 

were selected using an all-inclusive sampling method, based on where the majority of CSNs 

are placed and the willingness of the Unit Managers to participate. The number of CSNs 

placed per health facility and ward were illustrated in Table 2.2, which indicated that the 

majority of CSNs in the District hospital were placed in three units (maternity, orthopaedic and 

medical wards), while in the Regional hospital the majority were placed in four units (paedatric, 

casualty, maternity and urology) and in the Specialized hospital most were placed in three 

units (male psychotic, adult female and rehabilitation). This gave a total sample of Unit 

Managers of ten, one from each of these units. A summary of the samples for individual 

interviews is presented in Table 2.5. 
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Table 2.5: Sample sizes for individual interviews 

Health facility Preceptors Nurse Managers Unit Managers Operational 

Managers 

N n N n N n N n 

District hospital 8 4 3 3 3 2   

Regional hospital 16 8 1 1 4 2   

Specialized 

hospital 

9 0 1 1 3 1   

Clinics       7 5 

CHCs       8 5 

Total 33 12 5 5 10 5 15 10 

 

2.5.2.4 Inclusion and exclusion criteria 

Focus groups inclusion criteria: 

 CSNs employed for community service in 2016 and 2017 in a public Regional hospital, 

Specialized Psychiatric hospital and District hospitals in Dr Kenneth Kaunda District. 

Focus group exclusion criteria: 

 CSNs employed at clinics and CHCs in Dr Kenneth Kaunda District during 2016 and 2017. 

Individual interviews inclusion criteria: 

 Preceptors who have mentored CSNs in a public Regional hospital, Specialized hospital 

and District hospital in Dr Kenneth Kaunda District in 2016 and 2017 

 Nurse Managers who are working with CSNs at a District hospital, Regional hospital and 

Specialized hospital in Dr Kenneth Kaunda District during 2016 and 2017. 

 Operational Managers who are working with CSNs at a clinic and CHC in Dr Kenneth 

Kaunda District during 2016 and 2017. 
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 Unit Managers who are working in a ward where CSNs are placed during 2016 and 2017. 

Individual interviews exclusion criteria: 

 Preceptors mentoring CSNs working in a clinic and CHC in Dr Kenneth Kaunda District. 

 

2.5.2.5 Data collection 

Data pertaining to the learning needs of CSNs during their community service placements 

were collected through FGDs with CSNs and their preceptors. Individual interviews were 

conducted with preceptors and health facility managers. The recruitment of these participants 

is discussed as well as the data collection process during the FGDs and individual interviews. 

 Recruitment of focus group participants  

Focus group participants were recruited during data collection for objective 1. An invitation 

was attached to the questionnaire, where the researcher invited participants (CSNs) to 

participate in FGDs. These participants had to provide their contact details on the attached 

invitation, and the researcher contacted them to confirm whether they would like to participate 

in FGDs. After the researcher had more than six (6) responses from a health facility, a venue 

was booked at the health facility through the Nurse Manager’s office for the FGDs to be 

conducted. When the researcher did not obtain enough participants for focus groups, referrals 

were asked from Unit Managers to identify participants whom they knew would want to 

participate in FGDs. These participants were addressed individually by the mediator, to ask if 

they would like to participate in the FGDs held at their health facility. 

Participants were informed via sms of the date, time and venue of the focus groups to be 

conducted. On the day of the focus group, the mediator went through informed consent for the 

focus groups with the CSNs and gave them time to read through it.  Informed consent forms 

were signed prior to the FGD, in the presence of the participant, mediator and researcher. 

 Recruitment of individual interview participants 

 

a) Preceptors  

Preceptors were recruited during data collection for objective 1. An invitation was attached to 

the questionnaire, where the researcher invited willing preceptors to participate in individual 

interviews. Preceptors were asked to provide their contact details, which the researcher used 

to contact the individuals to confirm their participation. Once participation was confirmed, the 

researcher scheduled a day when the preceptor was working to conduct an interview with 



57 

them at the health facility. The researcher sent the preceptor an sms the day before the 

interview as a reminder. 

b) Health facility managers 

Nurse Managers, Operational Managers and Unit Managers were recruited during information 

sessions held at the health facilities. The mediator went through the informed consent with all 

of the managers and gave informed consent forms (Addendums H, I and J) to the managers 

who were willing to participate. The managers had a day to read through the informed consent 

and decide whether they would participate. The researcher and mediator then attended the 

health facilities a day later to sign informed consent with the participants. When all signed 

informed consents had been received, the researcher made appointments with the managers 

by email and confirmed telephonically to set a date for data collection. 

 Data collection process  

The data collection for FGDs and individual interviews are discussed separately below. 

 Focus groups data collection process 

The FGD process is discussed in terms of preparation for the focus group interviews, the 

physical setting of the FGDs, the role of the mediator, role of the researcher, and debriefing 

methods used after the focus groups. 

a) Preparation for the focus group interviews 

The researcher had the responsibility of ensuring that a venue was booked at the health 

facilities, a voice recorder was available, and that refreshments for participants were available 

for the sessions. The researcher went through the focus group interview questions with the 

mediator to ensure that she was familiar with the content before data collection commenced. 

A field note guideline was provided to the mediator to take notes during the focus group 

interview. 

b) Physical setting of the focus group interviews 

The focus groups were conducted at one (n=1) District hospital, one (n=1) Regional hospital 

and one (n=1) Specialized hospital. The interviews were conducted in a boardroom at the 

health facility. The focus groups took place during July 2017 for the CSNs of 2016 and 2017, 

and the researcher ensured that the venue was warm to ensure a conducive environment. 

Noise levels were controlled, as the boardrooms were situated away from the hospital 

environment, and participants were asked to switch off cellphones during the interviews. 
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Participants sat in a circular arrangement around the boardroom table to facilitate eye contact 

and continuous reporting during the interview. Refreshments were placed at the centre of the 

table, so participants could feel free to enjoy them whenever they wanted to without 

interrupting the session. 

c) Role of the mediator during focus groups 

The mediator’s role was to take field notes and audio record the focus group interviews. 

Written field notes are essential during interviews, and the mediator should attempt to capture 

complete statements of participants and should not interfere with the spontaneous nature of 

the group (Krueger, 1994:154; Krueger, 1998:75). Field notes might include key points in the 

discussion, notable quotes and important observations (silent agreements, obvious body 

language, irony and contradictory statements). This information provides insight into the 

nature of the discussion, which may not be captured during audiotaping of interviews (Krueger, 

1994:147). Silverman and Marvasti (2008:216) identified different types of field notes that can 

be collected during interviews: observation/descriptive notes, demographic notes and 

reflective notes. Descriptive or observational notes are defined as descriptions of 

participants and the physical setting, and the mediators` account of particular events and 

activities that occurred during the interview. Demographic notes are pieces of information 

pertaining to the time, place and date, to describe the physical setting where the interview took 

place. Reflective notes are records of personal thought such as speculations on incidents, 

feelings, problems encountered during an interview, ideas generated during the process and 

prejudice. Field notes for focus groups included the different types of notes, illustrated in the 

focus group field notes recorded at the health facilities (Addendum K). 

d) Role of the researcher during focus groups 

The focus groups were conducted by the researcher, due to work experience as a research 

assistant collecting both quantitative and qualitative data, as stipulated in the researcher’s 

curriculum vitae (Addendum L). The researcher has not previously worked in any public health 

facilities in NW province, and therefore did not influence participants’ decision to participate 

nor intimidate participants during the discussions. Before the focus groups were conducted, 

the participants sat around the boardroom table facing each other. The researcher welcomed 

all participants, gave an overview of the study, and discussed ground rules of the discussion. 

The researcher gave each participant a name tag to write a number on, by which they were 

addressed to maintain anonymity. Participants were asked if they had any questions with 

regard to the interview process. The mediator administered a demographic questionnaire to 

participants (Addendum M), asking their age, gender, area of work, and so on, and the 
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researcher asked all participants to give a brief self-introduction as an ‘icebreaker’, which 

allowed participants to feel comfortable. 

Participants were reminded that the discussion would be voice recorded, as stipulated on the 

informed consent forms. The FGD commenced with an open question by the researcher: 

“What is your experience of community service”, directed to CSNs. This was a grand tour 

question which presented the basic topic for the session and threw the discussion open. It 

also fostered conversation and interaction among participants (Morgan, 1997:49; Krueger, 

1994:54). After the open question was asked, the researcher followed the focus group 

schedule to ask questions such as: What is your perception of transitioning from a student to 

a professional nurse? This was followed with probes such as: How did you know you 

successfully transitioned? What were your expectations of transitioning? 

Krueger (1994:100) stated that an interviewer should possess the following characteristics: 

unobtrusive control over the group, curiosity about the topic and participants, respect for 

participants at all times, and ability to communicate clearly and precisely. The researcher had 

control of the discussions; when participants strayed from the topic, she was able to politely 

redirect them back to the focus, not just indicating control, but also respect for the participants. 

Okun (2015:79-80) identified communication skills to be used when conducting an interview. 

During the FGDs, the researcher used the following communication skills: 

 Minimal verbal responses to show participants that the researcher is interested in what 

is discussed by occasionally nodding. When participants responded, the researcher 

responded with verbal responses that correlate with nodding, such as “Mm”,  

“Yes” and occasional nodding. 

 Paraphrasing is a verbal statement that restates the content of what the client said. These 

are interchangeable responses rather than additive responses. The researcher would 

paraphrase statements to ensure that participants could elaborate on statements. 

 Reflection refers to communicating to the participants and understanding their concerns 

and perspectives. The researcher reflected on the non-verbal communication of 

participants and what was emphasized during the discussions.  

 Clarification is an attempt to focus on or understand the basic nature of participants’ 

statements. When the researcher could not understand participants’ statements, they were 

asked to clarify, with statements such as “It sounds to me like you are saying…”. 
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 Interpretation occurs when the interviewer adds something to the interviewee’s statement 

or tries to help the interviewee to understand his or her underlying feeling. 

 Confrontation involves providing the interviewee with honest feedback about what is 

really going on. This may focus on genuineness. 

 Summarizing is when the interviewer synthesizes what has been communicated during 

the interview session and highlights the major effective and cognitive themes. It also 

provides an opportunity for the interviewer to encourage each participant to share their 

feelings about the situation. The researcher summarized the focus groups at the end of 

the sessions, not only with participants but also with the moderator during the debriefing 

session to ensure that major key points were highlighted for each question. 

e) Debriefing after focus group interviews 

Krueger (1994:148-149) and Morgan and Krueger (1998:84-85) indicated the importance of 

debriefing after a focus group session, as it ensures that the researcher does not omit initial 

reactions and impressions of participants during focus groups. After each focus group 

conducted, the researcher debriefed with the mediator, discussing each question on the focus 

group schedule, based on the most important ideas expressed by participants, notable quotes, 

unexpected or unanticipated findings, comparing with other FGDs or with what was expected, 

and the usefulness of questions and need for revision or adjustments of questions.  

The voice recordings of the FGDs were sent electronically to a transcriber to transcribe, and 

she sent them back to the researcher via email a week later to be prepared for data analysis. 

 Individual interviews data collection process 

The interviewing process is discussed in terms of preparation for interviews, physical setting 

of interviews, role of the mediator and the researcher, and debriefing sessions. 

a) Preparation for the interviews 

The researcher had the responsibility to ensure that a venue was booked at the health 

facilities, a voice recorder was available to record the interviews, and provision of a small token 

of appreciation to preceptors and managers for participating in the study. The researcher 

scheduled a date for data collection to occur with the preceptors and managers, according to 

their availability. Interviews were held at the preceptors’ and managers’ place of work.  
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b) Physical setting of the interviews 

 Preceptors 

Interviews with preceptors were conducted at one (n=1) District hospital, one (n=1) Regional 

hospital, and one (n=1) Specialized hospital. They were conducted in the ward where the 

preceptor was working, in a secluded office or clinical room. The interviews were conducted 

during July 2017 to August 2017. Noise levels could not always be controlled, as some of the 

units were busy at times. The researcher and mediator sat across from the preceptor, to 

ensure eye contact and continuous reporting during the interview. The interviews’ duration 

was 15–30 minutes. 

 Health facility managers 

The interviews with managers were conducted at one (n=1) District hospital, one (n=1) 

Regional hospital, one (n=1) Specialized hospital, five (n=5) clinics and five (n=5) CHCs. Kvale 

(2007:55) states that the setting of the interview should encourage the interviewees to 

describe their point of view on their world. The interviews were conducted in the managers’ 

offices during June 2017 to August 2017. Noise levels were controlled as the boardrooms 

were situated away from the hospital environment, and participants were asked to switch off 

cellphones during the interviews. Participants sat opposite the interviewer, to facilitate eye 

contact and continuous reporting during the interview. The mediator was sitting in the room 

with the researcher and participant, where she was able to observe the participant and take 

field notes. 

c) Role of the mediator during interviews 

The mediator’s role was to take field notes and audio record the interviews. The mediator used 

a field note schedule provided by the researcher to take notes on the interview. Written field 

notes included descriptive or observational notes about the physical setting where the 

interviews were conducted. Demographic notes were also taken, including reflective notes 

which recorded the participants’ feelings on the topic at hand and problems that were 

encountered during the interviews.  

d) Role of the researcher during interviews 

The interviews were conducted by the researcher, as she has experience of working as a 

research assistant collecting qualitative data, as stipulated in the researcher’s curriculum vitae 

(Addendum L). The researcher has not previously worked in any public health facilities in NW 

province, and therefore did not influence participants’ decision to participate nor intimidate 
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them during the discussions. Before the interviews were conducted, the participants were 

thanked for giving of their time and willingness to participate in the study, the researcher 

explained the purpose of the interview and that it would be voice recorded. Before the interview 

commenced, participants were asked if they had any questions. Kvale (2007:55) and Holloway 

and Wheeler (1996:4-6) stated that an interviewer should possess the following 

characteristics: be an attentive listener, show interest during the interview, understand and 

respect what the interviewee is saying, be non-judgemental, and be at ease and clear when 

interviewing. The researcher adhered to these attributes during all of the interviews. The 

mediator administered a demographic questionnaire to participants (Addendum N) asking 

them their age, gender, work experience as a manager, experience working with CSNs and 

training received to be a mentor.  

The interview was semi-structured (Addendum P) and consisted of seven (7) questions with 

probes. Semi-structured interviews seek to obtain descriptions of the life-world of the 

interviewee with respect to interpreting the meaning of the described phenomena; it has a 

sequence of themes to be covered, as well as suggested questions (Brinkmann & Kvale, 

2015:150; Grove et al., 2015:83). Questions were developed based on a search of national 

and international literature about CSNs’ experiences of community service and newly qualified 

professional nurses transitioning into their roles as professional nurses. 

The researcher carried out the interview by asking the following questions: 

- How did you experience CSNs employed to work in your facility/unit? This question was 

followed by probes to encourage the managers and preceptors to explain positive 

experiences and challenges, if they did not mention them.  

- How does your facility/unit support CSNs in transitioning into their roles as professional 

nurses? Probes: Educational, clinician, administrator and researcher role? Do you have a 

structured programme at your facility? Most effective part of you programme? Most 

important part? 

- Which areas of the facility/unit does not meet the needs of community service professional 

nurses? Probes: Needs: educational, clinician, research and administrator? What is least 

effective about your existing programme? 

- What assists in the effectiveness of your facility/unit to assist community service nurses to 

transition into their roles as professional nurses? 



63 

- What strategies do you think could assist in the transition of community service nurses in 

your unit or facility? Probe: What other strategies do you think could improve these nurses’ 

transition? 

- What challenges do you feel these nurses still experience despite support rendered? 

- Do you think that the nursing education received by these nurses prior to employment 

prepares them to transition into their role as professional nurses? Elaborate? 

After all questions were answered, the researcher, debriefed the interviewees (preceptors and 

managers) by asking if they wanted to add anything to what had been said. The researcher 

then excused herself and the mediator and they had a private debriefing session for 10 

minutes, highlighting the key points, challenges faced during the interview, and important 

quotes to have noted in a form of written notes. According to Kvale (2007:56) these notes 

taken during the debriefing session provide valuable context for analysis of transcripts, and 

observed reactions of the interviewee (facial and bodily expressions) provide a richer access 

to the interviewees’ meanings than transcribed texts will do. 

2.5.2.6 Data analysis 

Data were analyzed using Creswell’s method of content analysis (Creswell & Creswell, 

2018:193-194), which suggests blending the general steps with the specific research strategy. 

Data analysis occurs by applying inductive reasoning, using the steps outlined below. 

 Step 1: Organize and prepare the data 

After the transcripts of FGDs and individual interviews were received by the researcher, the 

researcher checked them for accuracy. Focus groups with CSNs and preceptors were filed 

separately in electronic files, and individual interviews with the different health facility 

managers were filed separately in electronic files. 

 Step 2: Develop a general sense 

Transcriptions were printed, read and re-read to develop an understanding of the content and 

to become immersed in the data being analyzed. The researcher identified credible 

information and the overall depth of the information. Notes were made while reading the 

transcripts, to form broader categories of information called codes and themes.  
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 Step 3: Code the data  

Coding is the process of reading the data, breaking text down into subparts, and giving that 

part of the text a label. These labels provide a way for the researcher to begin to identify 

patterns in the data; sections coded in the same way can be compared for similarities or 

differences (Creswell, 2016). Data were coded manually using open coding for the first stage 

of constant comparative approach, which captures what is going on in the data. Open coding 

focuses on wording, phrasing, context, consistency, frequency, extensiveness and specifity of 

comments (Neuman, 2011:510-514; Polit & Beck, 2018:285). A copy of the printed transcripts 

was sent to a co-coder to code, while the researcher coded the same transcripts. Coding was 

done individually and compared between the co-coder and researcher, and confirmed with the 

promoters. The segments identified from field notes and transcripts were colour-coded and 

labelled in a descriptive manner. 

 Step 4: Describe and identify themes 

Themes are described as codes that are combined into abstract phrases or terms (Grove et 

al., 2015:89; Polit & Beck, 2018:279). Themes were developed once the researcher and co-

coder agreed on the codes identified. The transcribed text was manually arranged into themes 

and categories. Five themes with sub-themes were identified for both FGDs and interviews. 

 Step 5: Represent findings 

Narrative data of FGDs and individual interviews were presented in the form of verbatim 

quotations. Themes identified during FGDs and individual interviews were used to formulate 

concluding statements, which were integrated with data obtained from research on objective 

1 (competencies of CSNs) during the discussion, to gain an overall representation of the 

results (Chapter 4). 

 Step 6: Interpret data 

The researcher interpreted the themes identified during the FGDs and individual interviews 

and used quotations from the participants and support from the literature to present the data.  

The researcher formulated concluding statements from the quantitative data collected in 

objective 1 (competencies of CSNs) and qualitative data collected in objective 2 (learning 

needs of CSNs), which were integrated with literature in Chapter 5 to describe a conceptual 

framework for a transition to practice programme. 
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2.5.2.7 Rigour 

Rigour is defined differently for qualitative research, because the desired outcome is different 

from that for quantitative research. It is assessed in relation to the detail built into the design 

of the qualitative study, carefulness of data collection and thoroughness of analysis (Grove et 

al., 2015:68). Guba and Lincoln (1989:218) and Taylor (2013:198) state that rigour in 

qualitative research is demonstrated through the following criteria: truth value (credibility), 

dependability (consistency), confirmability (neutrality), and transferability (applicability). These 

criteria were applied for the FGDs and individual interviews, as outlined below. 

 Credibility/truth value 

Credibility refers to confidence in the truth of the data and interpretations of them. Credibility 

is achieved through prolonged engagement, triangulation, peer briefing, member checking 

and negative case analysis (Polit & Beck, 2018:295)  

Prolonged engagement is the investment of sufficient time in collecting data to have an in-

depth understanding of the people under study, to test for misinformation and distortions, and 

to ensure saturation of key categories (Polit & Beck, 2018:295). Prolonged engagement was 

adhered to through the researcher being the primary researcher involved in the data collection 

and data analysis of the research study, to enable a better understanding of participants and 

the research context. The researcher is also a lecturer at NWU and ensures prolonged 

engagement by developing competency in student nurses.  

Triangulation was used using methods and data source triangulation to get different 

perspectives on the research problem. The researcher made use of a questionnaire to collect 

data pertaining to CSNs’ competencies, which were collected from CSNs and preceptors, also 

FGDs were held to collect data pertaining to the learning needs of CSNs from the CSNs. The 

CSNs’ sample consisted of two groups of CSNs (January and June placement); this ensured 

data triangulation, as the January CSNs had 6 months’ experience as CSNs, while the June 

CSNs had 12-month experience during data collection. Individual interviews were also held 

with preceptors and health facility managers to explore the learning needs of CSNs.  A theory 

development method was used to formulate a conceptual framework for a transition to practice 

programme, and a programme development method was used to develop a transition 

programme.  

Peer debriefing was also used to ensure credibility. Creswell and Creswell (2018:201) and 

Polit and Beck (2018:301) define peer debriefing as a process that involves sessions with 

peers who will ask questions about the study, so that the account will resonate with people 
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other than the researcher. This exposes researchers to the searching questions of others who 

are experienced in either the methods of inquiry, the phenomenon being studied or both. Peer 

debriefing was ensured through the research proposal being evaluated by the HREC and a 

scientific committee of NWU, continuous consultation with promoters and consulting a 

statistician during quantitative data analysis process. This ensured credibility of the research 

study. A co-coder also ensured peer debriefing during coding of qualitative data. The 

researcher debriefed with FGD and interview participants to ensure that all the questions had 

been addressed and to ascertain if they had any more questions.  

In member checking the researcher provided feedback to participants about emerging 

interpretations, in order to obtain participants’ reactions (Polit & Beck, 2018:300). Member 

checking was adhered to during FGDs and individual interviews. The researcher debriefed 

with participants after the interviews and FGDs to highlight the key points, which they had an 

opportunity to agree or disagree with. 

 Dependability/consistency 

Dependability refers to the stability of data over time and conditions. It is the ability to replicate 

the study with the same or similar participants in the same or similar context, and still have the 

same results (Polit & Beck, 2018:201). Dependability is achieved through the following 

techniques: stepwise replication, an inquiry audit, and triangulation.  

Inquiry auditing was applied through thoroughly explaining the research context and 

methodology of the study (Chapter 2) so that it may be replicated in another setting with the 

same or a similar population. The questionnaires, transcripts and fieldnotes are all kept in the 

researchers` office, the voice recordings have been password protected in a file in the 

researchers` computer. These research documents will be discarded after 5 years of 

completion of the research. Data sources and method triangulation also ensured 

dependability, as described under ‘Credibility’ above. 

 Confirmability/neutrality 

Confirmability refers to objectivity, that is the potential for congruence between two or more 

independent people about the data’s accuracy, relevance or meaning. This criterion is 

concerned with establishing that the data are representative of the information that participants 

provided, and that the interpretations of the data are not invented by the inquirer; thus the 

results must reflect the participants’ voice and the conditions of the inquiry and not the 

researchers’ biases, motivations or perspective (Polit & Beck, 2018:296). Confirmability was 

achieved by being aware of personal biases during interpretation and putting them aside, as 
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well as using verbatim quotes reflecting the participants’ reflections, rather than those of the 

researcher. 

 Transferability/applicability 

Transferability refers to the potential for extrapolation, which is the extent to which the findings 

can be transferred to or have applicability in other settings or groups. Transferability includes 

techniques such as thick description and saturation of data (Polit & Beck, 2018:296). 

Transferability was adhered to through thick description of the research context; the 

researcher gave a thick description of the study background, problem statement, aim and 

objectives and research methodology, as stipulated in Chapter 1 and Chapter 2. The research 

methodology (Chapter 2) has been clearly described, stating the research design, data 

collection methods, data analysis, interpretation of results and development of a transition to 

practice programme for CSNs in Dr Kenneth Kaunda District. Data saturation was determined 

when the researcher identified the same codes during the FGDs and interviews, which 

terminated the data collection process. 

2.5.3 Objective 3 

 

 

2.5.3.1 Research method 

Theory development provides a way to identify and express ideas about the essence of 

practice. It aims to help the nurse to understand practice in a more complete and insightful 

way (Walker & Avant, 2014:1-2). 

 

The nursing theory includes four levels of theory development. The first of these is meta- 

theory, focused on philosophical and methodological questions related to theory development 

base for nursing. The second, grand nursing theory consisted of a conceptual framework 

defining broad perspectives for practice and ways of looking at nursing phenomena based on 

these perspectives. The third is the middle-range theory, emerging to fill the gaps between 

grand nursing theory and nursing practice. The fourth level is a practice-orientated level of 

theory, which focuses on nursing concepts that are grounded in a practice context (Walker & 

Avant, 2014:4). It is at the level of practice-orientated theory that this study is engaged, with 

the research aiming to develop a transition to practice programme for CSNs in Dr Kenneth 

Describe a conceptual framework for a transition to practice programme for CSNs to 

practice independently and transition into their different roles. 
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Kaunda District, that will serve as a support structure for CSNs to transition into their different 

roles as a professional nurse in the public sector. 

 

A conceptual framework is defined as a network or a ‘plane’ of interlinked concepts that 

together provide a comprehensive understanding of a phenomenon or phenomena. The 

concepts that constitute a conceptual framework support one another, articulate their 

respective phenomena and establish a framework-specific philosophy. Developing a 

framework within which ideas are organized enables the researcher to show that the proposed 

study is a logical extension of current knowledge (Jabareen, 2009:51). 

Mock et al. (2007:503) described three purposes for using conceptual frameworks in research. 

Firstly, conceptual frameworks are used to provide an organizing structure for the research 

design and methods. They guide the development and testing of interventions and hypotheses 

based on the principles of theory. A second purpose is to guide the development and testing 

of interventions and hypotheses based on the tenets of the theory. A third function is to explain 

the study results and place the findings within the context of science in a specific field of 

investigation. The purpose of describing a conceptual framework in this study is to explain the 

study results (for objective 1 and objective 2) and place findings within the context of a 

transition to practice programme for CSNs in Dr Kenneth Kaunda District. Conclusion 

statements identified from results obtained for objective 1 and objective 2 and literature 

pertaining to the statements were used to describe this conceptual framework. 

To describe a conceptual framework for this study, the researcher used the combined theory 

development method of Walker and Avant (2005:37), Chinn and Kramer (2008:223) and Burns 

and Grove (2009:146-147). The steps involved are described below. 

 Step 1: Conclusion statements from empirical data results from the questionnaire, FGDs 

and individual interviews are grouped together and presented. An overview is given of the 

findings and the conclusions derived from the empirical findings in table format (objective 

1 and objective 2), and the literature was searched to substantiate the empirical findings.  

 Step 2: Identify concepts from the conclusion statements through concept identification 

(Chinn & Kramer, 2008:223). 

 Step 3: Main concepts of the integrated map are described though concept classification 

(Dickoff et al., 1968:422). 

 Step 4: The concepts are linked through relational statements, by providing evidence from 

the literature for the validity of each relational statement (Burns & Grove, 2009:147). 

 Step 5: Construct a conceptual map through the following steps: 1) arrange the concepts 

on the page in sequence of occurrence (casual linkage) from left to right, with the concepts 
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reflecting the outcomes on the far right; 2) use arrows to link concepts in a way that is 

consistent with the statement diagrams previously developed; and 3) examine the map for 

completeness (Burn & Grove, 2009:149-150). 

 

A detailed description of these steps and the conceptual framework of a transition to practice 

programme are presented in Chapter 5 of this study. 

 

2.5.4 Objective 4 

 

 

2.5.4.1 Research method 

Programme development is a process that requires input from various stakeholders to develop 

the content (Gwele & Uys, 2005:24). To develop a transition to practice programme, the 

researcher used empirical data pertaining to the competencies of CSNs (objective 1), learning 

needs of CSNs (objective 2), and concepts identified in the conceptual framework to develop 

a transition to practice programme (objective 3). Three models, namely Benner’s Novice to 

Expert model (Benner, 1982), the transition to practice model (Spector & Echternacht, 2010), 

and the Model for Clinical Nursing Education and Training (The NES Group,2012) guided the 

development of the transition to practice programme. A detailed description of the guidance 

provided by these models is given in Chapter 5, section 5.2. 

Curriculum development in nursing as described by Gwele and Uys (2005:24-29) was used 

as a method to develop a transition programme for CSNs in Dr Kenneth Kaunda District. The 

method consists of five curriculum development steps (Gwele & Uys, 2005:25), as described 

below. 

Step 1: Establish the context and foundations 

In this step a situational analysis is done to establish what the aim of the programme is and 

how it will be achieved.  Phase 1 of this study served as the situational analysis and the results 

from objective 1, objective 2 and objective 3 were used as the basis for the content of the 

programme. The researcher formulated conclusion statements of the findings for objectives 

1–3 to develop a vision and mission statement for the transition programme. 

 

Develop a transition to practice programme to assist CSNs to practice independently 

and transition into their different roles.  
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Step 2: Formulate the objectives and outcomes 

The objectives and outcomes of the programme are established. Concluding statements from 

empirical data obtained in phase 1 (objectives 1, 2 and 3) formed the evidence for finalizing 

the process of selecting learning outcomes.  

Step 3: Select a curriculum model and develop a macro-curriculum 

The curriculum model (content, process or outcomes based) determines the internal structure 

of the curriculum. It includes the choice of learning opportunities and content, as well as the 

organization of these elements. 

Step 4: Develop the micro-curriculum 

This micro-curriculum is the level at which actual teaching-learning takes place. It includes the 

outlines of all courses, specifics about learning opportunities and evaluation strategies. 

Step 5: Plan for the evaluation of implementation and outcomes 

This is an ongoing step that commences early in the process. Implementation evaluation refers 

to monitoring to what extent the curriculum that is on paper is actually what the students 

experience. Outcome evaluation refers to monitoring the planned and unplanned results of 

the curriculum. The transition to practice programme was not implemented in this study; 

however, it will be implemented as part of postdoctoral studies. The researcher developed an 

assessment plan for each module, to ensure that the outcomes are met. A detailed description 

of these steps is provided in Chapter 6. 

2.6 ETHICAL CONSIDERATIONS  

Research ethics refers to the moral deliberation, choice and accountability on the part of 

researchers throughout the research process (Boswell & Cannon, 2020:92). Ethics are 

designed to guide researchers in the planning and conduct of research and are based on a 

number of central and important ethical principles, which reflect the common standards, values 

and aspirations of the research community. In this research study the ethical principles 

considered were the principle of beneficence, principle of justice, respect for human dignity 

and autonomy. 
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2.6.1 Principle of beneficence 

Beneficence refers to the ethical obligation to maximize benefit and minimize harm (South 

African DoH, 2015:14; De Angelis, 2009:47). This principle includes the following: 

- Freedom from exploitation 

This refers to not exposing participants to situations that they are not prepared for. To ensure 

that the participants were not exploited, the researcher appointed a mediator to give each 

interested participant an informed consent form, which outlined the purpose and nature of the 

research.  

- Risk/ benefit ratio 

A risk-benefit analysis should precede carrying out of the research. A desirable ratio is where 

at minimum the potential risk of harm to a participant is outweighed by the likelihood of benefit 

for participants or to society, from the knowledge to be gained from the research (South African 

DoH, 2015:16). This research study identified that there is no direct benefit for current CSNs 

who participated in this study; however, an indirect benefit of them participating in the study is 

that they enabled the development of a transition to practice programme, that will ensure an 

ongoing supply of competent professional nurses who are willing to remain in the organization 

and profession due to the support rendered during community service. 

The researcher identified anticipated risks regarding the data collection method as follows: 

I. Questionnaire risks: 

Risks Precautions 

Time, inconvenience and fatigue were identified as 

risks when participants completed the 

questionnaire. 

 Questionnaire questions were kept short 

and in a Likert scale format. 

 Participants had a week to complete the 

questionnaire at a venue and a time of their 

choice. 

 A valid and reliable instrument was used 
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II. Focus group risks: 

  

III. Individual interviews risks: 

 

Risks  Precautions 

Privacy for participants participating in FGDs.  FGDs were conducted in a private area 

such as a boardroom, so participants 

did not feel exposed to other 

colleagues by participating in the study. 

Fatigue can occur during FGDs.  The FGDs lasted from 30 to 45 

minutes. Lunch was placed in the 

middle of the table for particpants to 

enjoy when they wished. 

Participants may be anxious to share their experiences 

of community service with other colleagues. 

 The researcher ensured that the 

environment was conducive for 

participants to participate freely with no 

judgement placed on them, since 

everybody is entitled to their opinion.  

The researcher could not guarantee confidentiality, as 

the participants could disclose information that was 

shared during the FGDs outside the research setting. 

 The researcher set ground rules before 

each focus group to ask participants to 

respect each other’s confidentiality, 

and they did not need to mention their 

names when participating. Partial 

confidentiality from participants was 

emphasized, and that they could not 

retract information that they had 

shared. 

Risks Precautions  

Time inconvenience can occur for managers 

during individual interviews. 

 The researcher ensured that interviews 

were conducted on scheduled days based 

on managers’ availability. 

 Interview duration was limited to 15–30 

minutes, as stated. 

Privacy can also be a risk for managers when 

individual interviews are conducted. 

 The researcher ensured that interviews 

were conducted in a boardroom and not in 

the manager’s office to eliminate 

interruptions. 
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2.6.2 Respect for human dignity and autonomy 

2.6.2.1 Autonomy 

Respect for human dignity includes the right to self-determination, which means that 

participants have the right to decide voluntarily whether or not to participate in a study (South 

African DoH, 2015:15). This was achieved by the mediator informing participants during the 

informed consent process that they have the right to terminate participation at any point during 

the research. Informed consent was obtained from all participants, and they were given 24 

hours to make a decision whether to participate in the study.  

2.6.2.2 Anonymity and confidentiality 

 Jooste (2010:278) stated that researchers should respect the participants’ right to 

confidentiality and anonymity, by not allowing any form of identification of the instruments or 

research reports that make it possible to link them to a specific person or institution. Anonymity 

was maintained by the mediator administering the questionnaire when collecting data. The 

mediator had a masterlist of participants receiving questionnaires, with a code assigned to 

each name. This was done to ensure that all questionnaires were received back. The 

questionnaires were given to participants unsealed; they sealed the envelope after completion 

of the questionnaire. Each ward had a sealed box, which participants put their sealed 

questionnaires into, and the researcher collected them after it had been there for a week.  

To ensure anonymity for participants in FGDs and individual interviews, the researcher 

ensured that their and the health facilities were not mentioned when voice recording and 

reporting the results. 

With FGDs and individual interviews; the researcher ensured confidentiality by signing 

confidentiality agreements with the co-coder (Addendum R) and transcriber (Addendum S), to 

ensure that the participants remain anonymous when data are reported.  Confidentiality was 

maintained by referring to health facilities as District hospital or clinic. The questionnaires 

collected from CSNs and preceptors were numbered in order not to include participants’ 

names. To maintain confidentiality during FGDs and individual interviews, the researcher 

made a list of all health facilities in a table form, which identified each facility as District hospital 

A, B etc.; thus before FGDs commenced, the researcher indicated that the focus group is 

occurring at District hospital A in the recorder, and the locations were also reported in that 

manner in the study results.  Informed consent forms were stored in files separate to the data 

and kept in locked cupboards in the researcher’s office at NWU. Questionnaires, transcribed 

FGDs and individual interviews were filed and locked in the researcher’s office at NWU. 

Electronic data such as voice recordings were stored in an electronic file in a password-
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protected computer by the researcher, which will be kept for five years post-completion of the 

study. The files were immediately deleted from the voice recorder once they had been 

transferred. The questionnaires, informed consent forms, transcribed FGDs and interviews 

will be shredded after five years post-completion of the study.  

2.6.3 Principle of justice 

The principle of justice refers to treating participants equally and with fairness. This was 

adhered to, to ensure equality and fairness in this study, as indicated below. 

2.6.3.1 The right to fair treatment 

There should be a fair balance of risks and benefits amongst all role-players involved in 

research, including participants, participating communities and the broader South African 

society. No segment of the population should be unduly burdened by the harms of research 

or denied the benefits of knowledge derived from it (South African DoH, 2015:14). The 

researcher ensured fair treatment in this study by selecting participants based on the inclusion 

criteria and exclusion criteria for each health facility and group of participants. 

2.7 SUMMARY 

This chapter described the research design used in this study. Research methods were 

discussed per objective, indicating the population and sample, inclusion and exclusion criteria, 

data collection methods and method of data analysis. The following chapter discusses the 

results for objective 1, pertaining to competencies of CSNs according to the CSNs and their 

preceptors.
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CHAPTER 3 

COMPETENCIES OF COMMUNITY SERVICE NURSES 

(OBJECTIVE 1 RESULTS) 

3.1 INTRODUCTION  

Chapter 2 provided an overview of the research design and research methods used in this 

study. This chapter presents the results of the CIRN questionnaire, which measured 

competencies of CSNs according to the CSNs and their preceptors (objective 1).  

The researcher presents the study objectives in order to highlight the objective that is 

discussed in this chapter. This is followed by a discussion of the realization of the study 

sample, the demographic profile of the study sample, construct validity and reliability of the 

CIRN questionnaire, descriptive data, effect sizes of competencies of CSNs presented from 

the perspective of CSNs and their preceptors, and hierarchical linear analysis to determine 

associations between demographic data and competencies of CSNs according CSNs and 

their preceptors. Each section ends with conclusion statements that will be included in the 

conceptual framework (Chapter 5) and the transition to practice programme (Chapter 6). The 

chapter ends with a discussion of the results, which is integrated with supportive literature to 

highlight competencies of CSNs in Dr Kenneth Kaunda District. 

3.2 STUDY OBJECTIVES 

The study objectives are illustrated in Table 3.1, highlighting the objective that is discussed in 

this chapter. 

Table 3.1: Study objectives indicating objective 1  

PHASE 1 

Objective 1: 

Explore and describe the competencies of CSNs to practice independently and to transition into their 

different roles according to CSNs and their preceptors.  

Objective 2: 

Explore and describe the learning needs of CSNs to practice independently and transition to practice 

from the perspective of CSNs, preceptors, Nurse Managers, Unit Managers and Operational 

Managers. 
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Objective 3: 

Describe a conceptual framework for a transition to practice programme for CSNs to practice 

independently and transition into their different roles. 

PHASE 2 

Objective 4 

Develop a transition to practice programme to assist CSNs to practice independently and transition 

into their different roles. 

 

3.3 REALIZATION OF THE STUDY SAMPLE 

The study was conducted in 20 health facilities in Dr Kenneth Kaunda District (see Chapter 2, 

section 2.4). CSNs and preceptors completed the CIRN questionnaire to measure 

competencies of CSNs during their placements at these health facilities. 

A total of 74 CSNs were placed in Dr Kenneth Kaunda District for their community service year 

in June 2016 and January 2017.  Four of these CSNs did not pass their final year of nursing 

training and had to return back to the nursing institution; one CSN was on maternity leave 

during data collection, six declined to participate in the study and three completed their 

community service before data collection could occur at their health facilities. The researcher 

distributed 60 questionnaires to CSNs who signed consent, and received 60 questionnaires 

back; thus the response rate for the CSNs’ questionnaire was 100%. 

There were 125 preceptors mentoring CSNs during 2016 and 2017. Twenty-five (25) 

preceptors that were approached declined to participate in the study; 100 preceptors signed 

consent, but of these only 54 returned the questionnaire, a response rate of 54%. Reasons 

for not returning questionnaires included preceptors having gone on annual leave or sick leave 

or misplacing the questionnaire and declined to take a second one. Studies with nurse 

participants often report low response rates (below 60%), due to nurses’ knowledge of and 

attitude towards research (Khamisa, Peltzer, Ilic & Oldenburg, 2014:1).  The overall response 

rate for the questionnaire was 71%. According to JAMA (2013), the minimum response rate 

criterion for a manuscript to be peer reviewed is 60%, while Meterko et al. (2015:132) 

recommend that target response rates for surveys should be 70% to 85%. This makes the 

results for the CSNs and preceptors generalizable to the population. The response rate for the 

actual sample sizes is presented in Table 3.2. 
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Table 3.2: Response rate for the CIRN questionnaire 

Participants Population  Sample size Actual 

sample size 

Returned 

questionnaires 

N n n n % 

Community 

service nurses 

74 74 60 60 100 

Preceptors 125 125 100 54 54 

Total 199 199 160 114 71 

 

3.4 DEMOGRAPHIC PROFILE OF THE STUDY SAMPLE 

Demographic data are attributes of participants measured during the study to describe the 

sample. These demographics also determine the population for generalization of the findings 

(Burns & Grove, 2009:179). The demographic profiles of CSNs and their preceptors were 

established through seven questions that participants had to complete in Section A of the 

questionnaires (Addendums M and N). The demographic profiles of CSNs and preceptors are 

based on the inclusion criteria stipulated in Chapter 2, section 2.5.1.4.  

3.4.1 Demographic profile of CSNs and preceptors 

The sample of CSNs that completed the CIRN questionnaire consisted mainly of female 

participants (n=46; 76.7%), as illustrated in Figure 3.1. 

 

Figure 3.1: Gender distribution of community service nurses 
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Fifty-four (n=54) questionnaires were completed by preceptors of CSNs. The majority of the 

sample were female participants (n=45; 83.3%), as indicated in Figure 3.2. 

 

Figure 3.2: Gender distribution of community service nurses’ preceptors 

3.4.2 Age distribution of CSNs and preceptors 

The age distribution of CSNs is illustrated in Figure 3.3. The results indicated that the majority 

of CSNs that completed the CIRN questionnaire were aged 21-25 years (n=19; 31.7%), 

followed by 26-30 years (n=16, 26.7%). Ten (n=10;16.7% ) CSNs were 40 years of age and 

above.  

 

Figure 3.3: Age distribution of community service nurses 
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The age distribution of preceptors that completed the CIRN revealed that the majority of 

preceptors were aged 40 years and above (n=26; 48.1%). This could be viewed positively, as 

preceptors with long service in the profession mentor CSNs.  

 

Figure 3.4: Age distribution of preceptors 

3.4.3 Highest qualification of community service nurses and preceptors 

CSNs that participated in the survey mostly had a 4-year diploma in nursing (n=44; 73.3%).  

 

Figure 3.5: Qualifications of community service nurses 

Figure 3.6 indicates the highest qualifications of preceptors of CSNs placed during July 2016 

and January 2017. The majority held a postgraduate diploma in a specialty area (n=32; 

59.2%). 
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Figure 3.6: Qualifications of preceptors 

3.4.4 Placements of community service nurses per ward/unit 

The results of community service placements per ward/unit showed whether CSNs were 

placed in specialty wards (maternity, CHC, clinic, psychiatry, paedatric, ICU and casualty) or 

in general wards such as medical-surgical wards and orthopaedic wards. The majority of 

CSNs were placed in specialty wards/units (n=46, 76.7%). 

 

Figure 3.7: Community service nurses’ placements according to ward/unit 

3.4.5 Preceptors of community service nurses according to ward/unit 

Figure 3.8 indicates the wards where preceptors were working. The results indicated that the 

majority of preceptors were working in specialty wards (n=44; 81.5%).  
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Figure 3.8: Preceptors of community service nurses according to ward/unit 

3.4.6 Mentoring of community service nurses 

Figure 3.9 shows that the majority (n=42; 70%) of CSNs that were placed for community 

service in July 2016 and January 2017 were not mentored during their placements. 

 

Figure 3.9: Mentoring received by community service nurses during community service 

year 

Fifty-three (n=53; 98.1%) of the preceptors reported that they did not receive mentorship 

training prior to mentoring CSNs, as illustrated in Figure 3.10.  
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Figure 3.10: Mentorship training undergone by preceptors  

3.4.7 Rotation among wards/units of community service nurses 

Forty-eight (n=48; 80%) of the CSNs reported that they rotated among wards/units during their 

community service placement, as seen in Figure 3.11.  

 

Figure 3.11: Rotation of community service nurses during their community service year 

3.4.8 Orientation programmes in wards 

Preceptors reported on availability of orientation programmes in the wards/units in which they 

are mentoring CSNs, as shown in Figure 3.12. Fifty (n=50; 92.6%) of the preceptors reported 

that their wards/units did not have an orientation programme in place for CSNs. 

n=1
1.9%

n=53
98%

MENTORSHIP TRAINING RECEIVED BY 
PRECEPTORS

Mentor trained

Mentor not trained

n=48
80%

n=12
20%

ROTATION AMONG WARDS BY COMMUNITY 
SERVICE NURSES

Rotated during community
service

No rotation during community
service
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Figure 3.12 Orientation programmes in wards/units identified by preceptors  

3.4.9 Conclusion statements on demographic results of the CIRN questionnaire 

Conclusion statements on the demographic results for CSNs and their preceptors in Dr 

Kenneth Kaunda District are presented in Table 3.3. 

Table 3.3: Conclusion statements on demographic results from the CIRN questionnaire 

PARTICIPANTS RESPONSES 

COMMUNITY SERVICE 

NURSES (CSNs) 

1. The majority of the participants were females (n=46; 

76.7%) 

2. CSNs were aged 21-25 years (n=19; 31.7%), and ten 

(n=10; 16.7%) were aged 40 years and above  

3. A four-year diploma was the highest qualification of most 

of the participants (n=44; 73.3%) 

4. Most of the CSNs (n=46; 76.7%) were placed in specialty 

wards  

5. Forty-two (n=42; 70%) CSNs were not mentored during 

community service placement  

6. Forty-eight (n=48; 80%) CSNs rotated among wards/units 

during their community service placement. 

n=4
7.4%

n=50
92.6%

ORIENTATION PROGRAMMES IN WARDS

Existing orientation programme

Non-existing orientation
programme
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PRECEPTORS 7. The majority of participants were female (n=45; 83.3%) 

8. There were 26 (n=26; 48.1%) preceptors aged 40 years 

and above  

9. The majority of preceptors’ highest qualification is a 

postgraduate diploma in a specialty area (n=32; 59.2%) 

10. Preceptors that participated were mostly working in 

specialty areas (n=44; 81.5%) 

11. Fifty-three (n=53; 98.1%) preceptors indicated that they 

had no mentorship training 

12. Fifty (n=50; 92.6%) preceptors reported their wards had no 

orientation programmes for CSNs. 

 

3.5 CONSTRUCT VALIDITY AND RELIABILITY OF THE CIRN QUESTIONNAIRE 

The validity of an instrument is the determination of how well it reflects the abstract concept 

being examined. Researchers determine the degree of validity of an instrument rather than 

whether validity exists (Grove et al., 2015:291; Heale & Twycross, 2015:1). There are three 

types of validity: content validity, construct validity and criterion validity. 

Validity of the instrument was ensured by the authors of the questionnaire (Liu et al., 2007); a 

detailed description on content, criterion and construct validity is given in Chapter 2, section 

2.5.1.7, as well as the process the authors followed to determine validity of the instrument. In 

this study construct validity was determined by exploratory factor analysis (EFA) and 

confirmatory factor analysis (CFA). EFA was done, since the instrument was previously used 

in a South African study (Hansen-Salie & Martin, 2014); however, the validity of the instrument 

was not tested by the authors since they used the developers’ (Liu et al., 2007) results of 

validity and determined reliability of the instrument. 
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3.5.1 Exploratory factor analysis of the CIRN questionnaire 

Table 3.4 explains the suitability of the data for EFA. 

Table 3.4: Kaiser-Meyer-Olkin measure and Bartlett’s test of sphericity for the CIRN 

questionnaire   

SUITABILITY OF DATA  VALUES OBTAINED 

KAISER-MEYER-OLKIN  

MEASURE 

 0.826 

BARTLETT’s TEST OF 

SPHERICITY 

Approx. Chi-square 5052.880 

df 1485 

Sig. 0.000 

TOTAL VARIANCE 

EXPLAINED  

 56.84% 

 

The KMO measure of sampling adequacy for the EFA was found to be 0.826 with a total 

variance of 56.84%. These results explained the four extracted factors during EFA. The sub-

scales extracted are presented in the pattern matrix in Table 3.5. 

The researcher made use of different colours to identify the sub-scales in the EFA pattern 

matrix (Table 3.5) and throughout the chapter. The sub-scales are presented as follows:  

SUB-SCALE/ DIMENSION COLOUR 

CODE 

Clinical care (D1)  

Leadership (D2)  

Interpersonal relations (D3)  

Legal/ethical practice (D4)  

Professional development (D5)  
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Teaching-coaching (D6)  

Critical thinking-research aptitude (D7)  
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Table 3.5: Pattern matrix of CIRN questionnaire 

Item 
No. 

   Component 

Item Factor 1 2 3 4 

B24 Utilizes technological 
advances to improve 
nursing and health care 

Clinical care 0.710       

B22 Expresses disagreements 
in a constructive manner 

Interpersonal relation 0.646       

B47 Makes decisions that reflect 
both knowledge of facts 
and good judgement 

 Critical thinking-research 
aptitude 

0.629       

B38 Evaluates results of nursing 
care interventions 

 Clinical care 0.625       

B35 Acknowledges the 
differences in beliefs and 
cultural practices of 
individuals/groups 

 Interpersonal relations 0.615       

B36 Gets group approval on 
important matters before 
acting 

 Leadership 0.589       

B21 Figures out more than one 
way to solve confronting 
clinical problems 

 Critical thinking-research 
aptitude 

0.562   -0.349   

B32 Accepts and uses 
constructive criticism 

 Leadership 0.551       

B34 Builds trust by keeping 
word, commitments and 
promises 

 Interpersonal relations 0.535       

B20 Involves the patient and 
family in the planning and 
implementation of care 

 Clinical care 0.534       

B48 Resolves conflict in a 
positive way 

 Leadership 0.529       

B39 Acts to develop an 
atmosphere for teamwork 
and cooperation 

 Leadership 0.515       
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B31 Serves as an advocate for 
the rights of clients or 
groups 

 Legal/ethical 0.489       

B40 Develops an explicit 
teaching strategy to teach 
patients and families 

 Teaching-coaching 0.479   -0.284 -0.357 

B16 Uses different ways to 
search for information 

Critical thinking-research 
aptitude 

0.468       

B45 Reports all perceived 
malpractice incidents to 
responsible persons 

 Legal/ethical 0.457       

B23 Cooperates with other care 
providers to meet patients’ 
needs 

 Interpersonal relations 0.410     0.407 

B30 Communicates facts, ideas 
and feelings to other health 
team members verbally 

 Interpersonal relations 0.379       

B43 Promotes cooperation, trust 
and open exchange of 
ideas 

 Leadership 0.362       

B26 Demonstrates self- 
awareness of personal 
limitations and strengths 

Professional development 0.362     0.295 

B53 Recognizes own learning 
needs 

Professional development   -0.879     

B41 Coaches junior nurses or 
students to meet both the 
task needs and their 
developmental needs 

Teaching-coaching    -0.871     

B17 Initiates appropriate 
orientation programmes for 
new nurses 

 Teaching-coaching   -0.836     

B55 Displays self-direction in 
personal development 

Professional development   -0.823   0.292 

B19 Takes up the preceptor role 
to support new nurses or 
students in adapting to a 
new working environment 

 Teaching-coaching   -0.815     
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B42 Assists in the clinical 
research data collection 

Critical thinking-research 
aptitude 

  -0.809 0.311   

B52 Uses learning opportunities 
for ongoing personal and 
professional growth 

Professional development   -0.808     

B50 Incorporates relevant 
research findings into 
nursing practice 

Critical thinking-research 
aptitude 

  -0.777     

B14 Coordinates the relation 
between nurses and all 
related personnel 

 Leadership   -0.749     

B46 Identifies learning needs of 
others, including patients, 
families and junior nurses 
or students 

 Teaching-coaching   -0.727     

B33 Delegates responsibility for 
care based on assessment 
abilities of individuals 

 Leadership   -0.692     

B13 Identifies and understands 
others’ personal strengths 
and weaknesses 

 Leadership   -0.687     

B29 Understands relevant and 
current information 
concerning health care 
system 

Professional development   -0.665     

B6 Understands the role of 
professional organizations 
and actively participates in 
them 

Professional development   -0.631 -0.329   

B28 Recognizes others’ 
contribution and 
achievement 

 Leadership   -0.559     

B51 Defends decisions using 
scientific knowledge 
principles 

 Critical thinking-research 0.407 -0.491     

B8 Use opportunities for 
patient teaching when they 
arise 

 Teaching-coaching   -0.415 -0.333 -0.368 
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B11 Functions in accordance 
with SANC requirements 
 

 Legal/ethical     -0.802 0.283 

B3 Detects and documents 
significant changes in a 
patient’s condition 

 Clinical care     -0.795   

B1 Identifies and prioritises 
risks in clinical situations 

Critical thinking-research 
aptitude 

    -0.784   

B4 Expresses facts and 
thoughts in writing in a 
clear and organized way 

Interpersonal relations     -0.752   

B5 Gives emotional support to 
families 

 Clinical care     -0.642   

B18 Adjusts actions in relation 
to others’ actions 

 Interpersonal relations     -0.611   

B2 Provides culturally sensitive 
care 

 Clinical care     -0.564   

B9 Assesses all health 
dimensions of client, i.e. 
physical, psycho-social, 
spiritual aspects 

 Clinical care 0.317   -0.544 -0.413 

B12 Develops a nursing care 
plan for a specific patient 
based on a primary and 
secondary data base 

 Clinical care     -0.543   

B10 Carries out nursing practice 
according to Scope of 
Practice and organizational 
policy 

 Legal/ethical     -0.539   

B7 Integrates relevant data 
from multiple sources 

Critical thinking-research 
aptitude 

  -0.437 -0.481   

B15 Delivers accurate, 
comprehensive and 
effective nursing in 
accordance with plan 

 Clinical care     -0.475   

B49 Respects the 
patient’s/client’s right to 
choice and self- 

 Legal/ethical 0.334   -0.359   
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determination in nursing 
and health care 

B27 Identifies and includes 
immediate patient needs in 
a nursing care plan 

 Clinical care 0.284   -0.344   

B44 Ensures confidentiality and 
security of written and 
verbal information acquired 
in a professional capacity 

 Legal/ethical       0.570 

B54 Shows willingness to share 
workload when needed 

 Interpersonal relations     -0.315 0.463 

B37 Respects the 
patient’s/client’s right to 
privacy 

 Legal/ethical   -0.394   0.461 

B25 Takes responsibility for 
one’s own performance 

 Legal/ethical 0.395     0.457 
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An EFA of the CIRN questionnaire with Oblimin rotation extracted four factors, which was less 

than the seven factors identified in literature. The content of the factors identified were 

analyzed to determine to what degree they resembled the seven factors identified in the 

literature.  

The factors identified in the EFA were grouped, as presented in the pattern matrix (Table 3.5) 

as follows: 

 Communication, cooperation and evaluation to improve patient care (Factor 1):  

All these items had to do with clear verbal and written communication with colleagues, 

family and patients, in order to create a practice environment that promotes 

cooperation among health care providers and where nursing interventions can be 

continuously evaluated to improve patient care. Factor 1 consisted of the following 

items from various dimensions: 

o Five items from the “Leadership dimension” (B36 “Gets group approval in important 

matters before acting”, B32 “Accepts and uses constructive criticism”, B48 “Resolves 

conflict in a positive way”, B39 “Acts to develop an atmosphere for teamwork and 

cooperation” and B43 “Promotes cooperation, trust and open exchange of ideas”)  

o Five items from the “Interpersonal relations dimension” (B22 “Expresses 

disagreements in a constructive manner”, B35 “Acknowledges the differences in 

beliefs and cultural practices of individuals/groups”, B34 “Builds trust by keeping word 

commitments and promises”, B23 “Cooperates with other care providers to meet 

patients’ needs” and B30 “Communicates facts, ideas and feelings to other health team 

members verbally”). 

o Three items from the “Clinical care dimension” (B24 “Utilizes technological advances 

to improve nursing and health care”, B38 “Evaluates results of nursing care 

interventions”, B20 “Involves the patient and family in the planning and implementation 

of care”). 

o Three  items from the “Critical thinking-research aptitude dimension” (B47 “Makes 

decisions that reflect both knowledge of facts and good judgement”, B21 “Figures out 

more than one way to solve confronting clinical problems” and B16 “Uses different 

ways to search for information”). 

o Two items from the “Legal and ethical dimension” (B31 “Serves as an advocate for 

the rights of clients or groups”, B45 “Reports all perceived malpractice incidents to 

responsible persons”). 
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o Two  items from the “Teaching-coaching dimension” (B40 “Develops an explicit 

teaching strategy to teach patients and families” and  B8 “Uses opportunities for patient 

teaching when they arise”). 

 Continuous professional development / Teaching-coaching (Factor 2): These 

items relate to a professional nurse developing they personal professional skills and 

other staff members’ professional growth.The teaching-coaching dimension relates to 

the teaching process of patients, families and junior nurses, which is a professional 

development strategy to assist in the development of staff. Factor 2 consisted of the 

following items from various dimensions: 

o Five items from the “Professional development dimension” (B53 “Recognizes own 

learning needs”, B55 “Displays self- direction in personal development”, B52 “Uses 

learning opportunities for ongoing personal and professional growth”, B29 

“Understands relevant and current information concerning health care system” and B6 

“Understands the role of professional organizations and actively participates in them”).  

o  Five items from the “Teaching-coaching dimension” (B41 “Coaches junior nurses or 

students to meet both the task needs and their developmental needs”, B17 ”Initiates 

appropriate orientation programmes for new nurses”, B19 “Takes up the preceptor role 

to support new nurses or students in adapting to a new working environment”, B46 

“Identifies learning needs of other including patients, families and junior nurses or 

students” and B8 “Uses opportunities for patient teaching when they arise”).  

o Three items from “Critical thinking-research aptitude” (B42 “Assists in the clinical 

research data collection”, B50 “Incorporates relevant research findings into nursing 

practice”, B51 “Defends decisions using scientific knowledge principles”). 

o Four items from the “Leadership dimension” (B14 “Coordinates the relation between 

nurses and all related personnel”, B33 “Delegates responsibility for care based on 

assessment abilities of individuals”, B13 “Identifies and understands other`s personal 

strengths and weaknesses”, and B28 “Recognizes others’ contribution and 

achievement”). 

 Holistic patient care (Factor 3): The items loaded in this factor were related to 

providing holistic patient care. The professional nurse needs to have adequate critical 

thinking-research skills, and adequate inter-professional skill to be able to evaluate 

patient care and effectively communicate with patients. They also need to have 

teaching-coaching skills to educate the patients and families about their health 

condition, while adhering to their scope of practice. Factor 3 consisted of the following 

items from various dimensions:  

o Three items from “Legal/ethical practice dimension” (B11 “Functions in accordance 

with SANC requirements”, B10 “Carries out nursing practice according to scope of 
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practice and organizational policy” and B49 “Respects the patients’/clients’ right to 

choice and self-determination in nursing and health care”). 

o Seven items from “Clinical care dimension” (B3 “Detects and documents significant 

changes in a patient’s condition”, B5 “Gives emotional support to families”,   B2 

“Provides culturally sensitive care”, B9 “Assesses all health dimensions of client, i.e. 

physical, psycho-social, spiritual aspects”,  B12 “Develops a nursing care plan for a 

specific patient based on a primary and secondary data base”, B15 “Delivers accurate, 

comprehensive and effective nursing in accordance with plan” and B27 “Identifies and 

includes immediate patient needs in a nursing care plan”).  

o Two items from “Critical thinking-research aptitude” (B1 “Identifies and prioritises risks 

in clinical situations” and B7 “Integrates relevant data from multiple sources”. 

o Two items from “Inter-professional relations dimension” (B4 “Expresses facts and 

thoughts in writing in a clear and organized way” and B18 “Adjust actions in relation to 

other`s actions.”)  

 Professional ethics (Factor 4): Items that loaded on this factor were related to the 

professional nurse acting in an ethical manner when delivering patient care. Factor 4 

consisted of the following items from various dimensions: 

o Three items from “Legal/ethical practice dimension” (B44 “Ensures confidentiality and 

security of written and verbal information acquired in a professional capacity”, B37 

“Respects the patient’s/client’s right to privacy” and B25 “Takes responsibility for one’s 

own performance”) out of the original 8 items. 

o One item from “Inter-professional relations dimension” (B54 “Shows willingness to 

share workload when needed”). 

 

The EFA showed that the sub-scales in the CIRN questionnaire are to some extent inter-

related, which explains some of the sub-scales being merged as one sub-scale. Even though 

these items split into factors which are different than the original sub-scales, the dimensions 

were still applicable in the way they were structured in the original CIRN questionnaire; 

therefore the researcher conducted a CFA.  

3.5.2 Confirmatory factor analysis of the CIRN questionnaire 

The CFA is illustrated in Figure 3.13. Tables 3.6 to Table 3.12 present the standardized 

regression weights of each dimension. According to Pallant (2010:161), a standardized 

regression weight of 0.5 to 0.8 indicates a strong relationship between the elements of each 

sub-scale or factor. 
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Figure 3.13: Confirmatory factor analysis of the CIRN questionnaire 
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Table 3.6: Standardized regression weights of the clinical care dimension (D1) of the 

CIRN questionnaire 

ITEM DIMENSION STANDARDIZED 

REGRESSION WEIGHT 

P-VALUE 

Evaluates results of nursing care 

interventions (B38) 
D1 0.632 

*** 

Identifies and includes immediate patient 

needs in a nursing care plan (B27) 
D1 0.643 

*** 

 Utilizes technological advances to improve 

nursing and health care (B24) 
D1 0.541 

*** 

Involves the patient and family in the 

planning and implementation of care (B20) 
D1 0.584 

*** 

Delivers accurate, comprehensive and 

effective nursing in accordance with plan 

(B15) 

D1 0.670 

*** 

Develops a nursing care plan for a specific 

patient based on a primary and secondary 

data base (B12) 

D1 0.516 

*** 

Assesses all health dimensions of client, i.e. 

physical, psycho-social, spiritual aspects 

(B9) 

D1 0.703 

*** 

Gives emotional support to families (B5) D1 0.557 *** 

Detects and documents significant changes 

in a patient’s condition (B3) 
D1 0.623 

*** 

Provides culturally sensitive care (B2) D1 0.514 *** 

*** p-value <0.001 

Table 3.6 presents the standardized regression weights of the clinical care dimension. The 

clinical care dimension has ten items and these results showed that a strong relationship 

existed among all items, with standardized regression weight values of between 0.5 and 0.8 

(Pallant, 2010:161) and statistical significance of p<0.001. The strongest item that measured 

clinical care was item B9, with a standardized regression weight of 0.703, while item B2 
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contributed the least with a standardized regression weight of 0.514 These results indicate 

that all items were measuring clinical care competence of CSNs. 

Table 3.7: Standardized regression weights of the leadership dimension (D2) of the 

CIRN questionnaire 

ITEM DIMENSION STANDARDIZED 

REGRESSION WEIGHT 

P-VALUE 

Identifies and understands others’ personal 

strengths and weaknesses (B13) 

D2 
0.698 

*** 

Coordinates relations between nurses and all 

related personnel (B14) 

D2 
0.569 

*** 

Recognizes others’ contribution and 

achievement (B28) 

D2 
0.631 

*** 

Accepts and uses constructive criticism (B32) D2 0.500 *** 

Delegates responsibility for care based on 

assessment of abilities of individuals (B33) 

D2 
0.585 

*** 

Gets group approval in important matters 

before acting (B36) 

D2 
0.518 

*** 

Acts to develop an atmosphere for teamwork 

and cooperation (B39) 

D2 
0.666 

*** 

Promotes cooperation, trust and open 

exchange of ideas (B43) 

D2 
0.553 

*** 

Resolves conflict in a positive way (B48) D2 0.539 *** 

*** p- value <0.001 

The Leadership dimension had nine items. The CFA results (Table 3.7) showed that strong 

relationships existed among all items that measured leadership competency. The strongest 

relationship was indicated in item B13, with a standardized regression weight of 0.698. The 

weakest measurement of the leadership dimension was item B32, with a standardized 

regression weight of 0.500. All items had a statistical significance of p<0.001. 
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Table 3.8: Standardized regression weights of the interpersonal relations dimension 

(D3) of the CIRN questionnaire 

ITEM DIMENSION STANDARDIZED REGRESSION 

WEIGHT 

P-VALUE 

Displays self-direction in personal 

development (B54) 

D3 0.432 *** 

Acknowledges the differences in 

beliefs and cultural practices of 

individuals/groups (B35) 

D3 0.385 *** 

Builds trust by keeping word, 

commitments and promises (B34) 

D3 0.614 *** 

Communicates facts, ideas and 

feelings to other health team 

members verbally (B30) 

D3 0.456 *** 

Cooperates with other care providers 

to meet patients’ needs (B23) 

D3 0.557 *** 

Expresses disagreements in a 

constructive manner (B22) 

D3 0.450 *** 

Adjust actions in relation to others’ 

actions (B18) 

D3 0.687 *** 

Expresses facts and thoughts in 

writing in a clear and organized way 

(B4) 

D3 0.589 *** 

*** p-value <0.001 

Table 3.8 indicates standardized regression weights of the interpersonal relations 

dimension which consisted of 8 items. The CFA indicated that 4 items (B54, B35, B30 and 

B22) had weak regression weights.  The strongest regression weight was for item B18, with a 

standardized regression weight of 0.68, and the weakest regression weight was  item B35 with 

a standardized regression weight of 0.385.  Item B54 loaded on both factor 3 and 4 of the 

EFA, although the highest loading was on factor 4.  Items B35, B30 and B22 loaded on factor 

1 of the EFA. All had a statistical significance of p<0.001. 
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Table 3.9: Standardized regression weights of the legal/ethical practice dimension (D4) 

of the CIRN questionnaire 

ITEM DIMENSION STANDARDIZED 

REGRESSION WEIGHT 

P-VALUE 

Carries out nursing practice according to 

Scope of Practice and organizational 

policy (B10) 

D4 0.686 *** 

Functions in accordance with SANC 

requirements (B11) 

D4 0.642 *** 

Takes responsibility for one’s own 

performance (B25) 

D4 0.528 *** 

Serves as an advocate for the rights of 

clients or groups (B31) 

D4 0.685 *** 

Respects the patient’s/client’s right to 

privacy (B37) 

D4 0.517 *** 

Ensures confidentiality and security of 

written and verbal information acquired 

in a professional capacity (B44) 

D4 0.655 *** 

Reports all perceived malpractice 

incidents to responsible persons (B45) 

D4 0.444 *** 

Respects the patient’s/client’s right to 

choice and self-determination in nursing 

and health care (B49) 

D4 0.726 *** 

*** p-value <0.001 

The legal/ethical dimension had 8 items, the majority of which had a strong relationship in 

measuringthe  legal/ethical practice of CSNs (Table 3.9), with standard regression weights of 

0.5 to 0.7. There is 1 item (B45) which had a weak relationship in measuring the legal/ethical 

practice of CSNs, with a standardized regression weight of 0.444. This item loaded on factor 

1 of the EFA. The item with the strongest relationship in measuring the legal/ethical dimension 

was item B49, with a standard regression weight of 0.726. All items had a statistical 

significance of p<0.001. 
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Table 3.10: Standardized regression weights of the professional development 

dimension (D5) of the CIRN questionnaire 

ITEM DIMENSION STANDARDIZED 

REGRESSION WEIGHT 

P-VALUE 

Understands the role of professional 

organizations and actively participates 

in them (B6) 

D5 0.463 *** 

Demonstrates self-awareness of 

personal limitations and strengths (B26) 

D5 0.404 *** 

Understands relevant and current 

information concerning health care 

system (B29) 

D5 0.610 *** 

Uses learning opportunities for ongoing 

personal and professional growth (B52) 

D5 0.929 *** 

Recognizes own learning needs (B53) D5 0.927 *** 

Displays self-direction in personal 

development (B55) 

D5 0.894 *** 

*** p-value <0.001 

The professional development dimension had 6 items, as shown in Table 3.10. The CFA 

results indicated a strong relationship in item B52, with a standardized regression weight of 

.929, while the 2 items B6 and B26 showed moderate relationships in measuring professional 

development. Item B6, with a standardized regression weight of 0.463, loaded on factors 2 

and 3 of the EFA, with the highest load on factor 2. Item B26, with a standardized regression 

weight of 0.404, loaded on both factor 1 and factor 4 of the EFA, with the highest load on factor 

1. All items had a statistical significance of p<0.001. 
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Table 3.11: Standardized regression weights of the teaching-coaching dimension (D6) 

of the CIRN questionnaire 

*** p-value <0.001 

Table 3.11 illustrates CFA results of the teaching-coaching dimension, which consisted of 

six items. Item B19 had the highest standardized regression weight (0.906), while item B40 

showed a medium relationship, with a standardized regression weight of 0.383.This item 

loaded on factors 1, 3 and 4, with the highest loading on factor 1 of the EFA. All items had a 

statistical significance of p<0.001. 

 

 

 

 

ITEM DIMENSION STANDARDIZED 

REGRESSION WEIGHT 

P-value 

Identifies learning needs of others, 

including patients, families and junior 

nurses or students (B46) 

D6 0.791 *** 

Coaches junior nurses or students to meet 

both the task needs and their 

developmental needs (B41) 

D6 0.896 *** 

Develops an explicit teaching strategy to 

teach patients and families (B40) 

D6 0.383 *** 

Takes up the preceptor role to support 

new nurses or students in adapting to a 

new working environment (B19) 

D6 0.906 *** 

Initiates appropriate orientation 

programmes for new nurses (B17) 

D6 0.851 *** 

Use opportunities for patient teaching 

when they arise (B8) 

D6 0.501 *** 
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Table 3.12: Standardized regression weights of the critical thinking-research aptitude 

dimension (D7) of the CIRN questionnaire 

ITEM DIMENSION STANDARDIZED 

REGRESSION WEIGHT 

P-VALUE 

Identifies and prioritize risks in 

clinical situations (B1) 

D7 0.184 *** 

Integrates relevant data from 

multiple sources (B7) 

D7 0.468 0.070 

Uses different ways to search for 

information (B16) 

D7 0.473 0.070 

Figures out more than one way to 

solve confronting clinical problems 

(B21) 

D7 0.304 0.098 

Assists in the clinical research data 

collection (B42) 

D7 0.788 0.057 

Makes decisions that reflect both 

knowledge of facts and good 

judgement (B47) 

D7 0.444 0.072 

Incorporates relevant research 

findings into nursing practice (B50) 

D7 0.870 0.056 

Defends decisions using scientific 

knowledge principles (B51) 

D7 0.706 0.059 

*** p- value <0.001 

The critical thinking-research aptitude dimension consisted of 8 items. Item B50, with a 

standardized regression weight of 0.870, had the strongest relationship in this subscale. Items 

B16, B21 and B47 all had standardized regression weights less than 0.5, and loaded on factor 

1 of the EFA.  

The results of the CFA indicated that two dimensions (interpersonal relations and critical 

thinking-research aptitude) were of concern, based on the standard regression weights. The 

interpersonal relations dimension (D3) had 4 out of 8 items with standard regression weights 

of less than 0.5, but all of them were above 0.3, which is still acceptable. The critical thinking-

research aptitude (D7) had 5 out of 8 items with standardized regression weights of less than 
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0.5, with only item B1 less than 0.3.The critical thinking-research aptitude loaded on all of the 

factors on the EFA results (Table 3.5), which indicated that critical thinking is interrelated with 

all of the dimensions. 

Another factor that could have affected the CFA results is based on the literature. Lui et al. 

(2007:807) tested validity of the CIRN questionnaire on a sample of 815 clinical registered 

nurses, while in this study the sample that completed the questionnaire consisted of 114 

participants (60 CSNs and 54 preceptors); which may explain the results of the CFA. 

Therefore, for future research purposes it would be advisable to use a larger sample to confirm 

validity of the instrument through a CFA. 

3.5.3 Correlation coefficients and p-values of the CIRN dimensions 

The researcher determined relationships among the seven dimensions, in order to validate 

the construct validity of the CIRN questionnaire, as seen in Table 3.13. According to Gray, 

Grove and Sutherland (2017:853), correlation coefficients with a value less than 0.3 are 

considered weak linear relationships, correlation coefficients of 0.3–0.5 are seen to involve a 

moderate linear relationship, and those of more than 0.5 represent a strong linear relationship. 

Table 3.13: Correlations among subscales of the CIRN questionnaire 

   Correlation 
coefficients 

P-value 

D1 (Clinical care) <--> D2 (Leadership) 0.741 *** 

D1 (Clinical care) <--> D3 (Interpersonal relations) 0.947 *** 

D1 (Clinical care) <--> D4 (Legal/ethical practice) 0.880 *** 

D1 (Clinical care) <--> D5 (Professional development) 0.220 0.060 

D1 (Clinical care) <--> D6 (Teaching-coaching) 0.436 *** 

D1 (Clinical care) <--> D7 (Critical thinking-research 
aptitude) 

0.461 0.090 

D2 (Leadership) <--> D3 (Interpersonal relations) 0.839 *** 

D2 (Leadership) <--> D4 (Legal/ethical practice) 0.863 *** 

D2 (Leadership) <--> D5 (Professional development) 0.702 *** 

D2 (Leadership) <--> D6 (Teaching-coaching) 0.801 *** 

D2 (Leadership) <--> D7 (Critical thinking-research 
aptitude) 

0.874 0.069 

D3 (Interpersonal   
relations) 

<--> D4 (Legal/ethical practice) 1.019 *** 

D3 (Interpersonal   
relations) 

<--> D5 (Professional development) 0.375 0.014 

D3 (Interpersonal   
relations) 

<--> D6 (Teaching-coaching) 0.450 0.003 

D3 (Interpersonal   
relations) 

<--> D7 (Critical thinking-research 
aptitude) 

0.588 0.093 
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D4 (Legal/ethical 
practice) 

<--> D7 (Critical thinking-research 
aptitude) 

0.641 0.076 

D4 (Legal/ethical 
practice) 

<--> D6 (Teaching-coaching) 0.588 *** 

D4 (Legal/ethical 
practice) 

<--> D5 (Professional development) 0.515 0.001 

D5 (Professional 
development)  

<--> D6 (Teaching-coaching) 0.823 *** 

D5 (Professional 
development) 

<--> D7 (Critical thinking-research 
aptitude) 

0.892 0.080 

D6 (Teaching-
coaching) 

<--> D7 (Critical thinking-research 
aptitude) 

0.872 0.067 

*** p-value <0.001 

Correlations between the seven sub-scales are illustrated in Table 3.13. Clinical care (D1) 

had strong correlations with statistical significance in three dimensions, namely leadership 

(D2) (r=0.741; p <0.001), interpersonal relations (D3) (r=0.947; p <0.001), and legal/ethical 

practice (D4) (r=0.880; p<0.001).  

Leadership (D2) had a strong correlation with statistical significance in all the dimensions, 

except critical thinking-research aptitude (D7) (r=0.874; p=0.069).   

The interpersonal relations (D3) had a strong correlation with statistical significance with the 

legal/ethical practice dimension (r=1.019; p<0.001) and a moderate relationship was found 

between interpersonal relations (D3) and teaching-coaching (D6) (r=0.450; p=0.003).  

With regard to the legal/ethical practice dimension (D4), strong correlations with statistical 

significance were found with the teaching-coaching dimension (D6) (r=0.588; p<0.001) and 

professional development (D5) (r=0.515; p=0.001).  

The professional development dimension (D5) had a strong relation with the teaching-

coaching dimension (D6) (r=0.823; p<0.001). 

Table 3.14: Measures of goodness of fit model for the CIRN questionnaire 

 ACCEPTABLE VALUES CIRN QUESTIONNAIRE 

CMIN/ DF 2-5 2.462 

CFI >0.9 0.552 

RMSEA (90% CI) <0.1 0.114 

(0.109; 0.119) 
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Measures of goodness of fit for the CIRN questionnaire indicated an acceptable CMIN/DF, 

which indicates a good model fit. However, the CFI was too low at 0.552, with a too high root 

mean square error of approximation (RMSEA) of 0.114 (Table 3.14). These results indicate a 

poor model fit, which is also evident in the EFA results, that extracted four sub-scales instead 

of seven. These results could be influenced by the small sample size (n=114) in this study, 

compared to the sample size used by the researchers that developed the instrument, were 

n=815 (Lui et al., 2007:807). These results indicate that the CIRN sub-scales  may not be valid 

in a South African context; therefore, the researcher focused on reporting the results per item, 

although sub-scales were still reported on as identified in literature. 

3.5.4 Reliability of the CIRN questionnaire 

The CIRN questionnaire was used in a South African study in the Western Cape (Hansen-

Salie & Martin, 2014:541), where the researchers also tested the reliability of the instrument 

using Cronbach’s alpha coefficient. The Cronbach alpha in their study was 0.985. In this study, 

the researcher re-tested the reliability of the CIRN questionnaire using Cronbach’s alpha 

coefficient for each sub-scale, and the mean inter-item correlation of the seven subscales, as 

indicated in Table 3.15 and Table 3.16 according to CSNs and preceptors respectively. A 

detailed description of the reliability of the CIRN questionnaire in an international and national 

context is explained in Chapter 2, section 2.5.1.7. 

Table 3.15: Reliability of the CIRN questionnaire according to community service 

nurses 

DIMENSION N OF ITEMS MEAN INTER-ITEM 

CORRELATION 

CRONBACH’s ALPHA 

Clinical care (D1) 10 0.36 0.849 

Leadership (D2) 9 0.39 0.852 

Interpersonal relations 

(D3) 

8 0.33 0.798 

Legal/ethical practice 

(D4) 

8 0.35 0.810 

Professional 

development (D5) 

6 0.50 0.869 

Teaching-coaching (D6) 6 0.61 0.907 
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Critical thinking and 

research aptitude (D7) 

8 0.44 0.840 

Overall CIRN 55 0.42 0.841 

 

Table 3.15 presented the reliability results of the CIRN questionnaire according to CSNs. 

Cronbach’s alpha for the sub-scales of the CIRN questionnaire measured 0.798 to 0.907. The 

overall Cronbach’s alpha for the CIRN questionnaire was 0.841. According to Tappen 

(2011:131) and Tavakol and Dennick (2011:54), Cronbach’s alpha ranges in value between 

zero (0) to one (1), and groups of items with a Cronbach’s Alpha lower than 0.70 should be 

used with caution. According to Clark and Watson (1995), the mean inter-item correlation is 

directly related to the standardized Cronbach’s alpha, which is recommended to be in the 

range of 0.15 and 0.55. The mean inter-item correlation ranged between 0.33 and 0.61, which 

is acceptable. This indicates that the CIRN questionnaire represented a high degree of internal 

consistency. 

Table 3.16: Reliability of the CIRN questionnaire according to preceptors 

DIMENSION N OF ITEMS MEAN INTER-ITEM 

CORRELATION 

CRONBACH’s ALPHA 

Clinical care (D1) 10 0.36 0.840 

Leadership (D2) 9 0.23 0.713 

Interpersonal relations (D3) 8 0.20 0.645 

Legal/ethical practice (D4) 8 0.39 0.820 

Professional development (D5) 6 0.38 0.807 

Teaching-coaching (D6) 6 0.33 0.779 

Critical thinking and research 

aptitude (D7) 

8 0.22 0.707 

Overall CIRN 55 0.30 0.758 

 

Table 3.16 presented the reliability results of the CIRN questionnaire according to preceptors. 

The CIRN questionnaire had an acceptable overall Cronbach’s alpha (0.758). The 
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interpersonal relations (D3) sub-scale had a Cronbach’s alpha of 0.645, which is unacceptable 

according to Clark and Watson (1995); however, Field (2009:675) suggested that values lower 

than 0.7 can realistically be accepted. The mean inter-item correlation for this dimension is 

also acceptable, at 0.20. 

3.6 DESCRIPTIVE STATISTICS 

This section presents the descriptive statistics for the CIRN questionnaire that explored and 

described the competencies of CSNs according to CSNs and their preceptors. Item-analysis 

of competencies of CSNs is presented according to CSNs and preceptors’ perspectives, 

based on the seven sub-scales. Means, standard deviations, statistical significances (p-

values) and practical significance (effect sizes) are illustrated in Table 3.17 to Table 3.23. Item-

analysis of the seven sub-scales is interpreted according to the scoring of the CIRN 

questionnaire as follows: 

A high mean score of each sub-scale indicates high competency in that dimension. This is 

illustrated as follows: 

 Mean larger than 3 – High 

 Mean between 2 and 3 – Moderate 

 Mean smaller than 2 – Low 

The researcher considered competencies reported as moderate and low competence for 

inclusion in the transition to practice programme (Chapter 6). 

3.6.1 Item-analysis of difference in perceptions of CSNs and preceptors of 

competencies of CSNs 

In this section an item-analysis was done to compare the perceptions of CSNs and of 

preceptors via the mean, statistical significance (p-value) and practical significance (effect 

sizes). The researcher made use of the guidelines (see section 3.6) to score the CIRN 

questionnaire in order to identify which competencies were scored high, moderate or low 

competence according to participants’ mean scores. Effect sizes were calculated to identify 

whether CSNs and preceptors view CSNs’ competencies differently. According to Cohen 

(1988), to interpret the effect size (d) one can make use of the following guideline: a small 

effect – d=0.2; medium effect – d= 0.5; and a large effect – d=0.8. The researcher made use 

of these guidelines to interpret effect sizes, and considered effect sizes of 0.45 as medium as 

they round off to 0.5. Statistical significance was included; however, it didn`t play a major role 
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in the results considered, as the researcher did not have a randomly selected sample and 

therefore focused on the competencies that had a practical significance to include in the 

transition to practice programme.  

In the sections that follow, the researcher reported only on low to medium means (indicative 

of low to moderate competency) and medium to large effect sizes (indicative of a medium to 

large difference in perceptions between CSNs and preceptors regarding CSNs’ 

competencies). In the event where the means of the participants’ responses indicated that 

CSNs are competent (means above 3) with large effect sizes, the researcher did not include 

the item in the transition to practice programme. When the participants’ reported medium 

means with small effect sizes, the items were included in the transition to practice programme, 

as it indicated that CSNs were not competent in that dimension.  

3.6.1.1 Item-analysis of difference in perceptions of CSNs and preceptors of CSNs’ 

competencies in the clinical care dimension (D1)  

Item-analysis of competencies in the clinical care dimension (D1) is presented in Table 3.17. 

The researcher discussed items with low to medium means and medium to large effect sizes. 

Table 3.17: Item-analysis of difference in perceptions of CSNs and preceptors of CSNs’  

competencies in the clinical care dimension (D1) 

Dimension Competency Participants N Mean  

(M) 

Std 

Deviation 

(SD) 

Statistical 

significance 

(p-value) 

Effect 

size 

(d) 

   
  

  
  

  
  

  
  
  

  
  
  

  
  
  

  
  
  

  
  
  

  
  
  

  
  

  
  

  
  

  
  
  

  
  
  

  
  
  

  
  

  
  

  
  
  

  
  

C
L

IN
IC

A
L

 C
A

R
E

 

Provides culture-

sensitive care (B2) 

Preceptors 54 3.20 0.655  0.335 0.18 

CSNs 60 3.08 0.671    

Detects changes in 

patient’s condition (B3)  

Preceptors 54 3.15 0.656  0.910 0.02 

CSNs 60 3.13 0.747    

 

Emotional support to 

families (B5) 

Preceptors 54 3.28 0.564  0.092 0.28 

CSNs 60 3.07 0.756    

Assess all health 

dimensions (B9) 

Preceptors 54 2.94 0.596  0.943 0.01 

CSNs 60 2.93 1.023    

Preceptors 54 3.02 0.765  0.990 0.00 
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Develops nursing care 

plan for specific 

patients (B12) 

CSNs 60 3.02 0.770    

Delivers 

comprehensive 

nursing according to 

plan (B15) 

Preceptors 54 2.85 0.563  0.140 0.25 

CSNs 60 3.03 0.736    

Involves patient and 

family in planning care 

(B20) 

Preceptors 54 2.52 0.746  0.007 0.46 

CSNs 60 2.95 0.928    

Utilizes technological 

advances to improve 

care (B24) 

Preceptors 54 2.87 0.646  0.685 0.06 

CSNs 60 2.93 0.989    

Identifies and includes 

immediate patient 

needs in care plan 

(B27) 

Preceptors 54 2.87 0.516  0.007 0.46 

CSNs 60 3.17 0.642     

Evaluates results of 

nursing care (B38) 

Preceptors 54 2.93 0.428  0.182 0.20 

CSNs 60 3.08 0.787    

 

 

Both CSNs and preceptors reported that CSNs had moderate competence in the following 

items: B9, B20 and B24.  In items B15, B27 and B38, preceptors rated CSNs as having a 

moderate competence, while CSNs rated themselves as having higher competence.  

However, only items B20 (d=0.46) and B27 (d=0.46) showed a medium effect size between 

preceptors and CSNs, showing that their scores differed significantly.  

The item-analysis results for the clinical care dimension (D1) showed that CSNs in the Dr 

Kenneth Kaunda District have difficulty in implementing the nursing process in clinical practice. 

The results indicated that they have difficulty with assessment of patients (items B9 “Assess 

all health dimensions” and B27 “Identifies and includes immediate patient needs in care plan”); 

planning of patient care (item B20 “Involve patient and family in planning care”); 

implementation of patient care (items B15 “Delivers comprehensive nursing according to plan” 

and B24 “Utilizes technological advances to improve care”) and evaluation of patient care 

(item B38 “Evaluates results of nursing care”). It further indicates that CSNs might not be 

aware that they lack competencies in assessment and planning of patient care, as shown by 

the discrepancies in rating between CSNs and preceptors in items B27 and B20. 
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Table 3.18: Item-analysis of difference in perceptions of CSNs and preceptors of CSNs’ 

competencies in the leadership dimension (D2) 

Dimension Competency Participants N Mean  

(M) 

Std 

Deviation 

(SD) 

Statistical 

significance 

(p-Value) 

Effect 

size 

(d) 

L
E

A
D

E
R

S
H

IP
 

Identifies colleagues’ 

strengths and 

weaknesses (B13) 

Preceptors 54 2.24 0.751  0.002 0.52 

CSNs 60 2.77 1.015     

Coordinates relations 

between 

multidisciplinary team 

(B14) 

Preceptors 54 2.07 0.866  0.001 0.65 

CSNs 60 2.67 0.914    

Recognizes others` 

contributions and 

achievement (B28) 

Preceptors 54 2.41 0.790  0.002 0.53 

CSNs 60 2.92 0.962     

Accepts and uses 

criticism constructively 

(B32) 

Preceptors 54 2.94 0.408  0.303 0.15 

 CSNs 60 2.82 0.854    

Delegates 

responsibility based on 

abilities of staff (B33) 

Preceptors 54 1.83 1.042  0.000 0.70 

CSNs 60 2.57 0.909     

Gets group approval 

before acting (B36)  

Preceptors 54 2.70 0.690  0.529 0.10 

CSNs 60 2.60 1.045    

Develops an 

atmosphere of 

teamwork and 

cooperation (B39) 

Preceptors 54 2.94 0.408  0.035 0.32 

CSNs 60 3.18 0.748    

Promotes cooperation, 

trust and open 

exchange of ideas 

(B43) 

Preceptors 54 2.81 0.617  0.284 0.19 

CSNs 60 2.95 0.723    

Resolves conflict 

positively (B48) 

Preceptors 54 2.91 0.486  0.610 0.08 

CSNs 60 2.97 0.736    

 

Table 3.18 illustrates the leadership dimension (D2) item analysis of the difference in 

perceptions of CSNs and preceptors. In this dimension both preceptors and CSNs reported 
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that CSNs have moderate competence in the following items: B13, B14, B28, B32, B36, B43 

and B48, while for item B39 only preceptors rated CSNs as having moderate competence and 

CSNs rated themselves competent.  

Items B13 (d=0.52), B14 (d=0.65). B28 (d=0.58) and B33 (d=0.70) showed medium practical 

significance between preceptors and CSNs, showing that their scores differed significantly. 

The item analysis of the leadership dimension (D2) indicated that CSNs have difficulty in 

forming well-functioning teams within a ward, as identified by items B13 (“Identifies colleagues’ 

strengths and weaknesses”) and B28 (“Recognizes others’ contributions and achievement”), 

collaboration with the multidisciplinary team (item B14 “Coordinates relations between 

multidisciplinary team”) and delegation of sub-ordinates (item B33 “Delegates responsibility 

based on abilities of staff”). 

Table 3.19: Item-analysis of difference in perceptions of CSNs and preceptors of CSNs’ 

competencies in the interpersonal relations dimension (D3) 

Dimension Competency Participants N Mean  

(M) 

Std 

Deviation 

(SD) 

Statistical 

significance 

(p-Value) 

Effect 

size 

(d) 

IN
T

E
R

P
E

R
S

O
N

A
L

 R
E

L
A

T
IO

N
S

 

Writes in clear and 

organized way (B4) 

Preceptors 54 3.15 0.656  0.518 0.12 

CSNs 60 3.07 0.686    

Adjusts actions in 

relation to others’ 

actions (B18) 

Preceptors 54 2.65 0.731  0.437 0.14 

CSNs 60 2.75 0.654    

Expresses 

disagreements in a 

constructive manner 

(B22) 

Preceptors 54 2.80 0.626  0.628 0.08 

CSNs 60 2.73 0.756    

Cooperates with 

others in a team to 

meet patients’ needs 

(B23) 

Preceptors 54 3.06 0.359  0.550 0.09 

CSNs 60 3.12 0.691    

Communicates facts, 

ideas to other team 

members verbally 

(B30) 

Preceptors 54 2.85 0.596  0.806 0.04 

CSNs 60 2.82 0.911    

Keeps word 

commitments and 

promises (B34) 

Preceptors 54 2.94 0.492  0.015 0.39 

CSNs 60 3.23 0.745    
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Acknowledges 

differences in beliefs 

and culture (B35) 

Preceptors 54 2.89 0.502  0.539 0.09 

CSNs 60 2.97 0.823    

Willing to share 

workload (B54) 

Preceptors 54 3.22 0.538  0.119 0.29 

CSNs 60 3.38 0.555    

 

With regard to the interpersonal relation dimension (D3), in Table 3.19 both CSNs and 

preceptors reported that CSNs have moderate competence in the following items: B18, B22, 

B30 and B35, while for item B34 only preceptors rated CSNs as having moderate competence, 

but CSNs perceived themselves as competent in this item. 

Item analysis of the interpersonal relations dimension (D3) indicated small practical 

significances in the items that were reported as of moderate competence by participants, 

which indicated that CSNs have difficulty in compromising in the workplace (item B18 “Adjusts 

actions in relation to others actions”); effective communication with team members (items B22 

“Expresses disagreements in a constructive manner” and B30 “Communicates facts, ideas to 

other team members verbally”), acknowledging other staff members’ cultural beliefs (item B35 

“Acknowledges differences in beliefs and culture”) and being reliable in the workplace (item 

B34 “Keeps word commitments and promises”). 

Table 3.20: Item-analysis of difference in perceptions of CSNs and preceptors of CSNs’ 

competencies in the legal/ethical practice dimension (D4) 

Dimension Competency Participants N Mean  

(M) 

Std 

Deviation 

(SD) 

Statistical 

significance 

(p-Value) 

Effect 

size 

(d) 

L
E

G
A

L
/E

T
H

IC
A

L
 P

R
A

C
T

IC
E

 

Practice according to 

Scope of Practice 

(B10) 

Preceptors 54 3.07 0.669  0.339 0.17 

CSNs 60 3.20 0.732    

Functions in 

accordance with 

SANC requirements 

(B11) 

Preceptors 54 3.28 0.685  0.531 0.11 

CSNs 60 3.20 0.632  

 

  

 

Takes responsibility 

for own performance 

(B25) 

Preceptors 54 3.04 0.513  0.008 0.47 
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 CSNs 60 3.32 0.596     

Advocates for the 

rights of patients (B31) 

Preceptors 54 2.96 0.433  0.005 0.46 

 CSNs 60 3.25 0.628    

Respects patients’ 

rights to privacy (B37) 

Preceptors 54 3.04 0.387  0.000 0.82 

 CSNs 60 3.50 0.567    

Ensures confidentiality 

and security of all 

information regarding 

patients (B44) 

Preceptors 54 3.00 0.389  0.001 0.53 

 CSNs 60 3.32 0.596    

Reports malpractice 

incidents (B45) 

Preceptors 54 2.89 0.572  0.102 0.26 

 CSN 60 3.12 0.885    

Respects patients’ 

right of choice (B49) 

Preceptors 54 3.02 0.363  0.144 0.23 

CSN 60 3.15 0.577    

 

With regard to the legal/ethical practice dimension (D4) in Table 3.20, preceptors rated 

CSNs as having moderate competence in items B31 and B45. Items B25 (d=0.47), B37 

(d=0.82) and B44 (d=0.53) had medium to large practical significance; however, all items were 

reported as competent by CSNs and preceptors with means above 3, and are not included in 

the transition to practice programme as a result. Item B31 (d=0.46) showed medium practical 

significance between preceptors and CSNs, with CSNs rating themselves as highly 

competent, and preceptors rated CSNs as having moderate competence.  

The item analysis of the legal/ethical practice dimension (D4) indicated that CSNs are highly 

competent in this dimension; however, they had difficulty in advocating for the patients (item 

B31 “Advocates for the rights of patients”) and reporting malpractice incidents (item B45 

“Reports malpractice incidents”) according to preceptors. 
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Table 3.21: Item-analysis of difference in perceptions of CSNs and preceptors of CSNs’ 

competencies in the professional development dimension (D5) 

Dimension Competency Participants N Mean  

(M) 

Std 

Deviation 

(SD) 

Statistical 

significance 

(p-Value) 

Effect 

size 

(d) 

  
  

  
  

  
  

  
  
  

  
  
  

  
  
  

  
  
  

  
  
  

  
  
  

  
  

  
  

  
  

  
  
 P

R
O

F
E

S
S

IO
N

A
L

 D
E

V
E

L
O

P
M

E
N

T
 

Understands 

and participates 

in professional 

organizations 

(B6) 

Preceptors 54 2.26 1.049  0.033 0.37 

CSNs 60 2.65 0.860    

Self-awareness 

of personal 

limitations and 

strengths (B26) 

Preceptors 54 2.69 0.639  0.001 0.65 

CSNs 60 3.10 0.630     

Understands 

relevant and 

current 

information 

regarding health 

systems (B29) 

Preceptors 54 2.09 1.051  0.029 0.41 

CSNs 60 2.53 1.081    

Uses learning 

opportunities for 

personal and 

professional 

growth (B52) 

Preceptors 54 1.87 1.133  0.000 0.80 

CSNs 60 2.83 1.210     

Recognizes own 

learning needs 

(B53) 

Preceptors 54 2.07 1.079  0.000 0.81 

CSNs 60 3.00 1.150    

Displays self-

direction in 

personal 

development 

(B55) 

Preceptors 54 2.13 1.133  0.000 0.66 

CSNs 60 2.88 0.993    

 

Table 3.21 presents item-analysis of the professional development dimension (D5). In 

three items (B6, B29 and B55) both preceptor and CSNs reported moderate competence. In 

items B26 and B53, preceptors rated CSNs as having moderate competence, while CSNs 

rated themselves as having high competence.  In item B52, CSNs rated themselves as having 

moderate competence, while preceptors rated them as having low competence. Items B26 

and B55 showed medium practical significance, while items B52 and B53 showed large 
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practical significance, indicating that in all cases CSNs rated themselves as having higher or 

much higher competence than their preceptors did. 

The item-analysis of the professional development dimension indicated that CSNs have 

difficulty with professional socialization in the profession (items B6 “Understands and 

participates in professional organizations” and B29 “Understands relevant and current 

information regarding health systems”), and this lack of  professional socialisation led to them 

not being able to identify their own learning needs (items B26 “Self-awareness of personal 

limitations and strengths”, B52 “Uses learning opportunities for personal and professional 

growth”, B53 “Recognises own learning needs”  and B55 “Displays self-direction in personal 

development”); that need development to grow in the profession during their community 

service placement. 

Table 3.22: Item-analysis of difference in perceptions of CSNs and preceptors of CSNs’ 

competencies in the teaching-coaching dimension (D6) 

Dimension Competency Participants N Mean  

(M) 

Std 

Deviation 

(SD) 

Statistical 

significance 

(p-Value) 

Effect 

size 

(d) 

T
E

A
C

H
IN

G
-C

O
A

C
H

IN
G

 

Use opportunities for 

patient teaching (B8) 

Preceptors 54 2.83 0.637 0.035 0.35 

CSNs 60 3.13 0.853    

Initiates orientation 

programme for new 

nurses (B17) 

Preceptors 54 1.06 1.054  0.000 0.66 

CSNs 60 1.90 1.285     

Takes up preceptor 

role to support new 

staff (B19) 

Preceptors 54 1.19 1.065  0.000 1.29 

CSNs 60 2.67 1.145     

Develops a teaching 

strategy to teach 

patients and families 

(B40) 

Preceptors 54 2.61 0.712  0.578 0.09 

CSNs 60 2.70 0.979    

Coaches junior 

nurses to meet tasks 

and developmental 

needs (B41) 

Preceptors 54 1.28 0.940  0.000 1.23 

CSNs 60 2.65 1.117   

Identifies learning 

needs of patients, 

families and junior 

nurses (B46) 

Preceptors 54 1.83 1.042  0.001 0.58 

CSNs 60 2.53 1.200    
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In the teaching-coaching dimension (Table 3.22) both preceptors and CSNs reported low 

competence for item B17 and moderate competence in item B40. In item B8, only preceptors 

rated CSNs as having moderate competence, while CSNs rated themselves as having high 

competence. In items B19, B41 and B46 CSNs rated themselves as having moderate 

competence, while preceptors rated CSNs as having low competence. 

Items B17 and B46 showed medium practical significance, while B19 and B41 showed large 

practical significance, indicating that in all cases CSNs rated themselves as having higher or 

much higher competence than did preceptors. 

The item analysis of the teaching-coaching dimension (D6) revealed that CSNs in Dr 

Kenneth Kaunda District have difficulty in teaching other staff members (items B17 “Initiates 

orientation program for new nurses”, B19 “Takes up preceptor role to support new staff”, B41 

“Coaches junior nurses to meet tasks and developmental needs” and B46 “Identifies learning 

needs of patients, families and junior nurses) and teaching patients and their families (B8 “Use 

opportunities for patient teaching” and B40 “Develops teaching strategy to teach patients and 

families”). 

Table 3.23: Item-analysis of differences in perception of CSNs and preceptors of CSNs’ 

competencies in the critical thinking-research aptitude dimension (D7) 

Dimension Competency Participants N Mean  

(M) 

Std 

Deviation 

(SD) 

Statistical 

significance 

(p-Value) 

Effect 

size 

(d) 

C
R

IT
IC

A
L

 T
H

IN
K

IN
G

-R
E

S
E

A
R

C
H

 A
P

T
IT

U
D

E
 

Identifies priority risk 

(B1) 

Preceptors 54 3.19 0.729 0.033 0.40 

CSNs 60 2.88 0.761    

Integrates data from 

multiple sources (B7) 

Preceptors 54 2.31 0.928  0.128 0.27 

CSNs 60 2.57 0.810    

Uses different ways to 

search for information 

(B16) 

Preceptors 54 2.44 0.793  0.139 0.25 

CSNs 60 2.70 1.030    

Figures out more than 

one way to solve 

clinical problems (B21) 

Preceptors 54 2.80 0.491  0.695 0.06 

CSNs 60 2.75 0.751   
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Assists in research 

data collection (B42) 

Preceptors 54 0.70 1.176  0.000 0.87 

CSNs 60 1.95 1.431    

Makes decisions 

reflecting both 

knowledge and good 

judgement (B47) 

Preceptors 54 2.78 0.572  0.226 0.22 

CSNs 60 2.92 0.645    

Incorporates relevant 

research findings into 

nursing care (B50) 

Preceptors 54 1.26 1.320  0.000 0.71 

CSNs 60 2.20 1.312     

Defends decisions 

using scientific 

principles (B51) 

Preceptors 54 1.83 1.225  0.000 0.72 

CSNs 60 2.72 0.904   

 

In the critical thinking-research aptitude (D7) (Table 3.23), moderate competence was 

reported by both CSNs and preceptors for items B7 B16, B21 and B47, and low statistical 

competence in item B42. In item B1, only preceptors rated CSNs as having moderate 

competence, while CSNs rated themselves as having high competence. In items B50 and B51 

CSNs rated themselves as having moderate competence, while preceptors rated CSNs as 

having low competence. 

Items B50 and B51 showed medium practical significance, while B42 showed large practical 

significance, indicating that in all cases CSNs rated themselves as having higher or much 

higher competence than did preceptors. 

Item analysis of the critical thinking-research aptitude (D7) revealed that CSNs had 

difficulty in clinical decision-making and clinical judgement (items B21 and B47) and 

incorporating research (EBP) into nursing care (items B7, B16, B42, B50 and B51). 

3.6.2 Sub-scales analysis of difference in perceptions of CSNs and preceptors of the 

CIRN questionnaire 

This section explains the difference in perceptions of CSNs’ competencies according to CSNs 

and perceptors with mean and effect size of each sub-scale. The EFA and CFA results 

indicated that the CIRN questionnaire may not be valid in a South African context and 

therefore this sub-scale analyses should be interpreted with caution. 
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Table 3.24: Sub-scale analysis of difference in perceptions of CSNs and preceptors on 

the CIRN questionnaire 

SUB-SCALE PARTICIPANTS MEAN STD DEVIATION 
(SD) 

P-VALUE EFFECT 
SIZE (d) 

Clinical care (D1) Preceptors 2.96 0.397 0.379 0.15 

CSNs 3.04 0.529 

Leadership (D2) Preceptors 2.54 0.387 0.003 0.47 

CSNs 2.82 0.599 

Interpersonal skills 

(D3) 

Preceptors 2.94 0.306 0.390 0.14 

CSNs 3.00 0.472 

Legal/ethical (D4) Preceptors 3.03 0.343 0.003 0.51 

CSNs 3.25 

 

0.432 

Professional 

development (D5) 

Preceptors 2.18 0.733 0.000 0.83 

CSNs 2.83 0.782 

Teaching-coaching 

(D6) 

Preceptors 1.79 0.637 0.000 0.87 

CSNs 2.59 0.914 

Critical thinking-

research aptitude (D7) 

Preceptors 2.16 0.543 0.000 0.62 

CSNs 2.58 0.680 

 

The sub-scale analysis, as illustrated in Table 3.24, indicated that CSNs rated themselves 

higher in all the sub-scales than their preceptors. Large practical significances with statistical 

significance were found in two sub-scales, which are professional development (d=0.83; 

p=0.000) and teaching-coaching (d=0.87; p=0.000). Medium practical significance with 

statistical significance was found in three dimensions; critical thinking-research aptitude 

(d=0.62; p=0.000), leadership (d=0.47; p=0.003) and legal/ethical practice (d=0.51; 

p=0.003). The subscale analysis revealed that CSNs and preceptors perceived the 
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competencies of CSNs in a significantly different way, with CSNs perceiving themselves to be 

more competent. The sub-scale analysis presents similar results as the item analysis in Tables 

3.17–3.23. 

3.6.3 Concluding statements of the item analysis of difference in perceptions of CSNs 

and preceptors of the CIRN questionnaire 

Based on the responses of CSNs and preceptors on the item analysis of the CIRN 

questionnaire, the following concluding statements were formulated to identify competencies 

that CSNs need to develop (see Table 3.25).  These conclusions are made based on mean 

scores that were below 3, but higher than 2, which indicated moderate competence; those 

mean scores below 2 indicated low competence. The researcher also included items with 

medium and large effect sizes. These issues that were identified are included in the conceptual 

framework (Chapter 5) and transition programme (Chapter 6). 

Table 3.25: Conclusion statements of item analysis of difference in perceptions of CSNs 

and preceptors on the CIRN questionnaire according to sub-scale 

DIMENSION ITEM/S 

(MEAN (M); EFFECT SIZE (D) AND 

STATISTICAL SIGNIFICANCE (p) 

CONCLUSION 

STATEMENTS/ 

PROBLEMS IDENTIFIED 

CLINICAL CARE 

(D1) 

 B9 “Assess all health dimensions” (M=2.94; 

2.93), d=0.01; p=0.943 

 B15 “Delivers comprehensive nursing 

according to plan” (M=2.85; 3.03), d=0.25; 

p=0.563 

 B20 “Involves patient and family in planning 

care” (M=2.95; 2.87), d=0.46, p=0.007 

 B24 “Utilizes technological advances to 

improve care” (M=2.87, 2.93), d=0.06; 

p=0.685 

 B27 “Identifies and includes immediate 

patient needs in care plan” (M=2.87; 3.17); 

d=0.46; p=0.007 

 B38 “Evaluates results of nursing care” 

(M=2.93; 3.08) d=0.20; p=0.182 

 

1. CSNs need to 

implement the nursing 

process into clinical 

care with a focus on 

assessment, 

planning, 

implementation and 

evaluation of nursing 

care. 
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LEADERSHIP (D2)  B13 “Identifies colleagues’ strengths and 

weaknesses” (M=2.24; 2.77); d=0.52; 

p=0.002 

 B14 “Coordinates relations between 

multidisciplinary team” (M=2.07; 2.67); 

d=0.65; p=0.001 

 B28 “Recognizes others’ contributions and 

achievement” (M=2.41; 2.92); d=0.53; 

p=0.002  

 B32 “Accepts and uses criticism 

constructively” (M=2.94; 2.82), d=0.15; 

p=0.303 

 B33 “Delegates responsibility based on 

abilities of staff” (M=1.83; 2.57); d=0.70; 

p=0.000 

 B36 “Gets group approval before acting” 

(M=2.70; 2.60), d=0.19; p=0.284 

 B39 “Develops an atmosphere of teamwork 

and cooperation” (M=2.94; 3.18); d=0.19; 

p=0.035 

 B43 “Promotes cooperation, trust and open 

exchange of ideas” (M=2.81; 2.95), d=0.19; 

p=0.284 

 B48 “Resolves conflict positively” (M=2.91; 

2.97), d=0.08; p=0.610 

2. CSNs need to form 

well-functioning teams 

in the wards. 

3.  CSNs need to 

develop conflict 

management skills.  

4.  CSNs need to 

collaborate with the 

multidisciplinary team. 

5. CSNs must develop 

skills in delegating to 

subordinates. 

INTERPERSONAL 

RELATIONS (D3) 

 B18 “Adjusts actions in relation to others’ 

actions” (M=2.65; 2.75), d=0.14; p=0.437 

 B22 “Expresses disagreements in a 

constructive manner” (M=2.80; 2.73), d=0.08; 

p=0.628 

 B30 “Communicates facts, ideas to other 

team members verbally” (M=2.85; 2.82); 

d=0.04; p=0.806 

 B34 “Keeps word commitments and 

promises” (M=2.94); d=0.39; p=0.015 

 B35 “Acknowledges differences in beliefs 

and culture” (M=2.89; 2.97), d=0.29; p=0.119 

6. CSNs need to 

develop effective 

communication skills 

with team members. 

7. CSNs need to 

acknowledge others’ 

cultural beliefs. 

8.  CSNs need to be 

reliable in the 

workplace.  
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LEGAL/ETHICAL 

(D4) 

 B31 “Advocates for the rights of patients” 

(M=2.96; 3.25); d=0.46; p=0.005 

 B45 “Reports malpractice incidents” 

(M=2.89; 3.12), d=0.26; p=0.102 

9. CSNs need to be able 

to advocate for 

patients. 

10. CSNs need to report 

malpractice incidents. 

PROFESSIONAL 

DEVELOPMENT 

(D5) 

 B6 “Understands and participates in 

professional organizations” (M=2.26; 2.65); 

d=0.37; p=0.033 

 B29 “Understands relevant and current 

information regard health systems” (M=2.09; 

2.53); d=0.41; p=0.029 

 B26 “Self-awareness of personal limitations 

and strengths” (M=2.69,3.10); d=0.65; 

p=0.001 

 B52 “Uses learning opportunities for 

personal and professional growth” (M=1.87; 

2.83); d=0.80; p=0.000 

 B53 “Recognises own learning needs” 

(M=2.07,3.00); d=0.81; p=0.000  

 B55 “Displays self-direction in personal 

development” (M=2.13; 2.88); d=0.66; 

p=0.000 

11. CSNs need to 

develop professional 

socialization skills. 

12. CSNs are unable to 

identify their learning 

needs for professional 

growth. 

TEACHING-

COACHING (D6) 

 B17 “Initiates orientation programme for new 

nurses” (M=1.06; 1.90); d=0.66; p=0.000  

 B19 “Takes up preceptor role to support 

new staff” (M=1.19; 2.67); d=1.29; p=0.000 

 B41 “Coaches junior nurses to meet tasks 

and developmental needs” (M=1.28; 2.65); 

d=1.23; p=0.000  

 B46 “Identifies learning needs of patients, 

families and junior nurses (M=1.83; 2.53); 

d=0.58; p=0.001 

 B8 “Use opportunities for patient teaching” 

(M=2.83;3.13), d=0.35; p=0.035 

13. CSNs need to 

develop skills in 

teaching other staff 

members and 

patients. 

14. CSNs need to be able 

to identify learning 

needs of patients, 

families and junior 

staff. 

CRITICAL 

THINKING-

 B7 “Integrates data from multiple sources” 

(M=2.31; 2.57); d=0.27; p=0.128 

 B16 “Uses different ways to search for 

information (M=2.44; 2.70), d=0.25; p=0.139 

15. CSNs need to 

develop clinical 

decision-making and 
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RESEARCH 

APTITUDE (D7) 

 B21 “Figures out more than one way to 

solve clinical problems” (M=2.80, 2.75); 

d=0.06; p=0.695 

 

 B42 “Assists in research data collection” 

(M=0.70; 1.95); d=0.87; p=0.000 

 

 B47 “Makes decisions reflecting both 

knowledge and good judgement” (M=2.78; 

2.92); d=0.22; p=0.226 

 B50 “Incorporates relevant research findings 

into nursing care” (M=1.26; 2.20); d=0.70; 

p=0.000 

 B51 “Defends decisions using scientific 

principles” (M=1.83; 2.72); d=0.72; p=0.000 

clinical judgement 

skills. 

16. CSNs need to learn to 

incorporate research 

(evidence-based 

practice) into nursing 

care.  

 

 

3.7 ASSOCIATIONS BETWEEN DEMOGRAPHIC DATA AND COMPETENCIES OF CSNs 

To determine relationships between demographic data and competencies of CSNs according 

to CSNs and preceptors, the researcher made use of mixed-model analysis using hierarchical 

linear modelling (Table 3.26 to Table 3.35). The researcher used this statistical method due 

to data of CSNs and preceptors being dependent on ward level. The researcher presents the 

responses of CSNs and preceptors on sub-scales of the CIRN questionnaire according to 

relationships with demographic data (gender, age, highest qualification, nursing school 

attended or years of experience as a preceptor, area of work, mentored or mentor training 

received, rotation among wards, or existence of unit orientation programme). Data are 

presented as means, variances, statistical significance and effect sizes. The researcher 

reported only on medium to large effect sizes. According to Cohen (1988), to interpret the 

effect size (d) one can make use of the following guideline: a small effect – d=0.2; medium 

effect – d= 0.5; and a large effect – d=0.8. These guidelines were used to explain the 

hierarchical linear modelling of demographic data. The researcher included effect sizes of 0.45 

that rounded off to 0.50, which were considered as medium effect sizes
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Table 3.26: Hierarchical model analysis matrix: Difference in perceptions of gender and competencies according to CSNs and 

preceptors 

CSNs (n=60) PRECEPTORS (n=54) 

 

SUB-

SCALES 

MEAN (M) VARIANCE STATISTI-CAL 

SIGNIFICANCE 

(p-value) 

EFFECT 

SIZE (d) 

MEAN (M) VARIANCE STATISTICAL 
SIGNIFICANCE 
(p-value) 

EFFECT SIZE 
(d) 

 Males Females RES. HOSP.   Males Females RES. HOSP.   

Clinical care 

(D1) 

3.11 3.09 0.249 0.032 0.912 0.03 2.91 2.99 0.134 0.025 0.549 0.21 

Leadership 

(D2) 

2.81 2.83 0.358 0.008 0.904 0.04 2.51 2.54 0.152 0.000 0.850 0.07 

Interpersonal 

relations (D3) 

3.06 3.05 0.207 0.021 0.943 0.02 2.84 2.97 0.081 0.012 0.233 0.42 

Legal/ethical 

(D4) 

3.12 3.29 0.184 0.000 0.197 0.40 3.04 3.04 0.107 0.012 0.960 0.02 

Professional 

development 

(D5) 

2.71 2.78 0.435 0.333 0.157 0.09 2.40 2.14 0.538 0.000 0.324 0.36 
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Teaching-

coaching 

(D6) 

2.48 2.66 0.666 0.240 0.281 0.18 1.72 1.81 0.412 0.000 0.695 0.14 

Critical 

thinking-

research 

aptitude (D7) 

2.64 2.64 0.393 0.074 0.283 0.01 2.27 2.14 0.298 0.000 0.498 0.25 

RES. = Residual; HOSP. = Hospital.
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3.7.1 Hierarchical model analysis of differences in perceptions of gender and 

competencies according to CSNs and preceptors  

Based on the results of the hierarchical model analysis of gender and competencies of CSNs 

in Table 3.26, there is no significant difference between gender and perceived competencies 

of CSNs according to CSNs and preceptors. 

3.7.2 Hierarchical model analysis of differences in perceptions of age and 

competencies according to CSNs and preceptors 

Table 3.27 shows that there were medium effect sizes with no statistical significance reported 

by CSNs in the clinical care dimension (D1).  CSNs aged 40 years and above assessed 

themselves lower than younger CSNs. Similarly, preceptors reported large effect sizes with 

no statistical significance in the clinical care dimension (D1), where younger preceptors aged 

26–30 years assessed CSNs higher than older preceptors. These results indicate that there 

is a significance difference between age and clinical care competencies of CSNs. 

CSNs reported medium effect sizes with no statistical significance in the leadership dimension 

(D2). CSNs aged 31–35 years and 40 years and above reported themselves lower in the 

leadership dimension (D2) than younger CSNs, as indicated in Table 3.27. Older preceptors 

scored CSNs lower in the leadership dimension (D2). Preceptors reported medium to large 

effect sizes with statistical significance in this dimension. 

As indicated in Table 3.27, CSNs reported medium effect sizes with no statistical significance 

in the interpersonal relations dimension (D3). CSNs aged 40 years and older scored 

themselves lower than younger CSNs in the interpersonal relations dimension (D3), while 

preceptors reported large effect sizes with statistical significance. Preceptors aged 26–30 

years scored CSNs much higher in this dimension than their older counterparts did. 

Medium to large effect sizes with no statistical significance were reported by CSNs in the 

legal/ethical dimension (D4). CSNs aged 31–35 years and 40 years and above scored 

themselves lower than other CSNs in this dimension. Preceptors reported medium to large 

effect sizes with statistical significance. Preceptors aged 26–30 years scored CSNs much 

higher in the legal/ethical dimension (D4) than other preceptors did.  
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CSNs reported medium effect sizes with no statistical significance in the professional 

development dimension (D5). CSNs aged 40 years and above assessed themselves the 

lowest in this dimension; while CSNs aged 36-40 years assessed themselves the highest. 

Preceptors reported large effect sizes with statistical significance, with preceptors aged 26–

30 years and 31–35 years assessing CSNs highest in this dimension than all the other age 

groups. 

With regard to the teaching-coaching dimension (D6), there were small effect sizes with no 

statistical significance in the CSNs’ responses; however, preceptors aged 26–30 years and 

31–35 years assessed CSNs the highest in this dimension. These preceptors reported 

medium to large effect sizes with no statistical significance. 

In the critical thinking-research aptitude dimension (D7), CSNs reported medium effect sizes 

with no statistical significance. CSNs aged 40 years and above assessed themselves the 

lowest in the teaching-coaching dimension. Preceptors reported large effect sizes with 

statistical significances in the critical thinking-research aptitude (D7). Preceptors aged 26–30 

years scored CSNs higher than the other age groups of preceptors in this dimension. 

With regard to the relationship between age and competencies of CSNs, it is evident that 

older CSNs assessed themselves as being less competent than younger CSNs. Younger 

preceptors also rated CSNs as more competent than their older counterparts did. 
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Table 3.27: Hierarchical model analysis matrix: Difference in perceptions of age and competencies of CSNs and preceptors 

 CSNs (n=60)  PRECEPTORS (n=54) 

SUB-SCALE AGE 

(YEARS) 

MEAN 

(M) 

VARIANCE p-

VALUE 

EFFECT SIZE (d) AGE 

(YEARS) 

MEAN 

(M) 

VARIANCE p-

VALUE 

EFFECT SIZE (d) 

   RES. HOSP.  21–25 

yrs  with 

26–

30 

yrs

with 

31–

35 

yrs  

with  

36–

40 

yrs  

with 

  RES. HOSP  26–

30 

yrs 

with 

31–

35 

yrs  

with  

36–

40 

yrs

with 

Clinical care 

(D1) 

21–25  3.15  

 

 

0.244 

 

 

 

0.041 

 

 

 

0.557 

    21–25    

 

0.129 

 

 

0.027 

 

 

0.277 

   

26–30 3.02 0.25    26–30 3.60    

31–35  3.27 0.23 0.48   31–35  3.01 1.49   

36–40  3.23 0.15 0.40 0.08  36–40  3.02 1.45 0.04  

40 and 

above 

2.92 0.43 0.18 0.66 0.57 40 and 

above 

2.89 1.78 0.29 0.33 

Leadership 

(D2) 

21–25 2.96  

 

 

0.352 

 

 

 

0.001 

 

 

 

0.504 

    21–25    

 

 

0.134 

 

 

 

0.000 

 

 

 

0.041 

   

26–30 2.87 0.14    26–30 3.11    

31–35 2.56 0.67 0.52   31–35  2.88 0.60   

36–40 2.95 0.01 0.13 0.66  36–40  2.47 1.73 1.12  



128 

40 and 

above 

2.54   0.70 0.55 0.03 0.69 40 and 

above 

2.49   1.69 1.08 0.04 

Interpersonal 

relations (D3) 

21–25 3.16  

 

0.201 

 

 

0.025 

 

 

0.504 

    21–25    

 

 

0.069 

 

 

 

0.012 

 

 

 

0.010 

   

26–30 2.96 0.42    26–30 3.75    

31–35 3.01 0.30 0.12   31–35  3.05 2.42   

36–40 3.20 0.09 0.51 0.39  36–40  2.99 2.64 0.22  

40 and 

above 

2.93 0.48 0.07 0.18 0.57 40 and 

above 

2.84 3.16 0.74 0.52 

Legal/ethical 

(D4) 

21–25 3.36  

 

0.180 

 

 

0.000 

 

 

0.214 

    21–25    

 

 

0.092 

 

 

 

0.012 

 

 

 

0.033 

   

26–30 3.28 0.19    26–30 3.75    

31–35 3.04 0.77 0.58   31–35  3.09 2.02   

36–40 3.34 0.05 0.14 0.72  36–40  3.12 1.92 0.10  

40 and 

above 

3.03 0.78 0.59 0.01 0.73 40 and 

above 

2.92 2.53 0.51 0.60 

Professional 

development 

(D5) 

21–25 2.74  

 

0.450 

 

 

 

0.291 

 

 

0.226 

    21–25    

 

0.457 

 

 

0.000 

 

 

0.011 

   

26–30 2.81 0.09    26–30 3.83    

31–35 2.50   0.28 0.37   31–35  2.80   1.52   
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36–40 3.05 0.37 0.28 0.65  36–40  2.04 2.64 1.12  

40 and 

above 

2.59 0.17 0.26 0.11 0.54 40 and 

above 

2.09 2.58 1.06 0.06 

Teaching–

coaching (D6) 

21–25 2.63  

 

0.701 

 

 

0.256 

 

 

0.985 

    21–25    

 

 

0.375 

 

 

 

0.000 

 

 

 

0.075 

   

26–30 2.53 0.10    26–30 2.66    

31–35 2.64 0.02 0.12   31–35  2.27 0.63   

36–40 2.75 0.13 0.23 0.11  36–40  1.62 1.70 1.06  

40 and 

above 

2.65 0.02 0.12 0.00 0.11 40 and 

above 

1.79 1.42 0.79 0.27 

Critical 

thinking–

research 

aptitude (D7) 

21–25 2.68  

 

0.391 

 

 

0.072 

 

 

0.484 

    21–25    

 

 

0.247 

 

 

 

0.000 

 

 

 

0.007 

   

26–30 2.69 0.01    26–30 3.87    

31–35 2.66 0.02 0.04   31–35  2.35 3.06   

36–40 2.79 0.16 0.14 0.18  36–40  2.09 3.58 0.52  

40 and 

above 

2.29 0.58 0.59 0.55 0.73 40 and 

above 

2.11 3.55 0.49 0.03 

Res. = Residual; Hosp. = Hospital. 
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3.7.3 Hierarchical model analysis of differences in perceptions of qualifications and 

competencies according to CSNs and preceptors 

This section reports on the relationship between qualifications of CSNs and preceptors and 

the competencies of CSNs according to the sub-scales. The results are presented in Table 

3.28. 

 

 

 

 

 

 

 

 

 



131 

Table 3.28: Hierarchical model analysis matrix: Difference in perceptions of qualifications and competencies of CSNs according to 

CSNs and preceptors 

CSNs (n=60) PRECEPTORS (n=54) 

Sub-scale Mean (M) Variance p-value  Effect size 

(d) 

Mean (M) Variance p-value Effect size 

(d) 

 Diploma Degree Res. Hosp.   Diploma Post-Diploma Res. Hosp.   

Clinical care (D1) 3.10 3.07 0.250 0.030 0.861 0.05 3.07 2.93 0.129 0.027 0.191 0.36 

Leadership (D2) 2.76 3.06 0.338 0.010 0.090 0.50 2.55 2.53 0.152 0.000 0.906 0.03 

Interpersonal 

relations (D3) 

3.03 3.18 0.200 0.027 0.278 0.32 3.02 2.91 0.081 0.013 0.201 0.35 

Legal/ethical (D4) 3.21 3.39 0.180 0.004 0.166 0.41 3.16 2.99 0.099 0.014 0.077 0.50 

Professional 

development (D5) 

2.75 2.91 0.435 0.319 0.457 0.18 2.26 2.14 0.545 0.000 0.570 0.16 

Teaching-coaching 

(D6) 

2.61 2.65 0.674 0.232 0.870 0.04 1.86 1.76 0.411 0.000 0.562 0.17 

Critical thinking-

research aptitude 

(D7) 

2.62 2.77 0.388 0.076 0.455 0.21 2.24 2.24 0.298 0.000 0.437 0.22 

Res. = Residual; Hosp. = Hospital. 
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 As indicated in Table 3.28, CSNs with a four-year degree qualification reported a medium 

effect size with no statistical significance, as they rated themselves higher in the leadership 

dimension (D2) than CSNs with a four-year diploma qualification. 

Preceptors with a four-year diploma qualification reported a medium effect size with no 

statistical significance; they assessed CSNs higher in the legal/ethical dimension (D4) than 

preceptors with a post-graduate diploma. 

The HLM results of qualification and competencies indicated that there is a significant 

difference between qualification and competencies of CSNs in the legal/ethical (D4) and 

leadership (D2) dimensions. 

3.7.4 Hierarchical model analysis of differences in perceptions of nursing training 

institutions and competencies according to CSNs  

Table 3.29 illustrates the relationship between nursing institutions that CSNs were trained at 

and competencies according to the seven sub-scales. 

Table 3.29: Hierarchical model analysis matrix: Difference in perceptions of nursing 

training institutions and competencies according to CSNs 

CSNs (n=60) 

SUB-SCALE MEAN (M) VARIANCE p-

VALUE 

EFFECT 

SIZE (d) 

 UNIVERSITY COLLEGE RES. HOSP.   

Clinical care (D1) 3.09 3.11 0.257 0.034 0.936 0.02 

Leadership (D2) 2.95 2.75 0.370 0.005 0.222 0.34 

Interpersonal 

relations (D3) 

3.13 3.08 0.194 0.034 0.717 0.10 

Legal/ethical 

(D4) 

3.33 3.22 0.183 0.238 0.385 0.24 

Professional 

development 

(D5) 

2.79 2.76 0.478 0.238 0.896 0.03 
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Teaching-

coaching (D6) 

2.50 2.64 0.711 0.204 0.551 0.15 

Critical thinking-

research 

aptitude (D7) 

2.71 2.63 0.398 0.081 0.655 0.12 

Res. = Residual; Hosp. = Hospital. 

The HLM results of nursing institutions and competencies (Table3.29) indicated no significant 

difference between the responses of the participants. This indicates that nursing training 

received by CSNs has no significant association with their competencies. 

3.7.5 Hierarchical model analysis of preceptors’ differences in perceptions of 

mentoring experience and competencies of CSNs  

Preceptors assessed competencies of CSNs based on their experience of mentoring CSNs, 

as illustrated in Table 3.30. 

Table 3.30: Hierarchical model analysis matrix: Preceptors’ mentoring experience and 

competencies of CSNs 

DIMENSION MENTORING 

EXPERIENCE 

MEAN 

(M) 

VARIANCE P-VALUE EFFECT SIZE 

   RES. HOSP.  0–1 yrs with 2–6 yrs 

with 

Clinical care 

(D1) 

0–1 year 2.76 0.131 0.019 0.175   

2–6 years 3.05 0.74  

6 and more 

years 

2.94 0.47 0.27 

Leadership (D2) 0–1 year 2.52 0.155 0.000 0.986   

2–6 years 2.55   0.06  

6 and more 

years 

2.53 0.02 0.04 

0–1 year 2.87 0.087 0.009 0.756   
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Interpersonal 

relations (D3) 

2–6 years 2.96 0.30  

0.24 0.05 

6 and more 

years 

2.95 

Legal/ethic (D4) 0–1 year 2.97 0.103 0.012 0.291   

2–6 years 3.12 0.41  

6 and more 

years 

2.97 0.02 0.43 

Professional 

development 

(D5) 

0–1 year 2.58 0.517 0.000 0.138   

0.49  

2–6 years 2.22 

0.82 0.33 

6 and more 

years 

1.99 

Teaching-

coaching (D6) 

0–1 year 2.27 0.381 0.000 0.074   

2–6 years 1.72 0.89  

0.91 0.02 

6 and more 

years 

1.71 

Critical thinking-

research 

aptitude (D7) 

0–1 year 2.56 0.248 0.043 0.037   

2–6 years 2.24 0.59  

6 and more 

years 

1.99   1.04 0.45 

Res. = Residual and Hosp. = Hospital 

 As indicated in Table 3.30, preceptors with 0-1 years of mentoring experience scored CSNs 

lower than preceptors with more years of mentoring experience. Medium effect sizes with no 

statistical significance were reported in the clinical care dimension (D1). 
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Preceptors with more years of mentoring experience scored CSNs lower in the professional 

development dimension (D5) than those with less mentoring experience. Medium to large 

effect sizes with no statistical significance were reported in this dimension. 

In the teaching-coaching dimension (D6), preceptors with 0–1 years of mentoring experience 

scored CSNs higher in the teaching-coaching dimension (D6) than preceptors with more 

mentoring experience. Preceptors reported large effect sizes with no statistical significance in 

this dimension. 

 Preceptors reported medium to large effect sizes with statistical significance in the critical 

thinking-research aptitude (D7). Preceptors with less mentoring experience rated CSNs higher 

than those with 6 and more years of mentoring experience in the critical thinking-research 

aptitude (D7). 

There was no significant difference in mentoring experience of preceptors and competencies 

in the leadership, interpersonal relations and legal/ethical sub-scales, as there were small 

practical significances with no statistical significance reported in these sub-scales. 

The HLM results indicated a significant difference between preceptors’ mentoring experience 

and competencies in the clinical care, professional development, teaching-coaching and 

critical thinking-research dimensions. 

3.7.6 Hierarchical model analysis of CSNs’ and preceptors’ differences in perceptions 

of area of work and competencies of CSNs  

This section describes CSNs’ competencies based on the area of work in the health facilities 

according to CSNs and their preceptors, as illustrated in Table 3.31. 

Data presented in Table 3.31 showed that CSNs’ responses indicated small practical 

significances among all dimensions, which indicated no significant difference between their 

area of work and their competencies; however, specialist preceptors scored CSNs lower than 

general preceptors in the leadership (D2), interpersonal relations (D3) and professional 

development (D5) dimensions. Medium effect sizes with no statistical significance was 

reported in the leadership dimension, while statistical significance was reported in the 

interpersonal relations and professional development dimensions. The HLM results indicated 

that there is a significant difference in the area of work and competencies of CSNs in these 

dimensions.  
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Table 3.31: Hierarchical model analysis matrix: Difference in perceptions of area of work and competencies of CSNs according to CSNs 

and preceptors 

CSNs (n=60) PRECEPTORS (n=54) 

DIMENSION AREA OF WORK MEAN (M) VARIANCE P-VALUE EFFECT 

SIZE 

AREA OF WORK MEAN (M) VARIANCE P-VALUE EFFECT SIZE 

 GENERALIST SPECIALIST RES. HOSP.   GENERALIST SPECIALIST RES. HOSP.   

Clinical care (D1) 3.08 3.14 0.247 0.033 0.710 0.11 3.03 2.87 0.135 0.015 0.145 0.43 

Leadership (D2) 2.80 2.91 0.352 0.013 0.522 0.18 2.61 2.40 0.137 0.013 0.086 0.52 

Interpersonal 

relations (D3) 

3.03 3.11 0.204 0.023 0.547 0.17 3.02 2.82 0.080 0.005 0.024 0.68 

Legal/ethical (D4) 3.27 3.23 0.185 0.005 0.721 0.10 3.09 2.96 0.105 0.010 0.226 0.36 

Professional 

development (D5) 

2.83 2.53 0.415 0.355 0.193 0.34 2.34 1.87 0.463 0.083 0.035 0.64 

Teaching-coaching 

(D6) 

2.62 2.61 0.669 0.243 0.957 0.02 1.84 1.73 0.411 0.000 0.555 0.16 

Critical thinking-

research aptitude 

(D7) 

2.64 2.69 0.390 0.080 0.805 0.07 2.24 2.05 0.292 0.000 0.203 0.35 

Res. = Residual; Hosp. = Hospital.
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3.7.7 Hierarchical model analysis of differences in perceptions of CSNs who received 

mentoring during community service and competencies of CSNs 

This section describes the findings of CSNs on their competencies, based on mentoring 

received or not received during their community service placements in Dr Kenneth Kaunda 

District health facilities, as illustrated in Table 3.32. 

Table 3.32: Hierarchical model analysis matrix: Difference in perceptions of CSNs who 

received or did not receive mentoring during community service placement of 

competencies of CSNs 

DIMENSION MENTORING MEAN (M) VARIANCE P-VALUE EFFECT SIZE 

 MENTORED NOT 

MENTORED 

RES. HOSP.   

Clinical care (D1) 3.00 3.16 0.240 0.040 0.309 0.29 

Leadership (D2) 2.80 2.84 0.355 0.012 0.814 0.07 

Interpersonal relations 

(D3) 

2.87 3.22 0.168 0.069 0.010 0.72 

Legal/ethical (D4) 3.21 3.28 0.182 0.007 0.540 0.17 

Professional development 

(D5) 

2.90 2.69 0.461 0.234 0.363 0.24 

Teaching-coaching (D6) 2.84 2.48 0.703 0.122 0.173 0.39 

Critical thinking-research 

aptitude (D7) 

2.57 2.71 0.376 0.104 0.446 0.21 

Res. = Residual; Hosp. = Hospital. 

Table 3.32 showed that CSNs who were not mentored assessed themselves higher than 

CSNs who were mentored in the interpersonal relations (D3) dimension. A medium practical 

significance with statistical significance was found in this dimension. None of the other 

dimensions showed any significant difference between mentored CSNs and their 

competencies. 

 

 



138 

3.7.8 Hierarchical model analysis of preceptors’ differences in perceptions of who 

received/did not receive preceptorship training and competencies of CSNs 

Table 3.33 presents responses of preceptors who were trained or not trained to be a preceptor; 

prior to mentoring CSNs. These preceptors responded on the competencies of CSNs based 

on the seven dimensions. 

Table 3.33: Hierarchical model analysis matrix: Difference in perceptions of preceptors 

with or without preceptorship training on competencies of CSNs 

DIMENSION PRECEPTORSHIP 

TRAINING MEAN (M) 

VARIANCE P-VALUE EFFECT SIZE 

 TRAINED NOT TRAINED RES. HOSP.   

Clinical care (D1) 3.03 2.98 0.135 0.024 0.897 0.12 

Leadership (D2) 3.33 2.52 0.140 0.000 0.038 2.15 

Interpersonal 

relations (D3) 

3.39 2.94 0.081 0.011 0.136 1.45 

Legal/ethical (D4) 3.22 3.04 0.106 0.011 0.590 0.53 

Professional 

development (D5) 

3.33 2.16 0.522 0.000 0.115 1.62 

Teaching-coaching 

(D6) 

2.50 1.78 0.404 0.000 0.271 1.12 

Critical thinking-

research aptitude 

(D7) 

2.00 2.16 0.301 0.000 0.764 0.31 

Res. = Residual; Hosp. = Hospital. 

Table 3.33 indicated that overall, preceptors with no training scored CSNs lower than trained 

preceptors in the leadership (D2), interpersonal relations (D3), legal/ethical (D4), 

professional development (D5) and teaching-coaching (D6) dimensions. The leadership 

dimension (D2) showed a large effect size with statistical significance; interpersonal relations 

(D3) showed a large effect size with no statistical significance; legal/ethical dimension (D3) 

showed a medium effect size with no statistical significance; professional development (D5) 

showed a large effect size with no statistical significance; and the teaching-coaching 

dimension (D6) showed a large effect size with no statistical significance. The HLM results 
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indicated that there is a significant difference in preceptorship training and competencies of 

CSNs in these dimensions.  

3.7.9 Hierarchical model analysis of CSNs’ differences in perceptions according to who 

rotated among wards during their placements and competencies of CSNs according to 

CSNs 

This section describes the findings of CSNs who rotated or did not rotate among the wards, 

and their competencies in the seven dimensions, as seen in Table 3.34. 

Table 3.34: Hierarchical model analysis matrix: Difference in perceptions of CSNs with 

rotation among wards or not of competencies of CSNs 

DIMENSION ROTATION: MEAN (M) VARIANCE P-VALUE EFFECT SIZE 

 ROTATED NO 

ROTATION 

RES. HOSP.   

Clinical care (D1) 3.11 3.04 0.248 0.033 0.699 0.14 

Leadership (D2) 2.87 2.69 0.349 0.013 0.400 0.29 

Interpersonal 

relations (D3) 

3.06 3.01 0.207 0.021 0.766 0.11 

Legal/ethical (D4) 3.29 3.08 0.182 0.000 0.122 0.51 

Professional 

development (D5) 

2.88 2.34 0.394 0.395 0.080 0.61 

Teaching-coaching 

(D6) 

2.74 2.19 0.638 0.241 0.119 0.59 

Critical thinking-

research aptitude 

(D7) 

2.71 2.41 0.385 0.069 0.234 0.44 

Res. = Residual; Hosp. = Hospital. 

Table 3.34 indicated that CSNs reported medium effect sizes with no statistical significances, 

with CSNs that had no rotation among the wards scoring themselves lower than CSNs that 

were rotated among wards in the legal/ethical (D4), professional development (D5) and 

teaching-coaching (D6) dimensions. The HLM results indicated a significant difference in 

rotation of CSNs among wards and competencies of CSNs in these dimensions. 



140 

3.7.10 Hierarchical model analysis of wards with differences in perceptions of 

orientation programmes and competencies of CSNs according to preceptors 

Table 3.35 presents the responses of preceptors who had a ward orientation programme 

specifically for CSNs and those who do not have an orientation programme for CSNs. The 

relationship between these variables is determined in this section. 

Table 3.35: Hierarchical model analysis matrix: Ward orientation programmes and 

perceptions of competencies of CSNs according to preceptors 

DIMENSION MEAN (M) VARIANCE P-VALUE EFFECT SIZE 

(d) 

 ORIENTATION 

PROGRAMME 

IN WARDS 

NO 

ORIENTATION 

PROGRAMME 

IN WARDS 

RES. HOSP.   

Clinical care (D1) 2.95 2.98 0.135 0.024 0.868 0.08 

Leadership (D2) 3.00 2.50 0.135 0.000 0.012 1.35 

Interpersonal 

relations (D3) 

3.15 2.93 0.081 0.012 0.166 0.69 

Legal/ethical (D4) 3.22 3.03 0.103 0.013 0.276 0.55 

Professional 

development (D5) 

3.21 2.09 0.454 0.008 0.003 1.64 

Teaching-

coaching (D6) 

2.66 1.73 0.351 0.000 0.004 1.58 

Critical thinking-

research aptitude 

(D7) 

2.71 2.12 0.276 0.000 0.033 1.14 

Res. = Residual; Hosp. = Hospital. 

Table 3.35 indicates that preceptors working in wards with orientation programmes scored 

CSNs higher than those without orientation programmes in their wards, in all the dimensions 

except the clinical care dimension (D1). Preceptors reported medium to large effect sizes in 

all dimensions, with no statistical significance in the leadership (D2), interpersonal relations 
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(D3) and legal/ethical dimensions (D4). Statistical significances were reported in professional 

development (D5), teaching-coaching (D6) and critical thinking-research aptitude dimensions.   

The HLM results indicated a significant difference between orientation programmes in wards 

and competencies in the leadership (D2), interpersonal relations (D3), legal/ethical (D4), 

professional development (D5), teaching-coaching (D6) and critical thinking-research 

(D7) dimensions.  

3.7.11 Conclusion statements of hierarchical model analysis of demographic data and 

competencies of CSNs 

Based on the results of the hierarchical model analysis, conclusion statements are presented 

according to sub-scale to highlight the relationship between demographic data and 

competencies of CSNs, as illustrated in Table 3.36. Results with medium to large practical 

significance with statistical significance are considered, and are used to formulate conclusion 

statements that will be included in the development of the conceptual framework (Chapter 5) 

and transition programme (Chapter 6). 

Table 3.36: Conclusion statements of hierarchical model analysis of demographic data 

and competencies of CSNs 

 DEMOGRAPHICS DIMENSION HLM (EFFECT SIZE 

AND P-VALUE) 

CONCLUSION 

STATEMENTS 

GENDER All dimensions  Small effect sizes 

with no statistical 

significance were 

reported from CSNs 

and preceptors. 

1. There is no significant 

difference between 

gender and 

competencies based 

on participants’ 

responses. 

AGE Clinical care (D1)  CSNs reported 

medium effect sizes 

with no statistical 

significance. 

 Preceptors reported 

large effect sizes 

with no statistical 

significance. 

2. Older CSNs assessed 

their clinical care 

competency lower 

than younger CSNs. 

3. Older preceptors 

assessed CSNs 

clinical care 

competency lower 

than younger 

preceptors. 

  

Leadership (D2)  CSNs reported 

medium effect sizes 

with no statistical 

significance. 

4. Older CSNs reported 

their leardership 

competency lower 

than younger CSNs. 
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 Preceptors reported 

medium to large 

effect sizes with 

statistical 

significance. 

5. Older preceptors 

assessed CSNs 

leadership 

competency lower 

than younger 

preceptors, while 

preceptors aged 26–

30 years assessed 

CSNs the highest. 

Interpersonal relations 

(D3) 

 CSNs reported 

medium effect sizes 

with no statistical 

significance. 

 Preceptors reported 

large effect sizes 

with statistical 

significance. 

6. Older CSNs assessed 

their interpersonal 

skills competency 

lower than younger 

CSNs.  

7. Older preceptors 

assessed CSNs 

interpersonal skills 

competency lower 

than younger 

preceptors, while 

preceptors aged 26–

30 years assessed 

CSNs the highest. 

Legal/ethical (D4)  CSNs reported 

medium to large 

effect sizes with no 

statistical 

significance. 

 Preceptors reported 

medium to large 

effect sizes with 

statistical 

significance. 

8. CSNs aged 31–35 

years and 40 years 

and above assessed 

their legal/ethic 

competency lower 

than other CSNs. 

9. Older preceptors 

assessed CSNs 

legal/ethic 

competency lower 

than other preceptors. 

Professional 

development (D5) 

 CSNs reported 

medium effect sizes 

with no statistical 

significance. 

 Preceptors reported 

large effect sizes 

with statistical 

significance. 

10. CSNs aged 40 years 

and above assessed 

their professional 

development 

competency the 

lowest, while CSNs 

aged 36–40 years 

assessed themselves 

the highest. 

11. Preceptors aged 36–

40 years assessed  

CSNs professional 

development 

competency lower 

than other preceptors. 

Teaching-coaching (D6)  CSNs reported small 

effect sizes with no 

statistical 

significance. 

 Preceptors reported 

medium to large 

effect sizes with 

statistical 

significance. 

12. Preceptors aged 36–

40 years and 40 

years and above 

assessed CSNs 

teaching-coaching 

competency lower 

than other preceptors. 
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Critical thinking-

research (D7) 

 CSNs reported 

medium effect sizes 

with no statistical 

significance. 

 Preceptors reported 

large effect sizes 

with statistical 

significance. 

13. CSNs aged 40 years 

and above assessed 

their critical thinking-

research competency 

the lowest, while 

CSNs aged 36–40 

years assessed 

themselves the 

highest.  

14. Preceptors aged 36–

40 years and 40 

years and above 

assessed CSNs 

critical thinking-

research competency 

lower than other 

preceptors. 

 

HIGHEST 

QUALIFICATION 

Clinical care (D1)  Small practical 

significances and no 

statistical 

significances 

reported between 

qualification and 

competencies by 

both CSNs and 

preceptors. 

15. No significant 

difference between 

qualification and 

competencies in 

clinical care 

dimension. 

Leadership (D2)  CSNs reported a 

medium effect with 

no statistical 

significance. 

16. CSNs with a degree 

qualification assessed 

their leadership 

competency higher 

than diploma-qualified 

CSNs. 

Interpersonal relations 

(D3) 

 CSNs had small 

practical significance 

with no statistical 

significance in 

qualification and 

competencies. 

 Preceptors had a 

small practical 

significance with no 

statistical 

significance in 

qualifications and 

competencies.  

17. No significant 

difference between 

qualification and 

competencies among 

CSNs’ and 

preceptors’ 

responses. 

 

Legal/ethical (D4)  Preceptors reported 

a medium effect size 

with no statistical 

significance. 

18. Preceptors with 

diploma qualification 

assessed CSNs 

legal/ethic 

competency higher 

than preceptors with a 

diploma qualification.  

PRECEPTOR 

EXPERIENCE 

Clinical care (D1)  Preceptors reported 

medium effect sizes 

with no statistical 

significance. 

22. Preceptors with more 

mentoring experience 

assessed CSNs 

clinical care 
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competency lower 

than preceptors with 

0–1 year of 

experience. 

Professional 

development (D5) 

 Preceptors reported 

medium to large 

effect sizes with no 

statistical 

significance. 

23. Preceptors with more 

experience assessed 

CSNs professional 

development 

competency lower 

than the other 

preceptors. 

Teaching-coaching (D6)  Preceptors reported 

large effect sizes 

with statistical 

significance. 

24. Preceptors with 2–6 

years and 6 years 

and more mentoring 

experience assessed 

CSNs teaching-

coachimg 

competency lower in 

the teaching-coaching 

skills. 

Critical thinking-

research aptitude (D7) 

 Preceptors reported 

medium to large 

effect sizes with 

statistical 

significance. 

25. Preceptors with more 

mentoring experience 

assessed CSNs 

critical thinking-

research competency 

lower than prceptors 

with 0–1 year of 

experience. 

AREA OF WORK Leadership (D2)  Preceptors reported 

medium effect sizes 

with no statistical 

significance. 

26. Specialist preceptors 

assessed CSNs 

leadership 

competency lower 

than general 

preceptors. 

Interpersonal relations 

(D3) 

 Preceptors reported 

medium effect sizes 

with statistical 

significance. 

27. Specialist preceptors 

assessed CSNs 

interpersonal skills 

competency lower 

than general 

preceptors. 

Professional 

development (D5) 

 Preceptors reported 

medium effect sizes 

with statistical 

significance. 

28. Specialist preceptors 

assessed CSNs 

professional 

development 

competency lower 

than general 

preceptors. 

MENTORING 

RECEIVED 

Interpersonal relations 

(D3) 

 CSNs reported 

medium effect sizes 

with statistical 

significance. 

29. Mentored CSNs 

assessed their 

interpersonal skills 

competency higher 

than CSNs without 

mentoring received. 

Leadership (D2)  Preceptor reported 

large effect sizes 

30. Trained preceptors 

assessed CSNs 
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PRECEPTORSHIP 

TRAINING 

with statistical 

significance. 

leadership 

competency lower 

than non-trained 

preceptors. 

Interpersonal relations 

(D3) 

 Preceptors reported 

large effect sizes 

with no statistical 

significance. 

31. Trained preceptors 

assessed CSNs 

interpersonal skills 

competency lower 

than non-trained 

preceptors. 

Legal/ethical (D4)  Preceptors reported 

medium effect sizes 

with no statistical 

significance. 

32. Trained preceptors 

assessed CSNs 

legal/ethic 

competency lower 

than non-trained 

preceptors. 

Professional 

development (D5) 

 Preceptors reported 

large effect sizes 

with no statistical 

significance. 

33. Trained preceptors 

assessed CSNs 

professional 

development 

competency lower 

than non-trained 

preceptors. 

Teaching-coaching (D6)  Preceptors reported 

large effect size with 

no statistical 

significance. 

34. Trained preceptors 

assessed CSNs 

teaching-coaching 

competency lower 

than non-trained 

preceptors. 

ROTATION IN WARDS Legal/ethical (D4)  CSNs reported 

medium effect size 

with no statistical 

significance. 

35. CSNs with no rotation 

assessed their 

legal/ethic 

competency lower 

than CSNs that were 

rotating in wards. 

Professional 

development (D5) 

 CSNs reported 

medium effect sizes 

with no statistical 

significance. 

36. CSNs with no rotation 

assessed their 

professional 

dvelopment lower 

than CSNs that were 

rotating in wards. 

Teaching-coaching (D6)  CSNs reported 

medium effect sizes 

with no statistical 

significance. 

37. CSNs with no rotation 

assessed their 

teaching-coaching 

lower than CSNs that 

were rotating in 

wards. 

EXISTENCE OF 

ORIENTATION 

PROGRAMME 

Leadership (D2)  Preceptors reported 

large effect sizes 

with no statistical 

significance. 

38. Preceptors working in 

wards with orientation 

programmes 

assessed CSNs 

leadership 

competency higher 

than those working in 

wards without 
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orientation 

programmes. 

Interpersonal relations 

(D3) 

 Preceptors reported 

medium effect sizes 

with no statistical 

significance. 

39. Preceptors working in 

wards with orientation 

programmes 

assessed CSNs 

ineterpersonal skills 

competency higher 

than those working in 

wards without 

orientation 

programmes. 

Legal/ethical  Preceptors reported 

medium effect szes 

with no statistical 

significance. 

40. Preceptors working in 

wards with orientation 

programmes 

assessed CSNs 

legal.ethic 

competency higher 

than those working in 

wards without 

orientation 

programmes. 

Professional 

development (D5) 

 Preceptors reported 

large effect sizes 

with statistical 

significance. 

41. Preceptors working in 

wards with orientation 

programmes 

assessed CSNs 

professional 

development 

competency higher 

than those working in 

wards without 

orientation 

programmes. 

Teaching-coaching (D6)  Preceptors reported 

large effect sizes 

with statistical 

significance. 

42. Preceptors working in 

wards with orientation 

programmes 

assessed CSNs 

teaching-coaching 

competency higher 

than those working in 

wards without 

orientation 

programmes. 

Critical thinking-

research (D7) 

 Preceptors reported 

large effect sizes 

with statistical 

significance. 

43. Preceptors working in 

wards with orientation 

programmes 

assessed CSNs 

critical thinking-

research competency 

higher than those 

working in wards 

without orientation 

programmes. 
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3.8   PERCEPTIONS OF COMPETENCIES OF COMMUNITY SERVICE NURSES  

The study results are discussed according to the findings on demographic data and 

competencies of CSNs, in order to highlight the nursing competencies to be included in the 

transition to practice programme for CSNs in Dr Kenneth Kaunda District. 

3.8.1 Demographic data findings 

With regard to demographic data obtained; the gender distribution of CSNs and preceptors 

indicated that females are predominant in the nursing profession. According to the SANC 

(SANC, 2017) on provincial distribution of nursing manpower in NW province, the majority of 

registered nurses are females (n=87%) and the minority males (n=13%). Studies that explored 

experiences of CSNs in South African provinces such as Gauteng, Limpopo and Western 

Cape similarly reported that the majority of CSNs who participated were females (Tsotetsi, 

2012:37; Andren & Hammami, 2011:7; Beyers, 2013:33).  

The majority of CSNs’ age profile ranged between 21 and 25 years (31.7%), which is similar 

to a study conducted among CSNs in the Western Cape (Beyers, 2013:33). In this study, 

16.7% of CSNs were aged 40 years and above, which is of concern as they will not be capable 

of serving in the profession for a long period. 

The preceptors’ age profile in this study revealed that the majority were aged 40 years and 

above (48.1%); this is congruent with the SANC (2017) age distribution of professional nurses 

registered in 2016 in South Africa, which indicated that the majority of registered nurses are 

aged between 50 and 54 years (n=21 259) and a minority were aged less than 25 years 

(n=81). The age profile of participants completing the CIRN questionnaire indicates that a 

younger generation of nurses is entering the profession, while the majority of the older 

generation of registered nurses are near retirement age. This exemplifies the need for 

mentoring and training of younger staff. 

According to SANC (2017), 864 CSNs graduated from universities in 2016, with 82 graduating 

from NWU. There were 632 CSNs who graduated from nursing colleges in South Africa, with 

131 graduating from Excelsius Nursing College in 2016. The SANC results are congruent with 

this study’s results, as it indicates that the majority of CSNs were produced from Excelsius 

Nursing College (n=131), and the minority from NWU (n=82). The preceptors’ qualification 

profile showed positive results for the nursing profession in Dr Kenneth Kaunda District; the 

majority of preceptors have a specialty qualification (n=32; 59.3%), showing that CSNs in Dr 

Kenneth Kaunda District are mentored by specialized professional nurses.  
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With regard to placement of CSNs in wards, the study revealed that the majority of CSNs 

(n=46, 76.6%) were placed in specialty wards during the 2016/2017 placements. These results 

are congruent with those of studies conducted in KZN, Eastern Cape and Gauteng, which 

explored CSNs’ experience in specialty areas. CSNs are placed in specialty areas although 

they have no specialization qualification (Hlosan-Lunyawo & Yako, 2013:4-7; Masango & 

Chiliza, 2015:128; Du Plessis & Seekoe, 2013:135). 

The SANC states that a CSN should be mentored or supervised by a senior professional nurse 

during their community service placement. The results showed that inconsistencies exist 

among public health facilities of Dr Kenneth Kaunda District with regard to mentoring of CSNs. 

Seventy per cent (n=42; 70%) of CSNs were not mentored. Similarly, studies exploring the 

lived experiences of new graduate nurses (Casey et al., 2004:307; Thopola et al., 2013:174) 

reported that some nurses received mentoring, while others had to work independently when 

placed in a ward. In contrast, a study conducted in KZN reported that the majority of CSNs 

placed for community service felt supported by their mentors in the units. This support helped 

them to develop confidence through the feedback and encouragement received from their 

mentors (Govender et al., 2015:7). Similarly, Price and Reichert (2017:8) found that newly 

qualified nurses noted that when experienced nurses were made available to them, these 

nurses were appreciated for the knowledge and skills that helped ease their transition into the 

workplace. They were able to understand their roles in practice, their scope of practice, and 

had guidance with regard to patient care. 

According to Ali and Panther (2008:35) and the Nursing and Midwifery Council (2006) of the 

USA, nurses should complete a mentorship programme before taking on the role of a mentor. 

Researchers such as Rush et al. (2013:152) and Spector and Echternacht (2010:21) identified 

in their transition to practice model (Chapter 1, section 1.6) that those who mentor new 

graduates should be trained, and these preceptors should work closely with these new 

graduates over a period of six months. The results of this study indicated that (98.1%) of 

preceptors mentoring CSNs in Dr Kenneth Kaunda District are not trained to mentor them 

during their community service year. 

Furthermore, inconsistencies exist among health facilities with regard to the implementation 

of community service for nurses. Although there is no existing scope of practice for CSNs, it 

has been implemented such that a CSN is required to rotate among the wards every third 

month, in order to gain exposure to all nursing disciplines. Eighty per cent (80%) of CSNs 

reported that they rotated among wards, while 20% did not. These inconsistencies are also 

evident in a study conducted by Nkoane (2015:48), exploring experiences of CSNs in 

Tshwane health facilities. In this study, CSNs reported that they were allocated to wards that 
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had a shortage of nurses, that led to them not advancing their skills in the different wards, 

because of the non-rotation they experienced. In contrast, Govender, Brysiewicz and Bhengu 

(2017:17) conducted semi-structured interviews with CSNs in three District hospitals in KZN, 

which revealed that they were able to extend their skills base by being rotated to various units 

of the health institutions. This shows that rotation among wards plays a pivotal role in acquiring 

different clinical skills, which will be beneficial for a CSN. 

Caliskan and Ergun (2012:1393) emphasized the importance of orientation programmes as 

being helpful for newly qualified nurses to transition into their professional roles and decrease 

reality shock. However, this study revealed that 92.6% of CSNs are placed in wards with no 

orientation programmes specifically for CSNs. Similarly, CSNs in Gauteng reported that there 

was no standardized orientation programme in the health facilities and wards they were placed 

in for community service (Tsotetsi, 2012:67). Thopola et al. (2013:174) stated that a lack of 

sufficient orientation was a factor contributing to lack of confidence affecting newly qualified 

nurses. 

3.8.2 Competencies of community service nurses 

Competencies of CSNs in Dr Kenneth Kaunda District are discussed based on the item-

analysis results, with a focus on medium and low competencies, effect sizes and HLM analysis 

of biographical data and competencies of CSNs. The CIRN questionnaire evaluated 

competencies of CSNs in seven sub-scales, namely clinical care (D1), leadership (D2), 

interpersonal relations (D3), legal/ethical (D4), professional development (D5), teaching-

coaching (D6), and critical thinking-research (D7). This section discusses findings according 

to these sub-scales. 

3.8.2.1 Clinical care (D1) competency 

The item-analysis of the CIRN questionnaire revealed that CSNs and preceptors reported that 

CSNs were lacking competence in implementation of the nursing process of clinical care, with 

a focus on assessment, planning, implementation and evaluation of nursing care. This was 

evident in moderate competence and medium practical significances reported for the items. 

Studies revealed that nurses are not implementing the nursing process in clinical practice. A 

patient document review study was conducted in Ethiopia among three hospitals, which 

revealed that 51.2% of nurses did not document their interventions and 53% did not evaluate 

their interventions (Semachew, 2018:3). Fifty per cent (50%) of preceptors reported that they 

found physical assessment of graduate nurses sometimes to be adequate (Hickey, 2009:38). 

Similarly, a study conducted in Limpopo revealed that nurses are not implementing the nursing 
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process in practice due to it being a time-consuming process; they lack knowledge in 

implementing it in practice, and rotation among wards and staff shortages affect 

implementation of the nursing process (Mutshatshi, Mamogobo & Mothiba, 2015:449). 

 

The HLM results indicated a significance difference between age and clinical care 

competencies of CSNs. CSNs aged 40 years and above assessed their clinical care 

competency lower than younger CSNs. Similarly, in a study conducted in Iran, novice nurses 

self-assessed themselves on the CIRN questionnaire; this study revealed that novice nurses 

aged 30–40 years were in the majority and scored themselves as moderately competent.  This 

study also revealed that there was no statistical significance between age and clinical 

competence (Soheilipor & Farajzadeh, 2016:3); this is similar to this study result where CSNs 

reported medium effect size with no statistical significance. Based on the study results one 

would expect that CSNs aged 40 years and above would score their clinical care competency 

higher than younger CSNs, as they had prior health care experience in lower categories of 

nursing (enrolled nurse assistant and enrolled nurse), and further their nursing career in 

completing a four-year nursing qualification; however, they could be experiencing difficulties 

in adjusting clinically to their new role as a professional nurse. 

 

3.8.2.2 Leadership (D2) competency 

One of the characteristics of a good manager or leader is understanding what they want to 

achieve and being able to communicate this, and effectively delegating associated tasks to 

the team (Ellis & Bach, 2015:7).The item-analysis results of competencies of CSNs revealed 

that CSNs have medium leadership competence, as they experience difficulties with forming 

well-functioning teams in the wards, by not being able to identify their colleagues’ strengths 

and weaknesses and recognizing others’ contributions and achievements. Ekstrom and Idvall 

(2015:80) describe this as being an attentive leader, by being able to read people and 

situations to be able to adapt their leadership to the situation and to the changing demands of 

the ward. New graduate nurses expressed that organizing the work of the team was difficult 

without leadership experience. An “experience gap” was identified, where experienced nurses 

were familiar with ward routines and new graduate nurses lacked this familiarity.  

The results further revealed that CSNs had difficulty in collaborating with the multidisciplinary 

team, conflict management and delegating subordinates. New graduate nurses identified 

communication with physicians and other health care team members as an area which needed 

additional skill and knowledge (Theisen & Sandau, 2013:408). Similarly, Hartigan et al. 

(2010:295), in their qualitative study, identified that communication difficulties among new 
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graduates included calling a physician, completing shift reports and resolving conflict. New 

graduates have expressed that they were unprepared to deal with conflict due to their lack of 

experience with strategies for dealing with conflict (Dyess & Sherman, 2009:407). Awaisi, 

Cooke and Pryjmachuk’s (2015:1733) study revealed that relationships with doctors affected 

new graduates’ transition, as doctors and other health professionals treated nurses as 

subordinates. With regard to CSNs’ delegation skills, studies indicated that new graduates 

and preceptors have identified that new graduates lack skills to act as administrators and 

coordinators of the care team (Hezaveh, Rafii & Seyedfatemi, 2014:218; Brown & Crookes, 

2016:6). Studies also indicated that the reason for CSNs not being able to delegate is the 

disrespect they experience from subordinates, who refuse to accept tasks delegated to them 

by intimidating and undermining their authority (Hickey, 2009:38; Shezi, 2014:63; Nkaone, 

2015:55).  

The HLM results revealed that older CSNs assessed their leadership competency lower than 

younger CSNs. These results are acceptable as these CSNs, aged 40 years and above, had 

not been in a leadership role prior to being a CSN, and it might be a bigger adjustment for 

them to lead their subordinates, whom they were previously part of in their roles as enrolled 

nurse assistants or enrolled nurses. Diploma-qualified CSNs rated themselves lower than 

degree-qualified CSNs in the leadership dimension, with a large practical significance and no 

statistical significance between variables. According to Blignaut (2012:65), the baccalaureate 

degree education includes a greater focus on educational, managerial and research roles than 

diploma education, which explains the reason that the the diploma- qualified CSNs would rate 

themselves lower. In contrast, a systematic review conducted by Chappell and Richard 

(2015:134) revealed that leadership skills for diploma programme nurses were higher than 

scores for baccalaureate degree nurses. 

3.8.2.3 Interpersonal relations (D3) competency 

In the interpersonal relations dimension, the results revealed that CSNs could not 

communicate effectively with team members, acknowledge their different cultural beliefs and 

be reliable in the workplace. The interpersonal relations dimension is interrelated to the 

leadership dimension, as evident through the EFA results. To be an effective leader in nursing; 

one needs to have acquired interpersonal skills such as communication, motivation and team- 

building skills. According to Pfaff, Baxter, Jack and Ploeg (2014:5), new graduate nurses often 

lack confidence in interprofessional interactions, due to team member devaluation of the new 

graduates’ knowledge and experience, which perpetuates feelings of low self-confidence. This 

in turn compromises delivery of safe and effective care. This study further suggested that 

supportive relationships with preceptors and mentors facilitated confidence in inter-
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professional collaboration. Opportunities to meet a variety of health professionals and learn 

about their roles, inter-professional rounds and case management meetings were seen as 

supportive strategies for building the new graduates’ confidence to interact with other health 

professionals (Pfaff et al., 2014:7). 

According to the HLM results, preceptors working in specialty areas indicated that CSNs 

needed to develop their interpersonal skills. These results indicated that specialty areas could 

be a stressful environment for CSNs, and that they would feel less confident to communicate 

with the multidisciplinary team due to undeveloped specialty clinical skills. Mentored CSNs 

also mentioned that they needed to develop their interpersonal skills. Furthermore, CSNs who 

worked in wards without orientation programmes reported that they needed to develop their 

interpersonal skills. The results of mentoring and ward orientation programmes indicate that 

CSNs need to have support in the form of mentoring and a PPE in order for them to feel a 

sense of belonging, which will improve their interaction with other staff. 

3.8.2.4 Legal/ethical (D4) competency 

In the legal/ethical dimension, the item-analysis of competencies showed that CSNs lacked 

skills in advocating for patients and reporting malpractice incidents in the working environment.  

On the contrary, in their study Lofmark, Smide and Wikblad (2006:725) indicated that both 

new graduates and experienced nurses rated their ability as good or strongly developed in 

their ethical awareness. This issue could be related to the CSNs’ lack of confidence in practice 

– thus they avoid conflict by not reporting malpractice incidences. Older preceptors assessed 

CSNs lower than preceptors of other age groups in the legal/ethical dimension. These 

preceptors reported medium to large effect sizes with statistical significance. 

Furthermore, CSNs who did not rotate among wards during community service indicated that 

they needed to develop their legal/ethical skills. This could indicate that CSNs who are not 

exposed to rotation are not exposed to different patient situations where they need to advocate 

for patients.  

3.8.2.5 Professional development (D5) competency 

In the professional development dimension, it was evident that CSNs needed to develop their 

organizational socialization skills in the nursing profession, and identify their learning needs 

with regard to professional growth. Organizational socialization is the process through which 

new employees learn about and adjust to new jobs, new roles and the culture of their working 

environment (Lalonde & McGillis-Hall, 2016:775). According to Kelly and Ahern (2009:915), 

socialization is a significant issue for new graduate nurses, and acquisition of knowledge of 
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the socialization processes is important in successful transition. New graduates who are not 

appropriately supported in their socialization processes are found to be less satisfied, perform 

poorly and are not committed to remain in the profession. The use of appropriate preceptors 

and clinical facilitators promotes a sense of belonging and enables these novice nurses to 

identify with a colleague in the clinical environment (Lalonde & McGillis-Hall, 2016:779).  

CSNs in this study did not have mentors assigned to them during their placements, which 

explains their lack of organizational socialization in the profession, which could lead to role 

conflict and role ambiguity, decreased job satisfaction and increased turnover, as identified by 

Van Maanen and Schein’s (1979) organizational socialization theory. Another concern was 

that CSNs could not identify their learning needs for professional growth. This could also be 

affected by the lack of mentorship to guide them during their placements, to be able to identify 

which areas they need assistance in and which they can further develop in order to create a 

career path in the nursing profession. 

The HLM results revealed that preceptors that worked in specialty areas rated CSNs lower in 

the professional development dimension. This suggests that specialist preceptors felt that 

CSNs needed to develop their professional development skills. A specialist nurse might be 

more focused on developing professionally, while a general nurse will be focused on 

developing their clinical skills and knowledge, which could explain the results of the HLM. 

Furthermore, CSNs who rotated among wards rated themselves higher in the professional 

development dimension (D5) than those who did not rotate among wards. These HLM results 

indicate that CSNs that rotated among the wards were exposed to different professional 

situations, in which they might have felt they can identify which areas they still need to develop 

in order to grow professionally. 

3.8.2.6 Teaching-coaching (D6) competency 

This study revealed that CSNs have difficulty in teaching other staff members and patients 

while placed for community service. Lofmark et al. (2006:726) reported that new graduates 

demonstrated the lowest ability in informing and teaching co-workers and students; lower than 

that for informing patients and relatives. Similarly, in a study conducted in Australia, graduate 

nurses self-assessed their competence in the teaching-coaching domain as low (Lima, Newall, 

Kinney, Jordan & Hamilton, 2014:356). The nursing curriculum at undergraduate level focuses 

on producing a critical thinker who can clinically work independently; this could be the reason 

for the underdeveloped educational role when they transition into their roles as a professional 

nurse. Their educational role as students focuses on giving health education to patients, which 

should be a well-developed skill, but these CSNs are having difficulties in teaching patients as 
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well.  The HLM results indicated that preceptors working in wards with orientation programmes 

assessed CSNs teaching-coaching competency higher than those working without ward 

orientation programmes. These preceptors reported large practical significances with 

statistical significance. 

3.8.2.7 Critical thinking-research aptitude (D7) competency 

Item analysis of competencies of CSNs revealed that CSNs need to develop their clinical 

decision-making and clinical judgement skills and incorporate research (EBP) into nursing 

care. According to Sackett et al. (1996:71), evidence-based medicine is defined as the 

“conscious”, explicit and judicious use of current best evidence in making decisions about the 

care of individual patients. It is an ideal that is fostered in educational programmes and 

encouraged in health care institutions; however, it is not fully implemented in most practice 

settings (IoM, 2000). 

In their study Ferguson and Day (2007:110) stated that new graduates experience a limitation 

in their attempts to enact EBP, specifically in using their developing clinical judgement in the 

application of evidence to practice. They do not have confidence in their own clinical 

judgement and rely on the judgement of others. Furthermore, Freeling and Parker (2015) 

reported the need for graduate nurses to have more confidence in clinical decision-making 

abilities. Cho, Laschinger and Wong (2006:54) also stated that new graduate nurses are at 

the lowest position within the bureaucratic structure, which may impede their autonomy in 

decision-making.   

A study by Fero et al. (2009:8) indicated that 25% of new graduate nurses participating in 

assessments were not able to recognize the clinical problem, safely prioritize care, implement 

independent nursing intervention and convey a rationale for their decision-making. These 

studies show that without clinical judgement, a newly qualified nurse will not be able to use 

EBP in nursing care, as they will be unable to provide safe patient care. 

The HLM results indicated that CSNs aged 40 years and above assessed their critical thinking-

research competency lower than younger CSNs. With regard to CSNs aged 40 years and 

above, these are nurses who have been in lower nurse categories such as enrolled nurses 

and enrolled nurse assistants. In those roles they did not need to make critical-thinking 

decisions with regard to patient care, and thus this is a new skill that they need to adapt in 

their new role as a professional nurse. Preceptors with 6 years and more experience rated 

CSNs critical thinking-research competency lower than preceptors with 0–1 year of 
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experience. Preceptors with more clinical experience would focus on critical-thinking skills, 

which explains this result. 

3.9 SUMMARY 

This chapter discussed competencies of CSNs according to CSNs and their preceptors. It is 

evident that community service for nurses in Dr Kenneth Kaunda District is not implemented 

to serve its purpose by developing their practical skills, knowledge, critical thinking and 

professional behaviour. Mentorship during community service plays a pivotal role for these 

new nurses in practice; lack thereof has indicated that CSNs experience ‘reality shock’ due to 

not feeling confident to practice in their different roles as professional nurses. The study also 

indicated that rotation among wards during community service can assist CSNs to develop 

skills in the legal/ethical, professional development and teaching-coaching dimensions, as 

evident in the HLM results. Furthermore, the results revealed that CSNs in Dr Kenneth Kaunda 

District need to develop their competencies in all sub-dimensions in the CIRN questionnaire. 

Thus, one can conclude that the presence of mentorship in the community service for nurses 

will ensure that CSNs move from advanced beginners, as identified by Benner (1984), to 

competent professional nurses that can practice independently in their different professional 

nurse roles.
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CHAPTER 4 

LEARNING NEEDS OF COMMUNITY SERVICE NURSES  

(OBJECTIVE 2 RESULTS)  

4.1 INTRODUCTION 

In Chapter 3, the competencies of CSNs were described according to CSNs’ and preceptors’ 

perspectives. This chapter presents the learning needs of CSNs which were identified during 

their community service placement, from the perspectives of CSNs, preceptors and health 

facility managers (Nurse Managers, Operational Managers and Unit Managers). 

To explore the learning needs of CSNs the researcher conducted focus group interviews with 

CSNs and individual interviews with their preceptors, Nurse Managers, Operational Managers 

and Unit Managers. 

In this section, the researcher presents the accessible sample of participants and the 

demographic data of each sample according to the data collection method. Each sample’s 

results are presented separately to identify the learning needs per sample group, then 

conclusion statements of the learning needs identified from all sample groups are presented. 

A discussion of the learning needs (objective 2) which is embedded in the literature is 

discussed, to highlight the learning needs of CSNs during their community service placements 

in Dr Kenneth Kaunda District. 

4.2 REALIZATION OF FOCUS GROUP AND INDIVIDUAL INTERVIEW SAMPLES 

The participants for objective 2 are discussed separately according to the data collection 

method, as illustrated in Table 4.1. 

a) Community service nurses 

CSNs were selected for focus groups from among the participants from 20 health facilities 

(N=60) who completed the CIRN questionnaire (objective 1). The researcher excluded two 

District hospitals, eight CHCs and seven clinics, which reduced the health facilities to one 

District hospital, one Specialized hospital and one Regional hospital (see Chapter 2, section 

2.5.2.3). These health facilities were excluded due to less than three CSNs being placed there 

and hence being unable to conduct focus groups. In this manner the sample size of CSNs 

reduced from 60 to 36; 19 CSNs participated in the focus groups at the selected hospitals, as 

indicated in Table 4.1. 
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b) Preceptors 

Preceptors were selected from among 54 participants from 20 health facilities who completed 

the CIRN questionnaire. The researcher invited preceptors from the same health facilities 

where CSNs were selected for focus groups – one District hospital (N=8), one Specialized 

hospital (N=9) and one Regional hospital (N=16) – resulting in a sample size of preceptors of 

33, of whom 12 were willing to participate in individual interviews. 

c) Nurse Managers 

Nurse Managers were selected from three District hospitals (N=3), one Regional hospital 

(N=1) and a Specialized hospital (N=1), thus resulting in a population of five Nurse Managers, 

all of whom participated in individual interviews. 

d) Operational Managers 

Operational Managers were selected from seven (N=7) clinics and eight (N=8) CHCs. Five 

from clinics and five from CHCs were willing to take part in the interviews. 

e) Unit Managers 

Unit Managers were selected based on the wards where CSNs are placed in one District 

hospital, one Specialized hospital and one Regional hospital. The researcher included the 

same facilities that CSNs were selected from, in order for Unit Managers to give their 

perspective on the same CSNs. The majority of CSNs were placed in 10 wards from the three 

health facilities; hence the population of Unit Managers numbered 10. Of these 10, five were 

willing to take part in individual interviews. 

Table 4.1: Participants for focus groups and individual interviews 

PARTICIPANTS DATA COLLECTION 

METHOD 

POPULATION  TARGET 

POPULATION 

SAMPLE 

Community service nurses Focus groups 60 36 19 

Preceptors Individual semi-structured 
interviews 

54 33 12 

Nurse Managers Individual semi-structured 
interviews 

5 5 5 

Operational Managers Individual semi-structured 
interviews 

15 15 10 

Unit Managers Individual semi-structured 
interviews 

10 10 5 

Total  144 99 51 
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4.3 DEMOGRAPHIC PROFILE OF PARTICIPANTS 

This section describes the participants’ demographic profile separately, in order to understand 

the type of participants that participated in the focus groups and the individual interviews. 

a) Community service nurses 

Before focus groups were conducted with CSNs at the three health facilities, the mediator 

collected biographical data from the participants (Addendum P), requesting their gender, age, 

highest qualification, area of work, orientation and mentoring received during placement, as 

illustrated in Table 4.2.  

Table 4.2: Demographic profile of CSNs in focus groups  

COMMUNITY SERVICE NURSES (n=19) 

DEMOGRAPHICS FREQUENCIES 

  n % 

GENDER Female 14 74 

Male 5 26 

AGE (yrs)  Mean age of 32   

HIGHEST QUALIFICATION Degree 8 42 

Diploma 11 58 

AREA OF WORK Mental health 6 32 

Maternity 4 21 

Theatre 2 11 

ICU 1 5 

Clinic 1 5 

Medical-surgical 4 21 

Orthopaedic 1 5 

ORIENTATION RECEIVED Yes 13 68 
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No 6 32 

MENTORING RECEIVED Yes 1 5 

No 18 95 

 

The average age of CSNs was 32 years with the age profile ranging from 22 to 43 years, and 

the majority of CSNs were females (n=14; 74%) with a four-year diploma in nursing (n=11; 

58%). CSNs were more commonly placed in specialty areas (n=14; 74%) such as mental 

health (n=6; 32%), maternity (n=4; 22%), theatre (n=2; 11%), ICU (n=1; 5%), and outpatients 

(n=1; 5%). Thirteen (n=13; 68%) had received orientation on policies of the hospital. With 

regard to mentorship, 18 (95%) of the CSNs reported that they had no mentor assigned to 

them.  

b) Preceptors 

Thirty-three preceptors from one district hospital, one regional hospital and one specialized 

hospital were invited to participate in individual interviews, with 12 being willing to do so. The 

mediator obtained demographic data pertaining to preceptors’ gender, age, highest 

qualification, area of work, mentoring experience and mentoring training received prior to the 

interview (Addendum Q), as illustrated in Table 4.3. 

Table 4.3: Demographic data of preceptors for individual interviews 

PRECEPTORS (n=12) 

DEMOGRAPHICS FREQUENCIES 

  n % 

GENDER Female 7 58 

Male 5 42 

AGE (yrs)  Mean age of 44   

HIGHEST QUALIFICATION Diploma 6 50 

Post-diploma 4 33 

Degree 2 17 
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AREA OF WORK Specialty 

units 

7 58 

General 

wards 

5 42 

MENTORING EXPERIENCE Less than a 

year 

1 8 

1–2 years 1 8 

3–4 years 1 8 

More than 4 

years 

9 75 

MENTORING TRAINING Yes 0 0 

No 12 100 

 

The majority of preceptors who participated were female (n=7; 58%), with an average age of 

44 years; ages ranged from 24 to 55 years. The most common qualification obtained by 

preceptors was a four-year diploma (n=6; 50%). The largest majority of preceptors were 

working in specialty areas (n=7; 58%), with nine (n=9; 75%) having more than 4 years’ 

mentoring experience. All preceptors (n=12; 100%) reported that they had not received 

mentorship training prior to mentoring the CSNs. 

c) Health facility managers 

The health facility managers consisted of Nurse Managers, Unit Managers and Operational 

Managers; their demographic data are discussed separately in Tables 4.4–4.6. The mediator 

obtained demographic data (Addendum Q) pertaining to gender, age highest qualification, 

area of work, mentoring experience, and mentoring training received prior to the individual 

interviews.  
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Table 4.4: Demographic profile of Nurse Managers 

NURSE MANAGERS (n=5) 

DEMOGRAPHICS FREQUENCIES 

  n % 

GENDER Female 4 80 

Male 1 20 

AGE (yrs)  Average age of 47  

MANAGER EXPERIENCE  Average of 15 years  

MENTORING EXPERIENCE  3–8 years  

INVOLVEMENT WITH CSNs Follow-up on progress 3 60 

Not working closely with 

CSNs 

2 40 

 

 Nurse Managers 

Table 4.4 presents the demographic profile of Nurse Managers. Five Nurse Managers from 

three District hospitals, a Regional hospital and a Specialized hospital were invited to 

participate; all five took part in the study. The majority of Nurse Managers were females (n=4; 

80%) with an average age of 47 years (range 32–55 years). Duration of Nurse Managers’ work 

experience ranged from 3 to 31 years, with 3–8 years of mentoring experience reported. Nurse 

Managers indicated that they are involved with CSNs through following up on their progress 

(n=3; 60%).  

 Unit Managers 

Ten Unit Managers were invited to participate from 10 wards/units where CSNs were placed, 

and five participated in the interviews.  The demographic profile of the Unit Managers is 

illustrated in Table 4.5. 
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Table 4.5: Demographic profile of Unit Managers 

UNIT MANAGERS (n=5) 

DEMOGRAPHICS FREQUENCIES 

  n % 

GENDER Female 3 60 

Male 2 40 

AGE (yrs)  Average age of 49  

MANAGER EXPERIENCE  Average of 14 years  

MENTORING EXPERIENCE  3–8 years  

INVOLVEMENT WITH CSNs Follow-up on progress 3 60 

Working closely with 

CSNs 

2 40 

 

Table 4.5 shows the demographic profile of the Unit Managers. The majority of Unit Managers 

were females (n=3; 60%), and the average age of the Unit Managers was 49 years (range 43- 

57 years).Their duration of managerial experience ranged from 2 to 16 years. Three (n=3; 

60%) reported that they follow-up on the CSNs’ progress, while two (n=2; 40%) stated that 

they worked closely with them. 

Table 4.6: Demographic profile of Operational Managers 

OPERATIONAL MANAGERS (n=10) 

DEMOGRAPHICS FREQUENCIES 

  n % 

GENDER Female 8 80 

Male 2 20 

AGE (yrs)  Average age of 45  

MANAGER EXPERIENCE  Average of 6 years  
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MENTORING EXPERIENCE  18 months -– 10 

years 

 

INVOLVEMENT WITH CSNs Follow-up on progress 4 40 

Working closely with 

CSNs 

3 30 

Not working closely 

with CSNs 

3 30 

 

 Operational Managers 

Fifteen Operational Managers were invited to participate in the study, and ten were willing to 

take part. Eight (n=8; 80%) of the Operational Managers were female. The average age was 

45 years, with a range of 34–59 years. Length of experience as an Operational Manager 

ranged from 1 to 9 years. Their working experience with CSNs ranged from 18 months to 10 

years. Four (n=4; 40%) of Operational Managers reported that they follow-up on CSNs’ 

progress.  

4.4 FOCUS GROUP DISCUSSION RESULTS 

Three FGDs were conducted with 19 CSNs from a District hospital, a Regional hospital and a 

Specialized hospital. CSNs discussed their learning needs during their community service 

placements (Addendum M). Five themes with sub-themes emerged from the FGDs, as 

illustrated in Table 4.7. 

Each theme is discussed with supporting verbatim quotes from the results. Participants are  

indicated as follows: CSNRH: R1 pg., which means CSN from a Regional hospital, respondent 

1, and page number on the transcripts. At the end of the results, conclusion statements are 

presented for the FGDs, which will be discussed at the end of the chapter together with the 

individual interview results. The literature is embedded in the discussion of the results.  
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Table 4.7: Themes and sub-themes from FGDs with CSNs 

CATEGORY: COMMUNITY SERVICE NURSES 

THEME 1: CHALLENGES WITH PLACEMENTS OF COMMUNITY SERVICE NURSES 

Sub-theme 1.1: Placements in health facilities  Health facilities are unprepared in receiving 

community service nurses (CSNRH: R1; CSNSH: 

R5) 

 Placements are in areas of shortages of nurses 

and are not a learning opportunity (CSNRH: R4 & 

R5 pg. 5, CSNSH: R1 pg. 6, CSNSH R3 pg.1) 

 Placed in disciplines of no interest (CSNSH: R5 

pg. 5)  

 Placed in high-risk specialty areas (CSNSH: R2 

pg.13) 

Sub-theme 1.2: Rotation during community 

service 

 Not exposed to all specialty areas (CSNRH: R6 & 

R7 pg. 8) 

 Rotation makes adaptation to wards difficult 

(CSNRH: R1 & R4 pg.1) 

 Inconsistencies among health facilities with 

regard to rotation (CSNSH: Respondents pg. 7; 

CSNDH: R5 pg. 5) 

THEME 2: LACK OF A STRUCTURED PROGRAMME FOR COMMUNITY SERVICE NURSES 

Sub-theme 2.1: Lack of structured orientation 

programme for community service nurses 

 Inconsistencies with orientation programme 

(CSNDH: R2 pg.10)  

 No learning objectives for community service 

nurses (CSNDH: R3 pg.10, CSNSH: R2 pg. 10) 

 Orientation toward routine not done adequately 

(CSNSH: R4 pg. 2)  

 No job description for community service nurses 

(CSNSH: R2 pg.10) 

 Not assessed during community service (CSNSH: 

R2 & R4 pg.10) 

 Community service nurses have no career path 

(CSNSH: R3 pg.10) 

 Different remuneration structure from health 

facilities (CSNSH: R1 pg. 8; CSNSH: R3 pg. 9) 

 

THEME 3: LACK OF STAFF SUPPORT DURING COMMUNITY SERVICE 

Sub-theme 3.1: Lack of mentorship during 

community service 

 Unsupervised during community service 

(CSNRH: R2 & R5 pg. 6, CSNSH: R3 pg. 1, 

CSNSH: R2 pg.5, CSNSH: R5 pg. 3, CSNDH: 

R1, R3, R4 & R5 pg.1-7). 

Sub-theme 3.2: Lack of support from professional 

nurses and subordinates 

Lack of support from staff (CSNRH: R6 pg. 6, 

CSNSH: R5) 

Sub-theme 3.3:  Negative staff attitudes  Lack of trust from senior staff (CSNRH: R5 & 

R6 pg. 3; CSNDH: R1) 

 Bullied by subordinates (CSNRH: R7, 

CSNSH: R2 & R3 pg. 6)  
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 Disrespected by senior staff (CSNRH: R1, 

CSNSH: R2, R4, R3, CSNDH: R2, R3, R4 

pg. 1) 

 Staff are unapproachable (CSNRH: R3 pg. 5, 

CSNDH: R6 pg. 3) 

THEME 4: LIMITED EXPOSURE TO DIFFERENT ROLES OF PROFESSIONAL NURSE 

Sub-theme 4.1: Clinician role Limited exposure to specialty areas (CSNSH: R2 pg. 

1, CSNRH: R8 pg. 8) 

Sub-theme 4.2: Managerial role  Challenge with delegation of senior staff 

(CSNRH: R6 pg.1)  

 Lack of exposure to leadership skills 

(CSNRH: R4 pg. 3) 

 Inconsistencies with regard to administrative 

roles (CSNRH: R5 pg. 6, CSNSH: R3 pg. 7) 

 Expected to delegate non-nursing staff 

(CSNSH: R2 pg. 2 & R4 pg. 5) 

 Involved in decision-making based on 

Operational Manager’s attitude (CSNSH: R1 

pg. 7) 

Sub-theme 4.3: Educator role  Teaching students, patients and 

subordinates depending on the ward 

placement (CSNDH, R2 pg. 5 & R4 pg. 5) 

Sub-theme 4.4: Research role  No exposure to research (CSNRH: R7 pg. 4) 

THEME 5: GAPS IN NURSING EDUCATION 

Sub-theme 5.1: Nursing curriculum challenges  Lack of exposure to specialty areas as 

students (CSNRH: R1, R6 & R7 pg. 8, 

CSNSH: R4 pg. 6) 

 Nursing theory doesn`t cover all relevant 

topics needed (CSNRH: R1)  

 Nursing modules presented in a week 

(CSNSH: R2 pg. 13, CSNDH: R3 pg.12) 

 Nursing education doesn`t prepare 

community service for administrator role 

(CSNSH: R3 pg. 14) 

 Nurse educators need to be updated about 

changes in nursing (CSNSH: R4 pg.14, 

CSNDH: R2 & R3 pg.11-12) 

 

4.4.1 Theme 1: Challenges with placements of community service nurses 

Placements of CSNs refers to the placement in public health facilities, which is the 

responsibility of the NWDoH. The placements also refer to the ward placements of CSNs by 

the Nurse Managers of the health facilities. CSNs revealed that health facilities were not 

prepared to receive them for their community service year placement, which made them 

experience ‘reality shock’. They perceived their ward placements not as a learning opportunity, 
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but as a way of relieving nurse shortage in certain wards, which led them to be placed in wards 

they had no interest in. Of concern was that senior professional nurses were not always 

available to work in specialty areas; which led CSNs to be placed in these high-risk specialty 

areas even though they did not have a lot of clinical experience. These sub-themes are 

discussed with verbatim quotes as below. 

4.4.1.1 Sub-theme 1.1: Placements in health facilities 

According to Section 40(3) of the Nursing Act, No. 33 of 2005, the Minister of Health is 

responsible for publishing all public health facilities where community service may be 

performed in the Government Gazette (SANC, 2005). The Provincial DoH allocates the 

numbers of CSNs to the health facilities, based on the needs of the province. Nurse Managers 

at the health facilities allocate the CSNs to the wards, according to the health facilities’ needs. 

CSNs reported that health facilities were unprepared to receive them, which was evident 

through the ward placements not being planned prior to their arrival at the facilities:  

“They didn’t even know I was coming, so just they see me here and they were like….” (CSNRH: R1, 

pg. 9) 

“Firstly, I haven’t had a ward because of all of us was placed or all of them were placed and then uhm… 

the Matron forgot to put my name on the list so I was the lucky winner of the EU [Emergency Unit] on 

the dot.” (CSNSH: R5, pg. 3) 

CSNs also reported that they are placed in wards where there is a shortage of staff, which 

does not provide them with learning opportunities in the wards:  

“… every ward that I’ve been to there is a short … they are short-staffed, so wherever we are in the first 

month we are covering both shifts…” (CSNRH: R5, pg. 5) 

“It’s all about covering… You are not given a chance to learn, you learn on your own but the only main 

aim is to get the job done, that’s it…” (CSNRH: R4, pg. 5) 

With regard to ward placements of CSNs, they reported that they were placed in disciplines 

that they had no interest in, and placed in high-risk specialty areas. This was evident in the 

following responses: 

“… currently, I’m at a outpatients’ department so we don’t have midwifery and the sad part about that, 

I like midwifery badly” (CSNRH; R5, pg. 5) 

“… the old staff don’t want to go to maternity ward, because they know the risk, the danger involved. 

So they’ll throw poor comm serve [community service nurse] there, at the end of the day those poor 
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comm serve are at the Nursing Council, they begin to question the quality of education that we … did 

we receive at school but it’s not about that, it’s about the time spent in that facility, it’s not enough”. 

(CSNSH: R2, pg. 13)  

4.4.1.2 Sub-theme 1.2: Rotation during community service 

CSNs are required to rotate among disciplines after 3 months during their community service 

period; however, it was noted during the FGDs that there were a lot of inconsistencies with 

regard to the rotation process. These CSNs were placed for a week in a ward, instead of the 

requested 3 months to gain clinical experience: 

“I was working in … in the EU [Emergency Unit] itself, then uhm … after I think 1 week they shifted me 

to another block that’s different and there it was terrible.” (CSNSH: R5, pg. 3) 

CSNs also expressed that rotation among the wards makes adaptation to wards difficult, as 

they have to adapt to a new environment and staff and build new trusting relationships with 

senior staff. This was evident in the following responses: 

“… it’s difficult to rotate because then you have to win their trust again with all new people in each ward” 

(CSNRH: R1, pg. 1)  

“When you go to a new ward, no one trusts you …. [laughing in the background] yah … They don’t trust 

whatever you’re doing, you come up with suggestions, and they don’t take you seriously like it’s…. it’s 

rare where they listen to you.” (CSNRH: R4, pg. 1) 

“… we are normally working 3 months. Sometimes when you go to that ward you’re used to that ward, 

again you have to come out and just to go and learn another thing in the ward, so it’s a big challenge.” 

(CSNRH: R5, pg. 1) 

4.4.2 Theme 2: Lack of a structured programme for community service nurses 

A structured programme refers to a support programme that is uniform in nature, with set 

learning outcomes. These sections highlight how CSNs experienced their CCS year 

placements, highlighting their lack of oriention at the health facilities, which affected their 

learning opportunities. 

4.4.2.1 Sub-theme 2.1: Lack of structured orientation programme for community service 

nurses 

Induction and orientation programmes are used interchangeably in the literature, but in this 

study the term ‘orientation’ will be used. Rush et al. (2015:144) explained that an orientation 

programme consists of general orientation to the organization followed by a more specific unit 
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orientation. Furthermore, Scott, Engelke and Swanson (2008:81) stated that longer 

orientations that meet the new graduates’ needs result in better satisfaction and retention of 

new graduates. 

CSNs reported that inconsistencies exist within community service. They were not well 

orientated to the organizational policies and the wards’ functionality, but were expected to 

function as professional nurses as soon as they started working at the health facilities:  

“You go to EU [Emergency Unit], you hand-over a patient, ‘No you didn’t do this and this and this’, no 

one tells you these things in the beginning and many of them think that you know these things.” 

(CSNSH: R4, pg. 2) 

“… when you get to a level of community service, they’ll take you step-by-step for only 1 month or even 

2 weeks or 1 week for orientation, then after that you’re on your own. So to me it’s useless, actually.” 

(CSNDH, R2, pg. 10) 

Important to note is that CSNs reported that the orientation programme has no learning 

objectives for CSNs, no job description nor any assessments for the CSNs. This means that 

each health facility conducts community service in any manner they want to, so no CSN 

experiences their community service year the same as another:  

“… they should get a policy that’s more in detail of what a Comm Serve PN [professional nurse] should 

be doing … how to treat a Comm Serve and all those things, because I think they have a really 

misunderstanding of what we should do … we’re PNs so Comm Serve doesn’t even go into their minds, 

except if they don’t want you to do something, then you’re Comm Serve.” (CSNSH: R2, pg. 10) 

“… we don’t get evaluated and the thing is at the end of the year, say for instance I apply for a post 

somewhere else, I need to have a referral letter. How are they going to give me a referral letter without 

evaluating me?” (CSNSH: R2, pg. 10) 

“… I’ve never seen any report about me, so I think maybe in December they’ll write two reports … 

They’ll falsify the information …” (CSNSH: R4, pg. 10) 

CSNs also mentioned that they were alarmed to hear from their colleagues from other health 

institutions that their remuneration structure differed from theirs, despite the fact that some are 

placed in specialty health facilities, such as clinics. This was evident in the following comment: 

“… some of our colleagues in other clinics, they’re earning close to R21 000.00. So now you ask yourself 

where they are working and where are some of us working, maybe we’re in Zambia, some they are in 

Ghana…” (CSNSH: R3, pg. 9) 
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4.4.3 Theme 3: Lack of staff support during community service 

In this section, CSNs expressed the support they received during their community service 

placement from their mentors, who are senior professional nurses, and their subordinates, 

who are enrolled nurses (ENs) and enrolled nurse assistants (ENAs). 

4.4.3.1 Sub-theme 3.1: Lack of mentorship during community service 

Mentoring is a way of socialization and a supportive teaching-learning strategy for those who 

are new to practice (Setati & Nkosi, 2017:131). It is an important aspect when a new graduate 

nurse transitions into their new role as a professional nurse; lack thereof can lead to them 

feeling lost, disorientated and frightened to practice in their new work environment (Lewis & 

McGowan, 2015:40). The majority of CSNs reported that they had no mentor assigned to them 

during their community service period. They were thrown in the deep-end and expected to 

function as a professional nurse:  

“My… my first day in… in ward 7, I was the only person with an ENA but … on a Sunday and there’s 

five doctor’s rounds, I was the only person and that ENA, I cried [laughs] … because they just leave 

you on your own to just do like… and then if you make a mistake they’d say ‘Why didn’t you come and 

ask for help or…?’” (CSNDH: R4, pg. 2) 

“… they told me no, I can’t work night shift because a comm serve can’t work night shift because it’s 

only one sister working night shift, but in the meanwhile they’re leaving me alone in the ward during the 

day, with more things to do…” (CSNSH: R2, pg. 5)  

4.4.3.2 Sub-theme 3.2: Lack of support from professional nurses and sub-ordinates 

CSNs reported that they don’t receive any support from their seniors and subordinates during 

their placements as CSNs: 

“… a lot of the times they are not the sisters but the EN or ENAs, they will uhh … if you ask them to 

help with something, they would be like ‘Do it yourself’ and you only ask when you’re busy, it’s when 

you don’t have time to do it yourself that you ask them to help and then they’re a bit uhm… ‘But why 

don’t you do it yourself’.” (CSNDH: R3, pg. 1) 

4.4.3.3 Sub-theme 3.3: Negative staff attitudes 

Staff attitudes refers to the senior professional nurses, subordinates and Hospital Managers’ 

behaviour towards CSNs during their community service placement. 

CSNs reported that there is a lack of trust from senior staff, when they rotate into a new ward, 

and they are disrespected by subordinates as professional nurses. They are also bullied as 
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they are seen as younger professional nurses, while they have to delegate older subordinates 

in their wards:  

“… sometimes in the other wards you get nice people, somewhere people are being nasty or cruel they 

are not the same and as a comm serve they’ll always think you’re going to make mistakes … they’ll 

grab whatever you do, they’re there to … That’s what I experienced. They’re always checking what you 

have done, whether you do the right things or … They think they are the only ones who do the right 

things”. (CSNDH: R1, pg. 1) 

 

“… we are always allocated by our subordinates instead of us doing … telling them what to do, they will 

tell us what to do” (CSNRH: R7, pg. 2) 

“… the sister that I’m working with are way older than me, they treat me as their child not their colleague 

… I experience lots of bullying, firstly, yeah and then lack of support from my Operational Manager 

because most of the time I will go to her and complain about the bullying, the treatment that I’m getting, 

but she’ll tell me that no, you’re young, just hang in there, you’ll get over it” (CSNSH: R2, pg. 1) 

4.4.4 Theme 4: Limited exposure to different roles of professional nurse 

CSNs are to practice as professional nurses in their different roles as a clinician, manager, 

educator and researcher, while completing their community service year. However, they are 

not always exposed to these different roles as professional nurses during their placements. 

4.4.4.1 Sub- theme 4.1: Clinical role 

The clinical role of a professional nurse is the ability to perform clinical skills when managing 

patients and the decision-making process of ensuring patient health. 

CSNs were well exposed in their clinical role, as they formed part of the nursing team in 

nursing patients; however, they felt that this role was not challenging as they were not involved 

in decision-making on patient care and didn’t get the opportunity to apply critical-thinking skills 

in managing patients:  

“… there is not much, it’s just basically patient care. Now and then something will happen that’s nice 

that can force some output thinking, to think outside the box, but other than that, it’s always the 

same” (CSNSH: R1, pg. 6) 

CSNs also reported that there is limited exposure to work in specialty areas:  

“… we don’t get to go to maternity, I’m wondering why because as soon as you complete your comm 

serve actually, they will place you there in maternity, post comm serve” (CSNRH: R8, pg. 8) 
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4.4.4.2 Sub-theme 4.2: Managerial role 

The managerial role of a professional nurse is the ability to complete administrative tasks 

concerning the staff, such as allocating off-duties, ordering of stock, etc., to make sure the 

ward functions optimally. The professional nurse should also be able to lead, influence and 

support the nursing team in their duties to function as a whole in patient care. 

CSNs articulated challenges within this role, which includes challenges with delegating to 

senior staff, lack of exposure to leadership skills, and inconsistencies that exist among health 

facilities with regard to exposure to the role. 

These challenges were evident in the following responses: 

“… they expect you to manage the staff and you just came from school, you’re young, now you have to 

tell someone who’s been working there for 10 years how to do their job or what to do” (CSNRH: R6, pg. 

1) 

“The last time my manager wanted to … no … actually my shift leader went to a meeting, so some ward 

called, they wanted the person in charge, by that time I was in charge and then this other lady who’s a 

staff nurse was telling me no … you’re not supposed to take decisions, you’re supposed to ask me 

because I’ve been here before you … long before you” (CSNRH: R4 pg. 3) 

4.4.4.3 Sub-theme 4.3: Educator role 

CSNs expressed that they are mainly exposed in their educator role, where they teach 

students placed in their wards, patients are given health education, and subordinates are given 

in-service training: 

“… there’s students in wards and then sometimes they come to you for advice and then you have to 

teach them to do things ‘cause we can teach students to do different stuff and so you … there you gain 

a bit of education…” (CSNDH: R2, pg. 5)  

 

“I think ward 10, we do in-service training. Every… every day, it’s done every day. Then, in the other 

wards, not really” (CSNDH: R4, pg. 5) 

4.4.4.4 Sub-theme 4.4: Research role 

The research role of professional nurse refers to the ability of a professional nurse to 

incorporate EBP in nursing care, and also apply the research process in finding solutions in 

nursing care. 
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CSNs from all of the participating health facilities reported that they were not exposed to their 

research role during community service. This is due to health facilities not working closely with 

the research entities, and they are also not included in PSG meetings, where statistics of the 

patients seen at the hospital and issues of patient care which arise are discussed. This was 

evident in the following responses of CSNs: 

“There’s actually one Matron who’s really up to date about research but she doesn’t share with … or 

whatever. I just came across because I was in her office, but that’s the only thing I’ve ever seen, I 

haven’t been in any research before” (CSNDH: R2, pg. 6) 

“… you cannot initiate something because there’s always something to do … there’s so much that I see 

needs to be changed but the staff attitude, its’ like … they don’t even respect the Manager so you feel 

… ‘so who are you’, because even the Manager can see and is suggesting things but they just don’t do 

it” (CSNRH: R7, pg. 4) 

4.4.5 Theme 5: Gaps in nursing education 

This theme explains the gaps identified by the CSNs in nursing education received during their 

four-year degree or diploma in nursing. This includes the challenges they experienced with 

the nursing curriculum while undergoing their four-year nursing training.  

4.4.5.1 Sub-theme 5.1: Nursing curriculum challenges 

The CSNs reported that as nursing students they had limited exposure in specialty areas, 

which made them less effective to work in specialty areas as CSNs. This was evident in the 

following response: 

“… my next rotation is casualties and I never worked in casualties before, never ever… ever… ever… 

while studying” (CSNRH: R1, pg. 8) 

A theory-practice gap was identified by the CSNs, who stated that the nursing curriculum does 

not include all relevant topics that they are exposed to in practice. Nursing colleges were said 

to present their modules in a week, which was not enhancing effective learning for the 

students. These issues were highlighted in the following responses: 

“… The thing is at the college, they use 1994 you know … policies or whatever… because when you 

go to the facility it’s something else, because  I… we once complained to them that ‘Why can’t you … 

now and again you go to the hospital, go to sub-district, get the policies, and amend them with your 

curriculum” (CSNDH: R3, pg. 12) 
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“… Four weeks you do different modules, different subjects. Sometimes you find in a week, you must 

do close to 18 modules whereas the module says this must be done in 3 months but it’s done in a 

week.” (CSNSH: R2, pg. 13) 

The other issue mentioned with regard to nursing curriculum is that the nurse educators are 

not up to date with current changes in nursing practice: 

“We were taught about new antiretroviral treatment (ART) so I felt like I finished my studies 10 years 

back, because apparently what I was taught in college was way, way outdated. So they’re just feeding 

us wrong information” (CSNSH: R4, pg. 14) 

CONCLUSION STATEMENTS FOR FGDs: 

1. Health facilities are unprepared in receiving CSNs for placements, due to lack of 

communication from the Provincial DoH. 

2. Nurse shortages in health facilities affect CSNs learning opportunities, as they are 

placed in wards they have no interest in because there is a staff shortage. 

3. CSNs are placed unsupervised in high-risk specialty areas, while others receive no 

exposure to specialty areas during community service. 

4. Ward rotation periods differ in the health facilities; some rotatation practices cause 

CSNs to experience difficulty in adapting to their new work environment. 

5. Ward and organizational orientation for CSNs is not done thoroughly due to staff 

shortages experienced by health facilities. 

6. The remuneration structure for CSNs differs between health facilities due to a lack 

of policies for CSNs. 

7. CSNs are not assigned formal mentors due to the nursing staff shortages the health 

facilities experience. 

8. CSNs are disrespected and bullied by senior staff due to their lack of understanding 

of the role of CSNs in public health facilities. 

9. CSNs are well exposed to their clinical role in practice; however, they are not 

allowed to implement clinical judgement and decision-making skills, as they are 

perceived as junior nurses. 

10. In-service training for students, patients and staff allows CSNs to be exposed to 

their education role. 

11. CSNs are not exposed to research in practice, which affects their ability to 

implement evidence-based practice in patient care. 
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12. The nursing curriculum does not include relevant information needed by CSNs to 

practice effectively, due to nurse educators not possessing current clinical 

knowledge and skills. 

13. CSNs are ineffective in specialty areas due to limited exposure in specialty areas 

as nursing students. 

 

4.5 RESULTS OF INDIVIDUAL INTERVIEWS  

Four samples consisting of five Nurse Managers; Ten Operational Managers; Five Unit 

Managers; and twelve preceptors were interviewed to explore the learning needs of CSNs. In 

total 32 participants were interviewed (N=32). 

The results are grouped according to health facility managers (Nurse Managers, Operational 

Managers and Unit Managers) (Table 4.8), with the results for preceptors in Table 4.9. Themes 

will be discussed together with supporting verbatim quotes from participants, and will be 

indicated as (for example) NM1:2, which means Nurse Manager participant 1 and page 2 of 

the transcript. Five themes with sub-themes emerged from the empirical data, as illustrated in 

Table 4.8. Conclusion statements were drawn from the results for health facilities managers 

and preceptors, which were used as evidence in the development of a transition to practice 

programme for CSNs (Chapter 6). 

Table 4.8: Learning needs of CSNs from a perspective of health facility managers 

CATEGORIES CATEGORY 1: MANAGERS 
(N=30; n=20) 

SUB-CATEGORIES Sub-category 1: 
Nurse Managers 
(NM) N=5; n=5 

Sub-category 2: 
Operational Managers 
(OM) N=15; n=10 

Sub-category 3: Unit Managers 
(UM) N=10; n=5 

THEME 1: STRUCTURE OF COMMUNITY SERVICE 
 

Sub-theme 1.1: 
Regulation of 
community service 

 Contradictory 
regulations and 
unclear policy 
(NM1:6) 

 No job 
description for 
CSNs (NM1:3, 
NM4:2) 

 No job description 
for CSNs (OM3:1) 

 No job description (UM 1:2, 
UM2:5) 

 No set learning objectives 
(UM2:5) 



175 

Sub-theme 1.2: 
Placements in health 
facilities  

 Nurse Managers 
are not involved 
in the process of 
allocating CSNs 
(NM1:1-2) 

 Community 
service 
placements are 
not challenging 
(NM1:2) 

 CSNs should be 
placed in rural 
areas (NM1:5-
6). 

  

Sub-theme 1.2.1: Ward 
placements 

 CSNs are 
placed in areas 
that have nurse 
shortages 
(NM2:2) 

 Specialty ward 
placements are 
irrelevant for 
CSNs (NM1:6) 

  Short placements in 
specialty areas (UM2:4, 
UM3:1) 

Sub-theme 1.3: Rotation  CSNs should 
rotate according 
to level of care 
(NM1:5) 

 Inconsistencies 
exist with regard 
to duration of 
rotation among 
health facilities 
(NM4:1) 

 Rotate on 3-month 
basis (OM1:1, 
OM3:1, OM9:2) 

 Inconsistencies with regard 
to rotation period (UM2:4, 
UM3:1) 

Sub-theme 1.4: Vacant 
posts after community 
service 

 No posts 
available for 
CSNs after 
community 
service (NM2:3) 

 No posts available 
after community 
service (OM1:2,  
OM6:2, OM9:4) 

 

Sub-theme 1.5: 
Assessment of CSNs 

 No learning 
objectives for 
CSNs (NM4:2) 

 Assessed as 
normal 
professional 
nurses (NM4:2) 

 Assessed based on 
patient complaints 
(OM4:1) 

 Assessed through 
observation  
(OM 5:2) 
 

 Assessment period 
inconsistencies in health 
facilities (UM1:2, UM2:4) 

Sub-theme 1.6: 
Orientation  processes 

  Orientation 
programme in 
clinics focuses on 
clinical procedures 
(OM2:1) 

 CSNs orientate 
themselves on 
policies (OM8:1) 

 Orientate themselves on 
policies (UM1:1) 

THEME 2: WORKFORCE CHALLENGES 

Sub-theme 2.1: Nurse 
staff shortages 

 Unsupervised 
due to staff 
shortages 
(NM3:3; NM 5:3) 

 CSNs assist to 
reduce staff 
shortages 
(NM3:1) 

 Unsupervised due 
to staff shortages 
(OM 3:3, OM 4:1, 
OM 5:1, OM 6::1, 
OM 

 CSNs assist with 
staff shortages (OM 
1:1, OM 7:1, OM 
9:4) 

 Staff shortages affect 
learning opportunities 
(UM1:1) 

 Unsupervised due to staff 
shortages (UM1:1, UM2:2, 
UM4:1) 
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 Not orientated to 
health facility 
due to staff 
shortages 
(NM4:1) 

Sub-theme 2.2: Human 
resource challenges 

 Remuneration of 
CSNs differs 
among health 
facilities  
(NM 5:2) 

  

THEME 3: NURSING STAFF SUPPORT 

Sub-theme 3.1: Lack of 
support from senior 
staff 

 Bullied by senior 
staff (NM5:3) 

 Disrespected by 
senior staff  
(OM2:3) 

 Burden to nursing staff  
(UM3:2) 

THEME 4: SKILLS DEVELOPMENT DURING COMMUNITY SERVICE 

Sub-theme 4.1: 
Leadership skills 

 Inconsistencies 
with exposure to 
administration 
role (NM2,  
NM4:2, NM3:2) 

 Challenge with 
delegating sub-
ordinates  
(NM5:3) 

 Exposed to 
leadership role  
(OM9:2) 

 Limited exposure to 
administration role (UM2:2, 
UM4:2) 

Sub-theme 4.2: Clinical 
skills 

 Lack clinical 
competency in 
specialty areas 
(NM4:1) 

 Lack clinical 
knowledge (OM8:1, 
OM1:1) 

 Lack clinical competency in 
specialty areas (UM2:1, 
UM3:1, UM4:2) 

Sub-theme 4.3: 
Exposure to research 
role 

 Inconsistencies 
with regard to 
exposure to 
research 
activities  
(NM1:3,  
NM3:2) 

 No exposure to 
research (OM10:2) 

 No research exposure  
(UM2:2) 

Sub-theme 4.4: 
Exposure to education 
role 

 Lead in-service 
training (NM4:2) 

 Attend 
workshops  
(NM5:2) 

 Attend in-service 
training and 
workshops (OM1:2, 
OM3:1, OM6:2,  
OM7:1, OM9:2,  
OM10:1) 

 Exposed through in-service 
training (UM2:2, UM 4:1, 
UM 5:2) 

 
 
 
 
 
 
 

THEME 5: GAPS IN NURSING EDUCATION 

Sub-theme 5.1: Theory-
practice gap 

  Nursing institutions 
don’t include new 
content in 
curriculum (OM8:1, 
OM9:3) 

 No collaboration between 
nursing institutions and 
hospital (UM3:2) 

 Not enough exposure in 
managerial role as students 
(UM2:3) 

 Not enough exposure to 
specialty areas as students 
(UM5:3) 
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4.5.1 Learning needs of CSNs from a perspective of health facility managers 

This section discusses the health facilities managers’ responses to the interviews that were 

held to explore the learning needs of CSNs during their placements at their health facilities. 

The results are discussed from the perspective of Nurse Managers, Operational Managers 

and Unit Managers. The preceptors’ responses are discussed separately. From all of these 

the researcher drew up conclusion statements for all of the responses with regard to the 

learning needs of CSNs in Dr Kenneth Kaunda District. 

4.5.1.1 Theme 1: Structure of community service 

Health facility managers highlighted challenges which the public health facilities experience 

with regard to the implementation of community service for nurses. These challenges were 

regarding the regulation of community service, placements in health facilities and wards, 

rotation, vacant posts available after community service, assessment of CSNs, and orientation 

processes with regard to community service. 

4.5.1.1.1 Sub-theme 1.1: Regulation of community service 

Nurse Managers indicated that community service for nurses has contradictory regulations 

and an unclear policy. They expressed that CSNs might not complete the year of community 

service due to illness or maternity leave; however, they were allowed by the SANC to register 

as professional nurses the following year. This challenge made it difficult to implement 

community service at their health facilities, as they expressed: 

“We’ll be having contradictory regulations … when you’re a comm serve you must be treated as an 

employee, on the other hand remember Council has got its own rules and regulations regarding a comm 

serve … when you check these rules they’re sometimes in contradiction because it will be saying as a 

maternal nurse you need to be given the very 4 months but in essence you did not complete … If you 

become ill, you also qualify … so there are rules that are still not clear.” (NM1:6) 

“We had one comm serve who contracted TB …, so you find that for 2 months she was not on duty, so 

she also qualifies to be a comm serve, as long you`re within the 12-month period, how did it go, it`s not 

your concern.” (NM1:7) 

The health facility managers further reported that community service for nurses has no job 

description to highlight their learning objectives during their community service year. This was 

reported by Nurse Managers and Unit Managers as follows: 
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“When she comes here, I think she needs to be … like for instance, we need to have a common 

understanding of the learning objectives to be … to be outlined because currently we don’t … we don’t 

have learning objectives for comm serve.” (NM 4:2) 

“ …. if you give us a programme, I don’t even know if there’s one, where they come with this is what 

they should learn because I think they just … they come here basically as employees and they work as 

normal employees.” (UM1:5) 

4.5.1.1.2 Sub-theme 1.2: Placements in health facilities  

Nurse Managers expressed that they are not included by the NWDoH in the process of 

allocating CSNs at their health facilities:  

“… allocation of community service nurses comes from the Provincial office, because they fall under 

the National Health department, so when they are being allocated in the hospitals, I for one I’m not 

directly involved with them.” (NM1:1) 

Nurse Managers also mentioned that they place the CSNs in areas that have shortages, 

instead of areas that will create a learning opportunity for the CSN:  

“… you’ll be seeing where you are running short of people and place this person there.” (NM2:2) 

Nurse Managers also articulated that community service placements are not appropriate for 

CSNs; they should rather be placed in rural areas, where there is a need for CSNs:  

“… for me I don’t see them being challenged within this level of care, but my problem is when we get 

these nurses after completion, they’re not in the position to can cater for areas of lower level of care 

because they have already started at the highest level of care.” (NM1:5)  

“For me community service in hospital nursing services set-ups is not relevant for me, I’m expecting 

these nurses to be in the most remote [areas] where community needs the most, but because they are 

given this ‘choice’ to select where they go, their priorities are being considered. I mean to place them 

in an area where the community which is here already has got hands, placement for me should not 

have been in areas of this nature, it should be directly where the community in … in rural areas needs 

them, you know …” (NM1:2) 

With regard to specialty ward placements for CSNs, Nurse Managers felt that placing CSNs 

in specialty wards was not appropriate, as they are categorized as general nurses without any 

specialization: 

“... but for us to place them here, it’s just exposure to say ok you’ll be in medical unit for 3 months, 6 

months then you’ll be rotated to theatre, for an example, or we’ll take you to paeds or we take you to 

any of our speciality areas, but in essence they’re general nurses, they’re not specialized.” (NM1:6) 
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4.5.1.1.3 Sub-theme 1.3: Rotation during community service  

Nurse Managers and Unit Managers articulated inconsistencies that exist with regard to 

rotation of CSNs among wards and the health facility itself. The time allocated for rotation to 

other wards is normally 3 months; however, health facilities and the wards are not adhering to 

these scheduled times: 

“According to our hospital we’re supposed to rotate them every 3 months, due to challenges … 

sometimes we allocate them for a month there, some of them for 2 months” (NM4:1) 

A Unit Manager also articulated inconsistencies that exist with regard to rotation of CSNs in 

the wards. Some wards rotate CSNs after a month, while others allow rotation after 3 months: 

“… you know you’ve been talking about 3 months but in our hospital they work mostly 1 month, 2 months 

in a unit and then they leave, but mostly its 1 month and then I don’t know whether it is our unit where 

they would be allocated only for a month.” (UM1:4) 

4.5.1.1.4 Sub-theme 1.4: Vacant posts after community service  

Of great concern to health facility managers was that after CSNs completed their year of 

community service, they were unable to permanently employ these nurses at their health 

facilities due to a lack of funded vacant posts. This is a challenge that further excacerbates 

the nursing staff shortages at their health facilities: 

“… you’ll get them maybe in January, around March they will start asking you ‘Are you having the post 

for me or what?’, because now … what it is happening now, we just got the community service, if they 

… if you don’t have a post you cannot interview this kind of a person…” (NM 2:3). 

“… I think it will be better if this people can be hired wherever they’re doing the community service 

because sometimes err… when… when, when this period of community service is about to end err… 

it’s… it’s… it’s a bit stress… stressful to a … to a person, knowing that after… after… after this time she 

will be out of work…” (OM1:2) 

4.5.1.1.5 Sub-theme 1.5: Assessment of CSNs 

Another concern about community service raised by the health facility managers was that 

there is no formal assessment of CSNs and they have to write quarterly progress reports. This 

was evident in the following responses of managers: 

“Their progression, I measure it with the complaints … Like for instance, the one who’s doing the 

antenatal clinic now is also comm serve but since May when he started with the Antenatal programme 

we don’t have any complaints … so to me it shows that he is on the right track.” (OM6:2) 
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“… we do have the assessment … assessment tool. … it’s not specifically for comm serves, it’s for all 

the staff” (NM4:2) 

4.5.1.1.6 Sub-theme 1.6: Orientation processes 

It was evident that inconsistencies existed with regard to an orientation programme at health 

facilities. An Operational Manager stated that their orientation programme focused only on 

clinical procedures done at the health facility, while a Unit Manager stated that they did not 

have any orientation programme in place; they make policies available to the CSNs so that 

they can orientate themselves:  

“… we do have the files there, on any err …  err… guidelines or policies that we have here, they 

usually… they are … they are able to get those files and read on that and then if they don’t understand, 

we explain everything to them.” (OM8:1) 

4.5.1.2 Theme 2: Workforce challenges 

This section describes the workforce challenges that CSNs face while placed at public health 

facilities. The challenges highlighted by health facilities managers were nursing staff shortages 

and the human resource processes for CSNs’ salaries. 

4.5.1.2.1 Sub-theme 2.1: Nurse staff shortages 

Nurse staff shortages were a major challenge which affected CSNs’ learning opportunities and 

their supervision by senior staff. In fact, health facilities used these CSNs to reduce staff 

shortages, by placing them in wards that had staff shortages where they work unsupervised: 

“… you’ll find that in most units we do not have enough registered nurses, so it’s a win-win situation 

because they gain experience and we also have short-staffing … staff-shortage, that aspect is covered 

by them being here.” (NM3:1) 

“They can be left alone and there’s no professional nurse that is with them at that stage, due to the 

workload and due to meetings and due to training sessions.” (OM3:3) 

4.5.1.2.2 Sub-theme 2.2: Human resource challenges 

Another concern was that CSNs are paid differently per health facility. This was due to the 

health facilities not having a policy so that CSNs could understand their remuneration 

structure: 

“…  maybe like, for an example, Klerksdorp/Tshepong, they’ve already received their Community 

Service money, whatever that was supposed to be received …. we didn’t pay it so I had a situation like 

… some of them when they go to school they’re Assistant Nurses, so when they come they need to be 



181 

now changed to Community Service and if maybe eh … HR eh … the process is a bit slow this side.” 

(NM5:2) 

4.5.1.3 Theme 3: Nursing staff support 

Nursing staff support during community service is important for CSNs to be able to develop 

knowledge and clinical skills. Health facilities managers indicated that CSNs are not supported 

by senior staff during their community service year, which affects their learning opportunities. 

4.5.1.3.1 Sub-theme 3.1: Lack of support from senior staff 

Health facilities managers indicated that CSNs are bullied by senior staff in their wards, 

disrespected and seen as a burden while placed in the wards. This was evident in the health 

facilities managers’ responses: 

“The issues of maybe being eh… you know I think in all the facilities people, even with our current staff 

we’re experiencing that, …. people feeling they’ve been long here; you’re just coming in now.” (NM5:3). 

“… personnel they won’t be treating you like a nurse, like …  or maybe they will treat you like a student 

…” (OM2:3) 

“… it’s such a burden to me because it’s somebody who comes here for a short period of time not 

knowing anything, going out not knowing anything… we just send them around… ‘Go and get us this 

medication at the pharmacy’, basically we get people that we can send around … go, take this to the 

laboratory, help us turn the patient.” (UM2:1) 

4.5.1.4 Theme 4: Skills development during community service 

With regard to development of skills during community service, health facility managers 

expressed the view that CSNs are well exposed in some areas of their professional nurse 

roles, such as their clinical role and educational role; however, they are experiencing limited 

exposure in their leadership role and research roles. 

4.5.1.4.1 Sub-theme 4.1: Leadership skills 

The overall concern of health facility managers regarding the leadership role of CSNs was that 

they are challenged with delegating to subordinates, and they are not always exposed to their 

role as a leader: 

“I don’t wanna lie, we don’t involve them when it comes to off-duties, we only involve them after … 

after… when they are finished.” (NM4:2) 

“… the other issues are that … remember some of them as they go they’re assistant nurses, they come 

back being professional nurses. The very same assistant nurses that they’ve left, they end up having a 

challenge of supervising those people because they were working with them before here, so it’s a 
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challenge for them to supervise them because they’ll tell me ‘Ok now, you were with us here, you know 

all these things that we’re struggling about, now you’re having epaulettes you think you’re better than 

us …’.” (NM5:3) 

4.5.1.4.2 Sub-theme 4.2: Clinical skills 

Health facility managers stated that CSNs are well exposed to their clinical role, by rotating to 

different wards during their placements. However, they further stated that they lack clinical 

competency in specialty areas. This was evident in the following responses: 

“… most of them they experience challenges when it comes to maternity section. They’re not familiar 

with maternity.” (NM4:1) 

“… things like resuscitations … they panic most of them and then they …. mostly they don’t know how 

certain procedures are done in terms of emergency but basic things working as a professional nurse 

yah.” (UM1:1) 

“… yeah they lack more practical because they… they always ask questions …” (OM3:1) 

4.5.1.4.3 Sub-theme 4.3: Exposure to research 

The health facilities managers articulated that CSNs are not exposed to research in the health 

facilities, as this involves clinical decision-making on patient issues, which management sees 

as a high level of thinking which does not involve CSNs. Another concern was that health 

facilities do not include EBP in nursing: 

“… we do not really have research, what we’re doing … we’re doing quality improvement uhh …  

projects or there’s always a quality improvement plan that is going on, that the results thereof you can 

maybe use in … if someone comes and do a structured research.” (NM3:2) 

“When we talk research here, as a process unfolds you know you have to undergo a process, go to the 

PSG and whatever, so they don’t always form part of that process because that is a high level of 

management where decisions are being made.” (NM1:3) 

“… we don’t do research in the facility.” (OM4:2) 

4.5.1.4.4 Sub-theme 4.4: Exposure to educational role 

Health facility managers articulated that their facilities expose CSNs to their educational role 

through in-service training and them having to attend workshops to develop their skills: 

“… what we do here we give them a list and say that put the …  the topics neh, for in-service…” (NM4:2) 

“… we do in-service training a lot and we task them to do the in-service training themselves…” (UM2:2) 
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“… we all do in-service training here, so everyone according to the Manager, everyone must at least 

uhh … do something to … to … to educate or to remind us about something like so …  all we do it.” 

(OM1:1) 

4.5.1.5 Theme 5: Gaps in nursing education 

Operational Managers and Unit Managers highlighted the gaps that exist in the nursing 

education of CSNs as students, which affect their transition process to professional nurses. 

This was identified as a theory-practice gap that exists in the training of CSNs. 

4.5.1.5.1 Sub-theme 5.1: Theory-practice gap 

Operational Managers stated that nursing institutions do not include current content in the 

curriculum. This leaves the nursing students learning outdated information, which they cannot 

implement at the health facilities: 

“If maybe in the university or in the college, they don’t only teach them about conditions and everything, 

maybe they also teach them about policies, especially a recent one, because sometimes it’s hard for 

someone to come here and then we have to teach someone Integrated Management of Childhood 

Illnesses (IMCI) from the start again…” (OM9:3) 

Unit Managers further reported that that there is no collaboration between nursing institutions 

and hospitals, which affects their transition process. They are also not well exposed in the 

managerial role or in specialty areas as student nurses, which can affect them in adapting to 

their professional nurse roles: 

“… I don’t know whether we are running parallel to each other, what you teach and what you do are two 

different things ... the clinicians and academia must meet, and we must discuss whatever we’re teaching 

so that we can just merge and be one.” (UM3:2-3) 

“… they are not orientated into the managerial roles from the learning institution and when they come 

here, we still have to go back …” (UM2:3) 

“With Psych I think well maybe the time they spend, it’s very little. So I think maybe if you can increase 

… maybe I don’t know how many hours do they want but I think maybe if they can increase it at least 

with maybe 40 extra hours … I think they need more exposure in Psych than in any other units …” 

(UM5:3) 
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4.5.2 Individual interview results for preceptors 

Thirty-eight (N=38) preceptors were invited from the wards where CSNs were placed in one 

(n=1) District hospital, one (n=1) Regional hospital and one Specialized hospital (n=1). These 

preceptors were registered or professional nurses who worked in the ward with the CSNs 

placed in their ward. Twelve (n=12) preceptors were willing to take part in the study. Four 

themes with sub-themes emerged from the preceptors’ individual interviews, as presented in 

Table 4.9. Themes are discussed with supporting verbatim quotes from the preceptors, who 

will be indicated (for example) as P7:1, which means preceptor participant 7, page 1 of the 

transcript.  

Table 4.9: Learning needs of CSNs from a perspective of preceptors 

PRECEPTORS 

THEME 1: STRUCTURAL CHALLENGES AFFECTING LEARNING OF CSNs 

Sub-theme 1.1: No structured induction programme 

for CSNs 

 No formal assessment (P1:2, P2:1, P9:3) 

 No structured orientation programme for CSNs 

(P1:1, P3:2, P5:2, P8:1, P9:2, P12:1) 

 No learning objectives (P6:3, P8:3) 

 Role of CSN is unclear to subordinates (P7:2) 

 Geographical orientation of facilities only (P7:3) 

Sub-theme 1.2: Ward placements  Short placements in specialty areas (P7:1, 

P11:2, P12:2) 

Sub-theme 1.3: Lack of mentorship  Lack of mentorship due to staff shortage (P6:2; 

P7:1; P8:2-3; P9:3; P12:2) 

THEME 2: ATTRIBUTES OF CSNs 

Sub-theme 2.1: Lack decision-making skills  Cannot make clinical decisions (P1:1) 

Sub-theme 2.2: Difficulty adapting to new role  Not adapting to new role (P1:2) 

Sub-theme 2.3: Lack professionalism and 

confidence 

 Lack accountability and confidence (P1:1-3, 

P5:1-2, P10:4-5) 

 Lack professionalism and leadership skills (P1:2, 

P6:2, P9:2, P10:1-3) 

Sub-theme 2.4: Fear of delegating staff  Challenge to delegate senior and junior staff 

(P4:2, P7:2) 

Sub-theme 2.5: Interpersonal skills challenges  Difficulty communicating with senior staff (P1:1) 

THEME 3: LEARNING OPPORTUNITIES DURING COMMUNITY SERVICE 

Sub-theme 3.1: Limited exposure to 

administrator/leadership role 

 Limited exposure to leadership role (P3:2) 
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Sub-theme 3.2: Clinically exposed  Lack clinical competency in specialty areas 

(P2:2, P11:3, P12:1) 

Sub-theme 3.3: Exposed to educational role  Well exposed in educational role ((P2:2, P4:1) 

Sub-theme 3.4: No research exposure  No exposure to research (P1:2, P6:2) 

THEME 4: STAFF SUPPORT  

Sub-theme 4.1: Lack of support from senior staff  Disrespected by subordinates (P7:2, P10:1, 

P11:1) 

THEME 5: THEORY-PRACTICE GAP  

Sub-theme 6.1: Nursing curriculum challenges  Theory-practice gap exists (P5:3, P6:3, P8:2;4) 

 More exposure needed in specialty areas as 

students (P3:2) 

 

4.5.2.1 Theme 1: Structural challenges affecting learning of CSNs 

This theme highlights the challenges preceptors experienced with the implementation of 

community service that affected the learning opportunities of CSNs while they were placed in 

their wards. These include challenges with orientation for CSNs, ward placements, lack of 

mentorship, the perception of CSNs when entering the work environment, learning 

opportunities provided for CSNs during their CCS year and the theory-practice gap that CSNs 

experienced when entering the work environment. 

4.5.2.1.1 Sub-theme 1.1: No structured orientation programme for CSNs  

Preceptors articulated that community service is not structured; thus these CSNs were treated 

as professional nurses in the wards, due to their unclear roles, non-existing learning objectives 

and no formal assessment. This makes it difficult for preceptors to understand what these 

CSNs should achieve during their placements in the wards: 

“… we don’t have a special programme to try and get them to adapt, we will treat them as a … a nurse 

that has just qualified or somebody that’s been transferred from another place so we are lacking in that 

regard” (P12:1) 

“… most of the time when they come, we don’t know their expectation, what do they expect to gain from 

our unit … They’re just loitering around, not knowing what to do, and it’s not good because you must 

know what is expected from you.” (P8:3) 

Other concerns were that they are not properly orientated to the health facilities; they are 

orientated to health facilities’ layouts to have an understanding of where the different 

departments are. The role of CSNs is unclear to subordinates, which could cause a lot of 

confusion among nursing staff: 
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“… everyone is expecting them be like  a Sister, like they don’t get this concept of a comm serve, they 

expect them to be a Sister.” (P7:2) 

4.5.2.1.2 Sub-theme 1.2: Ward placements  

Preceptors stated that CSNs were placed for shorter periods in specialty areas, which affects 

their learning opportunities in those vital areas.  A preceptor’s response was as follows: 

“I can only talk about the ICU setting. I just think they must not leave them here for 1 month because 

just when they’re about to grasp what is going on here, then they go out.” (P11:2) 

4.5.2.1.3 Sub-theme 1.3: Lack of mentorship  

Preceptors articulated that they are not always working closely with CSNs, due to the staff 

shortages they experience in the wards, which can put patients at risk. Furthermore, 

preceptors are not assigned a formal mentor in the wards, they are working with available 

professional nurses in the ward: 

“… then sometimes there is a mentor, if we’ve got a lot of staff, but most of the time we don’t have … 

because of shortage, there is nobody who’s mentoring …” (P8:2-3) 

4.5.2.2 Theme 2: Attributes of CSNs 

This theme identified how CSNs are perceived by their preceptors when entering the 

profession. The preceptors described them as lacking decision-making skills, having difficulty 

in adapting to their new role, lacking professionalism, and having challenges with delegating 

staff and interpersonal skills.  

4.5.2.2.1 Sub-theme 2.1: Lack decision-making skills  

A preceptor highlighted that CSNs cannot make clinical decisions on basic nursing care. This 

was evident in this response: 

“… it’s like they’re not yet confident to take decisions and sometimes it’s matters that are not huge for 

them to can carry out and say this is what is supposed to be done.” (P1:1) 

4.5.2.2.2 Sub-theme 2.2: Difficulty adapting to their new role  

Preceptors mentioned that CSNs have difficulty in adapting to their new role as professional 

nurses, especially in speciality areas. This could indicate that the nursing education which 

they received prior did not expose them such that they are able to adapt in speciality areas: 



187 

“… I mean there are those that would be very fast in catch-upping what we do, there’ll be those that 

would still be … sort of, I don’t know, to be afraid or that would not be… what can I use? They still feel 

like they’re students, so I… I don’t know.” (P1:2) 

“I’m working in a specialty department and I find them to find it hard to adapt, especially in casualty, 

seeing that their training time is very limited.” (P12:1) 

4.5.2.2.3 Sub-theme 2.3: Lack professionalism and confidence  

The main concerns for all preceptors were that CSNs lack professionalism and leadership 

skills. This was expressed in the following statement: 

“I don’t know whether to say times or what but professionalism, they still need to be groomed on that 

because it looks like they’re still student nurses, they’re not … The leadership part is not yet there …” 

(P6:2) 

“… not that they`re not knowledgeable but they are still lacking the confidence to say now I`ve completed 

my 4th year I should e working alone …” (P1:3) 

“… they also run away from responsibilities, they hide when ... let’s say I want to leave the department 

so they must be in charge. They`ll tell you excuses ‘No charge, you can`t leave’ … ‘What if there’s a 

resus ... yeah they lack confidence.” (P5:1) 

4.5.2.2.4 Sub-theme 2.4: Fear of delegating  staff 

Similarly to the health facility managers, preceptors articulated that CSNs have difficulty in 

delegating senior staff, due to age differences or having a fear to delegate due to a lack of 

delegation skills: 

“Some other challenges that I saw, they tend to … to have a little bit of fear sometimes, especially when 

they arrive, maybe of delegating the student … they’ll be coming sometimes and say ‘Sister this one 

must do this’, then I say ‘Hey, you’re also a professional nurse, you have to delegate’.” (P4:2) 

“… nursing has transformed a lot and now there are smaller nurses and it’s very difficult for you to send 

eh, maybe a 40-year-old to go to the pharmacy and come with something, you know it’s very difficult. 

So that’s most of our challenges here, how … in terms of leadership, like how do we lead people who 

are much older than you …” (P7:2) 

4.5.2.2.5 Sub-theme 2.5: Interpersonal skills challenges 

Preceptors were the only participants that mentioned that CSNs have difficulty communicating 

with the multidisciplinary team, which led to them fearing to question their decision-making 
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with regards to patient care and accept anything they say. This was evident in the following 

response: 

“… if somebody senior gives them something different and they know what is right, they sort of like want 

to accept what they are being told rather than saying ‘But I know it’s being like that’, but because this 

person is senior, it’s like when you’re saying but it’s not supposed to be done like that, eh… they’ll be 

offending them.” (P1:1) 

4.5.2.3 Theme 3: Learning opportunities during community service 

Learning opportunities refers to the opportunities created by implementation of community 

service, that creates the environment for CSNs to develop skills as required by the SANC, 

according to the different roles of a professional nurse. 

4.5.2.3.1 Sub-theme 3.1: Limited exposure to administrator/ leadership role 

Preceptors identified that CSNs are only exposed to some administrative duties, which limit 

their abilities to learn in their administrative roles: 

“… not the off-duties but the other things, ordering the dry dispensaries and so on, he was always 

with me even the daily dispensary, he was doing it.” (P4:2) 

4.5.2.3.2 Sub-theme 3.2: Clinical exposure 

Preceptors articulated that CSNs are well exposed in their clinical role; however, they lack 

clinical competency in specialty areas. This was evident in the following preceptors’ response: 

“… especially with maternity, they’re having challenges with it because sometimes … as time goes on 

they forget about some issues about maternity …” (P2:2) 

“… we have a unit that runs from first visit up to unfortunately the death stage, you understand, so 

expose them to the first unit whereby the patient is newly referred from a Primary Health Care centre 

or a private doctor or private facility, whatever the case may be, but when they come in, they’re first 

referred so to them and for them it’s an exposure to say this is what you would need to have as a … a 

baseline diagnostic method …” (P3:1) 

4.5.2.3.3 Sub-theme 3.3: Exposed to educational role 

All preceptors articulated that CSNs are well exposed in their educational role, through 

attending or presenting in-service training. Some CSNs are also exposed in their educational 

role by attending skill development workshops in order to obtain clinical skills where needed: 
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“Every morning, every morning on duty they are exposed to in-service training, not only with regards to 

what the unit entails but also with regards to policies…” (P2:2) 

4.5.2.3.4 Sub-theme 3.4: No research exposure 

CSNs are not exposed to their research role in the wards. This was expressed by preceptors 

as follows: 

“… the research part in my unit, we`ve never even done any formal research.” (P1:2) 

“… I think the only challenge that we have in this ward with them is that we don’t do a lot of research, 

we don’t do research here …” (P6:2) 

4.5.2.4 Theme 4: Theory-practice gap 

This theme identified the theory-practice challenges that exist within the nursing curriculum. 

Preceptors highlighted that nursing education institutions have nursing curriculum challenges 

that affect the transition process of CSNs. 

4.5.2.4.1 Sub-theme 4.1: Nursing curriculum challenges 

Preceptors expressed that a theory-practice gap exists with regard to CSNs. They are well 

articulated in theory; however, they lack in practical skills. Another issue was that what they 

learned at nursing institutions and what is done in practice differ, which indicates that nursing 

institutions and health facilities are not working parallel in teaching these nurses. This was 

evident in the following statements: 

“… what they have read and what they do in the ward sometimes differs” (P5:3) 

“… they’ve got a lot of theory but practical is not too much, you know…” (P8:2) 

The following conclusion statements were formulated based on individual interviews with 

health facilities managers and preceptors. The researcher combined these two sample 

groups’ conclusion statements, as similar themes emerged from the interviews, which are 

reflected in the conclusion statements.  

CONCLUSION STATEMENTS FOR INDIVIDUAL INTERVIEWS: 

 

1. Community service for nurses has contradictory regulations with regard to a policy 

for CSNs, remuneration stucture, orientation processes, scope of practice and formal 

assessment for CSNs, which affect the implementation of community service in 

public health facilities. 
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2. Ward placements and rotation of CSNs in specialty areas is short and differs between 

health facilities, 

3. CSNs are placed in wards with nurse shortages, which creates few learning 

opportunities for CSNs. 

4. The DoH does not provide vacant posts for CSNs post-community service, which 

aggravates nurse shortages in the public sector. 

5. Nurse shortages in public health facilities prevent formal mentors from being 

assigned to CSNs. 

6. Nurse Managers are not included in the placement process of CSNs at health 

facilities, due to lack of communication with the NWDoH. 

7. CSNs’ placements should be done in rural areas to enhance their clinical exposure.  

8. CSNs lack professionalism, delegation and leadership skills, communication skills, 

accountability, and confidence to practice independently. 

9. CSNs are well exposed in their clinical and education roles while placed at health 

facilities; however, they lack clinical skills in specialty areas and are not well exposed 

in research and administrative roles. 

10. Senior staff are bullying, disrespectful and see CSNs as a burden due to a lack of 

understanding of the role of CSNs. 

11. A theory-practice gap exists in community service, which affects the nursing 

curriculum content, due to a lack of collaboration between health facilities and 

nursing institutions. 

 

4.6 DISCUSSION OF CSNs’ LEARNING NEEDS WHICH WERE IDENTIFIED 

It is evident that all participants (CSNs, preceptors and Hospital Managers) identified similar 

learning needs that are required to be met during the community service of nurses. Learning 

needs were identified in placements of CSNs, the structure of community service, mentoring 

of CSNs, lack of competencies of CSNs, undeveloped roles of CSNs, CSNs’ need for staff 

support, and the theory-practice gap that exists in the nursing education received. 

With regard to placements of CSNs in the health facilities and the wards, the unpreparedness 

of public health facilities to receive CSNs could make the CSNs not feel welcomed to the 

health facility. This instils fear of the unknown environment, reduces their sense of belonging 

and increases uncertainty within them in assuming their new role as professional nurses. 

Kramer (1974:3) described this fear of the unknown as “reality shock”, which is the social, 

physical and emotional response of a person to an unexpected or undesired experience, which 
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refers to the new graduate responding to the reality of new responsibilities. Similarly, 

Duchscher (2012:17) conceptualized “reality shock” as transition shock, which represents the 

initial stage of role adaptation for graduate nurses. However, transition shock considers 

intellectual, physical, social, cultural, developmental, spiritual, emotional and economical 

aspects that should be considered during the new graduate transition period. These health 

facilities not being prepared to receive these CSNs in the health facilities or their wards affects 

the social, cultural and developmental aspects of adapting to their new working environments. 

Qualitative studies conducted in Limpopo and the United Kingdom explored experiences of 

nurse graduates. These studies showed coherent expressions among nurse gradautes 

regarding the need to strengthen the introduction of community service. CSNs expressed 

worries with regard to lack of support from the hospital, which led to feelings of being lost, 

disoriented and frightened (Kary, 2012:26; Whitehead et al., 2016:60). 

Furthermore, participants mentioned that CSNs are placed in wards that experience nurse 

shortages, instead of areas that create learning opportunities for them. Ward rotation does 

occur in some health facilities, while in others they are placed in one ward for the duration of 

community service. According to Govender et al. (2015:1), the purpose of community service 

is to assist new graduates to develop practical skills, knowledge, critical thinking and 

professional behaviour. Placing these CSNs in areas of shortage and not rotating them among 

different disciplines does not allow them to develop their practical skills, which further explains 

why they are seen as clinically incompetent. They are not being supported to learn and 

develop in the wards they are placed in. Placing these CSNs in wards that have a shortage of 

senior staff, exposes them to having to work independently, without any support. Similar to 

this study finding, a qualitative study conducted in Tshwane revealed that CSNs reported that 

they were allocated for the sake of covering for shortage, rather than to enhance their clinical 

experience and skills. They were placed in departments they were not passionate about 

(Nkoane, 2015:48), which was also reported by CSNs in this study.  

These findings are comparable to those of studies conducted in Australia, where graduates 

reported being unaware or unprepared for the demands of nursing when commencing nursing. 

They again experience “reality shock”, as they are overwhelmed by the new working 

environment and work conditions (Ankers, Barton & Parry; 2018:320; Missen et al., 2016:204; 

Malouf & West, 2011:490; Kelly & Ahern 2009:915). Based on the findings of this study to 

improve the experience of community service for nurses with regard to ward placements and 

rotation, CSNs could be placed and rotate among the disciplines that they are interested in. 

This will allow the CCS year to develop a professional nurse that has an interest in a specialty 

area that they can further develop after completion of community service. For example, a CSN 
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interested in critical care nursing can have two rotations, rotating among casualties and ICUs 

for the 12-month period during which they are placed for community service. 

Orientation eases the transition process from student to qualified nurses, increasing both 

competence and confidence (Pasila, Elo & Kaariainen, 2017:18; Casey et al., 2004:310). 

Phillips, Esterman and Kenny (2015:119) and Ankers et al. (2018:322) also state that 

inappropriate orientation of newly graduated nurses can affect the graduates’ confidence, 

engagement, and lead to adjustment difficulty. It is of concern that CSNs stated that they are 

not orientated to the health facilities and policies in the beginning of the transition period. 

Similarly, CSNs in a study conducted in Tshwane hospitals reported that they did not receive 

any formal orientation to the health facility (Nkoane, 2015:48). This means that CSNs are 

thrown in the deep-end, with no knowledge of the organization and support of the health 

facilities to transition with ease in their new role as professional nurse. If health facilities in Dr 

Kenneth Kaunda District could orientate CSNs accordingly, they would transition more easily 

in their new role, be confident, and feel part of the organization.  

In addition, CSNs and health facility managers mentioned that community service has no 

learning objectives set, and that they are assessed as professional nurses or, in some health 

facilities, not assessed at all. Thus the CSNs and health facilities managers do not understand 

what the outcome of community service for nurses is. However, managers are expected to 

submit progress reports to the SANC on their progress. In a study conducted by Du Plessis 

and Seekoe (2013:135), health facility managers and clinical leaders stated that they were 

unprepared to cope with CSNs, due to a nonexistent scope of practice for CSNs being in 

place. Andren and Hammami (2011:16) state that new graduate nurses equipped with realistic 

expectations could decrease the stress of transition, so that they would be more prepared. In 

a study conducted in the USA, graduate nurses expressed that a 12-week orientation 

programme helped them increase confidence and feel a connection to the working unit 

(Delaney, 2003). The results of this study indicate that community service for nurses is not 

structured, which makes the community service null and void, as one cannot measure their 

professional growth or identify areas which they are lacking in and need to improve during 

their community service year.  

In addition, of note was the fact that CSNs worked unsupervised in their ward placements. 

This is not a new phenomenon, as previous studies exploring the experiences of CSNs in a 

South African context reported that they are unsupported and not mentored by experienced 

professional nurses due to staff shortages (Beyers, 2013:47; Thopola et al., 2013:11; Hlosan-

Lunyawo & Yako, 2013:4; Roziers et al., 2014:99; Shezi, 2014:63; Masango & Chiliza, 

2015:128). Pellico, Brewer and Kovner (2009:198) stated that experienced nurses who 
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displayed supportive and caring behaviours were essential to successful transition. Facilitation 

of time to discuss clinical situations and patient care needs, and provision of respectful and 

constructive feedback by senior staff made new graduates feel valued in the workplace. In 

contrast, a qualitative study conducted in Iran explored support barriers related to preceptors. 

Preceptors reported that they lack clinical competence, knowledge, self-confidence and skills 

required for teaching, motivating and assessing new graduates (Ebrahim et al., 2016:187). 

One needs to consider these aspects in this study’s results, as experienced nurses are not 

trained to mentor CSNs; thus, they do not have mentoring skills to enhance the professional 

growth of CSNs. 

CSNs, preceptors and health facility managers have expressed that CSNs are not supported 

by staff in the work environment. These nurses did not accept having tasks allocated to them 

by the CSNs, and at times disrespected them in front of patients. Studies have shown that 

CSNs felt disrespected by experienced nurses (enrolled nurses and enrolled nursing 

auxiliaries), and subordinates refused to accept tasks delegated to them, by intimidating and 

undermining the authority of CSNs (Shezi, 2014:63). Similarly, in a study in Tshwane, CSNs 

were concerned about how senior nurses communicated with them disrespectfully in front of 

patients, which made them feel not part of the team (Nkoane, 2015:16). In Iran preceptors 

reported that lack of team work occurred due to lack of patience to work with new graduates, 

lack of trust in the new graduates’ work, and lack of time to guide them (Ebrahim et al., 

2016:187). This is an area of concern that relates to mentoring received by CSNs; if these 

new graduate nurses are not supported by their senior colleagues, it means they work in 

isolation, with minimal knowledge, which could negatively affect patient care. 

With regard to the competencies of CSNs, CSNs felt they are competent in providing basic 

nursing care; however, they were struggling to adapt in specialty areas, due to lack of the 

knowledge required to work in specialty areas. Similarly, CSNs in the Eastern Cape reported 

that they were placed in specialty units, which made adaptation difficult, as they could not 

function independently in these units (Hlosan-Lunyawo & Yako, 2013:4; Masango & Chiliza, 

2015:128). According to Hickey (2009:39) and Hartigan et al. (2010:295), experienced nurses 

reported that nurse graduates are able to perform basic technical skills; however, they did not 

often accomplish clinical skills to the standard they expected in specialty areas such as 

emergency units. In contrast, preceptors and health facilities managers in this study expressed 

that they lack clinical competency in basic patient care.  

These results support those of a literature review conducted in Europe on nurse graduate 

competencies. This study revealed that Nurse Managers were not satisfied with new graduate 

nurses’ competence; only about one in every four Nurse Managers was fully satisfied with the 
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new graduate nurses’ performance, while more than a quarter were somewhat dissatisfied or 

worse (Kajander-Unkuri, 2015:29). It is accepted that CSNs will be competent in their clinical 

role, as their undergraduate nursing programmes focus on clinical competence in acute 

settings. However, participants in this study mentioned that they were not comprehensively 

exposed to specialty areas during their nursing training, which explains the limited knowledge 

they have when placed in specialty areas. This is supported by Andren and Hammami 

(2011:16), who stated that nurse graduates in Limpopo experienced a lack of clinical skills due 

to the education not meeting the requirements needed to prepare them for the real word. 

CSNs reported that they were not exposed to their administrator or leadership roles and 

research roles during community service, and this was confirmed, by health facility managers’ 

and preceptors’ responses. With regard to leadership skills, CSNs felt they had difficulty in 

delegating to staff and were not adequately exposed to this role during community service. 

Similarly, a qualitative study in Iran reported that novice nurses lacked the ability to act as an 

administrator and coordinator of the care team in various shifts. These deficiencies had been 

areas of monitoring and controlling tasks, decision-making, coordination, planning and 

prioritization, accountability, responsibility, time management and delegation (Hezaveh et al., 

2014:218). Leadership in CSNs in this study could be lacking due to the lack of support 

received from senior staff and subordinates. These new graduate nurses could lack the 

confidence to delegate to subordinates due to the disrespect of their colleagues and not feeling 

knowledgeable to delegate due, to lack of exposure to their leadership role in their 

undergraduate nursing programmes. A key component of transformation for new nurse 

graduates is the development of being able to make appropriate decisions related to managing 

the patients’ complex conditions. Nurses` thought processes used to provide care of patients 

include decision-making, critical thinking, clinical reasoning and clinical judgement (Schuelke 

& Barnason, 2017:E1). In this study CSNs expressed that they had difficulty in making clinical 

decisions due to lack of experience; hospital managers did not allow them to make clinical 

decisions, as this is seen as higher-level thinking, and CSNs are seen as junior nurses. A 

systematic review conducted by Schuelke and Barnason (2017:E4) identified educational 

strategies that preceptors can use with new graduate nurses to develop their clinical decision-

making skills, such as making use of problem-based learning case studies, discussion groups, 

concept mapping and reflective questions. These strategies can be incorporated in the 

teaching of modules in the transition to practice programme for CSNs to enhance their clinical 

decision-making skills. 

Research or EBP provides a framework to guide clinical decision-making, incorporating 

scientific evidence from well-designed research studies with clinical expertise and patient 
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preferences. Implementing EBP leads to improved quality of care and patient outcomes, lower 

hospital costs, and a safer practice environment (Spiva et al., 2017:183). Health facility 

managers mentioned that CSNs were not exposed in their research role, as it was seen as a 

higher-thinking skill. A Swedish study showed that 90% of nurse graduates lacked the 

opportunity to participate in research and developmental projects (Danielson & Berntsson, 

2007:904). It is important to include EBP in nurse graduates’ programmes, as this assists in 

developing decision-making skills and creates potential for promoting transformational change 

within an organization (Hosking et al., 2016:260). New graduates’ experience limitation in their 

attempts to enact EBP, especially in using their developing clinical judgement in the 

application of evidence to practice. They lack confidence in their own clinical judgement and 

rely on the judgement of others (Ferguson & Day, 2007:111). 

A theory-practice gap was identified in this study’s results, where participants stated that the 

nursing education curriculum does not prepare CSNs to practice in the real world. Health 

facility managers and preceptors reported that there is no collaboration between nursing 

institutions and health facilities, which affects the work-preparedness of CSNs. CSNs stated 

that the existing theory-practice gap made them unprepared to work in specialty areas and 

limited them to function in their administrative or leadership roles. In studies conducted by 

Ankers et al. (2018:321) and Danbjorg and Birkelund (2010:169) graduates reported that 

academic preparation by universities did not match to the reality they found in practice. 

Collaboration between hospitals and nursing institutions could aid preparation for students by 

providing a focused practice and classroom-learning environment. 

4.7 SUMMARY 

This chapter discussed the learning needs of CSNs during their community service 

placements in Dr Kenneth Kaunda District. These results revealed that community service for 

nurses needs structure, as there are contradictory policies, and no job description for CSNs; 

thus, it is implemented differently at varying health facilities in Dr Kenneth Kaunda District. 

Furthermore, CSNs need supportive structures such as mentors, supportive senior staff and 

a multidisciplinary team to assist them in their transition period to become competent, 

confident and able to work independently as professional nurses. CSNs are not exposed to 

research in practice, which delays development of clinical decision-making skills in practice. 

Nursing educators need to be involved in evolving clinical care, to include current content in 

the nursing curriculum, which can be achieved through collaboration between nursing 

institutions and health facilities, in order to close the theory-practice gap that was identified.
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CHAPTER 5 

A CONCEPTUAL FRAMEWORK FOR A TRANSITION TO PRACTICE PROGRAMME 

(OBJECTIVE 3) 

5.1 INTRODUCTION 

Chapter 4 presented the learning needs of CSNs identified during community service 

placement from the perspectives of CSNs, preceptors and health facilities managers. This 

chapter describes a conceptual framework for a transition to practice programme for CSNs. 

This is described by implementing a combined theory development method of Walker and 

Avant (2005:37), Chinn and Kramer (2008:223) and Burns and Grove (2009:146-147), as 

described in Chapter 2, section 2.5.3.1. The researcher followed the steps explained by the 

authors to develop a conceptual framework: 1) select and define concepts; 2) develop 

statements relating to concepts; and 3) develop a conceptual map that expresses the 

framework.  

The researcher explains the theoretical underpinnings of this study, then further discusses the 

theory development methodology applied to develop a conceptual framework for a transition 

to practice programme. A deductive reasoning strategy was used to identify the main concepts 

from empirical data (objective 1 and objective 2); these were classified using the survey list of 

Dickoff et al. (1968). Identified and classified concepts are described through support of 

literature, and conclusion statements are drawn up after the discussion of each concept, which 

assisted the researcher in formulating a conceptual framework for a transition to practice 

programme. 

5.2 THEORETICAL UNDERPINNINGS OF A TRANSITION TO PRACTICE PROGRAMME 

The philosophical worldview that underpins this study is the pragmatism worldview, as 

identified in Chapter 1, section 1.4. Pragmatism as a worldview arises out of actions, situations 

and consequences rather than antecedent conditions as in post-positivism. There is concern 

with application of what works and solutions to problems (Creswell & Creswell, 2018:10). 

Describing a conceptual framework for a transition to practice programme in this chapter 

assisted the researcher to identify concepts that are included in the transition to practice 

programme (Chapter 6), to be used in nursing practice to support the transition process of 

CSNs into their professional roles.   

Three theories guided this study: Benner’s Novice to Expert model (Benner, 1984), the 

Transition to Practice model (Spector, 2009), and a model for Clinical Nursing Education and 
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Training (The NES Group, 2012). These models are discussed in Chapter 1, section 1.6. This 

section explains how these theories assisted the researcher in developing a conceptual 

framework for a transition to practice programme (Chapter 5) and a transition to practice 

programme (Chapter 6) , and they are discussed separately. 

5.2.1 Benner’s Novice to Expert model 

The Novice to Expert model explains five steps through which a person gains required 

competency for performing a task. The theory can be used as a guideline to determine various 

levels of nursing competency, based on descriptive information provided by nurses 

themselves and observation of actual performance by them (Oshvandi et al., 2016:3018).  

Benner’s (Benner, 1982) study guided the development of a conceptual framework for a 

transition programme in this chapter and a transition to practice programme (Chapter 6). It 

further allowed the researcher to identify competencies and learning needs of CSNs (objective 

1 and objective 2) in order to classify them based on the five levels of skills acquisition (novice, 

advanced beginner, competent, proficient and expert). Based on the description in Benner`s 

model, a CSN is seen as an advanced beginner who demonstrates acceptable performance, 

has prior experience in actual situations which enables them to recognize recurring meaningful 

components, and they begin to formulate principles based on experience to guide their actions 

(Benner, 1984:13-34). 

The aim of the transition to practice programme is to develop a CSN who is competent in their 

skills; thus, as advanced beginners the CSNs still need guidance from a mentor or preceptor 

who is at expert level, based on Benner’s model. This model serves as a guide for experts to 

teach and mentor these CSNs so that they evolve from an advanced beginner into a 

competent CSN, who according to Benner can cope with complex situations through 

deliberate analysis and planning. This practitioner works independently and uses their own 

judgement to complete tasks (Benner, 1984:13-34). Including a supportive person, such as a 

preceptor in the transition to practice programme will support the CSN to become competent;  

they can then practice independently after a year of community service. Moving from 

advanced beginner to a competent practitioner will allow the CSN to reflect on their practice 

with support from the preceptor. This will bridge the theory-practice gap and enhance deeper 

meaning and skill in practice, leadership and education. 

5.2.2 Transition to practice model 

The NCSBN transition to practice model (Spector & Ecternacht, 2010), was developed to 

support new graduate nurses during their transition period. New graduate nurses work with a 
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preceptor for 6 months, with ongoing institutional support provided in the last 6 months of the 

programme. This model consists of five modules, which the new graduate nurse must 

complete in the first 6 months with support from a trained preceptor. Each module includes 

interactive exercises, completed under supervision of a preceptor who reinforces key concepts 

and offers opportunities for reflection. The transition to practice model describes the process 

of a new graduate nurse’s transition, which highlights the importance of support from 

preceptors in the first 6 months, completion of modules to assist them in acquiring the different 

skills that they need, and to reflect on their practice while working under supervision. This 

model guided the researcher to gain an understanding of the process of a transition to practice 

programme, in order to develop a conceptual framework for a transition to practice programme 

(Chapter 5) and a transition to practice programme for CSNs (Chapter 6).   

5.2.3 Model for Clinical Nursing Education and Training 

The Model for Clinical Nursing Education and Training (The NES Group, 2012) was developed 

by nursing education stakeholders in South Africa, to enhance clinical learning and produce 

competent nurses and midwives. The model focuses on creating a conducive clinical 

environment that enhances clinical learning for students. The major precepts of the model are 

to distinguish between the roles of a student during clinical learning: the student must be in a 

supernumerary role during experiential learning, and form part of the service team during 

work-based learning. It also emphasizes the need for support from the service setting, nursing 

education institutions (NEIs) and regulatory body of nurses (SANC) in South Africa, in order 

to ensure a conducive clinical learning environment for students.  

Although this model is developed for student nurses, the researcher used elements of it to 

ensure that CSNs in Dr Kenneth Kaunda District will work in a conducive clinical learning 

environment, to ensure they develop their skills and become competent CSNs. Thus, this 

model emphasizes the importance of a PPE in a transition to practice programme, to ensure 

that the CSNs work in a supportive environment that will allow their transition process to run 

smoothly. 

5.3 DEVELOPMENT OF A CONCEPTUAL FRAMEWORK FOR A TRANSITION TO 

PRACTICE PROGRAMME 

To develop a conceptual framework for a transition to practice programme, the researcher 

followed the steps outlined below: 



199 

 Step 1: Conclusion statements are presented in a table format, which are derived from the 

empirical findings for objectives 1 and 2, and literature was searched to substantiate the 

empirical findings.  

 Step 2: The conclusion statements are grouped together to form concepts through the 

process of concept identification (Chinn & Kramer 2008:223). 

 Step 3: Main concepts of the integrated map are described though concept classification 

(Dickoff et al., 1968:422). 

 Step 4: The concepts are linked through relational statements, by providing evidence from 

the literature for the validity of each relational statement (Burns & Grove, 2009:147). 

 Step 5: A conceptual map is constructed by doing the following: 1) arrange the concepts 

on the page in sequence of occurrence (casual linkage) from left to right, with the concepts 

reflecting the outcomes on the far right; 2) use arrows to link concepts in a way that is 

consistent with the statement diagrams previously developed; and 3) examine the map for 

completeness (Burns & Grove, 2009:149-150). 

 

5.3.1 Conclusion statements and concept identification 

According to step 1, the researcher tabulated conclusion statements formulated from the 

results of the CIRN questionnaire, FGDs and individual interviews (objective 1 and objective 

2). These conclusion statements are presented in Table 5.1. 

5.3.1.1 Concept identification  

Walker and Avant (2014:59) state that concepts are the basic building blocks of theory. They 

provide a mental image of a phenomenon, an idea or a construct in the mind about a thing, 

which helps us identify how our experiences are similar or equivalent, by categorizing all the 

things about them that are alike. 

Mouton and Marais (1990) and Chinn and Kramer (2008) identified the process of concept 

identification for systematically reviewing the conclusion statements that were generated from 

empirical data (objectives 1 and 2). This process ensured consistency and congruency in 

identifying concepts, and is explained as follows: 

 Read the conclusion statement to identify what has emerged in summary of the theme 

and how related action is described therein (Mouton, 1996:7). Chinn and Kramer 

(2008:223) state that concepts are identified by “searching out word or group words” 

that represent the phenomena and their related actions. 
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 Generate a list that tentatively identifies key concepts and other concepts that appear 

to be interrelated (Chinn & Kramer, 2008:224). 

 Review the list of tentative key concepts and other concepts by asking questions about 

the nature of the concepts and their interrelated organization (Chinn & Kramer, 

2008:226). 

 Reorganize the list of key concepts and other concepts by colour-coding concepts that 

surface as apparent main concepts. Chinn and Kramer (2008:208) refer to this step as 

identifying “major concepts” and “sub concepts” and further identifying whether the 

major and sub concepts constitute a single related entity by their relationships and 

interrelationships. 

 Mouton and Marais (1990:126) state that the main and sub concepts are further 

reviewed to ensure rigour in the finalization of the concept identification. The main 

concepts are reviewed for ‘connotation’ by checking out what sense of meaning or 

intention is being conveyed by use of the main concept. A similar transaction is used 

to review the ‘denotation’ in reference to concepts, which Mouton and Marais (1990:59) 

state are characteristics, actions, behaviours or processes that are linked to the 

phenomenon under study. They offer the following two guidelines as primary 

requirements in concept identification: 

 Connotations of concepts should be clearly articulated and unambiguous; and 

 Denotations of concepts should be related and an accurate reflection of the 

connotations. 

 Chinn and Kramer (2008:209) advise not becoming anchored in the number of main 

and related concepts when finalizing the main concepts and sub concepts, but rather 

to reconsider the qualitative features of the concepts to ensure that the central idea 

that links the identified concepts is congruent. 

The outcome of the process of concept identification, with the identified concepts, is 

presented in Table 5.1 based on empirical data from the results for objective 1 and 

objective 2. 
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Table 5.1 Conclusion statements for empirical data and concept identification 

Conclusion statements from CIRN 

questionnaire (Competencies of 

CSNs) 

Conclusion statements from focus 

groups (Learning needs of CSNs) 

Conclusion statements from 

individual interviews (Learning needs 

of CSNs) 

Concepts identified 

1. CSNs need to implement the nursing 

process into clinical care with a focus on 

assessment, planning, implementation 

and evaluation of nursing care. 

17. Health facilities are unprepared in 

receiving CSNs for placements due to 

lack of communication with the 

Provincial DoH. 

 

30. Community service for nurses has 

contradictory regulations, lack a job 

description and formal assessment for 

CSNs, which affect the implementation 

of community service in public health 

facilities. 

 

1. REGULATION OF CSNs 

 Job description for CSNs 

 Roles of CSNs 

 Standardized learning objectives 

 Assessment 

 Remuneration structure 

 Vacant posts for CSNs 

(Conclusion statements 22, 24, 30, 33, 39) 

2. CSNs need to form well-functioning 

teams in the wards. 

18. Nurse shortages in health facilities affect 

CSNs’ learning opportunities, which 

further cause CSNs to be placed in 

wards/units with staff shortages, that 

they have no interest in. 

 

31. Ward placements and rotation of CSNs 

in specialty areas is short and differs 

from health facilities, due to a 

contradictory policy of community 

service for nurses. 

 

2. NURSING EDUCATION INSTITUTIONS 

(NEIs) 

 Nursing curriculum 

 Nursing educators’ knowledge 

(Conclusion statements 28, 29, 40) 

3.  CSNs need to develop conflict 

management skills.  

19. CSNs are placed unsupervised in high-

risk specialty areas, with some not being 

equally exposed to specialty areas 

during community service. 

 

32. CSNs are placed in wards with nurse 

shortages, which creates no learning 

opportunities for CSNs. 

 

3. POSITIVE PRACTICE ENVIRONMENT 

 Organizational orientation 

 Ward orientation 

 Formal mentorship 

 Support from senior staff 
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(Conclusion statements 21, 23, 24, 31, 33, 

34, 39) 

4.  CSNs need to collaborate with 

multidisciplinary team. 

20. Ward rotation period differs between 

health facilities, which makes CSNs 

experience difficulty in adapting to their 

new work environment. 

 

33. The DOH does not provide vacant posts 

for CSNs post-community service, which 

aggravates nurse shortages in the public 

sector. 

 

4. PLACEMENT OF CSNs 

 Health facilities 

 Wards 

 Specialty areas 

 Rotation 

(Conclusion statements 17, 18, 19, 20, 36) 

5. CSNs must develop skills in delegating 

subordinates. 

21. Ward and organizational orientation for 

CSNs is not done thoroughly due to staff 

shortages experienced by health 

facilities. 

34. Nurse shortages in public health facilities 

affects assignment of formal mentors to 

CSNs. 

5. SKILLS DEVELOPMENT NEEDS 

 Clinical care (D1)  

 Implement the nursing process in clinical 

care (assessment, planning, 

implementation and evaluation of patient 

care) 

 Leadership (D2) 

 Delegating to subordinates 

 Form well-functioning teams in wards 

 Develop conflict management skills 

 Collaborate with multidisciplinary team 

 Interpersonal skills (D3) 

- Develop effective communication skills 

- Acknowledge others’ cultural beliefs 
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- Be reliable in workplace  

 Legal/ethical (D4) 

- Advocate for patients 

- Report malpractice incidents 

 Professional development (D5) 

- Socialization into nursing profession 

- Identify own learning needs for 

professional growth 

 Teaching-coaching (D6) 

- Teach other staff and patients 

- Identify learning needs of patients and 

families 

 Critical thinking-research (D7) 

- Develop clinical decision making and 

clinical judgement skills 

 Incorporate evidence-based practice into 

nursing care 

 (Conclusion statements 1-11, 25, 26, 27, 

37, 38) 
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6. CSNs need to develop effective 

communication skills with team 

members. 

22. Remuneration structure for CSNs differs 

between health facilities due to a lack of 

a community service for nurses policy. 

35. Nurse Managers are not included in the 

placement process of CSNs at health 

facilities, due to lack of communication 

with the NWDoH. 

 

7. CSNs need to acknowledge others’ 

cultural beliefs. 

 

23. CSNs are not assigned formal mentors 

due to nursing staff shortages which the 

health facilities experience. 

36. CSNs’ placements should be done in 

rural areas to enhance their clinical 

exposure. 

 

8.  CSNs need to be reliable in the 

workplace.  

24. CSNs are disrespected and bullied by 

senior staff due to their lack of 

understanding of the role of CSNs in 

public health facilities. 

37. CSNs lack professionalism, delegation 

and leadership skills, communication 

skills, accountability and confidence to 

practice independently and adapt to their 

new role. 

 

9. CSNs need to be able to advocate for 

patients. 

25. CSNs are well exposed to their clinical 

role in practice; however, they are not 

allowed to implement clinical judgement 

and decision-making skills as they are 

perceived as junior nurses. 

 

38. CSNs are well exposed in their clinical 

and education roles while placed at 

health facilities; however, they lack 

clinical skills in specialty areas and they 

are not well exposed in research and 

administrative roles. 

 

 

10. CSNs need to report malpractice 

incidents. 

26. In-service training to students, patients 

and staff allows CSNs to be exposed to 

their education role. 

39. Senior staff are bullying, disrespectful 

and see CSNs as a burden to the staff 

due to lack of understanding of the role 

of community service. 
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11. CSNs need to develop professional 

socialization skills. 

27. CSNs are not exposed to research in 

practice, which affects their abilities to 

implement evidence-based practice in 

patient care. 

40. A theory-practice gap exists in 

community service, which affects the 

nursing curriculum content, due to a lack 

of collaboration between health facilities 

and nursing institutions.  

 

12. CSNs are unable to identify their learning 

needs for professional growth. 

28. The nursing curriculum does not include 

relevant information needed by CSNs to 

practice effectively, due to nurse 

educators not possessing current clinical 

knowledge and skills. 

  

13. CSNs need to develop skills in teaching 

other staff members and patients. 

29. CSNs are ineffective in specialty areas 

due to limited exposure in these areas as 

nursing students. 

  

14. CSNs need to be able to identify learning 

needs of patients, families and junior 

staff. 

   

15. CSNs need to develop clinical decision-

making and clinical judgement skills. 

 .  

16. CSNs need to learn to incorporate 

research (evidence-based practice) into 

nursing care.  
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5.3.2 Concept classification 

Concept classification describes main concepts identified using Dickoff et al.’s (1968) survey 

list. This explains step 3 of the theory development methodology, where main concepts of the 

integrated map are described though concept classification. Walker and Avant (2014:16) refer 

to the work of Dickoff et al. (1968:415-430) when describing practice theory. Dickoff et al. 

(1968) advocated a model of “practice orientated theory” in which four phases of theorizing 

were to lead to the theory base for nursing practice; these phases are: 1) Factor-isolating; 2) 

Factor-relating; 3) Situation-relating; and 4) Situation-producing. 

Situation-producing theory is pertinent to this study, as the theory comprised three 

components, explained by Dickoff et al. (1968:421) as follows: 

 Goal content, which is specified as the aim of the activity. In this study, the aim is to 

develop a transition to practice programme for CSNs in Dr Kenneth Kaunda District to 

ensure competent CSNs. 

 Prescriptions for the activity to ensure that the goal content is realized. The 

prescriptions in this study are concepts identified through empirical data from objective 

1 and objective 2, which the researcher identified through determining the 

competencies and learning needs of CSNs during their community service placement, 

from the perspective of CSNs, preceptors and health facilities managers. 

 A survey list to classify the activities or elements aimed at achieving the goal content. 

In this study, these elements have been identified as concepts arising from empirical 

data, which made the survey list appropriate and relevant for use to classify the 

concepts which emerged. 

According to Dickoff et al. (1968:421) the survey list is used to: 

 Cluster “factors, facets and aspects of activity judged relevant to achieve situations” in 

practice that are simple or complex in nature, but are still in the conceptual level without 

relational statements. 

 Use knowledge in literature to appraise the concepts at whatever level deemed 

necessary or as a possibility for achieving the overall aim of producing a practice 

model. 

 Articulate a conceptual awareness that in situation-producing theory, the goal content 

that is the aim of the activity and prescriptions of activity to realize the goal content. 

The survey list of Dickoff et al. (1968:422) uses the following six modified questions for concept 

classification in relation to activities: 
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 AGENT: Who or what performs the activity? 

 RECIPIENT: Who or what benefits from the activity? 

 CONTEXT: In what context is the activity performed? 

 GOAL: What is the targeted outcome of the activity? 

 PROCEDURE: What is the guiding procedure, protocol or technique of the activity? 

 DYNAMIC: What is the energy source for the activity? 

The concept classification according to Dickoff et al.’s (1968) survey list resulted in the 

following concepts: 

AGENT: DoH and SANC 

RECIPIENT: CSNs 

CONTEXT: Public health facilities 

GOAL: Competent CSNs 

PROCEDURE: Transition to practice programme 

DYNAMICS: Collaboration between higher education institutions and public health facilities 

The researcher used deductive reasoning to identify concepts and classify concepts applying 

Dickoff et al.’s(1968) survey list, as illustrated in Figure 5.1. These concepts are discussed 

below. Conclusion statements were formulated from the concepts identified and classified, 

and literature was reviewed; these were used as the basis for generating relational statements 

of the conceptual framework. 
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CONCEPTS IDENTIFIED 

(Empirical data of competencies and learning needs of CSNs) 

Arrows illustrating logical arrangement from concept 

identification to classification 

CONCEPTS CLASSIFIED 

(Used the survey list of Dickoff et al. (1968)) 

1. Regulation of community service 

- Job description for CSNs 
- Role of CSNs 
- Standardized learning objectives 
- Assessment 
- Remuneration structure 
- Vacant posts 

 

 

 

 

 

 

 

AGENT:  Department of Health (DoH) and South African Nursing 

Council (SANC) 

2. Nursing education institutions (NEIs) 

- Nursing curriculum 
- Nursing educators` knowledge 

RECIPIENT: Community service nurses (CSNs)  

3. Positive practice environment 

 Organizational orientation 

 Ward orientation 

 Formal mentorship 

 Support from senior staff 

 

CONTEXT: Public health facilities 

4. Placements of CSNs 

- Health facilities 
- Wards 
- Specialty areas 
- Rotation 

GOAL: Competent CSNs 

PROCEDURE: Transition to practice programme 

5. Skills development needs 

 Clinical care (D1)  

- Implement the nursing process into clinical care 

(assessment, planning, implementation and evaluation of 

patient care) 

 Leadership (D2) 

- Delegating to subordinates 

- Form well-functioning teams in wards 

- Develop conflict management skills 

- Collaborate with multidisciplinary team 

DYNAMICS: Collaboration between higher education institutions 

and public health facilities 
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 Interpersonal skills (D3) 

- Develop effective communication skills 

- Acknowledge others’ cultural beliefs 

- Be reliable in the workplace  

 Legal/ethical (D4) 

- Advocate for patients 

- Report malpractice incidents 

 Professional development (D5) 

- Socialization into nursing profession 

- Identify own learning needs for professional growth 

 Teaching-coaching (D6) 

- Teach other staff and patients 

- Identify learning needs of patients and families 

 Critical-thinking research (D7) 

- Develop clinical decision making and clinical judgement 

skills 

- Incorporate evidence-based practice into nursing care 

 

Figure 5.1: Illustration of concept identification and concept classification using Dickoff et al.’s (1968) survey list
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5.3.2.1 Agent: Department of Health (DoH) and South African Nursing Council (SANC)  

According to Dickoff et al. (1968:425), an agent is a person who carries out a certain activity. 

The agent has creative freedom to look at what kinds of activities are required to realize any 

specified nursing goal. The agent in this research study is the DoH as they are responsible for 

placements of CSNs in the public health facilities to complete their one year of community 

service. This department will also be responsible for the implementation of a transition to 

practice programme for CSNs once it is developed. The SANC regulates the nursing 

profession; thus they are responsible for developing a policy and scope of practice for CSNs 

and a policy for a preceptorship programme, which need to be in place before the transition to 

practice programme can be implemented. 

5.3.2.2 Recipient: Community service nurses (CSNs) 

The recipients of an activity are the persons who receive action from the agents or who are 

receptive to activity that has a specified goal (Dickoff et al., 1968:294). The CSNs placed in 

public health facilities for community service are the recipients in this study, as CSNs will have 

to complete the modules in the transition programme to be able to register as a professional 

nurse after a year.  

5.3.2.3 Context: Public health facilities  

The context refers to the setting, location or environment in which the activity is taking place. 

The context framework implies that not only physical elements of time, space or structure 

constitute the framework, although these are factors within the framework. The context in this 

research study is public health facilities where CSNs are placed to complete their community 

service and gain competence. 

5.3.2.4 Goal: Competent CSNs 

Dickoff et al. (1968:428) refer to the goal as the terminus or endpoint. It represents the point 

of accomplishment of the activity, whereby the activity is characterized in terms of its endpoint. 

The goal in this study is to have competent CSNs, which according to Benner’s model of 

novice to expert is a practitioner that copes with complex situations through deliberate analysis 

and planning. This practitioner works independently and uses their own judgement to complete 

tasks (Benner, 1984:13-34). 
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5.3.2.5 Procedure: Transition to practice programme 

The procedure is viewed as features along a path and/or emphasis of steps, instructions or 

patterns as to how the activity is to be performed. The procedure safeguards the agent, 

recipient and context that encompasses the people and the activity. The nature of a procedure 

is a general rule rather than a directive to a specified agent at a specified time and place. In 

this study the transition to practice programme forms the procedure, as it assists the CSNs to 

become clinically competent to work independently in their roles as professional nurses, 

through completing modules and working under the supervision of a trained preceptor. 

5.3.2.6 Dynamic: Collaboration between higher education institutions and public health 

facilities 

The dynamic of an activity emphasizes the power or energy source of the activity. Dynamics 

explore all possible power and energy sources, which could be physical, physiological or 

psychological, and are relevant only to persons functioning as agent, recipient or within the 

context (Dickoff et al., 1968:431). The dynamic for this research study is collaboration between 

higher education institutions and public health facilities that is essential to ensure CSNs 

become competent through an existing collaborative relationship between nursing institutions 

and the public sector. 

5.4 LITERATURE REVIEW TO SUPPORT THE CONCEPTUAL FRAMEWORK 

A literature review was conducted to investigate the components of Dickoff et al.’s (1968) 

survey list, as identified through concept classification. The researcher explains the approach 

used to conduct the literature review. Concepts that are classified are supported through the 

literature review, to identify gaps in the literature in order to formulate concluding statements. 

The researcher used the conclusion statements formulated to identify relational statements to 

use in developing a conceptual framework for a transition to practice programme for CSNs in 

NW province. 

5.4.1 Literature review approach  

The literature searches for this study commenced prior to development of the conceptual 

framework. The researcher embedded the study results into the literature searched to support 

the results obtained in objectives 1 and 2. The literature review in this chapter is based on the 

concepts identified and literature obtained from literature searches. Chinn and Kramer 

(2008:267) state that a literature search and review extends beyond the background 

justification for a study, and therefore it is continuous and comprehensive. They further state 
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that as concepts and ideas emerge from data, the researcher uses the data to guide further 

explorations in the literature, which will contribute to a model development process of refining 

and delineating central concepts and the relationships between them. 

Creswell and Creswell (2018:29) and Silverman and Marvasti (2008:365) have described 

steps in conducting a literature review, which were applied in this study as follows: 

1. Identify key words that pertain to the search topic. 

2. Search electronic databases, initially focusing on journals and books related to the 

topic. 

3. Initially try to locate about 50 reports of research in articles or books. 

4. Review this initial group of articles for perspectives that: i) discuss key concepts, ii) 

define the research approaches used, iii) describe theoretical components, and iv) 

include expert opinion. 

5. Consider the analysis of the selected literature within the specified and related context 

of the study. 

6. While analyzing the literature, be aware of: i) areas that require further clarification or 

more research, ii) gaps in knowledge or unanswered questions, iii) controversy or 

inconsistency in the literature, iv) aspects from past experience or logic that are 

possibly relevant to the phenomena under study, and v) perspectives that are common 

or uncommon in occurrence. 

7. Make judgement on the component parts that are analyzed, and then use these to 

generate justifications and arguments using deductive and inductive reasoning in 

relation to the points of focus. 

8. Synthesize the ideas by combining opinions and arguments in a logical complex whole 

that integrates judgement and theory into a single flow of reasoning, in response to the 

dimensions of the searched key words and concepts. 

Literature was obtained using databases such as Google, Google Scholar, PubMed, Ovid, 

ResearchGate, Scopus and ScienceDirect. The researcher also accessed websites of the 

NDoH, SANC, other general and core journals relevant to the topic and theses and 

dissertations. The search words used in these databases were “community service”, 

“community service for nurses”, “new graduate nurses”, “newly qualified nurses” and 

“transition programs for nurses” 
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5.4.2 Agents: Department of Health (DoH) and South African Nursing Council (SANC) 

The DoH and SANC were identified as the agents in this study. The researcher explained 

community service in South Africa as implemented by the NDoH and the roles of the DoH and 

SANC in community service for nurses. 

5.4.2.1 Community service  

For decades, new graduate nurses transitioning into their roles as registered nurses has been 

acknowledged as being a ‘reality shock’ for them (Kramer, 1974). Kramer describes this as 

the “social, physical and emotional response of a person to the unexpected, unwanted or 

undesired experience” which a new graduate nurse undergoes in response to the reality of 

new responsibilities. This experience has worsened in the past few years, due to the rising 

acuity of hospital patients, reduced length of stay, staffing shortages and complex new 

technologies. In this era there have been greater demands on nurse leaders in practice 

settings to shorten new employee orientation and move new staff into patient care more rapidly 

(Dyess & Sherman, 2009:403). 

The transition period is a time when nurses need to consolidate their developing knowledge 

and skills and adjust to their new role (Edwards et al., 2011:4). In South Africa, CCS was 

introduced by the NDoH for nurses who completed their four-year nursing diploma or degree, 

to work in a designated public health facility before their nursing qualification is registered with 

the SANC. Health professionals such as medical doctors, dentists and pharmacists have been 

completing CCS since 1998; it was only introduced for newly qualified nurses in 2008. In terms 

of section 40(3) of the Nursing Act (33 of 2005), the provincial DoH is responsible for identifying 

public health facilities within the province where there is a critical need for CSNs. Diplomates 

or graduates select one of three public health facilities to be placed in; however, the final 

decision remains that of the provincial DoH (Shezi, 2014:2). The purpose of CCS was a 

strategy of the South African Government to promote equitable distribution of health services 

to the South African population, retain newly qualified health professionals in the country, and 

develop their practical skills, knowledge, critical thinking and professional behaviour during 

the 12-month period of CCS (Govender et al., 2017:14). 

5.4.2.2 The role of the DoH and SANC in community service  

The responsibilities of the NDoH and provincial DoH towards community service are to 

develop annual placement guidelines, prepare need-based staffing plans for CSNs, upload 

funded posts for CSNs, confirm bursary holders, confirm placements and provide letters of 

employment, and conduct relevant on-boarding activities for new community service 
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employees (South African DoH, 2018:10-11). The NWDoH is also responsible for ensuring 

that there are funded posts available for CSNs after completion of community service; 

however, it is evident that in some provinces CSNs are not absorbed into the health system 

due to lack of funded posts. Nurse graduates have reported a sense of belonging to the setting 

if they work in the same organization after completing a transition to practice programme 

(McKenna & Newton, 2008). According to the South African Department of Higher Education 

and Training (DHET) (2015:30), funding for community service is drawn from provincial budget 

allocations. The availability of funded posts dedicated for community service therefore varies 

from year to year, and is influenced by the administration of funds by the provincial DoH. The 

NWDoH was placed under administration in April 2018 by the NDoH due to misuse of funds, 

which led to vacant posts being frozen (Gerber, 2018). Filling of vacant posts and offering 

better remuneration packages, incentives and career advancement opportunities should be a 

matter of urgency for the DoH. 

In January 2019, DENOSA in KZN stated that the province has indicated a dire shortage of 

qualified nurses; however, they have not hired any of the CSNs who completed their year of 

community service (Mashego & Gous, 2019). It was further stated that, there is no effective 

human resource policy or strategy for the health sector and no evidence-based staffing norms 

for various types of health facilities to determine the staff needs. Similarly, in NW province 

DENOSA lashed out at the NWDoH, stating how poor human resources planning has 

compromised the future of the nurses in the province. Several nurses were left unemployed 

after completing a year of community service, and one CSN’s employment was terminated 

while she was on maternity leave due to poor human resources planning (Tau, 2015). This is 

supported by a study conducted in the Western Cape province, which highlighted the 

existence of maldistribution of CSNs in urban and rural areas, between levels of facilities and 

in different wards/units of care (Jooste & Scheepers, 2014:1726). The development of a 

human resource policy and evidence-based staffing norms for health facilities will assist the 

DoH to identify health facilities that have a need for CSNs and further eliminate the nurse 

shortage that the South African health sector faces. 

Currently provinces in South Africa implement community service as they need to, due to there 

not being a policy pertaining to community service. The only province in South Africa that 

compiled a detailed plan for CSNs is KZN province. In their policy for CSNs it is stated that 

support for these CSNs lies within the line managers’ function to ensure safe professional 

practice. This province has a mentorship framework, where the mentor develops a 

professional development plan for the CSN and communicates the plan to the line manager. 

A provincial coordinator is elected and meets with site mentors during the year to address the 
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identified problems (KZN DoH, 2010). The KZN province policy for CSNs thus highlights the 

importance of staff support in the form of managers, mentorship and coordinators to ensure 

that the CSNs transition into their roles as professional nurses smoothly. 

5.4.2.3 Role of the SANC in community service  

Community service for nurses is regulated by SANC in terms of Regulation No. R765. 

However, there is no dedicated scope of practice for CSNs, which means that they have to 

work under the scope of practice of previous professional nurse graduates. This was one of 

the challenges highlighted by CSNs in South African studies. In this study, health facilities 

managers stated that they were unprepared to receive CSNs, due to a nonexistent job 

description for CSNs. According to Shezi (2014:56) CSNs need a standardized job description 

that will highlight the expected outcomes of community service, their tasks, duties, 

responsibilities and relationship of authority within the nursing unit, as well as requirements 

and specifications of community service. Furthermore, in his study of CSNs Tsotetsi (2012:45) 

stated that there is a lack of clear definition of the roles for community service, and they 

sometimes found themselves being allocated to do their subordinates’ duties. 

In this study CSNs reported through FGDs that health facilities apply different remuneration 

structures for them, due to the lack of a policy for CSNs in NW province. This challenge was 

also evident in the study conducted by Govender et al. (2017:20); CSNs in this study 

expressed that they were frustrated with community service as they are being cheated 

financially, by being paid at a lower salary grade than other new professional nurses during 

community service. Similarly, in Thopola et al.’s (2013:175) study conducted in Limpopo 

province, CSNs expressed that their remuneration was not satisfactory based on their 

workload.  

The inconsistencies that exist with regard to the implementation of community service in the 

different provinces, the lack of scope of practice for these nurses and different remuneration 

structures that are followed in health facilities, indicate that community service for nurses in 

South Africa is not structured and needs to be revised and implemented accordingly in all 

provinces. Benner’s Novice to Expert model (1984) and the Transition to Practice model of 

Spector (2009) emphasized the importance of a preceptor in supporting the CSN to transition 

effectively into their roles as a professional nurse. There is currently no policy for preceptorship 

for CSNs, which will be the responsibility of the SANC to develop and implement once there 

is a preceptorship programme for CSNs. 
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The literature thus indicated that in order to ease the transition period for CSNs, it is vital that 

the DoH ensures that there is a policy for CSNs in place that will guide the implementation of 

community service across the provinces in South Africa. This should include their 

remuneration structure, ward rotation periods and placements process. Furthermore, the 

SANC should ensure that the CSNs have a scope of practice in place, in order to understand 

their role in the nursing profession during their community service placement, and a 

preceptorship policy should exist to have qualified registered nurses trained to support these 

CSNs during their CCS year. 

5.4.2.4 Conclusion statements on the agents: Department of Health and South African Nursing 

Council 

The following deductive concluding statements relate to the agent, the DoH and SANC: 

 The DoH should develop a community service policy for nurses to guide the 

implementation of this service across provinces and that will outline the outcomes of 

community service. 

 The DoH should develop a human resources policy for the public health sector that will 

state evidence-based staffing norms, in order to be able to identify the health facilities 

that have a need for CSN placements. 

 Funded posts for CSNs post-community service should  be created by the DoH in order 

for the CSNs to be absorbed into the public health sector; this will reduce the nurse 

shortages that South Africa is faced with and allow these CSNs to create a career path 

in the nursing profession. 

 The development of a job description for CSNs that identifies their tasks and 

responsibilities, and a supportive policy for preceptorship for CSNs to highlight the duties 

of the preceptor with regard to the CSN should be developed by SANC. 

The conceptualization of the agents is illustrated in Figure 5.2 

                          

Figure 5.2: Conceptualization of the agents: Department of Health and the South African 

Nursing Council 
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5.4.3 Recipient: Community service nurses (CSNs) 

A community service nurse (CSN) is a nurse who has acquired a four-year nursing degree or 

diploma at any South African nursing institution, and is required to complete a year of 

community service at public health facilities in South Africa. In international literature, this 

nurse is referred to as a new graduate nurse. This section discusses CSNs from the 

perspective of experienced nurses, and the CSNs’ experience of community service. 

5.4.3.1 Qualified nursing staff perceptions of CSNs 

According to Berkow et al. (2008:468) new graduate nurses comprise more than 10% of a 

typical hospital’s or health systems’ nursing staff, and given the current demographic trends 

this number is expected to increase, due to a rapidly ageing nursing workforce and impending 

baby boomers’ retirements. When new nurse graduates enter the nursing profession a certain 

level of preparedness is expected of them from senior staff; however, research has shown 

that these new graduates are not ready to take up the role of managing units (Brown & 

Crookes, 2016; Clarke & Holmes, 2007; Dlamini, et al. 2014; Edward et al., 2017; Nkoane, 

2015; St Clair, 2013). Duchscher and Cowin (2006:156) explain that this unpreparedness is 

caused by the differences between the educational backgrounds of new graduates and 

experienced nurses. They state that the new graduates entering the nursing profession are 

educated in a system that values critical thinking and questioning, are committed to the 

profession (rather than the employer) and are intolerant of patriarchal and subservient 

healthcare systems. In contrast, the experienced nurses may have accepted the socio-

culturally and politically oppressive context of nursing as normative and desensitized 

themselves to the impropriety of some of their assimilated or abandoned core values. 

In their studies Walker et al. (2017:508) and Duchscher (2009:1105) concurred that graduate 

nurses were not feeling well prepared to take on the responsibilities and decision-making that 

was expected of them, especially in rural and specialty areas. Similarly, in this study 

preceptors stated that CSNs lack clinical decision-making skills and have difficulty adapting to 

their new role as professional nurse. A study conducted in Swaziland indicated that new 

graduate nurses are not ready to practice independently; this was associated with 

stakeholders such as nursing institutions, statutory agencies and the clinical services, which 

create a theory-practice gap that impacted on their readiness (Dlamini et al., 2014:154). A 

study conducted in the Eastern Cape revealed that senior staff openly expressed that CSNs 

are “useless” when working in the wards (Yon, 2014:59); the results of this current study 

substantiate those of the Eastern Cape study, as in this study Hospital Managers perceived 

CSNs as a burden due to their lack of clinical knowledge while placed in the wards. 
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Furthermore; in this study preceptors reported that CSNs’ skill was seen as being at second-

year nursing student level. Similarly, Nurse Managers in Clarke and Holmes’ (2007:1214) 

study in the United Kingdom felt that newly qualified nurses’ skill level is equated to that of a 

third-year student. This indicates that a theory-practice gap exists in the nursing profession. 

5.4.3.2 Challenges CSNs experience during community service 

New graduate nurses face many challenges when transitioning into the workforce. These 

include an increasing number of patients with complex conditions and multiple comorbidities, 

lack of access to experienced mentors, generational diversity in the workforce, performance 

anxiety and bullying. Millennials expect more structure in the workplace and if this need is not 

met they feel overwhelmed and exhausted, which further makes them feel anxious, and the 

organization can expect staff turnover (Hofler & Thomas, 2016:133). 

Several studies have been conducted in a South African context to explore the experiences 

of CSNs during their community service placement, and highlighted the challenges these 

nurses faced (Tsotetsi, 2012; Beyers, 2013; Du Plessis & Seekoe, 2013; Ndaba, 2013; Shezi, 

2014; Govender et al., 2015). A study conducted in KZN found that CSNs are often placed in 

an area where they have to work independently after qualifying as a diplomate or graduate, 

without being supervised or supported. This led to CSNs being emotionally unstable, as they 

are adapting to the new status of being in a “professional nurse” environment (Shezi, 2014:3). 

Similarly, in the Western Cape CSNs stated that they had difficulty in adapting to their new 

working environment; they experienced it as a nerve-wrecking experience, as they were no 

longer students who could seek advice from a professional nurse (Beyers, 2013:37). In a study 

conducted in Hong Kong, new nurse graduates also stated that adapting to their new role was 

difficult as they were accountable for each action and decision they made in the ward setting 

(Wong et al., 2018:33). 

Dyess and Sherman (2009:406) indicated that factors such as staff shortages led to new nurse 

graduates being left to work alone, due to the work demands. This resulted in the new nurses 

lacking the desire to deliver good nursing care and lacking competence. According to Benner’s 

Novice to Expert model, a new nurse graduate is an advanced beginner who demonstrates 

acceptable performance, has prior experience in actual situations and can recognize recurring 

meaningful components and begin to formulate principles based on experience to guide their 

actions; however, they still need support in their new working environment in the form of a 

mentor who is seen as an expert (Benner, 1984:13-34). Placing a CSN in an unknown 

environment and unsupervised, will lead to them experiencing “reality shock” as explained by 
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Kramer (1974), leaving them with a sense of not belonging, fear and anxiety, and less job 

satisfaction and commitment to stay in the organization or profession. 

Clarke and Holmes (2007:1214) identified that new graduate nurses’ knowledge focuses on 

specific areas – often topics that had been studied in-depth for an assignment during their 

nursing training. According to Day and Smith (2007:138) this is due to nursing education 

focusing on students managing one patient at a time, which leaves the student with limited 

ability to practise the skills they will need in practice as professional nurses. This is supported 

by Duchscher’s (2008) transition model, which stated that during the “doing stage”, which is 

the first 3–4 months when new nurses don’t have contextual clinical experience to draw from, 

they tend to see the clinical situation in parts and not as a whole. In South Africa there is no 

set nurse to patient ratio, which exposes newly qualified nurses to higher-acuity patients due 

to staff shortages experienced in the wards (Uys & Klopper, 2013). A gradual increase of 

workload and responsibilities over the first 6 months allows the newly qualified nurse to 

transition smoothly into a new environment and reduces their work stress (Phillips et al., 

2015:110). 

Kramer et al. (2012) characterized the concerns of new nurse graduates as delegation, 

prioritization, time management skills, clinical autonomy, nurse-physician collaboration, 

constructive conflict resolution and restoring self-confidence. Thomas, Bertram and Allen 

(2012:244) further highlighted that new nurse graduates expressed concerns regarding being 

criticized by colleagues for their mistakes, fear of failing, low self-confidence and anxiety when 

dealing with more experienced nurses.  

These studies are in concurrence with the current study, that indicated that CSNs identified 

that they had moderate competence in their clinical skills, leadership skills, legal/ethical skills, 

interpersonal skills and professional development skills, while low competence was reported 

in their teaching/coaching role and clinical decision-making, clinical judgement and applying 

EBP in patient care. Similarly, Lee et al.’s (2015:5) study results indicated that new graduate 

nurses needed to improve their teaching, leadership and nursing management skills. Nurses 

need to develop their thinking and reasoning skills in order to meet the patients’ and families’ 

care needs in collaboration with other health care professionals. Bull et al. (2015:411) stated 

that issues that transition programmes should focus on are time management, development 

of clinical knowledge, role alignment and stress management.  

Similarly, new graduate nurses expressed difficulty in developing relationships with 

colleagues, which made them feel excluded from the team, expectations, support, 

communication, clinical knowledge or skills and confidence (Parker et al., 2014:153). Several 
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studies have also indicated that when entering the profession new nurse graduates identified 

that they lacked skills, which inhibited them from practicing independently. According to St 

Clair (2013:50), new nurses felt discomfort towards the death and dying of patients, and had 

insufficient knowledge of hospital policies and procedures, and difficulty organizing workload 

and time management. In a qualitative study conducted in Hong Kong, new nurse graduates 

expressed their lack of knowledge in specialty areas, ordering of in-patient medication, and 

performing venipuncture and blood extraction (Wong et al., 2018:32).   

5.4.3.3 Conclusion statements on the recipient: Community service nurse (CSN) 

The following deductive conclusion statements relate to the recipient, the CSN: 

 Based on Benner’s Novice to Expert model, the CSN entering the nursing profession 

is seen as an advanced beginner as they have experience as a student nurse; 

however, they require continuous mentorship to be able to advance to becoming a 

competent practitioner during their year of community service. 

 CSNs are unprepared to adapt and take up their role as a professional nurse, and 

undeveloped clinical knowledge and skills – due to factors such as the theory-practice 

gap experienced during their nursing education programme – led to lack of provision 

of integrated patient care.  

 Senior experienced nursing staff see CSNs as “useless” and a burden to the nursing 

profession, due to a lack of understanding of their role in the health sector. 

 CSNs experience ‘transition shock’ due to working unsupervised owing to nurse 

shortages experienced at the health facilities. 

The conceptualization of the recipient is illustrated in Figure 5.3. 

 

Figure 5.3: Conceptualization of the recipient: Community service nurse (CSN) 
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5.4.4   Context: Public health facilities 

The health care system in South Africa remains inequitable, despite measures taken to 

improve health care for all since 1994. Public health services rely on the commitment of nurses 

and doctors to render services (Pillay, 2015:277). The public health sector is further burdened 

by a quadruple burden of disease in the form of HIV/AIDS and TB, maternal and child mortality, 

non-communicable diseases and injury, violence and trauma (South Africa, 2016). However, 

researchers such as Makhakhe (2010:57) and Baloyi (2009:94) mentioned that South African 

public health facilities are not only burdened by diseases, the lack of resources such as 

medicines, cleaning materials, equipment and laboratory services negatively affect CSNs’ 

ability to function effectively within the healthcare system. Similarly, CSNs in Tshwane 

reported that the lack of material resources in the hospital led to unsafe practices, where 

experienced nurses tend to improvise to deliver care. This was seen as a major challenge that 

inhibits their readiness and transition into nursing practice, which can further become 

detrimental to the quality of health care provided (Nkoane, 2015:58). 

5.4.4.1 Positive practice environment 

The healthcare environment is complex and creates demands requiring the presence of a 

committed nursing workforce, which includes an astute critical thinker with confidence and 

competence when caring for patients and families in multiple health care settings (Cho et al., 

2006:44; American Organization of Nurse Executives (AONE), 2010:1). In South Africa, 

nursing shortages, unrealistic workloads, poorly equipped facilities, unsafe working conditions 

and unfair compensation affect the work life and performance of nurses and jeopardize quality 

patient care (South African DoH, 2013:27; Manyisa & Van Aswegen, 2017:29). According to 

Phillips et al. (2015:119) and Missen et al. (2016:112) new nurse graduates should be 

introduced to a reduced patient load, in terms of both physical numbers and actual patient 

acuity, during the graduates’ initial 2 weeks, to assist them to develop confidence and adjust 

to ward routines. This strategy would also ease the graduate into practice and reduce the risk 

to patient safety. 

According to the DoH (2013:27) and Manyisa and Van Aswegen (2017:36), PPEs are cost-

effective health settings that support nursing excellence as well as decent work, and have the 

power to attract and retain staff and improve patient satisfaction, safety and outcomes. 

Furthermore, these health facilities are characterized by ensuring the health, safety and well-

being of staff, supporting quality patient care and improving motivation, productivity and 

performance of individuals and organizations. Similarly, the model for clinical nursing 

education and training developed by nursing stakeholders in South Africa stipulated that to 
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enhance clinical learning and produce competent nurses, a PPE should exist that portrays a 

certain level of quality of nursing care based on clearly defined standards. Within this PPE, 

support staff should include preceptors, clinical placement coordinators and clinical experts, 

to assist in ensuring competent nurses (The NES Group, 2012). Furthermore, researchers in 

South African NEIs used the clinical model of nursing education and training to develop and 

implement preceptor training programmes for undergraduate nursing students in the Western 

Cape and Free State. These preceptor training programmes focused on training registered 

nurses to support undergraduate nursing students at public health facilities, in order to assist 

them in developing clinical knowledge and skills (Hugo & Bothma, 2019:196). These preceptor 

training programmes could be adapted to train registered nurses in public health fcailities of 

Dr Kenneth Kaunda District, to facilitate the learning process of CSNs in order to close the 

existing theory-practice gap. 

In concurrence, Van Rooyen et al. (2018:40) and Healy and Howe (2012) state that for health 

facilities to create a positive and supportive organizational culture, they should provide the 

resources to implement the new nurse graduate transition, place value on learning, and 

provide mentors and preceptors. Furthermore, they should ensure zero tolerance of bullying 

of new nurse graduates, recognize the importance that they develop a sense of belonging, 

and assist them to build positive relationships and effective communication processes, which 

will result in retention of these new graduate nurses. 

5.4.4.1.1 Supportive qualified nursing staff 

The results of this current study have indicated that CSNs are not supported during their 

transition period. This was evident in the survey results, where CSNs reported that they are 

not always assigned a mentor or orientated at the health facilities. These results were 

supported by the FGD and individual interview responses from Nurse Managers, CSNs and 

preceptors, that CSNs are working without supervision due to nurse shortages, and are only 

orientated to the hospital months after they commence working in the wards. Similarly, in 

studies conducted by Tsotetsi (2012:46) and Nkoane (2015:41) CSNs reported that nurse 

shortages negatively affected their placements, as they had to work independently without any 

supervision. According to De Swardt, Van Rensburg and Oosthuizen (2016:1), a clinical 

supervisor or preceptor is assigned to a student to improve their professional socialization. 

This is a process where the student learns the values, attitudes and goals of the profession to 

form a professional identity. De Swardt et al. (2016:4) identified guidelines for an experienced 

professional to be an effective clinical supervisor, as follows: i) have interest in the student by 

understanding their learning needs and teaching needs; ii) collaborate with NEIs to assist with 

theory-practice gap integration; iii) treat students as valued members of the multidisciplinary 
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team; iv) coach and mentor students regarding acceptable behaviour through fair judgement 

and honest feedback; and v) create learning opportunities based on the students’ learning 

needs. These can be applicable to those mentoring CSNs entering the nursing profession. 

Newly qualified nurses stated that support offered by preceptors was seen as crucial to the 

development of competent practice, and there appeared to be a relationship between the 

quality of preceptorship and perception of learning among newly qualified nurses (Clarke & 

Holmes, 2007:1217; Phillips et al., 2015). Furthermore, Wong et al. (2018:34) stated that new 

nurse graduates revealed that a good relationship with colleagues enhanced their sense of 

belonging, facilitating their self-development in the wards, and affecting their motivation and 

clinical performance. However, some newly qualified nurses felt that preceptorship was 

intrusive, tending to “crowd them too much”, as preceptors did not acknowledge their earlier 

experiences as student nurses, overloading them with information that they already 

understood from their undergraduate nursing education (Clarke & Holmes, 2007:1217). The 

literature thus indicates that a supportive environment for a new nurse graduate should consist 

of a trained preceptor being assigned to them and a PPE consisting of support from senior 

and experienced nursing staff, which will ease their transition process into becoming 

competent professional nurses. 

Graduates have experienced negative behaviours directed at them from senior staff and 

subordinates. Mammen et al. (2018:591) and Hofler and Thomas (2016:13) describe these 

negative workplace behaviours as workplace aggression, lateral and horizontal violence, 

workplace harassment and workplace incivility that obstruct the appropriate socialization of 

new graduate nurses. Organizations that do not protect nurses from bullying are silently 

promoting unprofessional behavior, which makes it difficult for the new graduate nurse to 

successfully transition in the workplace. Filipova (2018:493) stated that organizations may 

strengthen employee beliefs that the organization is committed to them by making salient anti-

bullying policies and processes. In concurrence, Hutchinson et al. (2008:E65) highlighted the 

need to foster nurse leaders adherence to professional standards in accordance with the code 

of ethics, code of conduct and nursing practice standards. 

New graduate nurses stated that the root of work incivility towards them was lack of respect, 

lack of support and lack of information, which they experienced from senior staff and 

subordinates. In South African studies CSNs in Tshwane experienced negative attitudes 

towards them from hospital managers, and senior and experienced staff. Nurse Managers 

lacked a good approach when communicating with them, and verbally attacked and insulted 

CSNs in front of patients, which led to disharmony, a poor working environment, and made 

new graduates feel less significant to the profession (Nkoane, 2015:50-51). 
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In Hong Kong new nurse graduates hesitated to ask senior staff about things they were 

uncertain of, as they would be criticized for their insufficient knowledge (Wong et al., 2018:34). 

In contrast, preceptors reported that new graduate nurses lacked interest in the profession, 

with a lack of trust between preceptors and new graduates, and new nurse graduates 

displaying aggressive behaviours in reaction to criticism, which limited the support they 

received from preceptors (Ebrahim et al., 2016:186). New graduate nurses also stated that 

experienced nurses lacked clinical competence, knowledge, self-confidence and skills 

required for teaching, motivating and assessing new graduates. These new graduates further 

highlighted that experienced nurses felt threatened by them as they fear losing their positions 

when a more motivated and capable colleague is introduced to be part of the team, and poor 

management from Hospital Managers was seen as a support barrier by preceptors (Ebrahim 

et al., 2016:187). 

Laschinger et al. (2016:84) and Read and Laschinger (2013:223) state that a supportive 

authentic leadership and an empowering workplace contribute to creating a positive working 

environment to retain new graduate nurses. Authentic leadership is characterized by 

behaviours that foster honest, trusting relationships with followers, and include soliciting 

feedback and opinions from others prior to resolving important decisions; having relational 

transparency; defining and modelling a high standard of moral and ethical integrity; and having 

an understanding of their own strengths, weaknesses and limitations. 

5.4.4.1.3 CSNs` placements needs during community service 

In a study conducted in NW province, CSNs indicated that they were placed in health facilities 

that were not their first choice, which had a negative impact on their job satisfaction at the 

health facility (Holtzhauzen, 2017:99). This supports the results of this current study, where 

CSNs also stated that they were placed in facilities that were their third and fourth options, 

which not only affected their job satisfaction, but also their life satisfaction. Ward placements 

should also be in the interest of the CSN’s field of specialization in order for them to develop 

skills in that specialization; for instance, CSNs can be placed in an emergency unit and rotate 

to an ICU if they want to specialize in critical care nursing. Therefore, it would be important 

that during their fourth year of nursing education they identify the areas, which they have an 

interest to specialize in, in order to create a career path in their specialization at the end of 

their community service year. 

Furthermore, CSNs also identified that placements in specialty areas without a specialization 

qualification made their transition experience difficult, as some had no exposure to 

specialization during nurse training. This result concurs with those of studies by Hlosan-
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Lunyawo and Yako (2013:4-7), Masango and Chiliza (2015:128) and Du Plessis and Seekoe 

(2013:135). In an Australian study graduate nurses stated that specialist areas should be 

considered as a second or third rotation, to assist them to consolidate their practice before 

being allocated high-acuity patients (Phillips et al., 2015:110). 

According to Chiliza (2014:54), CSNs took about 6 months to adjust in specialty areas; 

however, at times these nurses are thrown in the deep-end due to staff shortages, which 

negatively affects patient care. Placement in specialty areas is essential for new nurses, as 

this will assist them in identifying their specialization field (Shezi, 2014); it also develops the 

new graduate nurses’ critical-thinking skills and clinical decision making, as they have to use 

problem-solving strategies to ensure better patient care (Chiliza, 2014:57); the CSNs just need 

support in the form of a mentor to work closely with to familiarize themselves with the working 

environment. 

CSNs are required to rotate among different disciplines or wards while placed for community 

service in public health facilities; however, in several studies including this current study; CSNs 

have reported that rotation among wards does not always occur; instead, they are placed in 

wards to cover staff shortages. This was evident in Tshwane, where CSNs reported that they 

were expected to replace absent staff, despite the fact that they had not been allocated in 

those units before, which further added to their frustrations. This affected their clinical skills 

development, because of lack of opportunities to learn in different disciplines (Nkoane, 

2015:48; Dlamini et al., 2014:21). Shezi (2014:55) also highlighted that unit rotation for CSNs 

assists them to identify their clinical fields of interest which they can specialize in, when 

deciding on a career path. The number of rotations is determined by the individual health 

services according to the needs and interests of the organization and nurse graduate; it has 

been identified that reducing the number of rotations across settings can provide greater 

development opportunities for the nurse graduate and further consolidate their skills (Nursing 

and Midwifery Transition to Practice Guidelines, Victoria State Government, 2018:10). CSNs 

and preceptors in the current study expressed that at times CSNs were placed in a unit for a 

week; Betony (2011:25) asserts that exposure of a week in a unit is equivalent to observational 

placement rather than “doing assigned tasks”. 

5.4.4.4 Conclusion statements on the context: Public health facilities 

The following conclusion statements relate to the context of public health facilities: 

 Public health facilities need to provide a positive practice environment (PPE) for CSNs 

which comprises adequate material and human resources, placing value on learning, 
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fostering effective communication processes, preceptors, supportive senior staff, clinical 

coordinators and clinical experts to enhance the transition process. 

 Anti-bullying policies and processes should be developed to enhance a positive practice 

working environment for new nurse graduates. 

 Placements of CSNs should occur in their preferred ward to enhance job satisfaction.  

 Ward rotation needs to occur during community service, to develop clinical skills, clinical 

decision making and critical-thinking skills and to enable the CSNs to identify their field of 

specialization for career development. 

 Specialty areas should be considered as the second or third rotation, to ease the transition 

process. 

 

Figure 5.4: Conceptualization of the context: Public health facilities 

5.4.5 Goal: Competent CSNs 

According to Ramritu and Barnard (2001:47) there is a need to define competence when 

applied to new nurse graduates, which will provide a clearer understanding of their capabilities 

and provide guidance on expectations of a new nurse graduate. Fukada (2018:1) define nurse 

competency based on three theories: behaviourism, trait theory and holism. Behaviourism 

refers to comepetency as an ability to perform individual core skills, trait theory considers 

competency as individual traits necessary for effectively performing duties, Holism views 

competency as a cluster of elements, including knowledge, skills, attitudes, thinking ability and 

values that are required in certain contexts. This section describes the attributes of a new 

nurse graduate or CSN and the clinical skills that need to be developed, based on their self-

assessment and that of their preceptors.  
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5.4.5.1 Attributes of a competent CSN 

Nursing competence is viewed as a complex integration of knowledge, including professional 

judgement, skills, values and attitude, indicating that holism is widely accepted (Fukada, 

2018:1). 

In the USA the IoM established core competencies for all health professionals, which became 

the framework for the QSEN initiative, which has permeated nursing accreditation, education 

and practice standards (Morris & Hancock, 2013:29). These core competencies ensured that 

health professionals should deliver patient-centred care as members of an interdisciplinary 

team, emphasizing EBP, quality improvement approaches and informatics. These core 

competencies of the IoM formed the basis of the development of the transition to practice 

model (Chapter 1, section 1.6). 

The definition of competency by Fukada (2018:1) is similar to that of the SANC (2005:3), which 

defines competency as the specific knowledge, skills, judgement and personal attributes 

required for a health professional to practice safely and ethically in a designated role and 

setting; the combination of knowledge, psychomotor, communication and decision-making 

skills that enable an individual to perform a specific task to a defined level of proficiency. 

Benner (1984) in her seminal work, defined competency in nursing practice as having 

experience of 2–3 years in the same job or role; this ‘experience’ is therefore a requisite for 

expertise. 

Hopkins and Bromley (2016:147) proposed that new graduate nurses may have a different 

“skill set” and “performance levels” based on the type of nursing programme that the nurse 

graduated from. According to Giger and Davidhizar (1990:1110) and Wolff, Pesut and Regan 

(2010:189), graduates of the degree nursing programmes demonstrated diverse professional 

competencies, which included leadership proficiency, clinical judgement skills, the use of 

research in practice, higher-level use of the nursing process and self-directed actions. 

Similarly, Uys and Klopper (2013:2) stated that having a degree in nursing significantly 

decreased mortality from 6% to 2% in 30 days and failure to rescue rates. Blignaut (2012:65) 

highlighted that a degree nursing programme had a greater focus on educational, managerial 

and research roles than diplomates, which supports the results of Giger and Davidhizar (1990) 

and Wolff et al. (2010). These results thus indicate that the level of nursing education received 

might influence the competency of new nurse graduates. According to Lee et al. (2015:1) there 

are other factors that tend to influence new nurses to have higher level of competence, such 

as previous clinical experience at the same hospital, longer duration of work experience, 
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bachelor degrees, higher grade point average, work orientation and work description by 

preceptors.  

Higgins, Spencer and Kane (2010:499) in the United Kingdom developed a nursing curriculum 

that aimed to produce a “knowledgeable doer”, that is a mature, confident practitioner who is 

able to accept responsibility, think analytically and flexibly, and recognize a need for further 

preparation, and willing to engage in self-development.  

The Nursing strategy for South Africa 2008 focuses on producing competent degree and 

diplomat graduates who are critical thinkers and effective decision makers (Mahlasela, 

Mashudu & Ushanatefe, 2017:1). Similarly, Salifu et al. (2018:80) state that nursing staff in 

clinical settings favour a graduate nurse with a broad academic profile, equipped with 

knowledge and skills for lifelong learning, such as critical thinking, relevant information 

searching, high-level analysis and synthesis of information, and decision-making. 

Furthermore, Williams, Richard and Al Sayah (2015:521) state that competent practitioners in 

any nursing role must be able to manage care within interdisciplinary models, exert leadership, 

critically reflect on their practice and engage in ongoing education. According to Uys 

(1999:22), a professional nurse must be competent as a communicator and counsellor by 

using interpersonal skills to enhance health and care for the ill; an educator to other health 

professionals and during the intervention phase of the nursing process; a clinician that 

provides nursing care to families and patients; a client advocate to uphold the human rights of 

patients when they are unable to; a manager to lead a nursing team and manage health care 

units; and lastly, a researcher to increase nursing knowledge and solve nursing care problems. 

Lee et al. (2015:5) suggested that to increase the intellectual integrity of nurse graduates there 

needs to be enhancement of knowledge levels and promotion of proactive learning behaviours 

as nursing students. Problem-based learning is also recommended to improve critical-thinking 

skills. Table 5.2 summarizes the expected competencies or characteristics a new graduate 

nurse should possess when entering the profession. The competencies are colour-coded 

according to the conceptualization of the goal, as illustrated in Figure 5.5. The themes 

identified for the conceptualization of the  goal of producing a competent CSN are as follows: 

THEME COLOUR CODE 

Developed clinical knowledge and skills  

Works independently and ethically  
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Leadership skills, communication skills, 

multidisciplinary team 

 

Critical thinker and decision-maker, 

reflective practitioner 

 

Evidence-based practice, lifelong 

learning education 

 

 

Table 5.2: Summary of expected nurse graduate competencies from the literature 

AUTHOR/S GRADUATE NURSE EXPECTED COMPETENCIES 

Giger and Davidhizar (1990); Wolff et al. (2010)  Leadership proficiency 

 Clinical judgement 

 Use research in practice 

 Higher-level use of nursing process 

 Self-directed actions 

Institute of Medicine (IoM) (2003)  Patient-centred care 

 Part of interdisciplinary team 

 Evidence-based practice 

 Quality improvement 

 Informatics 

Mahlasela et al. (2017)  Critical thinkers 

 Effective decision-maker 

Ramritu and Barnard (2001)  Perform clinical tasks 

 Aware of ethical issues 

 Have knowledge base 

 Time management skills 

 Organize workload 

 Access and utilize resources 

 Provide care with limited dependence 

SANC (2005)  Have knowledge and skills 

 Practice safely and ethically 
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 Have communication and decision-making 

skills 

Uys (1999)  Communicator and counsellor 

 Educator 

 Clinician 

 Client advocate 

 Manager 

 Researcher 

 

5.4.5.3 Conclusion statements on the context: Competent community service nurse 

The following conclusion statements relate to the context of a competent CSN: 

 CSNs should have clinical knowledge and skills in order to strive to work 

independently.  

 A CSN should possess communication skills and exert leadership skills to be able to 

function effectively with a multidisciplinary team. 

 CSNs should be critical thinkers with effective clinical judgement and decision-making 

skills that will enable them to critically reflect on their practices. 

 CSNs need to continuously educate patients and families, engage in lifelong learning 

and incorporate evidence-based care in practice, to enhance quality patient care. 

 

Figure 5.5: Conceptualization of the goal: Competent CSNs 
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5.4.6 Procedure: Transition to practice programme 

It is evident that the newly licenced nurse entering the profession is not confident and 

competent when they transition into their professional roles (Rush et al., 2013; Clark & 

Holmes, 2007); thus it becomes the inherent responsibility of the nursing profession, along 

with health care organizations, to define and implement strategies to create a learning and 

supportive professional environment that will position the new graduate nurse for success 

(AONE, 2010:1).  

Internationally, in the USA, Australia and United Kingdom, a variety of strategies have been 

implemented to support the new nurse graduate, which are referred to as transition support 

programmes, new graduate programmes, residencies or internships (Rush et al., 2013:346). 

These programmes are beneficial to the new nurse graduate in allowing opportunities to 

develop clinical skills, instill confidence and competence upon entering the clinical setting, 

standardize orientation, and stabilize retention of these new nurses, which is cost-beneficial 

for the health facility (Hofler & Thomas, 2016:134). Bull et al. (2015:411) state that support 

programmes such as transition programmes should focus on nurse graduates acquiring skills 

in time management, role alignment and stress management as well as developing their 

knowledge. 

The Versant programme is a transition to practice programme developed in 2004 in Los 

Angeles. The programme is 18 weeks in duration and consist of clinical immersion, mentoring, 

debriefing sessions, self-care, competency validation and rotation to related departments. 

During the first 6 weeks, the nurse graduate spends half of their time each week in class, and 

the other half in practice with a designated preceptor. This transition to practice programme 

places a great focus on team precepting (Ulrich et al., 2010). 

The University Health System Consortium and American Association of Colleges of 

Nursing (UHC/AACN) nurse residency programme is a transition programme developed in 

the USA. The one-year programme is built on an evidence-based curriculum, where new 

graduate nurses participate in monthly seminars of 4 hours each, addressing the programme’s 

core content. The core curriculum is focused on three critical areas, including leadership, 

patient safety and outcomes and professional role. Graduates develop effective decision-

making skills related to clinical judgement and performance, provide clinical leadership in 

patient care, strengthen their commitment to nursing as a professional career choice, and use 

research in practice (UHC/AACN, 2013). 

The National Council of State Boards of Nursing (NCSBN) Transition to Practice Model 

was developed in the USA. This model used the QSEN competencies based on the IoM 
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competencies for driving quality and improving safety. These competencies include patient-

centred care, communication and teamwork, EBP, quality improvement and informatics. 

These competencies formed the modules in the Transition to Practice model, which are 

completed in the first 6 months of the programme. This transition programme further uses 

trained preceptors and role models who work with and guide the new graduate nurse for those 

first 6 months. The duration of the programme is 6 months with continued organizational 

support for 1 year, which include feedback and reflection as well as introduction to system 

committees, unit projects and other learning opportunities offered by the organization (Spector 

et al., 2015:25).  

The Flying Start NHS transition to practice programme is a web-based programme in 

Scotland, designed to increase the confidence and competence of new graduate nurses 

during their first year of employment. The programme consists of 10 learning units 

(communication, teamwork, clinical skills, safe practice, research for practice, equality, 

diversity, reflective practice, professional development, and career paths) which reflect current 

priorities and expectations in health care. New nurse graduates decide which units fulfil their 

learning needs and learning style; however, there are specific activities that the nurse graduate 

has to complete while being supported by mentors. The transition programme has a peer 

online community support group, and the new graduates are given 1–6 hours supernumerary 

time per month to complete activities. There is collaborative work between practice and 

education facilities to deliver masterclasses and improve knowledge and the understanding of 

the programme (Banks et al., 2011:3569). 

The Transition to Professional Practice in Primary Care Programme was developed in 

Australia, to attract and retain new nurses in the primary care setting due to nurse shortages. 

This 12-month programme comprises employment for a 12-month period in general practice 

settings, and preceptor and educational support overseen by a transition facilitator. Nurse 

graduates have two ward rotations to provide a wider scope of experiential learning. The 

graduate nurses are provided with training resources, online educational materials, study days 

and networking materials. They are supported by a trained preceptor who undergoes formal 

8-hour face-to face training and follow-up consultations. A transition programme coordinator 

oversees the practical implementation of the programme and supports both preceptors and 

graduates (Aggar et al., 2017:3). 

A systematic review and integrative literature review conducted by Anderson, Hair and Todero 

(2012:205) and Rush et al. (2013: 349) indicated that most transition programmes included 

reduced clinical workload, didactic classroom content of 4–8 hours a month, trained preceptors 

assigned to the new nurse graduates (varying from 1 day per month to every shift for 6 
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months). According to the Tasmanian Department of Health and Human Services (2015), the 

core components of transition to practice support should include an extended period of 

orientation, preceptorship and specific professional development opportunities. Rotation 

through medical, surgical or specialty wards offers a supportive environment for graduate 

nurses to consolidate skills, grow confidence and adjust to their new role (Ankers et al., 

2018:320). 

5.4.6.1 Elements that underpin transition to practice programmes 

 

In Australia, Nursing and Midwifery Transition to Practice Programmes guidelines were 

developed in 2018 to identify strategic objectives and actions to improve transition to practice 

programmes across Victoria. These were aligned with the Best Practice Clinical Learning 

Environment framework, that stipulated that a transition to practice programme should include 

the following elements: i) an organizational culture that values learning, ii) best practice clinical 

practice, iii) a positive learning environment, iv) an effective health service-provider 

relationship, v) effective communication processes, and vi) appropriate resources and facilities 

(Victoria State Government, 2018). The researcher discusses existing transition to practice 

programmes according to organizational culture, best practice clinical practice, positive 

learning environment and effective communication processes, as other elements have been 

discussed in previous sections. 

5.4.6.1.1 An organizational culture that values learning  

According to the Nursing and Midwifery Transition to Practice Programs guidelines (Victoria 

State Government, 2018:5), an organization demonstrates a learning culture through being 

committed to education and providing learning opportunities for learners to develop and 

enhance their professional attributes, clinical skills and knowledge. The value an organization 

places on learning and education will reflect in policies and procedures and strong leadership 

which prioritizes learning. Missen et al. (2016:202) state that staff members should 

demonstrate and maintain a positive work and learning environment that supports an effective 

transition to practice journey through strong leadership, effective and supportive preceptorship 

and peer support. 

Healy and Howe (2012) are in concurrence with this statement, and stated that a supportive 

and positive organizational culture, that provides resources to implement the new graduate 

nurses’  transition, places value on the learning, provides mentors and preceptors and has 

zero tolerance for bullying new graduate nurses, which results in retention of new graduates. 

Similarly, Spector (2009) in her transition to practice model (Chapter 1, section 1.6) and Hayes 

(2014) stipulated that a transition to practice programme should include a trained preceptor 
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that supports, assesses and assists new graduate nurses to reflect on their clinical practice 

for the first 6 months of practice. Another supportive structure identified was a mentor who 

serves as a role-change supporter, by identifying with the role of being a new graduate and 

sharing personal experiences about adjusting to work life.  

With regard to leadership in the organization, the Nursing and Midwifery Transition to Practice 

guidelines 2018 (Victoria State Government, 2018) state that Transition to Practice 

programme leaders can include graduate coordinators, clinical educators, preceptors and their 

staff who take on a supportive role. These leaders motivate and collaborate with staff and 

identify opportunities for innovation and delivery of excellent service. According to the AONE 

(2010), the Nurse Manager is the key driver in an organization for ensuring support in a 

transition to practice programme. Furthermore, Mallory and Franqueiro (2017), Laschinger et 

al. (2016:184) and Johnstone, Kanitsaki and Currie (2008:345) emphasize the importance of 

effective and supportive leadership in an organization, as these leaders need to ensure that 

the transition to practice programmes are able to meet the needs and established goals of 

their organization and those of the nurse graduates, and  strive to have an organizational 

culture that values nurses, their contribution to patient care and service delivery, and the role 

of nurse graduates in the health team. 

Peer support creates a positive culture, when nurse graduates are treated as part of the team 

and valued for the positive aspects they bring to an organization’s workforce. Graduates 

benefit greatly from peer support, as it provides an opportunity to debrief, voice concerns and 

identify stressors they experience during transition (Rush et al., 2013:349; Kary, 2012:30; 

Ankers et al., 2018:323; Ketelaar et al., 2015). 

5.4.6.1.2 Best practice clinical practice 

An organization demonstrates a commitment to providing high-quality care for patients 

through continuous quality improvement, facilitating a culture of quality and safety through 

supporting practitioners to have appropriate skills, knowledge and attributes to practice safely 

and competently, ensuring that best evidence is adopted into practice (Victoria State 

Government, 2018:6). Nurse graduates are bound by professional codes and guidelines and 

professional standards and scope of practice to practice safely. An organization delivering a 

transition to practice programme needs to model best practice behaviours, processes and 

practices to nurse graduates. This includes ensuring that the systems, policies and protocols 

are in place, and that the programme is regularly evaluated and reviewed, to ensure that it is 

meeting the needs of the organization, nurse graduate and patients. The Department of Health 

and Human Services of Australia (2016) further stated that a culturally safe environment is 

critical to safe practice and a positive work environment, by ensuring that all staff are treated 
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equally and with respect. Organizations are also required to ensure that all nurses work within 

their scope of practice, and that other staff members working with nurse graduates should 

have an understanding of their scope of practice, in order to have realistic expectations and 

consider the graduates’ individual competency levels, ongoing educational needs and 

opportunities (Nursing and Midwifery Board of Australia, 2006). 

It is evident that nurse graduates need to understand their scope of practice and professional 

codes and work within a legal and ethical framework, in order to provide safe and high-quality 

care to patients and become safe and competent health professionals. 

5.4.6.1.3 A positive learning environment 

In the Reviews Report of Graduate Program Experiences in Australia 2017, nurse graduates 

identified a number of key dimensions that compromise a positive learning environment. 

These key elements included orientation policies and procedures, incremental responsibility, 

self-reflection, problem-solving, professional support, developing clinical skills and knowledge, 

availability for debriefing opportunities, and the development of resilience. 

Studies have indicated that components of transition programmes commonly consist of an 

orientation period (Rush et al., 2013:349; Spector, 2009; Anderson et al., 2012:205; Cheng et 

al., 2014:1) which should be implemented separately from the transition programme. 

According to Shezi (2014:47), the orientation programme should include general hospital 

orientation comprising life safety issues, infection control, occupational health and safety, fire 

hazards and disaster management, and orientate the employee to policies, procedures and a 

specific ward orientation. Honour (2015:11) stated that new graduate nurses who do not 

receive a structured orientation can cause life-threatening problems through nursing process 

errors, such as failing to follow health care providers’ orders, medication administration errors, 

failure to provide proper communication about the patient and failure to comply with 

institutional protocols. Similarly, Spector (2009), in her transition to practice model (Chapter 1, 

section 1.4) and Hayes (2014) stipulated that the new graduate nurse should undergo 

orientation which is separate from the transition programme, which allows the nurse graduate 

to understand their immediate clinical environment and have comprehensive information with 

regard to the functioning of the organization. 

Providing nurse graduates with necessary training to build their resilience will enhance their 

transition to practice experience and contribute to their wellbeing. Meyer and Shattob (2018) 

state that graduates with higher levels of resilience have also been shown to use feedback 

from other staff as an opportunity for professional development, use peer and professional 

networking opportunities to assist with tasks and develop an enhanced work/life experience. 
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5.4.6.1.4 Effective communication processes 

Effective communication is a key component in any organization; it plays an important role in 

teamwork, collaboration, improving education and clinical environments by informing actions, 

behaviours and decision-making. Communication is also essential for debriefing, performance 

improvement and engagement across all levels, which leads to better outcomes for the 

organization, staff and patients (Victoria State Government, 2018:12). 

In transition to practice programmes effective communication plays a role in performance 

reviews and feedback given to nurse graduates to improve their skills, knowledge and ability 

to self-reflect. In order for feedback to be effective, it should be objective, specific, timely, 

constructive, balanced and two-way (Department of Health and Human Services, 2016). 

According to Hussein et al. (2017:2), nurse graduates value regular feedback on performance 

as it allows them to identify their strengths and areas for improvement, and assist in career 

development. 

Inter-professional practice requires a supportive environment and effective communication 

across the health care team in order to work successfully (Pfaff et al., 2014:1149). According 

to Niemeyer (2017), nurse graduates that participate in inter-professional practice have 

opportunities to improve their communication skills, particularly through the interaction with 

managers and professionals in other disciplines. Thus, organizations offering transition to 

practice programmes are encouraged to promote and create opportunities for graduates to 

engage in inter-professional practice and education. 

5.4.6.2 Conclusion statements on the procedure: Transition to practice programmes 

The following conclusion statements relate to the context concept of transition to practice 

programmes: 

 Organizations offering transition to practice programmes should value an 

organizational culture that values learning, which can be achieved through the support 

of strong leadership, supportive and effective preceptorship, and promoting peer 

support for nurse graduates. 

 Nurse graduates should practice within the standards of the profession and within a 

legal, professional and ethical framework and their scope of practice to be able to 

provide culturally sensitive patient care. 

 A positive learning environment should exist within the organization, that will create a 

working environment where nurse graduates have educational objectives, and develop 
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clinical skills and knowledge, with staff that understand their roles in the work 

environment and have resilience-building opportunities. 

 Effective communication processes should be in place to appraise the nurse 

graduates’ performance and promote inter-professional education to enable them to 

provide quality patient care. 

 

Figure 5.6: Conceptualization of the procedure: Transition to practice programmes  

5.4.7 Dynamics: Collaboration between higher education institutions and public 

health facilities  

Collaboration refers to individuals working together toward a common purpose to achieve a 

mutual benefit (Association for Information and Image Management, 2018). Accoridng to Viki 

(2016) and Green and Johnson (2015) collaboration can occur among people in varous 

disciplines working together to share an array of views, which can also occur within and 

between organizations and between countries. 

Between NEIs and the public health facilities lies a theory-practice gap, with much debate in 

the  literature about where the accountability for this lies: practice, education or both? This 

section discusses the theory-practice gap that exists, based on the literature. Collaboration 

between NEIs and health facilities can resolve this problem for nurse graduates.  

5.4.7.1 The theory-practice gap 

The goal of nursing education is to ensure professional clinical competencies and to enhance 

the delivery of safe, quality nursing care. Nursing is a practice-oriented discipline that not only 

involves theoretical content discussed in the classroom, but requires clinical exposure for skills 
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to be developed (Salifu et al., 2018:72). The trend in nursing education globally over the last 

century has been towards greater professionalization through the lengthening of training 

periods, and a shift from a hospital-based apprenticeship model to professional education in 

HEIs (Blaauw, Ditlopo & Rispel, 2014:1). Gerrish (2000:479) states that the theory-practice 

gap in nursing education exists due to the shift in nursing education from the traditional 

hospital-based approach to HEIs. 

Berkow et al. (2008:470) define the theory-practice gap as the inconsistency between what 

student nurses acquire through theoretical classroom lectures and what they experience in 

the clinical setting. Similarly, Duchscher (2009) describes “transition shock” as the initial stage 

of role adaption for the graduate nurse, which like Kramer`s “reality shock” highlights that 

university teaching does not adequately prepare students for the realities of nurse practice. 

According to Monaghan (2015:e2), student nurses and newly qualified nurses are the ones 

largely experiencing the theory-practice gap, which has an adverse impact on their 

socialization into their professional role. These newly qualified nurses also experience low job 

satisfaction, and there are high job attrition rates due to this phenomenon (Awaisi et al., 

2015:1732). 

In this study, CSNs reported that a theory-practice gap continues to exist in nursing education, 

which affected their leadership, educational and clinical skills, due to the nursing curriculum 

not including the relevant information needed in practice. This is supported by Higgins et al. 

(2010:504), who state that the shortfall in clinical skills acquisition is due to the pre-registration 

education in relation to development of clinical, management and organizational skills. Huston 

et al. (2018:27) state that the perceived competence gaps among new nurse graduates appear 

to span the domains of critical thinking, communication, clinical knowledge, managing time 

and responsibilities, professionalism, technical or psychomotor skills, physical assessment 

and teamwork.  

Salifu et al. (2018:75-79) identified several challenges that contribute to the theory-practice 

gap in nursing education. These were nursing education system inadequacies, where nursing 

education programmes did not prepare the nursing student to face the realities of clinical 

nursing (Rush et al., 2015:352; Ankers et al., 2018:323). Armstrong and Rispel (2015:5) 

suggested the incorporation of social accountability into the new nursing education reforms, 

which would require nursing schools to ensure that their teaching; research and service 

undertakings address the health concerns of the people in their context. Lack of resources 

influenced the activities of the multidisciplinary team; the clinical environment was different 

from the one described in the textbook. Textbooks were not used in the context of their health 

system; and clinical placements and supervision were not organized to be in synchrony with 
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theoretical learning, due to lack of communication between the clinical instructor and the 

nursing educator in the classroom. In contrast Wong et al. (2018:32) stated that the nursing 

education received assisted the nurse in acquiring basic knowledge and skills; however, it was 

not sufficient for acquiring advanced knowledge and skills in emergencies and handover of 

patients. This was also evident in the results of this study, where CSNs reported that they lack 

clinical skills in specialty areas such as ICUs and casualty units, which made them feel 

inadequate to practice in those units. 

Lastly, nurse educators were inexperienced and had lost touch with the realities of nursing 

practice, and their teaching strategies promoted rote learning. However, on the statement of 

nurse educators; Ousey and Gallagher (2010:663) argued that it is an unrealistic expectation 

of lecturers, given their pressure of work and requirement to display competence to remain on 

the professional register. They further stated that the emphasis should be on partnerships 

between academia and clinical practice, while the issue of clinical credibility should instead be 

focused on the preceptors in practice. 

In South Africa, Armstrong and Rispel (2015:5) supported the argument of teaching strategies 

affecting newly qualified nurses’ skills; they stated that curricular issues were coupled with the 

absence of innovative teaching strategies among nurse educators, especially those based in 

nursing colleges. This is of concern, as nursing colleges produce the greatest number of 

nurses in South Africa, which means a large proportion of the nursing population cannot apply 

theory to practice.  

Similarly, researchers Bauchat, Seropian and Jeffries (2016), NCSBN (2015) and 

Schaumberg (2015) have suggested strategies to reduce the theory-practice gap, as 

education strategies that are the responsibility of academia and collaborative strategies 

directed at practice. Bauchat et al. (2016:356) suggest that the traditional clinical learning 

environment is not teaching nurse graduates the vital communication skills which are essential 

for patient-centred care, and teaching institutions should consider using simulation. 

Schaumberg (2015:27) further stated that the use of simulation creates a realistic environment 

with evidence-based scenarios matching the environmental, physical and emotional 

experience of an actual clinical experience; it also allows time for reflection and to understand 

the complexities of communication. Furthermore, Huston et al. (2018:30) highlight that 

simulations can be implemented to focus on the “gaps” identified by clinical partners during 

orientation of new nurse graduates.  

Other strategies were learner-centred, active teaching strategies and competency-based 

education. Huston et al. (2018:30) highlight that learner-centred, active teaching approaches 
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and simulation engage students in thinking and learning, and promote clinical judgement skills, 

while reducing the theory-practice gap. In the competency-based curriculum the emphasis is 

on the demonstration of competencies that are necessary attributes of a beginner nurse 

generalist, further promoting engagement by utilizing active listening skills, incorporating adult 

learning principles and recognizing individual learning styles and abilities (Billings & Halstead, 

2016). It is evident that to reduce the theory-practice gap academic and practice leaders need 

to collaborate through using simulation, learner-centred, active learning approaches and 

competency-based education. 

5.4.7.2 Collaboration between higher education institutions and practice 

According to Huston et al. (2018:32), forming an academic-service partnership has been 

highlighted as key to reforming clinical nursing education, and an opportunity for clinicians and 

academics to assume new roles that improve the standard of patient care and provide for 

professional development. Partnerships provide the opportunity to share knowledge and 

resources and encourage the most contemporary, evidence-based clinical practice based on 

sound educational principles (Victoria State Government, 2018:11; Stuart-Shor et al., 2016). 

Collaboration between nursing institutions and health care settings was found to be beneficial, 

as it stimulated nurses to use evidence-based practice in health care and created research 

opportunities for nurse educators and clinical personnel to implement research in nursing 

institutions and practice (Missal et al., 2010). According to the model of clinical nursing 

education and training, clinical nursing teaching and learning should involve the health and 

education systems working together. Academic staff and preceptors should have joint 

appointments with the NEIs and the DoH (The NES Group, 2012), in order to work parallel to 

each other addressing the learning needs of nursing students; this is a process that could be 

adapted to facilitate the learning needs of CSNs after they complete their four-year nursing 

training. 

Ankers et al. (2018:323) stated that collaboration between hospitals and universities could aid 

the preparation of students for practice by providing a focused classroom learning and 

practicum environment. Duclos-Miller (2011:34) suggested that collaboration between 

hospitals and universities could identify and address issues of transition to help ease nurses 

into professional practice. El Haddad, Moxham and Broadbent (2017:395) proposed that there 

should be joint responsibility of education provider and workplace, which might remove the 

potential for blame for inadequate preparation by universities and unrealistic expectations of 

new nurses by hospital staff. In a Malawian study, Bvumbwe (2016:319) conducted an 

integrative literature review to describe the role of academic-clinical partnership in 

strengthening nursing education. This study highlighted elements of effective partnerships, 
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stating that they should be based on mutual goals and shared vision, mutual investment and 

open communication, trust, respect and commitment, while Häggman-Laitila and Rekola 

(2014:1291) identified factors that could influence this partnership as being rigid agreements, 

tight schedules, unclear partnership terms and uncoordinated cooperation. 

Furthermore, Kelly et al. (2018:340) reviewed academic-practice partnerships in the USA and 

identified three components that contributed to their success: i) a committed nursing 

leadership, ii) a shared strategic vision; and iii) multiple linkages between entities within a 

health care system and its partner School of Nursing to foster opportunities for formal and 

informal collaboration and partnership activities. 

Debourgh (2012:52), in his synergy partnership model, described how commitment from all 

participants in an academic-service partnership has the potential to support student-acquired 

knowledge regarding patient safety, quality standards, teamwork and effective 

communication, with an outcome of enhanced clinical practice competencies. Similarly, 

Huston et al. (2018:32) and Kelly et al. (2018:340) stated that to build and sustain a robust 

academic-practice partnership requires commitment from the highest managerial levels, such 

as the Chief Nurse Executive and the Dean, and it must be implemented by a joint committee 

of stakeholders and be based on mutually beneficial and measurable goals. Effective 

collaboration requires structure, process and relationship building, which is built upon 

exquisite communication channels to build a culture of trust and acknowledge the different 

values and work cultures of partners. Trautman (2016:11) further highlighted that partnerships 

should address strategies for long-term sustainability as part of the initial and ongoing 

collaboration and establish an infrastructure that documents the benefit for all stakeholders. 

A shared strategic vision in partnerships can include identifying alignment in organizations’ 

strategic priorities and plans and opportunities for achieving them through collaboration. Joint 

strategic planning sessions can be used to discuss partners’ challenges and to develop 

strategies to address shared priorities, such as preparing the workforce of the future (Kelly et 

al., 2018:340). Similarly, the Nursing and Midwifery Transition to Practice Guidelines (Victoria 

State Government, 2018:12) and Beal (2012) stated that collaboration gives organizations an 

opportunity to respond to future community expectations and evolving service models through 

innovative workforce planning, by utilising a “grow your own workforce” retention strategy. 

Health services can also provide programmes that deliver credits towards postgraduate 

education, to promote professional development and ensure career path development.  
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Multiple linkages between entities in a health care system and their partner School of Nursing 

allows informal or formal interdisciplinary partnerships, which encourages further research and 

development of community-engagement programmes (Kelly et al., 2018:341).  

Moscato et al. (2007:32) stated that a solution to resolve the theory-practice gap is the 

development of student-centred, dedicated education units where the registered nurse serves 

as a vital partner in the student nurses’ education to develop in their professional role, skills 

and knowledge. Educators collaborate with registered nurses to provide an improved clinical 

experience and students become integrated in the hospital unit and the multidisciplinary team 

as they work side by side with the registered nurse. The academic- service partnership allows 

a closer working environment between partners, where clinical needs, expectations and 

student outcomes are observed and discussed by both groups to facilitate quality 

improvement, promote excellence in clinical education and improve patient care (Jeffries et 

al., 2013:134). 

5.4.7.3 Conclusion statements on the dynamic: Collaboration between higher education 

institutions and public health facilities 

The following conclusion statements relate to the dynamics of collaboration: 

 Academic-service partnerships provide the opportunity to share knowledge and 

resources, encourages the implementation of evidence-based practice and builds the 

capacity of practicing nurses. 

 Effective partnerships are based on mutual goals and a shared vision, joint 

commitment and responsibility, mutual investment and open communication, trust and 

respect. 

 Collaboration supports workforce planning and professional development through a 

career path for nurse graduates based on the shared strategic vision of partners. 

 The academic-service partnership can ensure interdisciplinary collaboration that 

fosters community engagement programmes and evidence-based practice. 
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Figure 5.7: Conceptualization of dynamics: Collaboration between higher education 

institutions and public health service. 

5.5 CONCLUSION STATEMENTS ON THE CONCEPTUAL FRAMEWORK 

A summary of conclusion statements on the conceptual framework is presented in Table 5.3. 

These summary statements are derived from the literature review conducted and based on 

the concepts identified from the empirical data. 
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Table 5.3: Summary of conclusion statements on the conceptual framework 

Department of Health (DoH) 

and South African Nursing 

Council (SANC)      (Agent) 

Community service nurse (CSN)  

(Recipient) 

Public health facilities  

(Context) 

Competent CSN  

(Goal) 

Transition to practice 
programmes 

(Procedure) 

Collaboration (Dynamics) 

1. The DoH should 

develop a community 

service policy for nurses 

to guide the 

implementation of 

community service for 

nurses across 

provinces, that will 

outline the outcomes of 

community service. 

 

5. The CSN entering the 

nursing profession is seen as 

an advanced beginner based 

on Benner’s Novice to Expert 

model, as they have 

experience as a student 

nurse; however, they require 

continuous support to be able 

to advance to being a 

competent practitioner during 

their year of community 

service. 

 

9. Public health facilities 

need to provide a 

positive practice 

environment (PPE) for 

CSNs which consists 

of adequate material 

and human resources, 

place value on 

learning, foster 

effective 

communication 

processes, with 

preceptors, supportive 

senior staff, clinical 

coordinators and 

clinical experts to 

enhance the transition 

process. 

 

14. CSNs should have 

clinical knowledge and 

skills in order to strive 

to work independently.  

 

18. Organizations offering 

transition to practice 

programmes should 

value an 

organizational culture 

that values learning, 

which can be 

achieved through the 

support of strong 

leadership, supportive 

and effective 

preceptorship and 

promoting peer 

support for nurse 

graduates. 

 

22. Academic-service 

partnerships provide 

the opportunity to 

share knowledge and 

resources, 

encourages the 

implementation of 

evidence-based 

practice and builds 

the capacity of 

practicing nurses. 

 

 

2. The DoH should 

develop a human 

resources policy for the 

public health sector that 

will state evidence-

based staffing norms to 

be able to identify the 

health facilities that 

6. CSNs are unprepared to 

adapt and take up their role 

as professional nurse and 

undeveloped clinical 

knowledge and skills, due to 

factors such as the theory-

practice gap experienced 

during their nursing 

education programme, which 

10. Anti-bullying policies 

and processes should 

be developed to 

enhance a positive 

practice working 

environment for new 

nurse graduates. 

 

15. A CSN should possess 

communication skills 

and exert leadership 

skills to be able to 

function effectively with 

a multidisciplinary 

team. 

 

19. Nurse graduates 

should practice within 

the standards of the 

profession and within 

a legal, professional 

and ethical framework 

and their scope of 

practice to be able to 

23. Effective partnerships 

are based on mutual 

goals and a shared 

vision, joint 

commitment and 

responsibility, mutual 

investment and open 

communication, trust 

and respect. 
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have a need for CSN 

placements. 

 

led to lack of provision of 

integrated patient care.  

 

provide culturally 

sensitive patient care. 

 

3. Funded posts for CSNs 

post-community service 

should be created by 

the DoH in order for the 

CSNs to be absorbed 

into the public health 

sector, to reduce the 

nurse shortages that 

South Africa is faced 

with and allow these 

CSNs to create a career 

path in the nursing 

profession. 

 

7. Senior experienced nursing 

staff see CSNs as “useless” 

and a burden to the nursing 

profession due to a lack of 

understanding of their role in 

the health sector. 

 

11. Placements of CSNs 

should occur in their 

preferred ward to 

enhance job 

satisfaction. 

 

16. CSNs should be critical 

thinkers with effective 

clinical judgement and 

decision-making skills 

that will enable them to 

critically reflect on their 

practices. 

 

20. A positive learning 

environment should 

exist within the 

organization, that will 

create a working 

environment where 

nurse graduates have 

educational 

objectives, develop 

clinical skills and 

knowledge, and staff 

that understand their 

roles in the work 

environment and have 

resilience- building 

opportunities. 

 

24. Collaboration supports 

workforce planning, 

and professional 

development through 

a career path for 

nurse graduates 

based on the shared 

strategic vision of 

partners. 

4. The development of a 

job description for CSNs 

that identifies their tasks 

and responsibilities, and 

a supportive policy for 

preceptorship for CSNs 

to highlight the duties of 

the preceptor with 

regard to the CSN by 

the SANC. 

 

8. CSNs experience “transition 

shock” due to working 

unsupervised due to nurse 

shortages experienced at the 

health facilities. 

12. Ward rotation needs 

to occur during 

community service, to 

develop clinical skills, 

clinical decision 

making and critical- 

thinking skills and to 

enable the CSNs to 

identify their field of 

specialization for 

career development. 

17. CSNs need to 

continuously educate 

patients and families, 

engage in lifelong 

learning and 

incorporate evidence-

based care in practice, 

to enhance quality 

patient care. 

21. Effective 

communication 

processes should be 

in place to appraise 

the nurse graduates’ 

performance and 

promote inter-

professional education 

to enable them to 

provide quality patient 

care. 

25. The academic-service 

partnership can 

ensure 

interdisciplinary 

collaboration by 

partners which fosters 

community 

engagement 

programmes and 

evidence-based 

practice. 
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  13. Specialty areas 

should be considered 

as the second or third 

rotations, to ease the 

transition process. 

 

   



247 

5.6 DESCRIPTION OF THE MODEL 

The conceptual model for a transition to practice programme for CSNs (Figure 5.8) is 

described, based on Chinn and Kramer’s (2008:22) methodology for describing theory. This 

includes describing the purpose, context, overview, structure, process, relational statements 

and assumptions of the model. The researcher only provides a description of the transition 

model and did not evaluate the model.  
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Figure 5.8: Presentation of a conceptual model for a transition to practice programme for community service nurses
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5.6.1 Purpose of the model 

According to Chinn and Kramer (2008:220), the general purpose of theory is important 

because it specifies the context and situations in which the theory is useful. They further 

explain that a theory purpose can be specific to the clinical practice of nursing, where the 

concepts of the theory include nursing actions and behaviours, while some theory purposes 

are useful for understanding phenomena that occur in the context of nursing practice. 

The conceptual model for a transition to practice programme for CSNs gives an 

understanding of the transition process of a CSN when entering the nursing profession. This 

CSN has to complete a structured transition programme, developed based on their learning 

needs, to become a competent CSN. It also describes the support structures in the public 

sector that need to be in place in order to ease the transition process of this CSN. Thus the 

purpose of this model focuses on developing a competent CSN who can practice 

independently after their completion of a year of community service. 

5.6.2 Context of the model 

Theoretic relationships must be placed within a context if theory is to be useful for practice 

(Chinn & Kramer, 2008:212). The context for this model is public health facilities where CSNs 

are placed for a year of community service in NW province. This model can, however, be 

applied on a national level, as the literature indicated that CSNs in different provinces of 

South Africa have similar learning needs during their community service placements when 

transitioning into their role as professional nurse. 

5.6.3 Overview of the model 

The overview presents a brief portrayal of the main attributes that assist in gaining greater 

perspective ahead of detailed attributes that follow in the structural and process descriptions 

of the model (Wynn& Clarkson, 2018:162). 

The core attribute of the transition model is collaboration between HEIs and public health 

facilities. This is positioned around the concepts, as this is the initial process that needs to 

occur to ensure that the CSNs do not experience a theory-practice gap when entering the 

profession.
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The structure of the transition process includes the DoH, SANC and public health facilities. 

The DoH should ensure that there is a detailed policy for CSNs in order for the 

implementation of community service by nurses to be uniform in all health facilities. A human 

resource policy for the public health sector should be in place to state evidence-based 

staffing norms that will assist in identifying health facilities in need of CSN placements, create 

funded posts for CSNs post-community service to reduce nurse shortages, and create 

opportunities for career path development.  

The SANC should develop a job description for CSNs in order for CSNs and other staff 

members to understand their job descriptions during their placement, and a preceptorship 

policy to provide guidance about precepting CSNs during community service. The public 

health facilities ensure that a PPE exists, into which the CSNs will be placed. These health 

facilities need to ensure that there are adequate resources (material and human), and the 

CSNs should be placed in their choice of ward placement, supported by senior staff and 

supervised by trained preceptors. Furthermore, ward rotation needs to occur to expose the 

CSNs to different disciplines of nursing. These CSNs should be placed in specialty areas 

around their third month of community service, to develop advanced skills and not be 

overwhelmed by the complexity of these areas. The health facilities need to ensure that anti-

bullying policies are also in place to protect CSNs against workplace bullying by senior staff. 

Once the structure is in place, the CSN enters the profession after completing a four-year 

degree or diploma nursing qualification. 

When entering the profession the CSNs have difficulty in adapting and taking up their new 

role as professional nurses, thus needing continuous support, but are unsupervised due to 

staff shortages. They are further seen as a ‘burden to staff’ due to their under developed 

clinical knowledge and skills.  

The CSNs enter into a six month supported transition to practice programme, which should 

be supported by an organization with a learning culture, and allow the CSNs to provide quality 

patient care, while the organization should have a positive learning environment and effective 

communication processes in place to be able to review the progress of the CSNs, provide 

feedback and promote inter-professional education. Once the transition programme is 

completed, the CSN will have developed skills and knowledge, will be regarded competent, 

and will still be supported by a preceptor in a mentor role for the last six months of the year, 

to further develop into a reflective practitioner who can engage in lifelong learning to be able 

to implement EBP in patient care. 
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5.6.4 Structure of the model 

The structure of the theory gives overall form to the conceptual relationships within it, which 

emerge to illustrate the relationships within the model. These relationships determine the 

direction and quality of the elements of the theory. It is therefore important when presenting 

the structure of the theory that all elements that constitute a structure (concepts, related 

concepts and relational statements) are described (Chinn & Kramer, 2008:228). 

5.6.4.1 Definition of concepts 

The concepts defined are based on main concepts and related concepts identified in Chapter 

1 and form empirical data and concept classification outlined in Table 5.1, where the 

researcher used the survey list of Dickoff et al. (1968:423). 

5.6.4.1.1 Main concepts  

The main concepts identified are decribed below. 

Collaboration 

Collaboration in health care is defined as health profesionals assuming complementary roles 

and cooperatively working together, sharing responsibility for problem-solving and making 

decisions to formulate and carry out plans for patient care (Morley & Cashell, 2017:208). In 

this study it involves the exchange of information or services between HEIs and public health 

facilities to resolve patient care concerns aimed at satisfying patient health care needs.  

Public health facilities 

A public health facility is owned by the government and receives government funding. These 

health facilities provide medical care free of charge and the cost is covered by the funding 

which the health facilities receive. In this study this is defined as clinics, CHCs), district 

hospital, regional hospitals and specialized hospitals where community service professional 

nurses are placed to complete their community service year.  

 

Department of Health 

The Department of Health (DoH) derives its mandate from the National Health Act of 2003, 

which requires that the department provides a framework for a structured and uniform health 

system for South Africa. This Act further states the responsibilities of the three levels of 

government in the provision of health services. With regard to community service, the DoH 
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is responsible for identifying public health facilities that need human resources for CSNs to 

be placed to complete a year of community service (South African DoH, 2018). 

South African Nursing Council (SANC) 

The South African Nursing Council is the body entrusted to set and maintain standards of 

nursing education and practice in the Republic of South Africa.  It is an autonomous, 

financially independent, statutory body, initially established by the Nursing Act, 1944 (Act No. 

45 of 1944), and currently operating under the Nursing Act, 2005 (Act No. 33 of 2005) (SANC, 

2005). 

Community service nurse 

A nurse who has completed a four-year nursing degree or diploma at any nursing education 

institution in South Africa and is employed as a community service nurse in a public health 

facility in Dr Kenneth Kaunda District. 

Transition to practice programme 

A programme entered into after graduation from a nursing programme that is more formal or 

structured than basic new nurse orientation. 

Competency  

Competency is the specific knowledge, skills, judgement and personal attributes required for 

a health professional to practice safely and ethically in a designated role and setting. The 

combination of knowledge, psychomotor, communication and decision-making skills that 

enable an individual to perform a specific task to a defined level of proficiency. 

5.6.4.1.2 Related concepts 

The related concepts identified are as described below. 

Higher education institutions (HEIs) 

The South African Government’s White Paper on Higher Education, published in 1997, 

describes a “transformed” higher education system as one which will provide equal access 

and equally fair chances of success to all students, develop programmes leading to 

qualifications that will meet the country’s employment needs in respect of highly skilled 

graduates, promote critical and creative thinking, tolerance and a commitment to the common 

good through its teaching, and produce research of an international standard that, at the 

same time, will be cognizant of African contexts. In this study HEIs refer to nursing education 
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institutions which include universities offering the four-year nursing degree or a nursing 

college which offers the four-year diploma. These nursing education institutions are 

accredited by SANC to produce nurses.  

Preceptor 

A preceptor is an individual with demonstrated competence in a specific area who serves as 

a teacher/coach, leader/influencer, facilitator, evaluator, socialization agent, protector, and 

role model to develop and validate the competencies of another individual. 

Senior staff 

Senior staff are experienced registered nurses, enrolled nurses and enrolled nurse 

assistants, who are not formally assigned to mentor CSNs; however, they play a role in the 

ward in assisting the CSN to develop their knowledge and skills. 

5.6.4.2 Structural form of the model 

A visual presentation of this model was formulated by using circular, square and linear 

structures. Different colours are used to delineate the visual presentation clearly, and there 

is no additional meaning for them. The different structures are explained below. 

 Square structures in the model 

The square structure represents collaboration that needs to occur between HEIs and public 

health facilities. The broken lines of the inner square show how the HEIs and public health 

facilities should be interrelated with the DoH, SANC and public sector where transition occurs 

to understand the transition process of CSNs. The arrows at the bottom of the inner square 

indicate the benefits that academic-practice collaboration will have during the transition 

process of a CSN and the blocks at the bottom of the inner square indicate characteristics of 

an effective collaboration that needs to exist between HEIs and public health facilities, which 

are mutual goals and visions, joint commitment, mutual investment, open communication, 

and respect and trust. 

 Circular structures in the model 

The inner circular structures in the model illustrate the units of the model, which are the 

public, DoH, SANC, public health facilities, CSNs (pre-transition), transition programme and 

CSNs (post-transition). The outer circular structures indicate the role these units have to play 

in the transition process or the characteristics they possess. 
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The overlapping circular structure showing the unit (CSN post-transition) shows overlapping 

relationships that exist between units. These show the characteristics that a CSN will attain 

after attending a transition to practice programme. 

 Linear structures in the model 

The use of lines and arrows are described as linear structures in the model. The two-way 

linear structure between units indicates that a relationship exists between the two units (see 

section 5.6.4.4). 

5.6.4.3 Process of the model 

The process of the model describes a series of events or development that reveals a course 

of action in the conceptual framework of a transition to practice programme, as indicated in 

Figure 5.8. 

Collaboration between HEIs and public health facilities must occur before the transition 

process of CSNs commences. This collaboration between these two parties should be built 

on mutual goals and vision, joint commitment, mutual investment, open communication, and 

respect and trust to ensure an effective partnership and close the theory-practice gap that 

exists in nursing education. In return the academic-practice collaboration will ensure that 

CSNs experience interdisciplinary collaboration; the partnership ensures work planning for 

future nurses in the health facilities, opportunities for career development and implementation 

of evidence-based practice, while the partners share their knowledge and skills to develop 

the CSNs’ clinical skills and knowledge. 

The DoH, SANC and public health facilities work together to form the structure of community 

service for nurses. The DoH’s role is to ensure that there is an existing policy for CSNs in 

place for implementation of community service to be uniform among provinces, and a human 

resource policy to be able to establish evidence-based staffing norms which will assist in 

identifying public health facilities that are in need of CSN placements. The SANC needs to 

develop a job description for CSNs, to ensure that health facilities understand the role of 

CSNs during their community service placement, and develop a preceptorship policy that will 

guide preceptors on what their roles are when precepting CSNs. The role of public health 

facilities is to ensure that CSNs are placed in their choice of placement at ward level to 

enhance job satisfaction. The public health facilities should also ensure that there are 

adequate human and material resources for the CSNs to perform their tasks with ease. Ward 

rotation and specialty ward placements should occur for exposure to different disciplines, 

development of skills in different disciplines, and for CSNs to identify their field of 
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specialization for career development. The public health facilities should also ensure that 

there are trained preceptors to assist in the development of clinical knowledge and skills, 

while also ensuring that anti-bullying policies are in place to protect CSNs. All of these 

elements ensure that a PPE exists for CSNs to practice in. 

The process of transition commences when the CSN enters the nursing profession. This 

CSN is perceived as having difficulty in adapting to their new role as professional nurse, they 

need continuous support, they are working unsupervised due to staff shortages and are seen 

as a burden by senior staff, and they enter the profession with undeveloped clinical skills and 

knowledge. The CSNs then enter a transition to practice programme, where the organization 

offering the programme should have a learning culture based on strong leadership, 

preceptorship and peer support. The organization should provide quality patient care by 

ensuring that the CSNs practice in a legal/ethical framework, a scope of practice in a 

culturally sensitive environment. Furthermore, the organization should have a positive 

learning environment, to ensure that the CSN undergoes orientation, and that senior staff 

understand their roles and develop skills and knowledge. Effective communication processes 

should be in place to enable preceptors to give CSNs performance reviews and feedback 

and expose them to inter-professional education. 

The outcome of the transition is to have a competent CSN who has developed clinical 

knowledge and skills, is competent to work independently and ethically, and has acquired 

leadership skills and communication skills to be able to be part of the multidisciplinary team. 

These CSN will acquire critical-thinking skills and is an effective decision maker who reflects 

on their practice. They will be able to provide EBP while engaging in lifelong learning.  

5.6.4.4 Relational statements 

According to Walker and Avant (2014:205), relational statements identify the ways in which 

the concepts relate to each other. Chinn and Kramer (2008:227) state that as concepts are 

identified, ideas about the relationships between them begin to form. Once a tentative 

identification of relationships is made, the following questions should be asked: 

 Are there concepts that stand alone or are unrelated to others? 

 Are there concepts interrelated with other concepts in several ways and others related 

in only one or two ways? 

 Are there concepts to which several other concepts relate, but that in turn are not 

related to other concepts? 
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The way in which relationships emerge provides clues to the theoretic purposes and the 

assumptions on which the theory is based. Relation statements were formulated through 

deductive reasoning using conclusion statements from the empirical data (Table 5.2) and the 

conceptual framework concluding statements (Table 5.3). 

The relational statements are as follows: 

 In order for a CSN to be prepared for practice, collaboration needs to have occurred 

between public health facilities and HEIs to eliminate the theory-practice gap that exists 

in nursing education. 

 The CSN enters the profession as an advanced beginner, according to Benner’s theory 

to practice model. This nurse has experience as a nursing student in practice and needs 

to be provided with continuous support from a transition to practice programme in practice 

to develop as a competent professional nurse who will work independently. 

 The DoH, SANC and public health facilities are interrelated in providing structure to the 

community service for nurses, as they ensure that hospital and ward placements are 

done accordingly, the implementation of community service is uniform among provinces 

and that a specific job description for CSNs is in place. 

 The CSN undergoing a 6-month preceptor-supported transition to practice programme  

which assist this CSN to become a skilled and knowledgeable professional nurse that 

can work independently, who is a critical thinker, effective decision maker and works 

effectively as part of the multidisciplinary team. CSNs move from being an advanced 

beginner to being a competent practitioner. 

5.6.4.5 Assumptions of the model 

Assumptions are those basic given or accepted truths that are fundamental to theoretic 

reasoning. Assumptions are determined once the purpose of the model is determined, and 

relational statements, structure, concepts and the definitions are described (Chinn & Kramer, 

2008:231). 

Assumptions may take the form of factual assertions or reflect value positions. Factual 

assumptions are those which are knowable or potentially knowable through perceptual 

experience. Value assumptions assert or imply what is right, good or ought to be (Chinn & 

Kramer, 2008:232). The assumptions of this model were best aligned with the pragmatism 

worldview and Benner’s theory to practice model, as described in Chapter 1, section 1.4. 
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The following assumptions were made in relation to the model: 

 The CSN entering the profession is an advanced beginner who needs support during 

their transition process to be able to take up their new roles as professional nurse. 

 It is important to have a PPE in place in public health facilities in order to assist the CSN 

to transition into practice. 

 The DoH and SANC need to ensure that the structure of community service for nurses is 

adequate for CSNs to be able to perform it effectively, which includes a policy for CSNs, 

human resources policy, funded vacant posts and a job description. 

 Collaboration between public health facilities and HEIs centres the transition process of 

a CSN, as it eliminates the existing theory-practice gap in nursing education, ensuring 

that the CSN is prepared for practice. 

 A CSN has to undergo a structured transition programme that will assist them to develop 

the necessary skills and knowledge to be able to practice independently and be effective 

as part of a multidisciplinary team while providing quality patient care. 

5.7 SUMMARY 

This chapter described the development of a conceptual framework for a transition to practice 

programme for CSNs. It was evident through the model that collaboration between public 

health facilities and HEIs centres the transition process of a CSN.  This collaboration is likely 

to promote a focused theory-practice environment in nursing, the implementation of 

evidence-based practice in health care, and ensure capacity building among staff of the 

parties. Furthermore, it was highlighted that public health facilities need to provide support 

structures for CSNs to ease their transition, before they complete a structured transition 

programme that will assist them in becoming independent practitioners who will practice 

effectively within a multidisciplinary team to provide efficient patient care. 
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CHAPTER 6 

A TRANSITION TO PRACTICE PROGRAMME FOR COMMUNITY SERVICE NURSES  

(OBJECTIVE 4) 

6.1 INTRODUCTION 

This chapter describes the development of a transition to practice programme for CSNs in 

NW province. The programme was developed from the conclusion statements from Chapter 

3 that described the competencies of CSNs, Chapter 4 which identified the learning needs 

of CSNs, and Chapter 5 that described a conceptual model for a transition programme. Table 

6.1 provides an orientation to the study objectives and phases, highlighting the objective to 

be discussed in this chapter. 

Table 6.1:  Study objectives and phases 

PHASE 1 PHASE 2 

Objective 1 

Explore and describe competencies of community 

service nurses according to community service 

nurses and their preceptors.  

Objective 4 

Develop a transition to practice programme to assist 

community service nurses to practice independently 

and transition in their different roles. 

Objective 2 

Explore and describe the learning needs of 

community service nurses from the perspective of 

community service nurses, preceptors, Nurse 

Managers, Unit Managers and Operational 

Managers. 

 

 

Objective 3 

Describe a conceptual framework for a transition to 

practice programme for community service nurses. 
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6.2 METHOD OF DEVELOPMENT OF A TRANSITION TO PRACTICE PROGRAMME 

To develop a transition to practice programme for CSNs, the researcher made use of the 

curriculum development in nursing process of Gwele and Uys (2005:26). This process 

consists of the five steps outlined below. 

Step 1: Establish the context and foundations of the programme 

Gwele and Uys (2005:30) stated that in order to develop a relevant, forward-looking and 

practical curriculum there needs to be a thorough study of the system in which the curriculum 

is embedded, which entails a situational analysis.  

A situational analysis was conducted of CSNs in NW province in phase 1 of the study (see 

Table 6.1). During the situational analysis the researcher explored the competencies of CSNs 

(objective 1), the learning needs of CSNs during their community service (objective 2), and 

described a conceptual framework for a transition programme (objective 3) using concluding 

statements from empirical data collected on objective 1 and objective 2. The researcher 

formulated conclusion statements from each objective, as indicated in Table 6.2, to formulate 

a mission and vision statement for the transition to practice programme for CSNs. 

Step 2: Formulate the outcomes or objectives 

Objectives or outcomes of the transition programme were formulated using the concluding 

statements from the empirical data (objective 1 and objective 2) and the conceptual 

framework (objective 3) as stipulated in Table 6.2 that formed evidence for finalizing the 

process of selecting learning objectives. 

Step 3: Select a curriculum model and develop a macro-curriculum 

The curriculum model (content, process and outcome based) determines the internal 

structure of the curriculum. According to Gwele and Uys (2005:40), the macro-curriculum 

refers to the overall design or blueprint of the programme. The components of a macro-

curriculum are: i) programme outcomes, ii) content guidelines and teaching approach, and 

iii) scheduling of teaching/learning over the programme period. The internal structure of the 

transition programme was determined based on content, process and outcome, as explained 

by Donabedian (1990:1115) and De Geyndt (1995:3). 
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Step 4: Develop a micro-curriculum 

The micro-curriculum is the level at which actual teaching/learning takes place. It includes 

the outlines of all courses and specifics about learning opportunities and evaluation 

strategies (Gwele & Uys, 2005:27). The macro-curriculum of the transition to practice 

programme is discussed in section 6.4. 

Step 5: Plan for the evaluation of implementation and outcomes 

According to Gwele and Uys (2005:27), implementation evaluation refers to monitoring to 

what extent the curriculum that is on paper is actually what the students experience. 

Outcomes evaluation refers to monitoring the planned and unplanned results of the 

curriculum. The transition to practice programme for CSNs is not implemented in this study; 

however, the researcher describes the assessment plan for each module to ensure that the 

outcomes are met. 

6.3 CONTENT SYNTHESIS OF RESULTS 

The researcher synthesized the results to identify themes of the empirical data (objective 1 

and objective 2) and form concluding statements for the conceptual framework (objective 3), 

as illustrated in Table 6.2. 

Table 6.2: Content synthesis of empirical data and conceptual framework 

Objective 1 and Objective 2  

(Competencies and learning needs of CSNs) 

Objective 3 

(Conceptual framework of a transition to practice 

programme) 

1. REGULATION OF COMMUNITY SERVICE 

 Job description for CSNs 

 Roles of CSNs 

 Standardized learning objectives 

 Assessment 

 Remuneration structure 

 Vacant posts for CSNs 

1. DEPARTMENT OF HEALTH AND SANC 

 

- Policy for CSNs 

- Human resources policy 

- Funded vacant posts for CSNs 

- Scope of practice for CSNs 

- Preceptorship policy 

2. NURSING EDUCATION INSTITUTIONS (NEIs) 

- Nursing curriculum 

- Nursing educators’ knowledge  

 

2. CSNs 

 

- Difficult to adapt to new role 

- Need continuous support 

- Unsupervised in practice 

- Burden to staff 

- Undeveloped clinical skills and knowledge 
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3.  POSITIVE PRACTICE ENVIRONMENT 

 

- Organizational orientation 

- Ward orientation 

- Formal mentorship 

- Support from senior staff 

 

3. PUBLIC HEALTH FACILITIES 

 

 Positive practice environment 

- Adequate material and human resources 

- Choice of ward placement 

- Support of senior staff 

- Trained preceptors 

- Ward rotation 

- Specialty ward placements 

- Anti-bullying policies 

4. PLACEMENTS OF CSNs 

 

 Health facilities 

 Wards 

 Specialty areas 

 Rotation 

4. COMPETENT CSNs 

- Developed clinical knowledge and skills 

- Work independently and ethically 

- Develop leadership skills and communication skills to 

form part of multidisciplinary team 

- Critical thinker and decision maker and reflective 

practitioner 

- Engage in lifelong learning and implement evidence-

based practice 

5. SKILLS DEVELOPMENT NEEDS 

 

 Clinical care  

- Implement the nursing process into clinical care 

(assessment, planning, implementation and evaluation 

of patient care) 

 Leadership skills 

- Delegating to subordinates 

- Form well-functioning teams in wards 

- Collaborate with multidisciplinary team 

 Interpersonal skills 

- Effective communication skills 

- Acknowledge others’ cultural beliefs 

- Be reliable in workplace  

 Legal/ethical skills 

- Advocate for patients 

- Report malpractice incidents 

 Professional development skills 

- Develop professional socialization skills 

- Identify own learning needs for professional growth 

 Teaching-coaching skills 

- Teach other staff and patients 

- Identify learning needs of patients, families and junior 

staff 

 Critical thinking-research skills 

- Develop clinical decision making and clinical judgement 

skills 

- Incorporate evidence-based practice into nursing care 

5. TRANSITION TO PRACTICE PROGRAMME 

 

 Organizational learning culture with support of 

strong leadership, preceptors and peers. 

 Provide quality patient care by practicing within a 

legal/ethical framework, a scope of practice, and 

culturally sensitive patient care 

 Positive learning environment consisting of 

educational objectives for nurse graduates, 

opportunities to develop clinical knowledge and 

skills, senior staff understanding roles of CSNs  

 Effective communication processes in place for 

performance appraisal of nurse graduates and 

promotion of inter-professional education 

 

6. COLLABORATION BETWEEN HEIs AND NEIs 

 

 Provides opportunities for interdisciplinary 

collaboration, workforce planning, career 

development, evidence-based practice, shared 

knowledge and resources and a focused theory-

practice environment 

 Partnerships are based on mutual goals and 

vision, joint commitment, mutual investment, 

open communication and respect and trust 

 



262 

From the content synthesis in Table 6.2, the researcher identified that there are themes that 

are repeated, which were included in the transition to practice programme. These themes 

were as follows: 

 Regulation of community service 

 Positive practice environment 

 Skills development 

 Collaboration 

 Professional development 

Each of these themes that came out of the content synthesis (Table 6.2) is linked to a problem 

area that was identified (Table 6.3) and which will be included in the macro- and micro- 

curriculum of the transition to practice programme, as described in section 6.4. 

Table 6.3: Themes and problem areas identified 

THEMES PROBLEM AREA IDENTIFIED 

1. Regulation of community service  Job description for CSNs (Chapters 3, 4, 5) 

 Policy for CSNs (Chapters 3, 4, 5) 

 Standardized learning objectives (Chapters 3, 4) 

 Human resource policy (Chapter 5) 

 Funded vacant posts for CSNs (Chapters 4, 5) 

 Preceptorship policy (Chapter 5) 

 Assessment of CSNs (Chapters 3, 4) 

2. Positive practice environment  Adequate material and human resources 

(Chapters 4, 5) 

 Choice of ward placements (Chapters 4, 5) 

 Supportive senior staff (Chapters 4, 5) 

 Trained preceptors (Chapters 3, 4, 5) 

 Ward rotation (Chapters 3, 4, 5) 

 Specialty ward placements (Chapters 4, 5) 

 Anti-bullying policies (Chapters 4, 5) 

 Organizational and ward orientation (Chapters 3, 

4, 5) 

 Opportunities to develop clinical knowledge and 

skills (Chapters 3, 4, 5) 

3. Skills development  Clinical care (Chapters 3, 4) 

- Implement the nursing process in clinical care 

(assessment, planning, implementation and 

evaluation of patient care) 

 Leadership skills (Chapters 3, 4) 

- Delegating to subordinates 

- Form well-functioning teams in wards 

- Develop conflict management skills 

- Collaborate with multidisciplinary team 

 



263 

 Competent CSNs who can practice independently within a multidisciplinary team to 

provide evidence-based quality nursing care to communities. 

 Interpersonal skills (Chapters 3, 4) 

- Develop effective communication skills 

- Acknowledge others’ cultural beliefs 

- Be reliable in workplace 

 Legal/ethical (Chapter 3, 4) 

- Advocate for patients 

- Report malpractice incidents 

 Professional development (Chapters 3, 4) 

- Socialization into nursing profession 

- Identify own learning needs for professional growth 

 Teaching-coaching (Chapters 3, 4) 

- Teach other staff and patients 

- Identify learning needs of patients and families 

 Critical thinking-research (Chapters 3, 4) 

- Develop clinical decision-making and clinical 

judgement skills 

- Incorporate evidence-based practice into nursing care 

 Competent CSNs (Chapter 5) 

- Critical thinkers and effective decision makers 

- Manage care within interdisciplinary model 

- Possess knowledge and skills 

- Reflective practitioner 

- Exert leadership skills 

4. Collaboration - Theory-practice gap (Chapters 4,5) 

- Nursing curriculum (Chapters 4, 5) 

- Nurse educators’ knowledge (Chapters 4, 5) 

5. Professional development - Lifelong learning (Chapter 5) 

- Career planning (Chapter 5) 

 

6.4 A TRANSITION TO PRACTICE PROGRAMME FOR COMMUNITY SERVICE NURSES 

This section describes the transition to practice programme for CSNs in NW province, by 

stating the vision and mission statements, assumptions of the programme, outcomes of the 

transition programme and content of the programme (macro- and micro-curriculum). 

6.4.1 Vision statement 

According to Gwele and Uys (2005:116), programme development is guided and reflected 

by the vision of the institutions. The vision of the organization serves as a ‘road map’ to 

inspire the organizations’ future, as it is often referred to as an “enduring promise” or 

motivational tool composed of the organization’s ideals (Ehlers & Lazenby, 2010:68; Bowen, 

2018:1). 

Therefore, derived from the results of the previous chapters, the transition to practice 

programme for CSNs vision statement is as follows: 
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6.4.2 Mission statement 

A mission statement describes the purpose of the organization and the reason it exists 

(Bowen 2018:4). The following questions can be asked when identifying an organization’s 

mission statement: i) Why does the institution exist? ii) How will the goals be carried out? 

and iii) What are the envisaged results or outcomes? It must further express the 

organization’s purpose in a way that inspires commitment, innovation and courage 

(Papulova, 2014:13). 

The mission statement of the transition programme: 

 

6.4.3 Assumptions of the transition programme 

The assumptions of the transition to practice programme are discussed, based on the 

structure and processes of the programme. These assumptions must be embedded in the 

transition to practice programme, as this will influence the successful implementation of the 

programme. 

6.4.3.1 Structure of the transition to practice programme 

The structure includes administrative and related processes that support and direct provision 

of care. It is concerned with the adequacy of facilities and equipment, qualifications of staff, 

administrative structure and operations (Donabedian, 2005:695). Structures that need to be 

in place before the transition to practice programme can be implemented are discussed 

according to regulations of community service and the PPE that need to exist. These were 

identified in Table 6.3 and are not included in the macro- and micro-curriculum. 

a) Regulations of community service 

There are policies that the DoH and SANC need to develop and put in place that can 

influence the successful implementation of the transition to practice programme in NW 

province. 

The DoH needs to develop and implement a policy for CSNs that will ensure that community 

service for nurses is implemented uniformly across all public health facilities. A human 

resources policy should exist that will stipulate evidence-based staffing norms for public 

To provide evidence-based quality nursing care to communities by creating positive 

practice environments for CSNs through effective collaboration between stakeholders, that 

will empower the CSNs to grow professionally, develop competence and practice 

independently within a multidisciplinary team. 
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health facilities in order to determine public health facilities in need for CSN placements. It 

was evident in the literature (Tau, 2015; Mashego & Gous, 2019) that CSNs are unemployed 

post-completion of their community service. It is therefore of the utmost importance that the 

DoH ensures that there are funded vacant posts for CSNs post-community service, to 

decrease nurse shortages and assist in workforce planning processes for public health 

facilities.  

A specific job description for CSNs should be developed and implemented by the SANC, that 

will enable CSNs and senior nursing staff to understand their roles during community service 

placement. It was evident that CSNs need the continuous support of preceptors while 

completing community service; the SANC therefore needs to develop a preceptorship policy 

that will stipulate the role of preceptors during community service. These structural issues 

were identified from the empirical data (objectives 1 and 2) and presented in the conceptual 

framework for a transition to practice programme in Chapter 5, section 5.4.2.2.  

b) Positive practice enviroment 

A PPE needs to exist within public health facilities. The researcher discussed the PPE that 

needs to be in place before the transition to practice programme can be implemented in 

Chapter 5, section 5.4.4.1. These facilities should ensure that there are adequate human 

resources and material resources to enable the CSNs to transition smoothly to their new 

environment. The CSNs need to have supportive senior staff in the wards, and trained 

preceptors that will assist them in developing their clinical skills and knowledge. Ward rotation 

and placements in specialty wards should occur in order for CSNs to be exposed to different 

areas of nursing; this will influence the CSNs to want to develop a career path in a 

specialization area. The public health facilities need to develop anti-bullying policies in the 

health facilities that will protect the CSNs against work violence. 

The public health facilities should ensure that there are adequate equipment and nursing 

staff in the wards where these nurses will be placed, to ensure that nurse shortages do not 

affect the CSNs’ learning opportunities in the wards. 

- Ward placements and rotation 

During orientation the CSN should be asked to identify a broad area in nursing which they 

would like to specialize in, in their nursing career. According to Brandeburg (2014:53), placing 

a new graduate nurse into a clinical track increases the likelihood of job satisfaction and 

retention in the nursing profession. The graduate nurse is not asked to choose a specific 

nursing unit or specialty, but they choose a broad nursing area. 
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The CSNs that took part in this study were placed in regional hospitals, district hospitals, 

specialized hospitals, clinics and CHCs. The clinical tracks were developed based on the 

services provided at the different health facilities. 

Clinical tracks were developed for CSNs in Dr Kenneth Kaunda District, as illustrated in Table 

6.4. The clinical track identifies the broad area which the CSNs would want to specialize in 

when placed in a hospital, such as medical, surgical, maternity or psychiatry. Each broad 

category consists of wards that the CSNs must rotate in within the 12-month period, on a 3-

month basis, to develop clinical skills in that nursing discipline.  

For example, when the CSNs decide to specialize in midwifery to become an advanced 

midwife, they can be placed in an antenatal ward for the first 3 months, than rotate to the 

labour ward for 3 months, postnatal ward for 3months, and lastly the neonatal ICU or 

paedatric ward for 3 months. This rotation allows the CSNs to be exposed to all areas of 

midwifery. 

Table 6.4: Clinical tracks for CSNs’ ward placements 

HOSPITALS’ CLINICAL 

TRACKS 

COMMUNITY HEALTH 

CENTRES’ CLINICAL TRACKS 

CLINICS’ CLINICAL TRACKS 

1. Medical clinical track 

- Casualty 
- Medical female ward 
- Medical male ward 

Pediatric/neuro-medical 

wards 

1. PHC clinical track 
 

 Emergency unit 

 Integrated Management 
of Childhood illnesses 
(IMCI) 

 Chronic illnesses 

 Mental health 

1. PHC clinical track 

 

 Emergency unit 

 Integrated Management 

of Childhood illnesses 

(IMCI) 

 Chronic illnesses 

 Mental health 

2. Surgical clinical track 

 Surgical ward 

 Orthopaedic ward 

 Theatre 

 Burns/ Urology / 

Gynaecology 

2. Maternal care clinical track 

 Emergency unit 

 Antenatal care 

 Labour ward 

 Postnatal care 

2. Mother and child care clinical 

track 

 Vaccination 

 IMCI 

 Family planning 

 Chronic illnesses 

3. Maternity clinical track 

 Antenatal 

 Labour ward 

 Postnatal ward 

 Neonatal ICU / 

Paedatric ward 

3. Mother and child care 

clinical track 

 Vaccination 

 IMCI 

 Family planning 

 Chronic illnesses 

 

4. Critical care clinical track 

 Casualty 
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 Adult ICU 

 Paedatric ICU 

 Neonatal ICU 

5. Psychiatric clinical track 

 Emergency care 

 Psychotic ward 

(male/female) 

 Adult (male/female) 

 Rehabilitation 

  

 

- Support staff of the transition to practice programme 

The researcher identified support staff of the transition to practice programme with guidance 

from the Model for Clinical Nursing Education and Training (The NES group, 2012).The staff 

that will support the transition to practice programme consist of a clinical placement 

coordinator, clinical experts, preceptors and senior staff. 

- Clinical placement coordinator 

The clinical placement coordinator is a registered professional nurse with more than 5 years’ 

experience in clinical practice. This person is responsible for ensuring that CSNs are placed 

in the correct clinical track, that rotation among wards occurs, and that the CSN is assigned 

a preceptor in each rotation. They also follow up on the preceptors to determine their activities 

with the CSN. 

- Clinical experts 

Clinical experts are registered professional nurses with an additional qualification in nursing 

education and a clinical specialization. These nurses in public health facilities or nursing 

education institutions are responsible for lecturing and offer workshops to the CSNs on 

certain important topics in health care, sharing their expertise. 

- Preceptors 

Preceptors are registered professional nurses with more than 3 years’ clinical experience, 

who have obtained a specialty qualification in the area they are working in, having worked in 

that field for more than 2 years. The preceptor should undergo preceptorship training, have 

authentic leadership skills, be able to give constructive feedback to the new graduate, and 

act as a mentor to support their emotional and professional development.  
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- Senior staff 

The support from senior staff, which are the Nurse Managers and Unit Managers, and 

subordinate nursing staff working with the CSNs is pivotal. These nursing personnel should 

understand the roles of a CSN within their health facility, in order to have a positive attitude 

towards their transition process. 

6.4.3.2 Processes of the transition to practice programme 

Processes address the actual care delivered by health care persons, both in a technical 

sense as reflected by standards of care and individual performance in relation to interactions 

with patients (Sutherland, 2015:459). Donabedian (2005:694) describes examining the 

process of care delivered rather than its outcomes; one should ask “What is now known to 

be good” that has been applied.  

The researcher explains the transition to practice programme curriculum as the process 

based on the philosophy of pragmatism as described in Chapter 1, section 1.4. 

The pragmatic philosophy of education is not isolated from its social context, because 

education and experience are inextricably intertwined (Gwele & Uys, 2005:5). In the transition 

to practice programme, the work experience that the CSN acquires during their nursing 

education is considered (as stated by Benner’s Novice to Expert theory) to take the CSN to 

the level of an advanced beginner with previous knowledge that needs to be developed with 

support from an expert. The programme considers the CSNs’ previous experience and 

knowledge and supports them with a preceptor that assists their development in the different 

roles as a professional nurse. 

The student is viewed as a psychological and social being in the pragmatism view, these 

being intertwined. Through the process of development, the student constantly seeks to find 

meaning in the world around them (Gwele & Uys, 2005:7). The transition to practice 

programme allows the CSN to experiment through working hands-on with patients while 

under the close supervision of the preceptor. This allows them to formulate their own reality 

and understanding of nursing practice. 

The teaching-learning process of pragmatism is by doing rather than passively listening to 

lectures. Experiential learning and constructivism are learning theories driving the teaching-

learning process (Gwele & Uys, 2005:7, Kolb & Kolb, 2005:195). The transition to practice 

programme teaching strategies involve simulated scenarios, discussions, role-playing and 

reflection, that allow the CSN to actively participate in problem solving. They are also required 
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to complete procedures, which the preceptor has to find them competent in; in this way they 

learn by doing, while the preceptor facilitates their learning process. 

6.4.4 Outcomes of the transition programme 

Outcomes refer to the way something turns out after an intervention has been implemented. 

Taylor-Powell and Henert (2008:15) describe them according to short- medium- and long-

term outcomes. Short-term outcomes include small changes such as awareness, skills, 

attitudes, knowledge and opinions. Medium-term outcomes include changes that involve 

behaviours, decision-making and actions. Long-term outcomes include social, economic and 

environmental changes. 

The short-term outcomes for the transition to practice programme are for the CSNs to adapt 

to their new work environment, for organizational and professional socialization to occur, and 

for them to develop clinical skills and knowledge, as addressed in Chapter 5, Figure 5.5. The 

medium-term goals are for them to be able to practice independently after 6 months of being 

in the transition programme, with little assistance from the preceptor, work effectively as part 

of the multidisciplinary team, and be effective decision-makers in practice. Long-term 

outcomes focus on the benefit for the public health facilities and community where the 

transition to practice programme for CSNs is implemented; these include health facilities 

adequately staffed with competent professional nurses, who are specialized in a clinical area 

and committed to a career in nursing and they will render quality patient care to the 

community. 

 

Figure 6.1: Schematic presentation of the transition to practice programme outcomes 
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The outcomes of the transition to practice programme were formulated based on the themes 

identified in Table 6.3 and the short-, medium- and long-term outcomes mentioned in Figure 

6.1. 

The outcomes of the transition to practice programme for CSNs are as follows: 

 Create a positive practice environment in public health facilities that will encourage 

professional development of CSNs. 

 Develop CSNs’ clinical knowledge and skills to work independently within the 

general practice standards, guidelines, regulations and legislation. 

 Encourage collaboration between public health facilities and nursing institutions to 

address the theory-practice gap. 

 Support professional development of CSNs to ensure commitment to a career in 

nursing and aspirations to specialize in a nursing career. 

6.4.5 Content of the transition to practice programme 

The content of the transition to practice programme for CSNs is presented according to the 

objectives (outcomes) of the transition programme, to illustrate the macro- and micro- 

curriculum.  

6.4.5.1 Macro-curriculum of the transition to practice programme 

The macro-curriculum interventions were derived from deductive reasoning, based on the 

empirical data and literature reviewed. According to Gwele and Uys (2005:48) the type of 

curriculum organization, by content, outcomes or process, influences the macro-curriculum. 

With the philosophy, evaluation, the outcomes, content and learning experiences form the 

basic building block of the curriculum. The approach used to develop the transition to practice 

programme for CSNs is a process-based curriculum. The assigned preceptors will assist 

CSNs to analyze and interpret information pertaining to patient care, while assisting them to 

develop critical thinking and problem-solving skills. Gwele and Uys (2005:14) state that a 

process-focused curriculum is informed by experiential learning theory, which starts with life 

experience and authentic nursing situations, rather than topics for study or discussion. 

The macro-curriculum is discussed based on the programme outcomes (see section 6.4.4) 

and interventions to be implemented to achieve the outcomes. The researcher colour-coded 

the transition to practice programmes based on the themes identified in Table 6.3. The 

macro-curriculum is presented in Table 6.5. 
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Table 6.5: Macro-curriculum of the transition to practice programme 

PROGRAMME OUTCOME SUGGESTED INTERVENTIONS 

1. Create a positive practice environment in 

public health facilities that will encourage 

professional development of CSNs. 

 

1.1 Support CSNs to transition effectively by creating 

learning opportunities and exposure to various 

clinical experiences. 

1.2 Ensure senior staff support CSNs and assigned 

a preceptor. 

1.3 Ensure that CSNs understand the anti-bullying 

policies and procedures. 

1.4 Establish adequate staff and equipment for 

CSNs to render quality patient care. 

1.5 Ensure that CSNs are orientated to the 

organization and wards 

2. Develop CSNs’ clinical skills, knowledge and 

attitude to work independently within the 

general practice standards, guidelines, 

regulations and legislation. 

 

2.1 Support CSNs to complete transition to practice 

module activities to become competent, 

independent practitioners. (See Table 6.7) 

 

3. To encourage collaboration between public 

health facilities and nursing institutions to 

address the theory-practice gap. 

 

3.1 Public health facilities should collaborate with 

nursing education institutions to strategically 

identify, plan and deliver education and training 

requirements of CSNs in response to future 

workforce needs. 

4. To support professional development of 

CSNs to ensure commitment to a career in 

nursing and aspire to specialize in a nursing 

career. 

 

4.1 Encourage CSNs to engage in lifelong learning 

to contribute to high-quality patient care. 

4.2 Health facility managers assist CSNs to develop 

professionally by motivating and collaborating 

with staff to identify opportunities for innovation 

and delivery of excellence service. 

 

6.4.4.2 Micro-curriculum of the transition programme 

The micro-curriculum content is developed from the macro-curriculum content using 

inductive logic. The micro-curriculum content is presented in Table 6.6. 
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Table 6.6: Micro-curriculum content of the transition to practice programme 

SUGGESTED INTERVENTIONS MICRO-CONTENT ACTIVITIES 

1.1 Support CSNs to transition 

effectively by creating 

learning opportunities and 

exposure to various clinical 

experiences. 

 Ward rotation occur based on 

clinical tracks identified in 

Table 6.4 to expose CSNs to 

different clinical experiences. 

 Expose CSNs to different 

multidisciplinary teams’ scope 

of practice. 

 

 General ward placements 

done in the first 3 months (1st 

rotation) 

 Specialty placements are 

introduced from the 4th 

month (2nd rotation) 

 CSNs participate in academic 

ward rounds. 

1.2 Ensure senior staff support 

CSNs and assigned a 

preceptor. 

 Senior staff and preceptors 

demonstrate an 

understanding of the CSNs’ 

role in the public health 

sector. 

 Assign a registered nurse to 

mentor, guide and assist in 

professional development of 

the CSN.  

 Schedule a meeting to inform 

all nursing staff working with 

CSNs about CSNs’ job 

description, in order for staff 

to support them. 

 Provide preceptorship 

training for qualified 

registered nurses to be able 

to mentor CSNs. 

1.2 Ensure that CSNs 

understand the anti-bullying 

policies and procedures. 

 

 Ensure that anti-bullying 

policies are in place in wards 

and all staff are familiar with 

these policies. 

 CSNs’ ward orientation 

 includes orientation to ward 

policies and procedures.  

 Unit maagers ensures that 

ward staff have an 

understanding of anti-bullying 

policies. 

 Assigned preceptor ensure 

that CSN is aware of the 

policies and procedures in 

the ward. 

1.4 Establish adequate staff and 

equipment for CSNs to 

render quality patient care. 

 Nurse Managers ensure that 

human resources and 

material resources are 

managed accordingly in the 

health facilities.  

 Supplement ward staff with 

agency staff to eliminate staff 

shortages. 

 Unit Managers ensure ward 

stock is ordered on a weekly 

basis. 

1.5 Ensure that CSNs are 

orienated to the organization 

and wards. 

 Orientate CSNs to the 

mission and vision of the 

organization, organogram 

and key personnel involved in 

the transition to practice 

programme. 

 Conduct a 2–day orientation 

programme that will include 

information about: 

 

- Organizational codes of 

conduct and values. 

- Orientation to wards and 

health facility. 

- Policy of CSNs. 
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 Orientate CSNs on key 

organizational policies and 

procedures, including 

community service for 

nurses. 

- Job description of CSNs. 

- Allocated preceptors. 

- Personnel involved in 

transition programme (clinical 

placement coordinator and 

clinical experts). 

- Documentation processes of 

the health facility. 

2.1 Support CSNs to complete 

transition to practice module 

activities to become competent, 

independent practitioners. (See 

Table 6.7) 

 Complete transition to 

practice programme modules. 

(See Table 6.7) 

 Assign a trained preceptor to 

facilitate the completion of 

transition to practice modules 

in the first 6 months of 

placements. 

 CSNs to complete activities in 

the wards during their 

placements. 

3.1 Public health facilities 

collaborate with nursing 

education institutions to 

strategically identify, plan and 

deliver education and training 

requirements of CSNs in 

response to future workforce 

needs. 

 Public health facility and 

nursing education institutions 

partner to reduce the theory-

practice gap in nursing 

education. 

 

 Develop a Memorandum of 

Understanding between 

public health facilities and 

partner education providers. 

 Identify clinical experts in 

public sector to facilitate 

nursing education in nursing 

institutions. 

 Joint appointments of nurse 

educators should be 

considered between health 

facilities and NEIs 

4.1 Encourage CSNs to engage 

in lifelong learning to 

contribute to high-quality 

patient care. 

 Assist CSNs to identify their 

learning needs. 

 Develop a professional 

development plan for CSNs. 

 CSNs to engage in short 

courses to enhance clinical 

knowledge 

 Preceptors to assist CSNs to 

identify their strengths and 

weaknesses within a team. 

 CSNs identify an area of 

specialization. 

 Preceptors to assist CSNs to 

develop a 2-year career plan. 

 CSNs to attend in-service 

training, short courses and 

workshops on topics such as, 

Basic Life Support, Ventilator 

training, etc. 
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4.2 Health facility managers 

assist CSNs to develop 

professionally by motivating 

and collaborating with staff to 

identify opportunities for 

innovation and delivery of 

excellence service. 

 Organization supports 

leaders to undertake 

educational opportunities to 

facilitate achievement of the 

transition to practice.  

 Get input from all staff to 

improve the learning 

opportunities of CSNs. 

 Health facility managers 

should engage in lifelong 

learning opportunities to 

enhance teaching skills to 

assist the development of 

CSNs. 

 Have monthly staff meetings 

with senior staff working with 

CSNs to establish what their 

learning needs are. 

 

6.5.4.2.1 Transition to practice programme modules 

In order for the CSNs to develop clinical skills, knowledge and attitudes, the researcher 

developed transition to practice modules that the CSN has to complete within 6 months of 

community service placement. These modules were developed based on the competencies 

of CSNs (objective 1) and learning needs (objective 2) identified that CSNs need to develop 

during their community service placements in Dr Kenneth Kaunda District. The modules, 

objectives and suggested interventions are presented in Table 6.7. 

These modules will be implemented at different periods in the CSNs’ first 6-months of their 

placements. The CSNs will need supernumerary time, where they will attend theory 

presentations where clinical experts will discuss case studies in a classroom setting at the 

health facility. An assigned preceptor will facilitate the completion of these modules in the 

first 6 months. After completion of these modules, the preceptor steps into a mentor role, 

where they provide advice on life issues and career issues and act as a support structure on 

a more emotional level. The CSN is provided with a booklet to complete, with a checklist to 

be signed by the CSN and the preceptor, to be handed in to the clinical placement coordinator 

once community service is completed. The clinical placement coordinator signs it off and 

sends the documentation (booklet) to the SANC as proof of completion, in order for the CSN 

to be able to register as a professional nurse in the following year. 
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Table 6.7: Transition to practice programme modules 

MODULE OUTCOMES SUGGESTED ACTIVITIES 

1. Patient clinical care  

(Concluding statements 1, 7, 9, 

10, 15 and 25) 

 Demonstrate knowledge on 

the pathophysiology of health 

conditions in order to provide 

safe patient care, identify 

deterioration in the patient’s 

condition and manage 

emergencies. 

 Demonstrate knowledge and 

skills in caring for an acute 

care patient.  

 Apply the nursing process 

and perform a complete 

assessment of a patient and 

evaluate and monitor the 

implementations of patient 

care. 

 Identify ethical and culturally 

sensitive aspects to consider 

when applying the nursing 

process in patient care. 

 Participates in case 

presentation on different 

patient conditions and 

specialty content. 

 Participates in academic 

ward rounds. 

 Leads a nursing team during 

resuscitation of a patient in 

the wards. 

 Keeps a reflective journal, to 

reflect on their interventions 

during resuscitation or patient 

case studies discussed. 

 

 

 

 

 

2. Communication and 

collaborative patient care 

 (Concluding statements 2, 4, 6 

and 8) 

 Demonstrate developed 

communication skills with all 

members of the multi-

disciplinary team. 

 Participate as a team 

member to achieve desired 

patient outcomes. 

 Demonstrate own strengths 

and weaknesses in patient 

care, by seeking assistance 

or supervision when unable 

to perform procedures 

effectively, safely or 

independently. 

 Ethical issues discussed with 

regard to miscommunication 

between multidisciplinary 

team. 

 Reflects on communication 

skills implemented during 

case studies. 

 Attends a short course on 

interpersonal skills in working 

environment. 

 Discusses a case study on 

multidisciplinary team 

approach 

3. Leadership and 

professionalism  

 Understand the principles of 

delegation and conflict 

management in nursing 

practice. 

 Attends lecture on principles 

of delegation and conflict 

management. 
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(Concluding statements 3, 5 

and 37) 

 Develop staff planning skills 

in an acute ward setting. 

 Be an advocate for patients 

and practice ethically 

 Assists with staff planning in 

the wards. 

 Reflects on challenges 

experienced or witnessed 

during their personal journey in 

leadership. 

 Leads ward rounds and 

ensures that patient is 

involved in treatment 

decision-making. 

 Ensure patient reports are 

continuously quality 

assessed, to identify 

malpractices in the wards. 

4. Teaching patients, staff and 

nursing students in health 

care  

(Concluding statements 13, 14 

and 26) 

 Demonstrate skills in 

identifying a need for 

education in patients, staff 

and nursing students. 

 Demonstrate knowledge and 

skills in providing health 

education to patients and 

their family members to 

ensure optimized patient 

care. 

 Presents 5 formal prepared 

and 5 unprepared in-service 

training to staff and students 

based on their learning 

needs. 

 Sign-off 5 patient interactions 

of giving health education. 

 

5. Evidence-based practice in 

patient care  

(Concluding statements 15 and 

16) 

 Demonstrate knowledge in 

understanding the 

implementation of evidence-

based care in practice. 

 Identifies a health problem or 

issue in the health facility or 

wards and solves it by 

implementing evidence-

based practice. 

 Attends Patient Safety Group 

(PSG) meetings to 

understand the challenges 

affecting patient care in the 

health facilities. 

 Attends journal clubs to discuss 

latest clinical practice evidence. 

6. Professional socialization  

(Concluding statements 11 

and 12) 

 Understand the importance 

of lifelong learning in health 

care. 

 Attends in-service training, 

workshops or conferences to 

develop clinical knowledge. 

 Creates a career plan with 

assistance from the preceptor 

in a specialization of their 

interest. 
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 Interviews a specialist nurse 

in their field of interest to 

have a clearer understanding 

of their career path. 

 

6.5 EVALUATION OF THE TRANSITION TO PRACTICE PROGRAMME OUTCOMES 

The transition to practice programme for CSNs implementation is not part of this study. 

However, CSNs will be required to complete a checklist of activities completed per rotation, 

which will be signed by the preceptor if the CSN is considered a safe practitioner. This 

checklist consists of procedures based on the transition modules that the CSNs have to be 

competent in. Furthermore, the preceptors will have formal meetings with CSNs on a 3-

monthly basis to evaluate their progress in the wards, which will be submitted as part of their 

assessment at the end of their community service year. 

6.6 SUMMARY 

This chapter presented the transition to practice programme for CSNs in Dr Kenneth Kaunda 

District. The mission and vision statement of the programme were stated, as well as the 

programme outcomes. The researcher presented the macro- and micro-curriculum of the 

transition to practice programme that the CSNs have to complete during their community 

service year. 
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CHAPTER 7 

EVALUATION AND LIMITATIONS OF THE STUDY, RECOMMENDATIONS FOR 

PRACTICE, RESEARCH, EDUCATION AND POLICY 

7.1 INTRODUCTION 

This chapter reflects on the findings of the study by evaluating the study objectives and 

methodology used, stating the limitations of the study and giving recommendations for further 

research to be conducted based on the gaps identified. 

7.2 EVALUATION OF THE STUDY 

The overall aim of the study was to develop a transition to practice programme for CSNs in 

public health facilities of the Dr Kenneth Kaunda District. This study is evaluated according 

to the following objectives divided into two phases: 

PHASE 1 

1. Explore and describe the competencies of CSNs to practice independently and to 

transition into their different roles according to CSNs and their preceptors.  

2. Explore and describe the learning needs of CSNs to practice independently and transition 

to practice from the perspective of CSNs, preceptors, Nurse Managers, Unit Managers 

and Operational Managers. 

3. Describe a conceptual framework for a transition to practice programme for CSNs to 

practice independently and transition into their different roles. 

PHASE 2 

4. Develop a transition to practice programme to assist CSNs to practice independently and 

transition into their different roles. 

 

In phase 1, objective 1 explored the competencies of CSNs from their perspective and from 

their preceptors’ perspectives. An internationally validated Likert-scale, the CIRN 

questionnaire, was used to measure these competencies in seven dimensions, namely 

clinical care, leadership, interpersonal relations, legal/ethical practice, professional 

development, teaching-coaching and critical thinking-research aptitude. The CIRN 

questionnaire revealed that: 

 In the clinical care dimension, CSNs had difficulty in implementing the nursing 

process in patient care.  
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 In the leadership dimension, it was evident that they had difficulty in delegating to 

staff, collaborating with the multidisciplinary team and forming well-functioning 

teams in the wards.  

 CSNs need to develop their interpersonal skills by developing effective 

communication skills and be reliable in the workplace.  

 In the legal/ethical dimension, it was evident that they need to develop skills on 

advocating for patients and be able to report malpractice incidents.  

 It was also evident that they lacked skills in identifying their own learning needs for 

professional development (Professional development dimension), and learning 

needs of patients and junior staff. 

 Likewise, they lacked skills in teaching of other staff (Teaching-coaching 

dimension). 

 Finally, they lacked skills in clinical decision-making and clinical judgement and how 

to incorporate EBP into nursing care (Critical thinking-research aptitude). 

 

Objective 2 explored learning needs of CSNs during their community service year from the 

perspectives of health facility managers, CSNs and preceptors. This objective indicated that 

there are challenges with regard to the structure of community service for nurses, which 

influenced the implementation of community service in public health facilities of NW province. 

Furthermore, the results indicated that CSNs are experiencing learning difficulties during their 

community service year, due to factors associated with the implementation of community 

service for nurses in NW province. These learning needs are stipulated in Chapter 4.  

The researcher further described a conceptual framework for a transition to practice 

programme in objective 3, based on empirical data for objective 1 (competencies of CSNs) 

and objective 2 (learning needs of CSNs) with support from the literature which was 

reviewed. The conceptual framework for a transition to practice programme presented in 

Chapter 5 emphasized the importance of stakeholders such as the SANC and the DoH in 

ensuring that the CCS has the structures in place that it needs to ensure a smooth transition 

process for CSNs. It further indicated support needed for CSNs through a transition to 

practice programme and the importance of collaboration between public health facilities and 

nursing institutions in ensuring a smooth transition for CSNs into their different roles as 

professional nurses. 

In phase 2 of the study, the researcher developed a transition to practice programme for 

CSNs based on the empirical data from objective 1 (competencies of CSNs), objective 2 

(learning needs of CSNs) and objective 3 (conceptual framework for a transition to practice 
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programme). The researcher stated the vision and mission statements of the transition 

programme, and the objectives of the programme. Modules of the transition to practice 

programme that the CSNs have to complete during their year of community service, to assist 

them to develop clinical knowledge, skills and attitudes while being supported by senior 

nursing staff and an assigned preceptor, were identified. This transition to practice 

programme is presented in Chapter 6 of this study. 

7.3 SIGNIFICANCE OF THE STUDY 

The results of this study will increase the body of knowledge of policy makers such as the 

NWDoH and the SANC, to understand the structures that need to be in place in order to 

assist CSNs to transition smoothly into their different roles as professional nurses. 

Furthermore, health facility managers (Nurse Managers, Unit Managers and Operational 

Managers) will also be able to identify the limitations at their health facilities that obstruct the 

transition of CSNs into professional nurses. Having an understanding of CSNs’ competencies 

and learning needs will assist the health facility managers and preceptors to support and 

facilitate their transition period appropriately. The transition to practice programme for CSNs 

in Dr Kenneth Kaunda District is a supportive strategy for CSNs and can be transferred to 

other provinces in South Africa. This transition to practice programme for CSNs will ensure 

an ongoing supply of competent and confident professional nurses, who are willing to remain 

in the organization and profession due to the support rendered during their community 

service year. 

7.4 LIMITATIONS OF THE STUDY 

The limitations of the study were as follows: 

 The study was conducted in the NW province public sector, thus limiting the findings to 

the NW province CSNs and the public sector context. However, based on the literature 

reviewed, it was evident that CSNs in South Africa are experiencing similar learning 

needs during community service; thus the developed transition to practice programme 

could be transferable to other provinces in South Africa. 

 The response rate of the preceptors to the CIRN questionnaire was relatively low (54%), 

but it is in line with the response rates of other studies conducted in South Africa.  

 The transition to practice programme for CSNs (Chapter 6) was not peer reviewed, due 

to it being outside the scope of this study. 

The CIRN questionnaire used to obtain data pertaining to competencies of CSNs indicated 

that the seven domains of the instrument were interrelated, which affected the EFA and CFA 
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results of the study. Internationally this instrument was validated with 815 clinical registered 

nurses; while in this study 114 participants were used. Thus, it would be advisable for future 

research to use a larger sample to confirm the validity of the instrument in a South African 

context. 

7.5 RECOMMENDATIONS 

Recommendations for practice, research, education and policy development to improve the 

transition process of CSNs are stipulated below. 

7.5.1 Recommendations for practice 

 

 The transition to practice programme for CSNs needs to be implemented in the public 

sector to ease the transition period of CSNs during their community service year. 

 Collaboration between public health facilities and nursing education institutions is pivotal 

in reducing the existing theory-practice gap and to plan a sustainable nursing workforce 

for the public sector. 

 Professional nurses in practice need to be encouraged to be involved in research, so 

they can understand the benefits of nursing research in improving the quality of patient 

care. 

 

7.5.2 Recommendations for research 

 

 A preceptorship programme needs to be developed to train registered nurses to mentor 

CSNs during their community service year. 

 The impact of collaboration between public health facilities and nursing education 

institutions needs to be explored in bridging the theory-practice gap in nursing education. 

 After the transition to practice programme has been implemented, an evaluation of the 

transition to practice programme needs to be conducted to evaluate whether CSNs’ 

competencies and learning improved. 

 A standardized test for CSNs should be developed, for them to complete before practicing as a 

professional nurse post-community service, to measure whether they are competent to work 

independently and ethically in the public sector. 

 

7.5.3 Recommendations for nursing education 

 

 Nursing education institutions should expose nursing students to specialty areas 

during clinical practice, so they don`t feel overwhelmed when working as CSNs. 

 Nursing students need exposure to their leadership role in their fourth year of practice 

in order to develop staff management and delegation skills. 
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 Collaboration with public health facilities will reduce the theory-practice gap. Thus, 

Nursing education institutions should involve public health facilities in the planning of 

the micro-curriculum of the nursing programme. 

 Nurse educators should facilitate nursing students’ clinical development in health 

facilities and attend workshops pertaining to current nursing practices in order to 

teach current nursing practice. 

 Teaching strategies need to be explored that can reduce the theory-practice gap in 

nursing education in collaboration with public health facilities. 

 

7.5.4 Recommendations for policy 

 

 A preceptorship policy for registered nurses needs to be developed to identify 

preceptors to mentor CSNs and to guide preceptors on mentoring CSNs during their 

community service year. 

 The SANC needs to develop a specific job description for CSNs that will highlight 

their learning objectives and roles during community service. 

 The DoH needs to develop a human resource policy for the public sector, to set 

evidence-based staffing norms that will assist identifying public health facilities in 

need of CSNs and ensure a sustainable supply of professional nurses. 

 The DoH needs to create funded vacant posts for CSNs to be hired after completion 

of community service to ensure they commit to a career in nursing, and thereby 

reduce staff shortages. 

 

7.6 SUMMARY 

This study indicated the importance of a structured transition to practice programme for CSNs 

in the Dr Kenneth Kaunda District. It is important that there is collaboration between public 

health facilities and nursing education institutions, in order to address the theory-practice gap 

in nursing education. The study further highlighted that CSNs need to be supported by senior 

nursing staff and preceptors in order to ease their transition into their different roles. The DoH 

and SANC have a pivotal role to play in ensuring an adequate structure to community service 

for nurses, in order for community service to be implemented uniformly in the public sector. 
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ADDENDUM J – CURRICULUM VITAE OF RESEARCHERS 

Project leader Narrative CV – Prof. Siedine Knobloch Coetzee 

My research programme focuses on nurse outcomes, specifically empirical measures of the physical 

and psychological work environment and its effect on the nurse, as well as links between the 

characteristics of nurses on quality of care, patient safety and patient satisfaction.  Within this 

programme of research, I have published 7 articles, and supervised 6 master’s and 3 doctoral students 

to completion.  I serve as the programme manager and co-principal investigator of the Registered Nurse 

Forecast (RN4CAST) project in South Africa; a collaborator of the RN4CAST project in Europe; a 

collaborator of the strengthening nurses’ capacity in HIV policy development in sub-Saharan Africa and 

the Caribbean project; a collaborator of the Quality of Nursing Doctoral Education (QNDE) project; and 

a co-investigator of a strategy for scaling-up and sustaining a research internship and mentoring roles 

project.  All of these projects are international collaborative projects, which have helped me to build 

extensive national and international networks. 

With regard to awards and prizes, I received many awards in my tertiary education, including a book 

prize for best average attained in academic and practical work during the 1st year; second best 

academic achievement in the Faculty of Health Sciences during the 1st year; a book prize for the best 

average attained in academic and practical work during the 2nd year; the Vosloo merit bursary for most 

deserving student in academic and practical work in the 2nd year; third best academic achievement in 

the Faculty of Health Sciences during the 2nd year and a book prize for the best average attained in 

academic and practical work during the 3rd year.  In my 4th year, I received an award for the best 

research project; and  best academic achievement in general nursing theory, general nursing practice, 

community nursing theory, community nursing practice, psychiatric nursing theory; the Adcock Ingrams 

floating trophy for most dedicated student in practice; the Kosie Dreyer DUX floating trophy for best 

student in the entire Baccalaureus Curationis (B.Cur) programme; a gold medal for the best overall 

achievement in academic and practical work in the entire B.Cur programme; an award for academic 

achievement in the B.Cur degree and an award for academic achievement in the Magister Curationis 

degree.  

During my working career, I received the Sigma Theta Tau International (STTI) Presidential Award for 

the best published article in 2011 and was awarded the International Postdoctoral Fellowship in Nursing, 

sponsored jointly by the International Network for Doctoral Education in Nursing (INDEN) and STTI, for 

the 2011 - 2012 year.  In 2012, I also received a book prize for the most productive researcher in the 

School of Nursing Science.  In 2013, it was announced that my article, "Compassion fatigue within 

nursing practice: A concept analysis" was the second most cited article in the Journal of Nursing and 

Health Sciences in 2011.  In 2014, I was awarded an A rating (the highest rating to be achieved) for the 

North-West University Institutional Teaching Excellence Award (ITEA), a stringent peer review process 

that evaluates teaching competencies, and was also awarded a national award from the Nursing 

Education Association (NEA) for teaching excellence of a nurse educator with less than five years’ 

experience. 
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With regard to memberships, I am a member of the Golden Key International Honour Society, STTI, 

NEA and INDEN.  I am an editorial board member for the International Journal of Africa Nursing Studies 

(IJANS) and serve as a reviewer for two national nursing journals (Curationis, Health SA Gesondheid) 

and four international nursing journals (Journal of Nursing Management, Nursing and Health Sciences, 

IJANS, Nurse Education Today).  I also serve as an external examiner for dissertations and theses, an 

external moderator for modules in nursing education and research, and have also been involved in the 

evaluation of National Research Foundation (NRF) Thuthuka grants.  Furthermore I serve on the 

Kenneth Kaunda Research District Committee since 2013; the STTI Research, Scholarship and 

Advisory Council  since 2012; the secretariat for the Forum of University Nursing Deans in South Africa 

(2007-2012) and was invited as part of the South African Department of Health Ministerial reference 

group on nurse education and training, related to Positive Practice Environments and Information, 

Communication and Technology components in 2011.  I am also consulted by hospitals in the area, to 

research and implement interventions to improve staff outcomes. 

With regard to grant applications, I have been involved with securing funding for the FUNDISA: Planning 

Grant (Atlantic Philanthropy Grant - 698 000 ZAR), Klopper, H.C. (PI) and Knobloch, S.  The RN4CAST 

Project (Atlantic Philanthropy Grant - 1 Million ZAR). Klopper, H.C. (PI), Knobloch, S. and Pretorius, R.  

The FUNDISA: Proposal for long-term funding of a professionalized FUNDISA (Atlantic Philanthropy 

Grant - 5 730 000 ZAR).  Klopper, H.C. (PI), Knobloch, S., Bruce, J., van Rooyen, D., van Wyk, N., 

Duma, S., Stellenberg, E. and Maree, L.  In a personal capacity, I also secured NRF Thuthuka funding 

for 2013-2015 (595 240 ZAR) for my project titled "The impact of compassion fatigue and compassion 

satisfaction on registered nurse outcomes” and have also gained several internal sources of funding to 

the approximate value of 180 000 ZAR. 
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Co-supervisor Narrative CV – Prof. Hester Klopper 

Hester Klopper (PhD, MBA, FANSA) 

Professional registration: RN; RM; RCHN; RPN; RNE; RNM 

 

Hester Klopper is an international academic and professional leader with extensive international 

networks in global health, public health, policy development, nursing and health care. She is the Chief 

Executive Officer of FUNDISA (Forum for University Nursing Deans in SA) and past President of Sigma 

Theta Tau International (2013-2015) (She is the first person outside of North America to be elected to 

the position of President of STTI). Prior to this position, she was the Dean of the Faculty of Community 

and Health Sciences, University of the Western Cape, South Africa, where she continues to hold a full 

professor appointment. In addition, she holds a professor position with INSINQ, a research focus area, 

based at North-West University (Potchefstroom Campus). She holds a Master’s degree (1992) and PhD 

(1994) from University of Johannesburg and an MBA (2002) from Luton University in the UK. As a 

scholar her research programme focuses on positive practice environments, patient safety and quality 

improvement. A continued interest is global health and the role nurses play in policy influence and 

strengthening health systems. She has been successful is securing funding for her work over the past 

decade of close to 50 million ZAR. 

Embedded in her work, is the focus on leadership development and capacity development of young 

scientists. She coordinates the national programme, the PLUME programme, funded by the National 

Research Foundation (NRF), to support the development of research programmes of university nursing 

department and post-doctoral candidates. Hester has been the supervisor of more than 25 PhD 

students and 45+ master's students; she has published 60+ peer reviewed publications, and presented 

her research and scholarly work at more than 100 international conferences. She has received several 

awards for her international leadership. She is a Fellow of the Academy of Nursing of South Africa 

(FANSA), an inductee into the Hall of Fame for Excellence in Nursing Research (FUNDISA) and a 

member of the Institute of Directors of South Africa (IODSA). Hester will be inducted as Fellow into the 

American Academy of Nursing on 17 October 2015 (FAAN). 
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Narrative CV of PhD student – Ms Nicholin Scheepers  

Highest qualification: Undergraduate training completed in 2008 at the University of the Western Cape 

and obtained a Master’s degree in Nursing Education (2012) at the University of the Western Cape 

(UWC). 

Career path:  I have been qualified as a professional nurse for 11 years. I have worked 3 years in 

clinical area where I worked in adult and paediatric intensive care units. I worked 3 years as a research 

assistant at UWC where I worked with senior nursing researchers on research improving nursing 

education. My responsibilities as research assistant was to assist in writing grant proposals, data 

collection of both quantitative and qualitative and conducting systematic reviews. I also assisted in 

writing of research reports and publication of research. I have currently published two articles in a peer- 

reviewed journal. I worked as a clinical facilitator for a year for BCur - first and second years at UWC. 

Currently I am employed at the North West University, School of Nursing as a lecturer where I teach 

General Nursing to 3rd year nursing students. 

Research experience applicable to present study: My Master`s research focused on community 

service nurses’ production and deployment in areas needed in the Western Cape. The experience 

obtained working with all health facilities in the Western Cape, gave the researcher experience in 

understanding how the health system works. Experience gained from being a research assistant will 

also be of great assistant in conducting this study. Completing my advanced research methodology 

modules during my Master`s programme will also assist in having an understanding on how to conduct 

research. My PhD study focuses on developing a transition program for community service nurses in 

the North West province, thus this study explored the learning needs of these community service 

nurses, of which they identified preceptorship as one of the needs. This will form part of the Masters 

student study, as it relates to preceptorship needs of nurses during their placements in hospitals. 

Supervisory experience: I am currently co- supervising two Masters student at the School of Nursing, 

Potchefstroom campus. 

Publications: I have published the following two articles in the South African Journal of Higher 

Education: 

1. Jooste, K. and Scheepers, N. (2014). Production and deployment of professional nurses from 

three nursing schools from 2005–2010: Towards strategic change in the Western Cape. 

2. Fakude, L., Le Roux, L., Scheepers, N. and Daniels, F.M. (2014). Reflections of nursing 

students, lecturers and clinical supervisors in the Western Cape on large classes. 
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ADDENDUM K- CIRN QUESTIONNAIRE (CSNs) 

                                                                

 

                                                                                                                      

School of Nursing Sciences 

COMPETENCIES OF COMMUNITY SERVICE NURSES 

Answer the following questions by marking with an “X” the one that applies to you: 

SECTION A: BIOGRAPHICAL DATA 

CRITERIA CATEGORY MARK 

WITH “X” 

FOR OFFICE USE 

1. Gender Male  A1 

Female  

2. Age 

 

 

 

 

 

21 – 25 years  A2 

26 – 30 years  

31 – 35 years  

36 – 40 years  

40 and above 

 

 

3.  Highest qualification 

 

 

Diploma 

(4 year) 

 A3 

Degree (4 year)  

Post Diploma 
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 Post Degree 

 

 

 

 

CRITERIA CATEGORY MARK 

WITH “X” 

FOR OFFICE USE 

4. Nursing school 

attended 

NWU  A4 

Excelsius Nursing 

College 

 

Other:  

5. Area currently working 

in 

 

 

 

Medical – Surgical 

ward 

 A5 

Maternity  

CHC    

Clinic  

Psychiatry  

Paediatric  

Orthopaedics  

ICU 

(Adult/neonates) 

 

Other:  

6.  Do you have a mentor 

during community 

service 

Yes  A6 

No  
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7. Do/Did you rotate 

among wards during 

community service 

Yes  A7 

No  

8. Community service 

placement period 

June 2016  A8 

January 2017  

 

SECTION B: COMPETENCIES OF COMMUNITY SERVICE NURSES 

 

This measurement is used to assess the general competency of a registered nurses. Please 

carefully read each item and identify to what extent you think a community service nurse is 

competent to do each task. Please mark your answer with an “X” according to the scale: 

0    = Not competent 

1    = Slightly competent 

2    = Somewhat competent 

3    = Competent 

3 = Very competent  
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1 Identifies and 

prioritizes risks 

in clinical 

situations 

     B1 

2 Provides 

culturally 

sensitive care 

     B2 

3 Detects and 

documents 

significant 

changes in a 

patient`s 

condition 

     B3 

4 Expresses facts 

and thoughts in 

writing in a 

clear and 

organized way 

     B4 

5 Gives 

emotional 

support to 

families 

     B5 

6 Understands 

the role of 

professional 

organizations 

and actively 

participates in 

them 

     B6 
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7 

 

Integrates 

relevant data 

from multiple 

sources 

     B7 

8 Uses 

opportunities 

for patient 

teaching when 

they arise 

      B8 

9 Assesses all 

health 

dimensions of 

client, i.e. 

physical, 

psycho-social, 

spiritual 

aspects 

     B9 

10 Carries out 

nursing 

practice 

according to 

scope of 

practice and 

organizational 

policy 

     B10 

11 Functions in 

accordance 

with SANC 

requirements 

     B11 
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12 Develops a 

nursing care 

plan for a 

specific patient 

based on a 

primary and 

secondary data 

base 

     B12 

13 Identifies and 

understands 

others’ 

personal 

strengths and 

weaknesses 

     B13 

14 Coordinates the 

relation 

between nurses 

and all related 

personnel 

     B14 

15 Delivers 

accurate, 

comprehensive 

and effective 

nursing in 

accordance 

with plan 

     B15 

16 Uses different 

ways to search 

for information 

     B16 
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17 Initiates 

appropriate 

orientation 

programmes for 

new nurses 

     B17 

18 Adjusts actions 

in relation to 

others’ actions 

     B18 

19 Takes up the 

preceptor role 

to support new 

nurses or 

students in 

adapting to a 

new working 

environment 

     B19 

20 Involves the 

patient and 

family in the 

planning and 

implementation 

of care 

     B20 

21 Figures out 

more than one 

way to solve 

confronting 

clinical 

problems 

 

     B21 
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22 Expresses 

disagreements 

in a 

constructive 

manner 

     B22 

23 Cooperates 

with other care 

providers in 

problem- 

solving to meet 

patients’ needs 

     B23 

24 Utilizes 

technological 

advances to 

improve 

nursing and 

health care 

     B24 

25 Takes 

responsibility 

for one`s own 

performance 

     B25 

26 Demonstrates 

self-awareness 

of personal 

limitations & 

strengths 

     B26 

27 Identifies and 

includes 

immediate 

patient needs in 

a nursing care 

plan 

     B27 
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28 Recognizes 

others’ 

contribution 

and 

achievement 

     B28 

29 Understands 

relevant and 

current 

information 

concerning 

health care 

system 

     B29 

30 Communicates 

facts, ideas and 

feelings to 

other health 

team members 

verbally 

     B30 

31 Serves as an 

advocate for 

the rights of 

clients or 

groups 

     B31 

32 Accepts and 

uses 

constructive 

criticism 

 

 

 

     B32 
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33 Delegates 

responsibility 

for care based 

on assessment 

abilities of 

individuals 

     B33 

34 Builds trust by 

keeping word, 

commitments 

and promises 

     B34 

35 Acknowledges 

the differences 

in beliefs and 

cultural 

practices of 

individuals/gro-

ups 

     B35 

36 Gets group 

approval in 

important 

matters before 

acting 

     B36 

37 Respects the 

patient/client 

right to privacy 

     B37 

38 Evaluates 

results of 

nursing care 

interventions 

     B38 
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39 Acts to develop 

an atmosphere 

for teamwork 

and 

cooperation 

     B39 

40 Develops an 

explicit 

teaching 

strategy to 

teach patients 

and families 

     B40 

41 Coaches junior 

nurses or 

students to 

meet both the 

task needs and 

their 

developmental 

needs 

     B41 

42 Assists in the 

clinical 

research data 

collection 

     B42 

43 Promotes 

cooperation, 

trust and open 

exchange of 

ideas  

     B43 
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44 Ensures 

confidentiality 

and security of 

written and 

verbal 

information 

acquired in a 

professional 

capacity 

     B44 

45 Reports all 

perceived 

malpractice 

incidents to 

responsible 

persons 

     B45 

46 Identifies 

learning needs 

of others 

including 

patients, 

families and 

junior nurses or 

students 

     B46 

47 Makes 

decisions that 

reflect both 

knowledge of 

facts and good 

judgement 

     B47 
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48 Resolves 

conflict in a 

positive way 

     B48 

49 Respects the 

patient’s/client’

sright to choice 

and self- 

determination 

in nursing and 

health care 

     B49 

50 Incorporates 

relevant 

research 

findings into 

nursing 

practice 

     B50 

51 Defends 

decisions using 

scientific 

knowledge 

principles 

     B51 

52 Uses learning 

opportunities 

for ongoing 

personal and 

professional 

growth 

 

     B52 
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53 Recognizes 

own learning 

needs 

     B53 

54 Shows 

willingness to 

share workload 

when needed 

     B54 

55 Displays self- 

direction in 

personal 

development 

     B55 

 

THANK YOU FOR YOUR SUPPORT. 
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ADDENDUM L – CIRN QUESTIONNAIRE (PRECEPTORS) 

 

 

 

                         School of Nursing Science 

        

PRECEPTORS      

COMPETENCIES OF COMMUNITY SERVICE NURSES 

Answer the following questions by marking with an “X” the one that applies: 

SECTION A: BIOGRAPHICAL DATA 

CRITERIA CATEGORY MARK WITH 
“X” 

FOR OFFICE USE 

1. Gender Male  A1 

Female  

2. Age 
 

 
 
 
 

21 – 25 years  A2 

26 – 30 years  

31 – 35 years  

36 – 40 years  

40 and above  

3. Highest qualification 
 
 

Diploma 
(4 year) 

 A3 

Degree (4 year)  

Post Diploma 
 

 

 Post Degree 
 

 

4. Experience as 
preceptor for CSNs 

 

……… year/s  A4 

5. Area currently 
working in 

 
 
 

Medical – 
Surgical ward 

 A5 

Maternity  

CHC   

Clinic  
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Psychiatry  

Paediatric  

Orthopaedics  

ICU 
(Adult/neonates) 

 

Other:  

6. Was training 
received to be a 
preceptor for CSNs? 

Yes  A6 

No  

7. Does your 
unit/facility have a 
specific orientation 
program for CSNs? 

Yes  A7 

No  

8. Period of 
preceptorship 

June 2016   
A8 

January 2017  

 

SECTION B: COMPETENCIES OF COMMUNITY SERVICE NURSES 

This measurement is used to assess the general competency of a registered nurses. Please carefully 
read each item and identify to what extent you think a community service professional nurse is 
competent to do each task. Please mark your answer with a “X” according to the scale: 

0    = Not competent 

1 = Slightly competent 
2 = Somewhat competent 
3  = Competent 
4  = Very competent           
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1 Identifies and 
prioritizes risks in 
clinical situations 

     B1 

2 Provides 
culturally 
sensitive care 

     B2 

3 Detects and 
documents 
significant 
changes in a 
patient`s 
condition 

     B3 

4 Expresses facts 
and thoughts in 
writing in a clear 
and organized 
way 

     B4 

5 Gives emotional 
support to 
families 

     B5 

6 Understands the 
role of 
professional 
organizations 
and actively 
participates in 
them 

     B6 

7 Integrates 
relevant data 
from multiple 
sources 

     B7 

8 Uses 
opportunities for 
patient teaching 
when they arise 

      B8 

9 Assesses all 
health 
dimensions of 
client, i.e. 
physical, psycho-
social, spiritual 
aspects 

 

 

     B9 
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10 Carries out 
nursing practice 
according to 
Scope of 
practice and 
organizational 
policy 

     B10 

11 Functions in 
accordance with 
SANC 
requirements 

     B11 

 

12 

Develops a 
nursing care plan 
for a specific 
patient based on 
a primary and 
secondary data 
base 

     B12 

13 Identifies and 
understands 
others’ personal 
strengths and 
weaknesses 

     B13 

14 Coordinates the 
relation between 
nurses and all 
related 
personnel 

     B14 

15 Delivers 
accurate, 
comprehensive 
and effective 
nursing in 
accordance with 
plan 

     B15 

16 Uses different 
ways to search 
for information 

     B16 
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17 Initiates 
appropriate 
orientation 
programs for 
new nurses 

     B17 

18 Adjusts actions 
in relation to 
others’ actions 

     B18 

19 Takes up the 
preceptor role to 
support new 
nurses or 
students in 
adapting to a 
new working 
environment 

     B19 

20 Involves the 
patient and 
family in the 
planning and 
implementation 
of care 

     B20 

21 Figures out more 
than one way to 
solve confronting 
clinical problems 

     B21 

22 Expresses 
disagreements in 
a constructive 
manner 

     B22 

23 Cooperates with 
other care 
providers solving 
to meet patients’ 
needs 

     B23 

24 Utilizes 
technological 
advances to 
improve nursing 
and health care 

     B24 
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25 Takes 
responsibility for 
one`s own 
performance 

     B25 

26 Demonstrates 
self-awareness 
of personal 
limitations & 
strengths 

     B26 

27 Identifies and 
includes 
immediate 
patient needs in 
a nursing care 
plan 

     B27 

28 Recognizes 
others’ 
contribution and 
achievement 

     B28 

29 Understands 
relevant and 
current 
information 
concerning 
health care 
system 

     B29 

30 Communicates 
facts, ideas and 
feelings to other 
health team 
members 
verbally 

     B30 

31 Serves as an 
advocate for the 
rights of clients 
or groups 

     B31 

32 Accepts and 
uses 
constructive 
criticism 

     B32 

33 Delegates 
responsibility for 
care based on 
assessment 
abilities of 
individuals 

     B33 
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34 Builds trust by 
keeping word, 
commitments 
and promises 

     B34 

35 Acknowledges 
the differences in 
beliefs and 
cultural practices 
of 
individuals/group
s 

     B35 

36 Gets group 
approval in 
important 
matters before 
acting 

     B36 

37 Respects the 
patient’s/client’s 
right to privacy 

     B37 

38 Evaluates results 
of nursing care 
interventions 

     B38 

39 Acts to develop 
an atmosphere 
for teamwork 
and cooperation 

     B39 

40 Develops an 
explicit teaching 
strategy to teach 
patients and 
families 

     B40 

41 Coaches junior 
nurses or 
students to meet 
both the task 
needs and their 
developmental 
needs 

     B41 

42 Assist in the 
clinical research 
data collection 

     B42 
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43 Promotes 
cooperation, 
trust and open 
exchange of 
ideas  

     B43 

44 Ensures 
confidentiality 
and security of 
written and 
verbal 
information 
acquired in a 
professional 
capacity 

     B44 

45 Reports all 
perceived 
malpractice 
incidents to 
responsible 
persons 

     B45 

46 Identifies 
learning needs of 
other including 
patients, families 
and junior nurses 
or students 

     B46 

47 Makes decisions 
that reflect both 
knowledge of 
facts and good 
judgement 

     B47 

48 Resolves conflict 
in a positive way 

     B48 

49 Respects the 
patient’s/client’s 
right to choice 
and self- 
determination in 
nursing and 
health care 

     B49 
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50 Incorporates 
relevant 
research findings 
into nursing 
practice 

     B50 

51 Defends 
decisions using 
scientific 
knowledge 
principles 

     B51 

52 Uses learning 
opportunities for 
ongoing personal 
and professional 
growth 

     B52 

53 Recognizes own 
learning needs 

     B53 

54 Shows 
willingness to 
share workload 
when needed 

     B54 

55 Displays self- 
direction in 
personal 
development 

     B55 

 

THANK YOU FOR YOUR SUPPORT. 
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ADDENDUM M – FOCUS GROUP SCHEDULE FOR CSNs 

 

School of Nursing Sciences 

LEARNING NEEDS OF COMMUNITY SERVICE NURSES 

Questions: 

1. How did you experience the first 3–6 months of being a community service nurse? 

2. What is your perception of transitioning from a student to a professional nurse? 

Probe: How did you know you successfully transitioned? What were your expectations of 

transitioning? 

3. How has the community service placement helped with your transition to your professional nurse 

role? 

Probe: Educational role, clinician, researcher, administrator? Confidence level? Critical-

thinking skills? 

4. What were your experiences of being assigned a preceptor during your community service year? 

5. What actions should be taken to support community service nurses’ transit in their role as 

professional nurses? 

6. What were main challenges you experienced during your transition to professional nurses? 

7. Did you feel well prepared to transition to practice after completing your four-year nursing 

qualification? Why? 
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ADDENDUM N – INDIVIDUAL INTERVIEWS FOR PRECEPTORS 

                                                                                

                                                                                      School of Nursing Sciences 

Questions: 

1. How did you experience community service nurses employed to work in your area/ unit? 

      Probe: Positive experience / Challenges 

2. How does your unit support community service nurses in transitioning in their different roles as 

professional nurses? 

      Probes: Educational, clinician, administrator and researcher role? 

     A structured programme at your facility? 

     Most effective part of you programme? Most important part? 

3. Which areas of the unit / facility does not meet the needs of community service nurses? 

Probe: Needs to function in professional roles: educational, clinician, researcher and administrator 

Probe: What is least effective of your existing programme? 

4. What assists in the effectiveness of your unit to assist community nurses to transition in their roles 

as professional nurses? 

5. What strategies do you think could assist in the transition of community service nurses in your unit 

or facility? 

      Probe: What other strategies do you think could improve these nurses’ transition? 

6. What challenges do you feel these nurses still experience despite support? 

7. Do you think that the nursing education received by these nurses prior to employment prepares 

them to transition to their role as professional nurses?  Can you elaborate? 
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ADDENDUM O – INDIVIDUAL INTERVIEWS FOR HOSPITAL MANAGERS 

                                                                                

                                                                                   School of Nursing Sciences 

INTERVIEW SCHEDULE (NURSE MANAGERS/UNIT MANAGERS/OPERATIONAL MANAGERS) 

Questions: 

1. How did you experience community service nurses employed to work in your facility? 

Probe: Positive experience / Challenges 

2. How does your facility support community service nurses in transitioning in their roles as 

professional nurses? 

Probes: Educational, clinician, administrator and researcher role? 

Do you have a structured programme at your facility? 

Most effective part of you programme? Most important part? 

3. Which areas of the facility does not meet the needs of community service professional nurses? 

Probe: Needs: educational, clinician, research and administrator 

Probe: What is least effective of your existing programme? 

4. What assists in the effectiveness of your facility to assist community service nurses to transition in 

their roles as professional nurses? 

5. What strategies do you think could assist in the transition of community service nurses in your unit 

or facility? 

Probe: What other strategies do you think could improve these nurses’ transition? 

6. What challenges do you feel these nurses still experience despite support? 

7. Do you think that the nursing education received by these nurses prior to employment prepares 

them to transition to their role as professional nurses? Why? 
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ADDENDUM P – DEMOGRAPHIC QUESTIONS FOR FOCUS GROUPS 

 

SECTION A: BIOGRAPHICAL DATA 

1. Gender: 

 Female 

 Male 

 

2. Age (in years) _____________________________________________ 

 

3. Highest qualification: 

 

 Diploma 

 Degree 

 Post Diploma 

 Post Degree 

  

4. Nursing school attended: 

 

 Excelsius nursing school 

 NWU 

 Other (Please specify) ________________________ 

 

5. Specialty area of your current unit: 

 

 Medical- surgical 

 Orthopaedics 

 Paedatrics 

 Maternity 

 Mental health 

 ICU (Adult/Neonate) 

 Clinic 

 CHC 

 Other (Please specify) _______________________________ 

 

6. Did you receive any kind of orientation? 

 Yes    Describe briefly________________________________ 

 No  

 

7. Do you have a mentor during community service? 

 Yes 

 No 

THANK YOU FOR YOUR SUPPORT. 
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ADDENDUM Q – DEMOGRAPHIC QUESTIONS FOR INTERVIEWS 

Hospital Managers (Interviews) 

SECTION A: BIOGRAPHICAL DATA 

1. Gender: 

 Female 

 Male 

2. Age (in years) _____________________________________________ 

3. Highest qualification: 

 

 Diploma 

 Degree 

 Post Diploma 

 Post Degree 

 

4. Experience working as Nurse Manager / Opertional Manager / Unit Manager (in years) 

____________________________________________________________________ 

5. Experience working with community service nurses (in years) 

____________________________________________________________________ 

6. How involved are you with community service nurses 

 During hospital orientation 

 Follow-up on their progress 

 Not working closely with them 

 Other: (Please specify) 
___________________________________________________ 

THANK YOU FOR YOUR SUPPORT. 
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ADDENDUM R – CONFIDENTIALITY AGREEMENT (CO-CODER) 
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